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DONOR REPORT CARD

ODA AS POPULATION DISTANCE FROM POPULATION
PERCENT ASSISTANCE AS ICPD Y2000 ASSISTANCE
OF GNP PERCENT OF ODA GOAL IN 1996 POLICY
1994-96 1994-96 Multiplier to
Average Score Average Score Reach Goal Score Classification*

Norway 0.92 23 3.63 18 0.0 25 a
Denmark 1.01 25 2.96 5 0.0 25 a
Sweden 0.86 21 2.66 13 11 24 a
Netherlands 0.79 20 2.62 13 0.0 25 a
United States 0.12 3 6.84 25 3.1 22 a
Finland 0.32 8 4.44 22 15 24 c

w United Kingdom 0.29 7 2.75 14 2.8 22 a

j Australia 0.33 8 2.31 12 3.0 22 b

— Germany 0.33 8 1.62 8 6.3 19 a

= Switzerland 0.35 9 =23 7 4.8 20 b

E= Canada 0.38 9 1.61 8 4.0 21 c

= Japan 0.26 6 0.75 4 12.8 12 a

> Belgium 0.35 9 0.51 3 12.6 12 C

lc_c New Zealand 0.23 6 0.87 4 12.5 13 d

= Austria 0.30 8 2.31 12 68.3 0 d

z France 0.56 14 0.18 1 24.0 i d

i Ireland 0.28 7 0.84 4 20.5 5 d

— Spain 0.25 6 0.22 it 19.9 5 d

— Portugal 0.28 7 0.04 0 109.8 0 d

<< Italy 0.21 5 0.36 2 86.8 0 d
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o : The donor nation has a published c: The donor nation has a health or

o

reproductive health and population development policy or strategy in
policy or strategy (25 points). place which substantively deals with
reproductive health and population
: The donor nation is currently (at the issues (15 points).
time of writing) developing a repro-
ductive health or population policy : The donor has no written policies ODA = Official
or strategy (20 points). on reproductive health or population Development Assistance
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DONOR

(0 points)

The grade “A” is
high, “F” is low.



Score Total Score Grade
25 91 A
25 90 A
25 84 A-
25 83 A-
25 75 B
15 69 B-
25 68 B-
20 62 C
25 60 C
20 56 C
15 53 C
25 47 C-
15 39 D

0 23 D-
0 19 F
0 16 F
0 16 F
0 12 F
0 F
0 F
#4

his “report card” assigns

letter grades to countries

on a scale of “A” to “F”

for their performance as
population donors, based on
the following indicators:

m the generosity of each
donor’s overall development
aid program in relation to
the size of that country’s
economy;

m the proportion of develop-
ment assistance funds allo-
cated to population-related
programs;

m the distance each donor has
to go to reach its “fair share”
of the ICPD year 2000 goal
from 1996 population
spending levels; and

m the extent to which each
donor has developed an
official statement of its
international population
and reproductive health
assistance policy.

The emphasis of this grading
system is on financial and pol-
icy commitments to population
assistance, rather than on the
quality and type of programs
supported. The weighting
reflects the focus of this report
on financial resources and on
the funding environment for
population assistance following
the Cairo conference. Without
significant resources, quality
programs will not have an
impact on global reproductive
health status.

Report Card on the
Donor Countries

The grading system does not
include a measure of program
effectiveness, primarily because
of the difficulty in identifying
simple, objective indicators of
program quality. Moreover, any
such indicators would almost
inevitably favor one approach
to programming funds over
another. While some donors
commit significant resources to
building technical capacity in
reproductive health within
bilateral aid agencies, others
contribute most of their funds
through multilateral organiza-
tions and international NGOs.
Even if both types of donors
are strongly committed to
population assistance, they
would likely score very differ-
ently on any conceivable
programmatic measure.

The grading system allocates
25 points to each of the four
indicators, for a maximum
potential score of 100. Points
are allocated on a relative
scale—donors are compared
to each other rather than to an
objective standard. To mini-
mize bias resulting from a
wide distribution of values,
the scores for each of the three
quantitative indicators were
capped at appropriate levels.
The grading system was
applied to the 20 member
countries of the OECD/DAC,
excluding Luxembourg, which
is not included among the indi-
vidual donor profiles, and the
European Commission, to
which some of the indicators
used to score individual donor
countries do not apply.
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Development Assistance as a
Share of National Income

Population Assistance as a Share
of Development Assistance

The volume of overall development assistance relative to gross
national product (GNP) reflects the generosity of each donor
country relative to the size of its economy. This indicator repre-
sents each nation’s commitment to the developing world. It also
reflects donor investments in broader economic and social devel-
opment that may ultimately benefit population and reproductive
health through increased income, education, well-being and
smaller family size. Total aid volume also influences the availabil-
ity of funds for population assistance.

Countries are scored on the average of their development assis-
tance to GNP ratio for the three-year period 1994 to 1996, and
their performance relative to each other. The ratio was capped at
1 percent, with all scores above 1 percent receiving the full 25
points, and all scores below receiving points on a proportional
basis. Over this period, the 20 donor countries averaged a devel-
opment assistance to GNP ratio of 0.42 percent—significantly
lower than the UN goal of a 0.7 percent annual contribution
from each country. However, Denmark far exceeded this goal,
leading the donor community by giving over 1 percent of GNP in
development aid between 1994 and 1996. Only three other coun-
tries met or exceeded the UN goal of 0.7 percent—Sweden,
Norway and the Netherlands. Apart from France, which had an
aid to GNP ratio of 0.5 percent, all other countries gave less than
the 0.4 percent donor average. Two of the largest donors in total
aid volume, the United States and Japan, allocated only 0.12 and
0.25 percent of GNP respectively to development aid.

The share of overall development assistance allocated to popula-
tion assistance reflects the level of importance each donor nation
assigns to population and reproductive health issues within its
foreign aid program. This measure gives credit to donors that
have demonstrated a financial commitment to population assis-
tance whether they do so through the bilateral, multilateral or
NGO channels. A 1989 international meeting in Amsterdam
recommended that donor countries allocate four percent of
development assistance to population and family planning. The
Netherlands has adopted a four percent target for reproductive
health spending as national policy.

Countries are scored on the percentage of development aid they
allocated to population assistance, again averaged over the three-
year period 1994 to 1996. The percentages were capped at 5,
with all scores above 5 percent receiving the full 25 points and
those below receiving points on a proportional basis. The United
States ranks highest on this measure, allocating an average of
close to 7 percent of its development aid budget to population
related programs between 1994 and 1996. Finland and Norway
follow at some distance, giving 4.4 and 3.6 percent of their devel-
opment aid to population respectively. Australia, Denmark, the
Netherlands, Sweden and the United Kingdom all gave between
2 and 3 percent of their aid budgets to population assistance
during this period.



Multiplier Required to Reach ICPD
Year 2000 Funding Goals

Formulation of a Reproductive
Health and Population Policy

Although Japan is a large population donor in terms of total volume,
it gave only 0.75 percent of its development budget on average to
population assistance in the period studied. Other major develop-
ment assistance donors contributed very limited funds to population
activities—for example, France gave on average less than one-fifth
of one percent of its overall development assistance during this
period, while Italy gave only one-third of one percent.

Resources remain central to the challenge of improving reproduc-
tive health status and slowing population growth worldwide. The
extent to which donors have progressed toward meeting the
financial goals for the year 2000 established at the ICPD reflects
their commitment to these goals and to population and reproduc-
tive health programs.

Each donor’s respective share of the $5.7 billion ICPD goal for
donor contributions in the year 2000 (unadjusted for inflation)
was estimated based on its proportional share of aggregate GNP
for the donor community. Scores were assigned to each country
based on the multiplier required to increase 1996 funding levels to
achieve that country’s year 2000 goal. The multipliers were capped
at 25, with all multipliers above that receiving zero points. Since a
low multiplier warranted a higher point score, scores were calcu-
lated by subtracting the multiplier from 25.

Four countries have met or are very close to meeting their respec-
tive year 2000 goals: the Netherlands, Denmark, Sweden and
Norway. Another five countries need to increase their current
levels of assistance two to four times by the year 2000: the United
States, the United Kingdom, Canada, Australia and Finland. A few
large population donors lag further behind their goals—Germany
needs to increase its 1996 level of assistance six times to reach its
goal, while Japan needs to increase its assistance thirteen-fold.
France needs to increase its funding twenty-four-fold. Portugal
and Italy are furthest from their year 2000 targets, needing to
increase their assistance 110 times and 87 times respectively.

Donor nations committed to population assistance are more
likely to have articulated a reproductive health and population
policy. The existence of such a policy reflects the importance
governments assign to these issues and time invested by aid
officials in dialogue and debate on international population pol-
icy issues. Population assistance policies developed in response
to the ICPD are also likely be responsive to the goals and recom-
mendations of the conference.

The scoring system gives full credit to those donor countries that
have published official reproductive health and population policies
or strategies. To account for differences in the policy formulation
process among donors, the scoring system gives partial credit to
donors having health or development policies that substantively
address reproductive health and population issues. It also gives
partial credit to countries that at the time of writing were reported to
be developing population and reproductive health policies.
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DONOR GRADES

Of the 20 donors evaluated, 8 countries—Denmark, Germany,
Japan, the Netherlands, Norway, Sweden, the United Kingdom
and the United States—have all published documents reflecting
current government policy on international population and
reproductive health assistance. Aid officials in Switzerland and
Australia report that their governments are currently developing
such policies. Canada, Belgium and Finland have development
policies that make reference to population and reproductive
health. The other countries do not appear to have formal policies
on assistance in the area of population and reproductive health.

Norway and Denmark receive the highest scores and a
grade of “A’. Sweden and the Netherlands follow at some
distance with a grade of A-. All four countries receive close to the
maximum scores in every category except the share of overall
aid allocated to population assistance.

The United States, the United Kingdom and Finland all
follow with grades in the “B” range. All three countries
lose points for their lack of overall generosity in development
cooperation. The United Kingdom also loses points for the low
proportion of development aid funds allocated to population
compared to some other donors. On this indicator, the United
States sets the standard, receiving the maximum score for the
share of total development assistance allocated to population
and reproductive health.

Australia, Germany, Switzerland and Canada all perform
in the middle range, rating a grade of “C.” All lose points for
their low aid to GNP ratios and the low priority they give to popu-
lation assistance within their overall foreign aid programs. Japan
earns a C- for its relatively poor performance on all three finan-
cial indicators.

Belgium and New Zealand receive grades in the “D” range,
gaining some points based on their relative proximity to
their year 2000 goals. Belgium’s score reflects the recent adop-
tion of a policy statement on population and reproductive health
in its overall development cooperation policy.

France, Ireland, Spain, Austria, Portugal and Italy score
relatively low in all categories, receiving a grade of “F.”

In summary, only a handful of countries have performed at
a satisfactory level as population donors in the years following
the ICPD.



METHODOLOGICAL NOTE FOR COUNTRY PROFILES

The country profiles provide an update on the
population and reproductive health assistance
programs of the 20 donor nations included in
PAI's 1993 report, Global Population Assistance:
A Report Card on the Major Donor Countries.
No profile of Luxembourg, also a member of the
Development Assistance Committee of the
OECD, is included owing to its relatively small
population size (less than one million people)
and low level of involvement in population
assistance. However, the profiles include the
European Commission, the only institutional
member of the DAC, in light of its emerging
importance and great potential as a donor in
the population sector.

All the donor profiles draw on UNFPA's annual
Global Population Assistance Reports (GPARS);
The Reality of Aid: An Independent Review of
Development Cooperation, published by a coali-
tion of European nongovernmental organizations;
and the OECD’s Development Co-operation 1997
Report. Information for the individual profiles also
came from the OECD/DAC peer reviews of each
member country’s development cooperation pro-
gram, government documents, and interviews
and personal communications with aid officials
and advocacy colleagues in each donor country.

The country profiles also draw on reports submit-
ted by donor governments to the Netherlands
Interdisciplinary Demographic Institute (NIDI) for
UNPFA's Global Resource Flows for Population
Project, for information on the geographic and

programmatic allocation of 1996 population funds.

Data analysis also faced a number of limitations.

In some cases, reporting is incomplete. For
example, UNFPA's GPAR for 1996 estimates
Japan’s population assistance based on 1995
levels and includes only partial data for
European Commission funding, excluding NGO
cofinanced projects. In some cases, limitations
are methodological. While most of the profiles
use the GPAR data to discuss trends in popula-
tion assistance, because of changes in defini-
tions, data on donor funding for 1995 and 1996
are not strictly comparable either to each other
or to 1994 and earlier years. Moreover, some
donors appear to be using a far broader defini-
tion of population assistance than the standard
definition used by UNFPA.

Readers should note that all population assis-
tance figures throughout the text and tables of
this report reflect current U.S. dollars unless
otherwise stated.
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Australia reports a five-fold increase

In population assistance since 1990,

but its contributions still lag far behind

the most generous donors.

AUSTRALIA

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT

Australian population assistance in 1996 was five times the
1990 level, among the largest percentage increases in donor
contributions over this period. However, Australia lags far behind
smaller donor nations such as Denmark and Norway in its contribu-
tions to population programs, both in absolute terms and relative to
GNP. Some of the reported increase in Australian population funding
reflects the broader definition of population aid introduced by UNFPA
in 1995. Nevertheless, about a third of funding for bilateral and NGO
population programs is focused on family planning services. Australia’s
strength as a reproductive health donor is largely a reflection of the
concentration of these increased resources in Asia and the Pacific,
where it has a long-standing presence as a donor and in-depth
knowledge of local conditions.

Recent political changes could reverse some of the advances
Australia has made as a reproductive health donor. The political
environment for population assistance is less favorable than in the
past, reflecting both a change in government and active political
opposition to family planning assistance programs. Funding for repro-
ductive health is further jeopardized by recent declines in develop-
ment aid. However, government sources report some recovery in aid
allocations planned for the upcoming budget year—and predict that
reproductive health funding levels will be maintained.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Australia has recently
reviewed its long-standing
approach to development
cooperation in order to improve
aid effectiveness. Australia has
traditionally been a large bilateral
donor to Asian and Pacific coun-
tries. The Australian Agency for
International Development
(AusAlD) has focused its efforts
on programs to spur economic
growth and alleviate poverty in
recipient countries. In 1997, the
government released the first
comprehensive review of
Australia’s foreign aid policy in
over a decade. The report, com-
missioned by the Minister of
Foreign Affairs, is officially titled
One Clear Objective: Poverty
Reduction through Sustainable
Development, but unofficially
referred to as the Simons Report.

The Simons report recommends
various reforms to the aid pro-
gram including a clearer focus

on a single objective—Ilong-term
poverty reduction. Additional rec-
ommendations include: increased
aid concentration through “gradu-
ation” of more countries from the
aid program and reallocation of
resources based on need;
increased sectoral concentration;
untying the aid program from



VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:
Population assistance per $US million GNP, 1996:

commercial interests; and a greater
focus on evaluation and aid effec-
tiveness. If the government imple-
ments these recommendations,
Australia’s aid program will likely
become more focused, both sec-
torally and geographically.

Despite overall budget cuts,
current Australian policy
identifies reproductive health
as a priority and indicates that
funding for the health sector
will be protected. As a result
of across the board deficit cutting
measures, the government
reduced the 1996-97 foreign aid
budget by 10 percent from the
previous year. These budget
reductions were largely realized
by discontinuing a relatively in-
effective mixed credit scheme
designed to benefit Australian
business and develop the private
sector in recipient countries.
However, other areas of the
Australian aid program still
experienced a budget reduction
of about 2 percent.

This decrease brought Australia’s
ratio of development assistance to
GNP down to a record low of 0.28
percent in 1996 and 1997—well
below the 0.4 percent donor aver-
age and the 0.7 percent UN target
for development aid. However, as
funds committed in previous bud-
get years are still being disbursed,

AUSTRALIA

18.1 million

0.28%

$1,074 million

$32.6 million

3.03%
$86

actual expenditures on some
development programs—as dis-
tinct from budget allocations—
have declined only slightly and
do not yet fully reflect these
reductions. Australian government
sources predict a reversal of the
negative trend in development aid
in the upcoming budget year, and
project an increase in the aid bud-
get of 0.5 percent in inflation
adjusted terms in 1998-99. Still,
the anticipated aid to GNP ratio
of 0.27 percent will remain signifi-
cantly below the 1995 level of
0.35 percent.

International’s

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The current political environ-
ment for population assistance
in Australia is less favorable
than in the past. The policy
environment has deteriorated
from the early 1990s when the for-
mer Labour government initiated a
four-year $105 million “Population
Initiative” between 1993 and 1996,
although key foreign policy officials
remain supportive. While the cur-
rent coalition government has not
acted to cut funding for reproduc-

Population Action

GRADE

P9

TRENDS IN POPULATION ASi@éﬁ/\l_Cfg%

$32.6
30 |
- 1
kil Because the definition $26.9
25 of population assistance
was broadened, data for -
1995 and 1996 are not
comparable to earlier years.
20
$18.0
15
10
$7.8
5 $54 $54 $53 $6.3
$1.7 §$1.7

1987 1988 1989 1990 1991 1992 1993 1994

1995 1996

NGO

Multilateral

. Bilateral

Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
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AUSTRALIA

Two recent aid reviews
Identify population and

family planning assistance
as among the most cost-

effective aid investments
available to AusAlD.

tive health programs, there is active
opposition to international family
planning assistance from a few con-
servative members of parliament.

However, two recent aid reviews
identify population and family
planning assistance as among the
most cost-effective aid investments
available to AusAID. The recent
Simons Report recommends that
Australia take on an expanded
role as a population donor: “pop-
ulation activities, including volun-
tary family planning, should be at
least maintained and possibly
increased in real terms in the inter-
ests of advancing health, human
rights and development objec-
tives...” The Independent Inquiry
into Population and Development
also endorses this view.

Despite these recommenda-
tions, the Australian govern-
ment has not sustained the
pace of recent increases in
family planning funding.
Australian reproductive health
advocates believe that increased
allocations to broader health pro-
grams have masked declines in
actual funding for family planning.
The government has officially
accepted the recommendations
of the Simons report, but with the
caveat that funding levels for pop-
ulation activities will be deter-
mined by availability of resources
in the overall aid budget and “the
priorities of partner governments.”

AusAID activities in the popula-
tion sector are governed by a
statement of guiding principles
and the use of a “population
checklist” for monitoring and
reporting purposes. The guiding
principles emphasize freedom of
choice, broad access to reproduc-
tive health services, and a commit-
ment to improving quality of care.
The population checklist is a tool
developed by AusAID—in
response to a Ministerial initia-
tive—to screen proposed activi-
ties, and for monitoring and
reporting purposes.

The checklist focuses on the social
appropriateness of the reproduc-
tive health intervention, and
requires certification as to the vol-
untary nature of family planning,
and the exclusion of abortion-
related training and services.
Although AusAID supports contra-
ceptive supplies in only a few of
its family planning projects, the
checklist restricts the use of
Australian funds to purchasing
pills, condoms, Depo-Provera
and two types of IUDs.

The Australian Reproductive
Health Alliance (ARHA), estab-
lished in 1995, is the main NGO
involved in advocacy for interna-
tional reproductive health. ARHA'’s
mandate is to ensure Australian
support for the goals of the Inter-
national Conference on Population
and Development. ARHA provides
support to the All-Party Parliamen-
tary Group for Population and
Development and engages in
public education activities aimed
at increasing Australian population
assistance through both bilateral
and multilateral channels.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Australian funding for popula-
tion programs has increased
dramatically, but it is unclear
if current funding levels will
be maintained in the future.
Australian assistance to population
programs rose from about $5 mil-
lion a year in the early 1990s to
about $18 million in 1994—Iargely
as a result of the “Population
Initiative.” Population assistance
levels continued to increase in
subsequent years, reaching $32
million in 1996. At this level,
Australia provides about $86 per
million dollars of GNP in popula-
tion assistance—roughly compa-
rable to the level provided by the
United States, but far below the
contribution of the Nordic coun-
tries and the Netherlands.

Australian government sources
estimate funding for direct pop-
ulation and family planning activ-
ities in 1997-98 at about $16
million. According to the govern-
ment’s own broad definition of
population activities, which
includes maternal and child health
and health worker training pro-
grams, the total would approach
$29 million. The budget for 1998-
99 maintains this level of expendi-
ture on population activities,
broadly defined, and allocates an
additional $14.6 million to
HIV/AIDS programs.

Australia is a minor donor

to most multilateral organiza-
tions in the population field.
During the 1990s, Australia allo-
cated an average of 50 percent of
total population assistance to mul-
tilateral organizations. This assis-
tance is spread broadly among
various UN and other international
health agencies; Australia does not
rank as a major donor to either
UNFPA or the World Health
Organization (WHO).



Australian contributions to
UNFPA'’s core budget peaked in
1996 at only $2.2 million. The
Australian contribution declined
to $1.6 million in 1997—ranking
Australia 13th among the Fund’s
donors. Over the last few years,
Australia has also contributed
additional funds to UNFPA for
specific multi-bilateral pro-
grams—over $2 million in 1995
and 1996 but only $226,000 in
1997. Australia also contributes to
UNAIDS, the WHO human repro-
duction research program, and
other WHO activities relating

to maternal health, safe mother-
hood and HIV/AIDS.

Bilateral population funding
rose rapidly during the 1990s.
Between 1986 and 1993, Australian
bilateral funding for population
programs fluctuated at a low
level—between $1 million and

$3 million annually. Following

the inception of the Population
Initiative and the introduction of
an expanded definition of popula-
tion assistance, reported levels of
bilateral assistance increased
sharply to $17.5 million in 1995
and then dropped to about $8.5
million in 1996.

Australia funds several major
international NGOs, again at
relatively low levels. Since 1995,
it has contributed approximately
$1.2 million a year to IPPF,
although its 1997 contribution

fell slightly, to about $1 million.
Australia also made small contri-
butions to the International Union
for the Scientific Study of
Population and the Population
Council in 1995 and 1996, but has
since discontinued this assistance.

PROGRAM
PRIORITIES

Australia’s aid program
focuses almost exclusively
on Asia and the South Pacific.
This geographic emphasis is also
reflected in its population and
health assistance. Australia has
identified HIV/AIDS prevention
in South and Southeast Asia as a
priority area for assistance given
rising HIV infection rates, and
also seeks to reduce infant and
maternal mortality in the region.

Country-specific initiatives include
a $17.7 million AIDS/STD preven-
tion program in Indonesia, funded
since 1995, which aims to develop
HIV/AIDS policy at the local and
national level, train staff in STD
management, and support STD
education and communication
activities implemented by NGOs.
Other reproductive health initia-
tives in the region include projects
in the area of maternal and child
health care in Laos and the
Philippines; training in women’s
health research in Vietnam; family
planning and child health activities
in China; and the expansion of
family planning services in the
South Pacific. Australia also pro-
vides support to the national family
planning association in Thailand.

Australian population assis-
tance has a strong emphasis
on reproductive health service
delivery. Australian assistance has
sought to reduce infant and mater-
nal mortality by expanding and
improving family planning services,
training health workers and sup-
porting information, education and
communication programs. In the
South Pacific region, where popu-
lation growth rates remain espe-
cially high, Australia’s bilateral
program has focused on popula-
tion policy development and pop-
ulation education, in addition to
training of health workers.

Since the Population Initiative
concluded in June 1997, AusAID
has been reformulating its
health and population strategy.
The new policy is expected to
focus on primary health care,
disease prevention including
HIV/AIDS prevention and care,
and capacity building for local
health institutions. Program strate-
gies will emphasize simple, low-
cost health interventions, local
participation and targeting of those
in greatest need. Australian aid
officials anticipate the policy will
be launched in 1998.

TECHNICAL
CAPACITY

AusAID’s population and
reproductive health programs
are managed by the Health
Group, which is staffed by
five policy officers and three
public health advisors. These
eight staff members provide pol-
icy advice and technical assis-
tance on a range of health issues
including reproductive health
and population.

P11

The Australian IPPF affiliate
is the major NGO involved in
the population assistance pro-
gram. Eight independent state-
level family planning associations
have also formed Family Planning
Australia, Inc., an umbrella NGO
which provides expertise to the
overseas aid program.

There is active opposi-
tion to family planning

aid from some Australian
parliamentarians.
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Austria is currently a minor donor in the population field,

but awareness of reproductive nealth ISSues

S growing S|OW|y among aid officials.

AUSTRIA

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

Austria is currently a minor donor in the population field,

but awareness of reproductive health issues is growing slowly
among aid officials. To date, the bilateral aid program has done lit-
tle to address population and reproductive health concerns. Although
Austrian development cooperation policy has emphasized the role of
women in development, the aid program has not yet recognized the
linkages between the status of women and their reproductive rights
and health.

The greatest potential to expand Austria’s support to popula-
tion programs is through its role in multilateral organizations.
The Austrian government has the potential to increase its small
contribution to UNFPA. Austria will also have some influence over
the priority given to ICPD goals by the European Commission (EC)
aid program, when it assumes the rotating European Union (EU)
presidency in late 1998. In addition, Austria’s recent EU membership
has led to a number of positive developments that appear likely to
improve the coherence of its bilateral aid program.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Austria is one of the smaller
European donors, ranking
16th out of the 21 major donor
countries in 1997 in total aid
volume. Austria’s development
assistance in that year represented
only 0.26 percent of GNP—signifi-
cantly lower than the donor coun-
try average of 0.4 percent.

Development aid in Austria is
fragmented both in its admin-
istration at home and its geo-
graphic and sectoral allocation
overseas. Overall responsibility
for development assistance lies
with the Federal Ministry for
Foreign Affairs, which also over-
sees most bilateral assistance and
almost all UN activities. However,
the Ministry of Finance is responsi-
ble for relations with the
International Monetary Fund and
the World Bank. To facilitate coor-
dination between these different
entities, the government has estab-
lished two consultative councils
within the Ministry of Foreign
Affairs, which include government,
political and NGO representatives.



VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

AUSTRIA

8.1 million

0.24%

$557 million

$861,000

0.15%

Population assistance per $US million GNP, 1996: $4

Despite these efforts, Austrian
development assistance has histor-
ically lacked a clear strategy

in terms of both external policy
and internal coordination among
government agencies. Austrian
development aid levels are also
difficult to assess since they tradi-
tionally include domestic expendi-
tures on refugees, scholarships for
students from developing coun-
tries and export credits. Moreover,
actual aid allocations to develop-
ing countries are distributed across
many countries and sectors.

Austria concentrates its develop-
ment aid on poverty alleviation,
based on the rationale that amelio-
rating poverty has a positive
impact on many other areas,
including population, health,
education, environment, gender
equity, governance, and internal
and external political stability.
Austria dropped health as a prior-
ity sector several years ago, per-
ceiving it has no special expertise
to offer in this sector.

Priority countries for Austrian
development assistance currently
include Bhutan, Burkina Faso,
Cape Verde, Ethiopia, Mozam-
bique, Nicaragua, Rwanda and
Uganda. Development coopera-

Population Action
International’s

GRADE
tion activities are also undertaken program. The bilateral aid budget
with Costa Rica, El Salvador, has declined, in part owing to
Guatemala, Kenya, Namibia, new financial obligations resulting
Nepal, Pakistan, Senegal, from Austria’s EU membership. As
Tanzania and Zimbabwe. an EU member, Austria also has
obligations in the policy arena,
Recent changes in the including coordination of devel- P13
Austrian aid program include opment assistance. Other changes
restructuring of aid manage- include the concentration of aid
ment and adoption of new in fewer recipient countries, and
sectoral priorities. Austria’s the development of a strategic
entry into the EU in 1995 approach to country program-
prompted the government to ming for the first time.
reexamine many issues related to
the development cooperation
$2.9
2.5
$US millions |
Because the definition
2.0 of population assistance
was broadened, data for ———
1995 and 1996 are not
comparable to earlier years.
1.5
10 $1.1 NGO
$0.9
= $0.7 Multilateral
0.5 $0.4
$0.3 $0.2 502 $0.2 . Bilateral
00 il
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996

Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
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AUSTRIA

Austrian development
assistance has histor-

ically lacked a clear
strategy in terms of
both external policy and
Internal coordination.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

Austria does not have an
explicit policy on population
assistance. Neither family plan-
ning nor reproductive health are
official priorities, although in some
cases Austrian support to women
in development activities may deal
peripherally with women’s health.
NGOs in Austria report that the
ICPD has resulted in increased
interest in reproductive health
within the aid bureaucracy, but
this has not translated into changes
in funding under the development
cooperation program to date.

The main reproductive health NGO
in Austria is Osterreich gesellschaft

fur familienplanung (OGF)—the
IPPF-affiliated national family
planning association. OGF has
conducted education and advo-
cacy activities related to the ICPD
with Austrian parliamentarians.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Austria is one of the smallest
donors to population pro-
grams. Austrian funding for pop-
ulation programs has risen slowly
since 1990, when the government
allocated only $225,000 to these
programs. In 1996, Austria
reported $861,000 in population
assistance through bilateral and
multilateral channels. Austrian
population assistance is low not
only in absolute volume, but also
in terms of the percentage of
overall aid allocated to population
assistance. In 1996, Austria gave
only $4 per million dollars of
GNP in population assistance,
compared to $242 per million
contributed by Sweden, which
has a similar sized economy.

Until 1992, Austria allocated
all its population assistance
through multilateral channels.
Since 1993, Austria’s reported con-
tributions to bilateral and multilat-
eral programs have been highly
variable from year to year, sug-
gesting inconsistencies in report-
ing and data quality. In 1994,
Austria gave $1 million to UNFPA,
but since then its contribution has
fallen to approximately $545,000
in 1997. Austria also contributes to
UNICEF, UNDP, the World Bank
and the regional development
banks, although these funds are
not specifically earmarked for
reproductive health.

Data gaps and inconsistencies
in reporting make trends in
Austria’s bilateral population
assistance difficult to assess.
Austria reported a large increase in
bilateral assistance in 1995. In
1996, however, Austrian bilateral
expenditures totaled only $90,000.
Since Austria’s aid portfolio does
not appear to include any explicit
support for population or health-
oriented projects, it seems likely
that these funds reflect a very

broad definition of population
assistance and are spent primarily
on projects to improve the status
of women. Moreover, Austria has
only reported bilateral population
spending in 4 of the last 10 years.

There is little or no NGO
involvement in the implemen-
tation of Austrian population
assistance. Austria conducts its
broader aid program with signifi-
cant NGO collaboration. However,
Austria does not contribute to
IPPF or to other major interna-
tional NGOs involved in repro-
ductive health.
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The emphasis on family planning and reproductive health

in Belgium’s NEW health strategy Is a positive response

to the Cairo conference.

Population Action
International’s

BELGIUM

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT
GRADE

DEVELOPMENT ASSISTANCE: P15
POLICY AND FUNDING

Although Belgium is likely to remain a minor donor in the
population field, recent policy developments have improved the
chances that the Belgian aid program will more directly address

reproductive health needs. The emphasis on family planning and Belgium appears poised to

reproductive health in Belgium’'s new health strategy shows a late but
nonetheless positive response to the Cairo conference. Historically, most
of Belgium’s small contribution for population programs has been
channeled multilaterally, but Belgium is expanding its bilateral and NGO
assistance in this area. The Belgian aid program has yet to demonstrate,
however, that it can back up its new policy with increased funding and

effective implementation of reproductive health initiatives.

VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

0DA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

Population assistance per $US million GNP, 1996:

10.2 million
$913 million
0.34%

$5.5 million
0.60%

$21

fundamentally restructure

its development assistance
program and formulate new
policy priorities, including
greater emphasis on popula-
tion and reproductive health
assistance. Belgian development
policy historically has tied devel-
opment assistance to business
interests, resulting recently in a
series of corruption-related scan-
dals in the foreign aid system.

In response to these events, the
Belgian government has reorga-
nized the Administration for
Development Cooperation
(AGCD), the main agency in
charge of administering develop-
ment assistance. It has also pro-
posed the establishment of an
independent agency to implement
technical cooperation activities
under the oversight of the AGCD.
To coordinate Belgian aid efforts
in developing countries, the State
Secretary for Development
Cooperation within AGCD chairs
an interministerial working group
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BELGIUM

including the Ministries of Finance,
Foreign Affairs, Foreign Trade,
Agriculture, Economic Affairs,
Science Policy and Defense.

The AGCD continues to grapple
with obstacles to its effectiveness,
in particular, constraints to the dis-
bursement of foreign aid funds.
Only 78 percent of funds commit-
ted in 1996 were disbursed in that
year, owing to a lack of adequate
staff to develop new programs.
The recent reorganization plans to
address this problem by delegat-
ing more authority to directors
and unit heads within AGCD to
accelerate the pace of decision
making and disbursements.

It is still unclear whether
ongoing changes in the admin-
istration of development pro-
grams will ultimately lead to
increased levels of foreign aid.
Public support for development
assistance remains limited as
Belgians in general are more con-
cerned about domestic economic
and political problems than about
international economic coopera-
tion. Belgium’s overall aid levels
peaked in the early 1980s and fell
to about $764 million in 1997—
about 0.31 percent of GNP.
Belgium ranked 15th out of 21
donor countries in volume of aid
given in 1997. The proportion of
development assistance flowing
through the bilateral channel has
fluctuated between 60 and 70
percent in recent years.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

In late 1997, the Belgian gov-
ernment released a new policy
for development cooperation
which strongly emphasizes
family planning and reproduc-
tive health as priorities for
Belgian assistance in the
health sector. The policy state-

ment endorses the ICPD defini-
tion of reproductive health and
advocates the integration of
reproductive health services into
the health system in order to
increase women'’s access to care.
The appointment of a physician
as Secretary of State for Devel-
opment Cooperation was an
important influence in the devel-
opment of this new policy. The
State Secretary, Dr. Reginald
Moreels, is also the former head
of the Belgian chapter of the
international NGO, Doctors
Without Borders.

The political environment for
population assistance in Belgium
is complex. While the Cairo and
Beijing conferences have been an
important influence on develop-
ment policy, increased discussion
of population and women'’s health
issues has been largely within the
governmental sphere rather than
among the population at large. A
predominantly Catholic country,
Belgium is home to a vocal minor-
ity of religious and right wing par-
ties in Parliament who are active
in opposing family planning both
at home and abroad.

The government anticipates
vigorous parliamentary debate
regarding the new development
policy, especially the focus on

family planning. Despite this
anticipated debate, both the devel-
opment cooperation law and its
strong emphasis on reproductive
health and family planning are
expected to be approved and
implemented as planned.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Belgium’s contributions to
population assistance have
gradually increased from about
$1 million in 1987 to $5.5 mil-
lion in 1996. This low level of
funding ranked Belgium 16th
among the top 20 donors to repro-
ductive health programs in 1996.

Historically, Belgium has allo-
cated the vast majority of these
funds to multilateral channels.
Belgium makes voluntary contri-
butions to a number of interna-
tional organizations involved in
population and reproductive
health. These include UNICEF,
the International Union for the
Scientific Study of Population,

the UN Women'’s Fund (UNIFEM),
UNAIDS and UNFPA.

Belgium’s core contribution to
UNFPA fell from $2.3 million in
1996 to $1.7 million in 1997, partly

TRENDS IN POPULATION ASi@éﬁf\l_Cfg%
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$5.6 $5.5

$US millions
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Because the definition

of population assistance
was broadened, data for
1995 and 1996 are not
comparable to earlier years.

$2.9

$1.5
1 $11 $1.0

$2.3

NGO

Multilateral
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1987 1988 1989 1990 1991
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1995 1996
Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.



reflecting the falling value of the
Belgian franc relative to the U.S.
dollar. Contributions for multi-
bilateral activities—where Belgium
contributes to a specific UNFPA
program—peaked in 1995 at $1.1
million and then dropped to
approximately half a million dol-
lars a year in 1996 and 1997.

Belgium is a very small bilat-
eral donor to population pro-
grams. In 1995, Belgium began
allocating bilateral funds to popu-
lation assistance and reported
approximately $3.2 million of $5.6
million in total population assis-
tance as bilateral expenditures. In
1996, a smaller amount flowed
through the bilateral channel—just
$1.2 million of total population
funding of $5.5 million.

Recently, the Belgian govern-
ment has begun allocating
funds to NGOs for reproduc-
tive health programs. Since
1995, Belgium has provided IPPF
with 5 million francs a year, an
amount which has declined in
U.S. dollar terms owing to
exchange rate changes and which
represented about $140,000 in
1997. Belgium also co-finances
the activities of some Belgian
NGOs which are collaborating
with developing country NGOs in
the areas of AIDS prevention and
sexual health education. The shift
towards funding NGO reproduc-
tive health activities in 1995, even
at a low level, is a sign of a posi-
tive but still tentative Belgian
response to the ICPD.

PROGRAM
PRIORITIES

Consistent with the govern-
ment’s overall allocation of
development aid, most ongo-
ing bilateral population pro-
jects are in sub-Saharan Africa.
North Africa, Southeast Asia and
the Andean region of South
America are lesser priorities. To
date, Belgium’s largest reproduc-

tive health programs have been
in Niger, Morocco, Rwanda, and
with the Palestinian Authority. In
Bangladesh, Belgium has decided
to terminate its bilateral coopera-
tion activities but plans to continue
support to NGO programs. The
new health strategy proposes to
concentrate aid resources in 25
priority countries, mostly in sub-
Saharan Africa.

The newly proposed develop-
ment cooperation strategy shifts
the emphasis within the over-
all health sector toward family
planning and reproductive
health. While still emphasizing
the importance of primary health
care, the policy statement strongly
endorses the ICPD platform and
highlights the importance of fam-
ily planning as a key priority for
future health sector activities.

A separate health strategy docu-
ment seeks to integrate repro-
ductive health within a primary
health framework. The policy calls
for integrated family planning,
HIV/AIDS prevention, maternal
and child health and information,
education and communication
components within primary health
projects. Over the past decade,
Belgian assistance has also sup-
ported reproductive health projects
in Kenya and Rwanda, as well as
STD/AIDS prevention programs in
six other African countries.

Belgian aid officials indicate that
other bilateral and multi-bilateral
initiatives under consideration
include several reproductive health
projects in West Africa, a project
related to trafficking in women in
the Philippines implemented
jointly by the University of Manila,
the University of Ghent and
AGCD, and a project in Laos relat-
ing to development of a social
health system that will include
family planning. There are also
plans to develop more integrated
programs through other sectors,
for example, sexual health educa-
tion programs through initiatives
in the education sector.

TECHNICAL
CAPACITY

Belgium does not have a
strong cadre of health sector
specialists within the AGCD.
This is not surprising considering
the low level of funding for health
programs to date. A 1997 paper on
health sector activities reports that
41 Belgian experts work on health
sector projects worldwide; no data
are available on staff working
specifically in population or repro-
ductive health. The majority of
health sector staff are assigned to
African countries, including

12 in Rwanda and 8 in Niger.

There are currently no
Belgian institutions with the
capacity to support the AGCD
in implementing international
reproductive health assistance
programs. Some religiously affil-
iated NGOs work with local
NGO:s in developing countries on
health-related initiatives, which
may include some reproductive
health activities. However, these
activities are funded out of a sep-
arate budget line for NGO collab-
oration and little information on
them is available. A new pro-
posal to support five year pro-
grams with such NGOs, rather
than fund individual projects, has
the potential to strengthen techni-
cal collaboration between NGOs
and the AGCD in all sectors,
including reproductive health.

Belgium has yet to
back up its new policy
with increased funding

for reproductive
health initiatives.

GRADE
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After declining steeply in the early 1990s,
Canadian population assistance levels have.stabilized,

but not recovered.

CANADA

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

After declining steeply in the early 1990s, Canadian population
assistance levels have stabilized, but not recovered. Current
levels of population assistance are only about a quarter of the level
needed for Canada to contribute its fair share of the ICPD year 2000
goals for donor assistance. Given continuing deep cuts in overall
development aid, it is unclear whether recently initiated advocacy
efforts can help restore—let alone increase—funding for population
and reproductive health.

At the policy level, Canada appears to be giving increased
priority to reproductive health. A new health strategy adopted
by the Canadian aid agency includes a strong emphasis on women'’s
and reproductive health. However, work on a population and repro-
ductive health strategy expected to clarify program priorities and
future directions has been suspended. Unless levels of population
assistance increase, Canada will likely be a donor of declining impor-
tance in the international population field.

Canada channels over half of its population assistance bilater-
ally. Despite its limited technical expertise, Canada is an effective
donor in population and reproductive health, largely because it
allocates a significant proportion of bilateral funds to cofinancing

of multilateral projects.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Canada’s development assis-
tance has been declining since
1991. Early in the decade, a lack
of high-level political support led
to cuts in the foreign aid budget.
More recently, economic problems
have made it difficult to reverse
this trend. While still low histori-
cally, 1997 Canadian development
assistance increased to $2.1 billion,
up from $1.8 billion in 1996. In
1997, Canada ranked 9th out of 21
major donor countries in terms of
total aid volume. Canadian aid rep-
resented 0.36 percent of GNP,
slightly less than the average for
the donor community.

Despite recent negative trends,
Canada’s role as a donor nation
remains an important part of its
international identity. There is
strong public support for humani-
tarian and emergency aid, although
support for long-term develop-
ment aid may be weaker in the
current economic context. Canada
also holds a unique position
within the donor community as a
member of the following inter-
governmental groups: the British
Commonwealth, La Francophonie,
and the Group of Seven major
economic powers.



VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:
Population assistance per $US million GNP, 1996:

Official Canadian development
policy identifies basic human
needs (including family plan-
ning) and women in develop-
ment as priority program
areas. Other priorities include
infrastructure services, human
rights, democracy and good gov-
ernance, private sector develop-
ment and the environment.

Canadian development assistance
is managed by the Canadian
International Development
Agency (CIDA), which administers
75 to 80 percent of bilateral and
multilateral development assis-
tance funds. The Department of
Finance, which handles contribu-
tions to the World Bank and
International Monetary Fund, and
the Department of Foreign Affairs
and Trade manage smaller por-
tions of the aid budget. As part
of a decentralization initiative,
CIDA has also delegated limited
authority to approve projects to
Canadian embassies overseas.
Following a series of management
reviews and reorganizations dur-
ing the 1990s, CIDA has recently
taken a more “results-based”
approach. In response to cuts in
the development assistance bud-
get, it has also concentrated its
activities in fewer countries.

CANADA

29.7 million

0.32%
$36.5 million

2.03%
$64

$1,795 million

Population Action
International’s
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THE POLICY ENVIRONMENT strategy frames the problem of
FOR INTERNATIONAL rapid population growth as an
POPULATION ASSISTANCE impediment to economic growth
in developing countries, and also
In 1996, CIDA released a sees reduction of high unmet need
policy document entitled f(_Jr family pllanning as a prerequi-
Strategy for Health which site to arresting the spread of P19
ductive health programs. The )
tion growth through health pro- population strategy to guide
jects focusing on women, and CIDA programming in this area.
also supports access to health Recognizing this gap, CIDA
services as a human right. The embarked on an internal consulta-
40 $4_09 M Because tﬁe deﬁrjitfon
$US millions L\:fazolﬁg:ggged, datalfaer $37.3 $36.5
1995 and 1996 are not .
329 comparable to earlier years.
30 $302 : $28.9
$24.7
20 immini
NGO
Multilateral
. Bilateral

1987 1988 1989 1990 1991 1992 1993 1994

1995 1996

Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
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CANADA

Despite recent negative

trends, Canada’s role as
a donor nation remains
an important part of its
International identity.

tion process to develop a popula-
tion, reproductive health and sus-
tainable development strategy. As
of mid-1998, however, work on

this strategy had been suspended.

On the policy front, the estab-
lishment of Action Canada for
Population and Development

has given advocacy for popula-

tion assistance a boost. This
new NGO, set up in 1997 with
the assistance of the Planned
Parenthood Association of
Canada, aims to promote
Canadian fulfillment of its ICPD
commitments. The Conservation
Council in Ontario is another
NGO with a history of involve-
ment in advocacy for Canadian
population assistance.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Canadian population assis-
tance declined along with
development assistance levels
during the 1990s. Funding fell
to a low in 1994 of $22.8 million a
year, down from a high of $43 mil-
lion in 1990. CIDA population staff
and external advocates have
worked hard to maintain core
population and family planning
assistance in the $20 to $25 million
range in recent years, even as
CIDA’s overall aid budget has con-
tinued to shrink.

Following the Cairo conference,
Canada reported spending about
$37 million annually in 1995 and
1996 on population assistance
defined more broadly to include
maternal health and AIDS activi-
ties. Canada would have to
increase its allocations almost
four-fold to reach its fair share of
the year 2000 goal for donor assis-
tance to population programs,
based on Canada’s proportional
share of total donor country GNP.

Canada’s annual contribution
to UNFPA peaked in 1994 at
$10.1 million, and has since
fallen, amounting in 1997 to
$6.5 million. Canada provides
additional multi-bilateral funding
to UNFPA to finance the costs of
Canadian junior professional staff
on loan to UNFPA, as well as the
purchase of Canadian contracep-
tives. In 1996, Canada also funded
UNAIDS at $3 million, including
both a core contribution and cofi-
nancing of a multi-bilateral breast-
feeding and AIDS project in
Zimbabwe. The WHO human
reproduction research program
receives a modest annual contri-
bution from Canada, amounting
in 1996 to about $300,000.

Canada increased the bilateral
share of its population assis-
tance from one-fifth of the
total in 1992 to over half in
1996. Bilateral funds are concen-
trated in Asia and Africa, which in
1996 received the bulk of overall
reproductive health funding.

Canada supports numerous
NGOs working in the interna-
tional family planning and
reproductive health arena. In
1996, CIDA disbursed about $4.4
million through its “partnership
branch” to international NGOs
such as IPPF, the Population
Council, the International Council
on Management of Population
Programs, the Planned Parenthood
Federation of Canada and various
other health and development
NGOs. In 1996, support to family
planning NGOs amounted to
about $3.7 million; funding for
NGOs working in other areas of
reproductive health, including
HIV/AIDS, totaled about $684,000.

The health strategy adopted
by the Canadian aid agency

includes a strong emphasis
on women’s and reproduc-
tive health.




The Canadian government cut
support to IPPF by almost 50
percent between 1988 and
1997. Contributions to IPPF, his-
torically the major recipient of
Canada’s population assistance
through the NGO channel, fell
from over $6 million in 1994 to
$368,000 in 1995. These funding
cuts resulted from a new policy
announced in 1994 by the Ministry
of Foreign Affairs and Trade, limit-
ing eligibility for Canadian support
to international NGOs based in
Canada. At the time, CIDA pro-
posed to partly offset these cuts
by increasing direct support to
national family planning associa-
tions affiliated with IPPF, particu-
larly in the Africa region. Despite
protests by advocacy groups,
CIDA has only partially restored
its core support to IPPF, to about
$3.3 million in 1996.

PROGRAM
PRIORITIES

The Canadian bilateral popula-
tion program is concentrated
in Asia; its most substantial
activity—in terms of both
funding and length of involve-
ment—is cofinancing of the
World Bank’s Bangladesh
Health and Population Project
(BHPP). The project is imple-
mented by the Bangladesh gov-
ernment and local NGOs with the
support of a consortium of donors
under the World Bank’s leader-
ship. Canada has been a large
donor to this project since its

inception in the early 1970s.
CIDA resources currently support
the purchase of oral contracep-
tives, the strengthening of man-
agement information systems,
formulation of a master plan for
human resources development in
the health sector, and services
provided by local NGOs.

Canada also supports smaller
projects focusing on other aspects
of reproductive health in China
(maternal and child health) and
Indonesia (safe motherhood). In
Africa, Canada has recently sup-
ported regional family planning
projects in Southern African, West
Africa and the Sahel, as well as
country-specific projects in Egypt,
Eritrea, Malawi, Tanzania and
Zimbabwe. In Latin America,
Canada cofinances a small multi-
bilateral project with UNFPA in
Haiti, and other reproductive
health programs emphasizing safe
motherhood and STD/HIV pre-
vention in Peru and Bolivia, as
well as on a region-wide basis.

TECHNICAL
CAPACITY

Critics of Canadian population
assistance cite the dearth of
expertise in CIDA as a major
constraint to effective bilateral
programming in the sector. In
1997, CIDA hired a new reproduc-
tive health expert, increasing total
senior technical staff in this area to
three. Five other staff within CIDA
work on broader health issues,
which may include some aspects
of reproductive health.

Although Canada is home to
numerous NGOs involved in
international development,
few of these NGOs focus
specifically on population and
reproductive health issues.
The International Development
Research Center, a government-
affiliated think tank previously
active in this area, has reduced

its involvement in population
research activities during the
1990s, leaving the population
research niche largely unfilled in
Canada. CIDA meets the technical
needs of its bilateral program from
in-house sources or through indi-
vidual consultants, supplemented
in some cases by experts from
Canadian universities.

P21

The dearth of reproductive
health expertise at CIDA

constrains effective program-
ming in the population sector.
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Denmark gives the MOSE population assistance

of any donor country on a per capita basis and

relative to the size of its economy.

DENMARK

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT

Denmark’s unique policy of “active multilateralism” and high
levels of aid make it an influential donor in the international
population field. The Danish government has doubled its contri-
bution to population programs following the ICPD, and gives the
most population assistance of any donor country on a per capita
basis and relative to the size of its economy. The government has
chosen not to develop a bilateral program or domestic technical
capacity in the area of international reproductive health, and chan-
nels most of its assistance in this area through UNFPA and IPPF.
Denmark is an activist donor, seeking to influence these organiza-
tions on both policy and programmatic issues, including their
geographic allocation of funds.

At the policy level, Denmark has truly embraced the Cairo
population and reproductive health agenda. Official Danish
documents state that “population is now an interdisciplinary, thematic
priority area which should...always be taken into consideration,
both in bilateral and multilateral Danish development cooperation.”
At international meetings, Denmark is at the forefront of the donor
community in advocacy for ICPD goals.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

The Danish government is
more generous than virtually
all other donor nations in the
overall aid it provides relative
to the size of its economy.
While on average, donor countries
provide 0.4 percent of GNP in
development assistance, Denmark
gave a full 1 percent of GNP in aid
in 1996 and 1997. Denmark has
consistently exceeded the UN goal
that donor countries provide 0.7
percent of GNP in development
assistance, a noteworthy achieve-
ment since many other donor
countries that have endorsed this
goal are still struggling to reach it.
Moreover, this level of aid appears
politically sustainable, since the
majority of the Danish people
strongly support foreign aid.
According to a 1995 survey, 75
percent of Danes endorse maintain-
ing development assistance at the
level of 1 percent of GNP.

An emphasis on poverty
reduction guides the geo-
graphic allocation of Danish
bilateral aid resources. In 1994,
the Danish government released
its development aid strategy, titled
A Developing World—Strategy for
Danish Development Policy
Towards the Year 2000. According
to this document, poverty reduc-



DENMARK

VITAL STATISTICS

1996 population size: 5.2 million
Total Official Development Assistance (0DA), 1996: $1,772 million
ODA as a percentage of GNP, 1996: 1.04%

Total population assistance, 1996: $63.0 million

Population assistance as percentage of 0DA, 1996: 3.56%

Population assistance per $US million GNP, 1996: $371 Population Action

International’s

tion is the central goal of Danish THE POLICY ENVIRONMENT Denmark’s sexual and repro-
development policy. Despite con- FOR INTERNATIONAL ductive health and rights
sensus on this goal, there contin- POPULATION ASSISTANCE approach is highly consistent
ues to be considerable debate with the ICPD Programme of
among policy makers on which Along with trade and debt Action. The Danish strategy
strategies Denmark should employ  reljef, population is one of incorporates family planning and
to achieve it. The aid strategy calls  three priority themes for maternal and child health within a P23
for Denmark to concentrate its Danish development assis- larger concept of “Sexual and
bilateral efforts in 20 priority coun-  tance. As part of the 1994 aid Reproductive Health and Rights.”
tries with an emphasis on the strategy development process, This broader definition includes
poorest nations of sub-Saharan Denmark also reformulated its the needs of previously neglected
Africa. In 1997, Africa received approach to population assis- groups such as adolescents and
50 percent of Danish development  tance, which it has traditionally men, and emphasizes the linkages
aid, while Asian nations received supported solely through multi- between issues such as infertility,
22 percent and Latin American lateral channels. sexually transmitted diseases,
countries 8 percent. environmental effects

Ministry which handles both bilat-
eral and multilateral aid portfolios.
Danish aid is administered

eicivelycooranatea oy asrte [ TRENDS IN'POPULATION ASibsgeN_Cfg%

through the Ministry of Foreign $63.0
Affairs (MFA). Within the Ministry, 60_ :
the “South Group” sets aid, trade I Because the definition

d f . | d 50 of population assistance $49.7
and foreign policy, and a separate was broadened, data for —
Minister for Development g
Cooperation is responsible for the 40 1
implementation of bilateral and $32.6 —
multilateral assistance programs. 30 $28.2 $295 1 I NGO
This arrangement is seen as opti- $21.4 $24.2 -
mal since a single Ministry houses 20 ST $162 $184 p=m | = 1 1 | Multilateral
both policy and implementation '
relating to foreign aid, reducing 10 14 H H H H H B 1 . Bilateral
the need for formal coordination.
Denmark has traditionally divided

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996

its overall development assistance
equally between bilateral and mul-
tilateral channels. Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
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DENMARK

Denmark provides
significant financial

resources as well as
policy guidance to UNFPA,
Its most important multi-
lateral partner in the
population field.

of population growth, declining
fertility and economic growth,
women’s and girls’ education,
and sexual and reproductive
health services.

Danish development policy
embraces a strategy of “active
multilateralism.” This term
refers to Denmark’s preference for
relying extensively on the UN sys-
tem and other international orga-
nizations to channel development
aid, while also vigorously seeking
to influence the policies and pro-
grams of these organizations. In
keeping with this policy, Denmark
provides significant financial
resources as well as policy guid-
ance to UNFPA, its most important
multilateral partner in the popula-
tion field. Denmark has, for exam-
ple, recommended that UNFPA
expand its activities in Africa, and
in 1995 made a special supple-
mentary contribution of about $6
million in funds to UNFPA ear-
marked to advance the ICPD
agenda within the region.
Denmark has also suggested that
UNFPA increase the use of NGOs
in program implementation, and
decentralize and retrain its staff to
enhance their capacity to imple-
ment the Cairo agenda in the field.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Denmark has steeply
increased its population assis-
tance levels, particularly since
1994, Between 1993 and 1996,
Denmark more than doubled its
allocations to population from
$29 million to $63 million. In
1996, Denmark was the sixth high-
est donor in the population field,
providing almost 5 percent of total
donor resources for population
programs. Historically these high
funding levels have been allocated
between multilateral and NGO
channels; Denmark has no bilat-
eral population program.

Denmark’s core contributions
to UNFPA account for a large
proportion of the overall
increase in Danish population
funding since 1994. Denmark
rose from the fifth highest ranking
donor to UNFPA in 1993 to third
place in 1997, when contributions
amounted to $33.8 million. The
Danish contribution to UNFPA
actually peaked in 1996 with a
contribution of $47 million, when
it also provided a small amount of
additional funding for multi-bilat-
eral projects. That year Denmark
ranked as the second largest donor
to UNFPA, behind Japan.

In 1998, Denmark pledged
approximately $33.5 million in
core funds to UNFPA. Support for
1999 is expected to be maintained
at roughly this level, with addi-
tional funds earmarked for the
ICPD mid-decade conference.

Denmark has an explicit
policy of supporting NGO
involvement in reproductive
health program implementa-
tion. The International Planned
Parenthood Federation (IPPF),
the most prominent international
NGO in the reproductive health
field, attracts significant Danish
assistance. Danish core contribu-
tions to IPPF have increased
steadily over the past decade, ris-
ing especially sharply, by over 20
percent annually, between 1993
and 1995. In 1997, Denmark con-
tributed $12.8 million to IPPF and
was the second largest donor to
the Federation behind Japan. In
1996, Denmark contributed addi-
tional restricted funds to IPPF to
advance the Cairo agenda in
Africa ($1.7 million) and for
IPPF’s Vision 2000 strategic plan
implementation ($1.7 million).
The 1998 Danish contribution to
IPPF of approximately $11.4 mil-
lion is expected to increase
slightly in 1999.
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Bureaucratic obstacles and a slow disbursement rate

have limited the great potential of the European
Commission’s population program.

EUROPEAN UNION

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

The European Commission (EC) faces many constraints to real-
izing its enormous potential as a donor in the population and
reproductive health field. To date, the bureaucracy of the Commission,
which administers the European Union’s development cooperation pro-
gram, has undermined the impact of its financial support to population
programs. The Commission has disbursed only a tiny percentage of the
funds committed to population activities. Although formal mechanisms
exist for consultation among the different units involved in population
activities, effective coordination on policy and implementation has been
problematic. This situation is gradually improving as a result of a reorga-
nization in mid-1998, as well as increased informal communication
among population program staff.

However, the greatest obstacle to the Commission’s effectiveness
in population and reproductive health assistance is the inade-
quacy of its expertise in this area. Expert staff available to the
Commission are limited and often in place only on a short-term basis.
Until these problems affecting the quality and efficiency of aid in the
population sector are resolved, the Commission will continue to perform
below its full potential as a population donor. Moreover, while the
Commission claims it has already reached its own year 2000 goal of 300
million ECU (about $347 million) in annual commitments to population
programs, annual spending lags far behind and is unlikely to reach that
level within the next two years.

NoTE: The European Union is not graded because most of the indicators used to
score individual donor countries do not apply.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

During the 1990s, the
European Commission
emerged as the world’s fifth
largest source of development
assistance. The member states of
the European Union (EU) allocate
a proportion of their development
assistance budgets to the
European Commission (EC), the
executive body of the EU, for
programming and disbursement.
In 1996, EU member countries
collectively contributed 17 percent
of their total aid through the
Commission. Over three decades,
the level of development aid pro-
vided by the Commission has
risen steadily, reaching $7.1 billion
in 1995 before declining to $5.3
billion in 1997.

Development assistance provided
through the Commission is thus
complementary to contributions
provided directly by member
states. In comparing the develop-
ment assistance contributions of
EU member states with those of
other large donors, such as the
United States or Japan, both their

P25
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VITAL STATISTICS

1996 population size of all EU member states:

Total Official Development Assistance (0DA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

Population assistance per $US million GNP, 1996:

direct aid programs and their
contributions through the
Commission need to be taken
into consideration.

The Commission has a complex
structure and process for manag-
ing development assistance.
Historically, aid provided by the
EC has its roots in the 1957 treaty
which established the European
Economic Community and assigned
a special status to its relationship
with former European colonies.
The EU was formalized in 1992
under the Maastricht Treaty, which
created a common market for trade
within Europe, but also addresses
development cooperation. Within
the Commission, four directorates
are responsible for external rela-
tions. These directorates deal with
development cooperation in dif-
ferent regions through various
funding instruments.

The Lomé Convention: After
gaining independence from the
former colonial powers, the Africa,
Caribbean and Pacific (ACP)
countries negotiated a separate
agreement on development assis-
tance with the Commission, for-
malized as the Lomé Convention
in 1975. The convention estab-
lished the European Development

* 1996 ODA refers only to contributions
made by EU member countries through
the EC.

372.6 million
$5,455 million*
NA

$14.0 million
0.26%

NA

Fund (EDF), which provides aid
funds to the 71 ACP signers of the
Lomé agreement. The EC estab-
lishes separate EDFs for five-year
periods with contributions from
member states. The current con-
vention—Lomé IV—expires in
February 2000 and is currently
being renegotiated.

EC aid to ACP countries is based
on agreements with each recipient
country for a package of technical
and financial assistance and trade
concessions. Aid to these coun-
tries is administered through
Directorate-General VIII. Each
country negotiates a National
Indicative Program of priorities
with the Commission and specifies
the sectoral focus of EC coopera-
tion. Traditionally, the EC has

Regional Program

emphasized infrastructure and
economic development rather
than the social sectors.

The Lomé Convention also pro-
vides for Regional Indicative
Programs which cover multiple
countries and involve more
complex negotiations. These
regional initiatives have encoun-
tered frequent implementation
problems due to the complexity
of projects, weak commitment by
recipient governments to regional
cooperation, and the number of
partners involved.

General Budget: The general
Commission budget finances
development assistance to the
Asia and Latin America (ALA) and
Southern and Eastern Mediter-
ranean (MEDA) regions, as well as
to Central and Eastern Europe and
the former Soviet Union, drawing
on funds available under special
geographic and categorical budget
lines. Directorate-General IB
administers aid to the MEDA/ALA
regions; Directorate-General 1A
administers aid to Central and
Eastern Europe and the former
Soviet Union. In 1997, 28 percent
of EC aid funds were allocated to
Central and Eastern Europe and
the former Soviet Union, reflecting
a desire to devote a large share of
aid to the European region.

EUROPEAN COMMISSION AID BY REGION, 1997

Estimated Appropriations
Millions of ECU (millions of $US) of Total

Percent

Lomé/ACP countries 1,810 (2,052) 30
Central & Eastern Europe

and the former Soviet Union 1,685 (1,910) 28
Asia & Latin America 477 (540) 8
MEDA 628 (712) 10
Others 1,463 (1,659) 24
TOTAL 6,063 (6,875) 100

NoTE: 1 ECU = $US 1.134




SPECIAL BUDGET LINES OF THE EUROPEAN COMMISSION PROVIDING ANNUAL SUPPORT

T0 POPULATION PROJECTS AND 1998 BUDGET ESTIMATES

Budget Line Title Notes/Allocation
B7-6000 Cofinancing of Development Projects with NGOs Exclusively for European NGOs.
(for general development projects, including population) 1998 allocation: 200 million ECUs
($US 218 million)
B7-631 Aid for Population and Reproductive Health Created in 1990.
Policies and Programs in Developing Countries 1998 allocation: 8 million ECUs
($US 8.7 million)
B7-6211 The Fight Against AIDS in Developing Countries 1998 allocation: 14.8 million ECUs
($US 16.2 million)

In the Mediterranean region,
between 1990 and 1995 the bulk
of aid funds were allocated to
humanitarian assistance and food
aid. Aid to Asia and Latin America
has focused more on the social
sectors, including education,
women in development and
humanitarian aid in Asia, and food
aid, rural development and sup-
port to NGOs in Latin America. In
Central and Eastern Europe and
the former Soviet Union, EC pro-
grams have emphasized humani-
tarian assistance, democratization
projects and food aid.

Special Budget Lines: Outside of
the national and regional programs,
the Commission has several spe-
cial budget lines which can be
accessed for support to population
and reproductive health activities in
all regions. These budget lines are
shown above.

Some European NGOs have also
successfully accessed additional
funds for reproductive health
activities through country-specific
or sectoral budget lines that do
not have a particular health focus.
For example, Marie Stopes
International (MSI), a British
NGO, has obtained funding for
reproductive health activities in
Cambodia and the West Bank
through other budget lines.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

Within its overall aid program,
the Commission has given
greater emphasis in recent
years to health policy, health
sector reform and drug policy.
As a result, the share of aid
resources allocated to the health
and population sectors has
increased between 1986 and
1995 from one percent to

almost three percent.

The Commission has also issued
several policy statements on pop-
ulation and reproductive health:

m A 1992 communication on
population and family planning
made recommendations for
policy goals and funding tar-
gets. The “Communication on
Demography, Family Planning
and Cooperation with
Developing Countries” pro-
posed to double population
aid by 1995 and triple
aid levels by the year 2000;
improve human resources in
the population sector within
the Commission; and increase
coordination of policies and
programs among member
states, the Commission and
recipient countries. The formal
resolution resulting from this
communication by the Council
of the European Union—one
of the EC’s legislative bodies—

does not reflect these financial
targets, but refers to the need
for increased resources and
improved coordination in the
population field.

m In 1994, the Commission
announced its intention to
increase funding for popu-
lation programs “more than
tenfold” by the year 2000,
to $347 million. This target
was announced by the
Commission’s leadership
prior to the ICPD.

P27

m A 1994 resolution summarizes
the Commission’s policy on
AIDS. The resolution called for
69 million ECU ($US 82 mil-
lion) in contributions to AIDS
programs from 1994 to 1998,
under the budget line for
AIDS in developing countries.
Financial support for AIDS
programs has focused on pre-
vention (including improved
STD treatment), related health
sector support, research and
training, technical assistance,
and the socioeconomic impacts
of the epidemic.

Levels of funding by the
EC for population and repro-

ductive health are difficult
to assess precisely.
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m A further influence on the
EC’s policy on population
assistance is an all-party
Working Group within the
European Parliament. The
Working Group on Population,
Sustainable Development and
Reproductive Health, estab-
lished in 1991, aims to raise
awareness regarding the need
for integrated approaches in
the areas of population, repro-
ductive health, sustainable
development, gender equality
and the environment, and to
provide a forum for ongoing
dialogue on these issues. It
also seeks to monitor and
increase EU resources for
programs to address problems
related to population, sustain-
able development and repro-
ductive health.

m In 1998, the Working Group
engaged in an intense and
ultimately successful advocacy
effort to restore proposed cuts
in the budget line, “Aid for
Population Policies and

TREND
ASSIS

$14.0
12
$US millions .
Because the definition
9 of population assistance
was broadened, data for
1995 and 1996 are not
comparable to 1994.
6
$3.7 $3.6
3
0

1994 1995 1996

Sources: Population assistance: UNFPA.

Vital statistics: UNFPA, UN Population Division, OECD.

Programmes in Developing
Countries.” In the future, it
plans to focus on raising
awareness within the European
Parliament regarding needs in
the areas of safe motherhood,
refugee reproductive health,
and gender-based violence
and female genital mutilation.
Despite general support for
population and reproductive
health within the parliament,
some conservative members
are reportedly uncomfortable
with more controversial issues
such as sexual and reproduc-
tive rights or unsafe abortion.

As of mid-1998, preparation
of a new policy paper on
reproductive health assistance
was underway. The proposed
“Communication on Aid for
Reproductive Health in Devel-
oping Countries” will focus on
family planning, safe mother-
hood, HIV/AIDS and STDs,
adolescents and violence against
women. The paper, likely to be
issued as a formal Commission
“communication,” is expected
to be finalized in 1999.

TNCE1994 21905

NoTE: According to UNFPA, data on expenditures for popula-
tion assistance in 1994 and 1995 came from sources other
than the EC. 1995 figures represent multi-year assistance and
1996 figures do not include NGO co-financed projects.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Levels of funding provided by
the EC for population and
reproductive health are diffi-
cult to assess precisely. The
Commission only began reporting
population-related spending to
UNFPA in 1996; partial data for
1994 and 1995 are available from
other sources. The EC reported
spending $14 million in 1996 on
population-related projects—a
figure considered to be an under-
estimate of actual spending but
currently the only available esti-
mate. Figures for the two prior
years reflect only funds allocated
through NGOs, at $3.7 million in
1994 and $3.6 million in 1995.

The Commission does not
contribute core support to
multilateral organizations in
population or other sectors.
However, it is collaborating with
UNFPA on a special NGO repro-
ductive health initiative in Asia
(see below), and is supporting
costs incurred by UNFPA for
coordination of this activity.

Commission funds for coun-
try-level programs are poten-
tially the largest source of EC
funding for population activi-
ties, but are difficult to track.
These funds flow through the
European Development Fund
(for Lomé Convention countries)
and from the general Commission
budget. The Commission reports
an increase in population funding
disbursed through the EDF from
$7.3 million in 1994 to $10.7 mil-
lion in 1996. No consolidated data
are currently available on funding
under the general budget for pop-
ulation programs in other regions.
Under the special budget line,
“Aid for Population Policies and
Programs in Developing
Countries,” the Commission dis-
bursed about $4.5 million in 1996.



As noted above, NGOs can
access Commission funds
through several different bud-
get mechanisms. In 1994 and
1995, the Commission reported
funding for NGO population pro-
grams at $3.7 and $3.5 million.
Given the complexity of the
Commission budget and lack of
systematic reporting of disburse-
ments, expenditures on NGO pro-
grams in 1996 and beyond remain
difficult to estimate. However,
Commission staff currently com-
piling data on reproductive health
expenditures report a steady
upward trend between 1994 and
1997. The Commission has also
initiated a major new reproduc-
tive health program in Asia
involving NGOs.

Another recent development relat-
ing to NGOs is the establishment
in 1997 of the Cofinancing
Support Program, which aims to
assist NGOs in improving the
quality of their funding proposals.
The program is represented in
each member state and maintains
a central liaison office in Brussels.
It provides assistance to NGOs in
preparing proposals and reports
relating to funds available under
the main NGO budget line for
cofinancing of development
projects, B7-6000.

PROGRAM
PRIORITIES

Commission resources for pop-
ulation activities are concen-
trated primarily in Asia, which
in 1996 accounted for 46 per-
cent of population spending.
In the same year, the Commission
supported population projects in
Bangladesh, India, Indonesia,
Nepal, Pakistan, the Philippines,
Thailand and Vietnam, in addition
to several regional Asian initiatives.
Western Asia and North Africa
received the next largest propor-
tion of funding at 20 percent of the
total, including projects in Egypt,
Jordan, Morocco, Palestine,
Tunisia, Turkey and Yemen. The

Commission allocated a smaller
share of total population expendi-
tures to sub-Saharan Africa, Latin
America and to global or interre-
gional projects.

In 1996, EC population and
reproductive health spending
had a strong focus on STD/HIV
activities. Of the $14 million the
Commission reported to UNFPA
in population assistance, over $11
million (80 percent) went to
STD/HIV projects. In addition, 12
percent went to family planning
activities and 7 percent to other
reproductive health initiatives.

Staff in Directorate-General
VIII are working to integrate
reproductive health into larger
health sector projects and the
policy dialogue on health sec-
tor reform. The directorate pro-
vides aid under the terms of the
Lomé Convention, which man-
dates a key partnership role in pri-
ority-setting for signatory countries
in the Africa, Caribbean and Pacific
regions. Commission staff observe
that most of these countries do not
identify population as a priority
sector for cooperation with the
Commission, preferring to request
assistance in this sector from
donors more closely identified
with technical expertise in this
area. Partner countries also more
frequently request assistance for
HIV projects than for other repro-
ductive health activities.

Moreover, a substantial proportion
of health sector assistance pro-
vided under the Lomé Convention
goes to direct support to health
sector budgets in signatory coun-
tries. Directorate staff see a role
for the Commission in raising
population and reproductive
health concerns in policy discus-
sions with governments in these
countries relating to this budget
support. For example, efforts are
underway to strengthen the focus
on reproductive health in health
financing and policy reform, and
to include contraceptive supplies
in essential drug programs. The

directorate has appointed a con-
sultant to recommend strategies
for strengthening the focus on
reproductive health in health sec-
tor policy dialogue, a sign it is tak-
ing this responsibility seriously.

Recent projects initiated by
Directorate-General 1B provide
an indication of approaches
the Commission is using in
other regions.

m |n 1996, the Commission com-
mitted 200 million ECUs ($253
million) in support of an initia-
tive in India to improve the
national family welfare pro-
gram. The EC’s assistance com-
plements efforts by the World
Bank and other donors to shift
the emphasis of the family wel-
fare program from the delivery
of family planning services to
more comprehensive repro-
ductive health services. This
major sector reform program
includes support for manager-
ial and financial decentraliza-
tion, community participation,
client-oriented approaches and
efforts to improve quality of
care, access to services and
program evaluation.

P29

m  The Reproductive Health
Initiative in Asia is a new
program funded by the
Commission in collaboration
with UNFPA. The 25 million
ECU ($28 million) initiative
was formalized in 1997 with
the objective of addressing
family planning and sexual
health issues in partnership
with non-governmental
organizations. It will support
projects in seven countries
implemented by European
NGOs in partnership with
local NGOs in these countries
over a three-year period.

A new reorganization is
designed to increase the

Commission’s efficiency.
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The program aims to support
ICPD goals by emphasizing
improved access to services, spe-
cial attention to gender issues and
reproductive rights, strengthening
of NGO capacity and South-South
NGO cooperation. The initiative
recently completed its first year
planning phase, which has identi-
fied adolescent reproductive
health needs as a program prior-
ity. NGO partners in Europe and
participating Asian countries have
submitted proposals, and the ini-
tiative will begin funding project
activities in early to mid-1998. The
program also has a “regional
dimension” involving data collec-
tion, research and evaluation.

Although these two highly visible
initiatives in Asia take an inte-
grated approach to reproductive
health assistance, data for 1996
indicate that over 90 percent of
reproductive health-related expen-
ditures in Asia supported more
focused HIV/STD programs.

TECHNICAL
CAPACITY

Despite the rapid expansion
of Commission staff in the
early 1990s, expertise in the
social sectors is still limited.
Both directorates with primary
responsibility for development
work have a mix of permanent
and contract staff at headquarters;
in addition, significant numbers

of staff are assigned to EU “delega-
tions” or country offices. However,
in both directorates, only a hand-
ful of technical staff work on
population and reproductive
health-related programs.

A budget ceiling imposed by the
European Council of Ministers
has prevented recruitment in
population and reproductive
health as well as other areas for
several years. Recruitment of
more external technical consul-
tants is under discussion, but this
will not address the need to
develop long-term technical
capacity within the Commission.

The Commission has access to
a broad range of expertise
through collaborating institu-
tions throughout Europe. Many
European NGOs with expertise in
reproductive health have accessed
EC funding for projects or are in
the process of negotiating agree-
ments to do so, either through the
NGO cofinancing budget line or
the Asia Reproductive Health
Initiative. The Asia initiative in
particular has developed a new
model of “coordinated” NGO
programming that encourages
collaboration and information
exchange among NGOs working
in a particular country. European
NGOs involved in this project
include Marie Stopes International,
CARE, the International Planned
Parenthood Federation, the
German Population Foundation
(DSW), Save the Children Fund
(UK), the Dutch World Population
Foundation and many others.

The availability of NGO expertise
is less of a constraint to the
Commission’s effectiveness than
the difficulties these NGOs experi-
ence working with the EC.
European NGOs have found the
bureaucracy of the directorate
structure difficult to navigate, and
have experienced long delays in
approval of proposals and even
payment for work completed. For
European NGOs working in part-
nership with developing country
NGOs, these delays present seri-
ous obstacles. Local partners lose
patience with a system that can
take years to process a proposal.

In other instances, local circum-
stances are dynamic and needs
change significantly between
development and approval of a
particular project. Commission
staff are working to overcome
these problems and improve the
administration of NGO project
proposals. As European NGOs
gain experience working with the
EC, they have also become more
familiar with its procedures and
the pace of approval for funding
for reproductive health and
HIV/AIDS projects is reportedly
improving.

Plans to establish a new adminis-
trative and financial service cut-
ting across directorates represent
a further effort to increase the
Commission’s efficiency. A major
reorganization in mid-1998 created
a new department, called the
Common Service Unit (SCR). This
department consolidated technical
support and legal, contractual and
financial management functions
previously handled separately by
the directorates involved in devel-
opment cooperation. This new
division, with about 650 staff, is
one of the biggest in the Commis-
sion. A reform of the current bud-
geting system is expected to
accompany these organizational
changes, with funding likely to

be provided on a program basis,
rather than by applications to
specific budget lines.
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Finland (evotes a relatively high percentage

of development assistance to population activities.

FINLAND

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT

Drastic cuts in Finland’s foreign aid program in recent years have
also reduced funds available to population programs. Even in an
environment of shrinking resources, however, Finland allocates a higher
share of its development cooperation budget to population assistance
than many other donors. Still, current levels of population assistance
remain significantly below levels achieved in the early 1990s. While
Finland reports a recent increase in population assistance, this likely
reflects the broader definition of population programs used to report

expenditures since 1994.

Finland allocates the bulk of its population assistance through
international organizations, primarily UNFPA. Finland’s small
bilateral population program is thinly dispersed across twenty recipient
countries, undermining its impact. Bilateral programs also favor broad
reproductive health programs over more focused family planning
activities. Given shrinking staff in the bilateral aid program, the greatest
potential for increasing Finnish population assistance is through the

multilateral channel.

VITAL STATISTICS

1996 population size:

Total Official Development Assistance (0DA), 1996:
0DA as a percentage of GNP, 1996:

Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

Population assistance per $US million GNP, 1996:

5.1 million
$408 million
0.34%

$19.8 million
4.86%

$167

Population Action

International’s

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Finland’s economic woes have
led to drastic cuts in foreign
aid in recent years. In 1995,
the newly elected government
responded to a 20 percent unem-
ployment rate by instituting strin-
gent controls on public spending.
This included freezing expendi-
tures on development assistance
at $388 million—the level achieved
in 1995 after years of budget cuts.

In 1996, when economic condi-
tions improved, the government
issued a policy statement “un-
freezing” development assistance
levels and confirming Finland’s
commitment to achieving the UN
target of 0.7 percent of GNP for
development aid. This policy shift
coincided with Finland’s member-
ship in the European Union and a
government initiative to review
development assistance programs
and policies. Aid levels rose in
1996 to $408 million or 0.34 per-
cent of GNP. In 1997, however,
Finnish development assistance
fell again to $379 million or 0.33
percent of GNP.
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FINLAND

Finland traditionally

allocates the bulk of
Its population assis-
tance to multilateral
organizations.

The Department for International
Development Cooperation (for-
merly FINNIDA) within the
Ministry of Foreign Affairs
administers the Finnish aid pro-
gram. The aid program has been
shrinking in staff resources even
as its responsibilities have
expanded to include cooperation
and coordination with the
European Commission. In 1996,
43 percent of Finnish develop-
ment assistance was allocated
through multilateral channels,
including $42 million through
the European Commission and
other funds channeled through
UN agencies and international
financial institutions.

TRENDS IN POPULATION ASi@éA/N_Cfg%

Finland’s aid is geographically
concentrated in Africa, which
receives half of all project aid.
Priority countries in Africa
include Egypt, Ethiopia, Kenya,
Mozambique, Tanzania and
Zambia. Finland also programs
bilateral development funds in
Bangladesh, Nepal, Nicaragua
and Vietnam. Program emphases
include poverty, the environment
and human rights and democracy.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

Finland, while not among the
largest donors to population
programs, devotes a relatively
high percentage of develop-
ment assistance to population
activities. Since 1989, Finland has
devoted over two percent of
development assistance to popula-
tion, with this ratio peaking in
1995 at close to six percent.
Finland includes the development
of human resources—including
investments in reproductive
health, family planning and pri-
mary health care—as a priority
activity related to the goal of
poverty alleviation.

A recent public opinion survey
on development assistance found
that 99 percent of a sample of
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1,000 Finns generally support
development assistance, and 69
percent favor giving priority to
expenditures on health.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Finland contributed $19.8 mil-
lion in population assistance
in 1996, ranking 11th among
donor countries in the aid it
provides to this sector. This
represents a significant increase
from 1994, when Finnish popula-
tion assistance dropped to its low-
est point at just $7 million. Despite
this positive recent trend, popula-
tion assistance levels remain
below the peak $25 million level
achieved in 1991 prior to budget
cuts. Moreover, expenditures
reported since 1995 reflect a
broader range of reproductive
health activities than in 1994 and
earlier years.

Finland traditionally allocates
the bulk of its population
assistance to multilateral orga-
nizations. Finland’s contributions
to UNFPA peaked in 1991 at $24
million, and then fell to a low of
$4.2 million in 1993. Finland has
only partially restored its funding
for UNFPA,; its contribution of

Multilateral

. Bilateral

, OECD.



$14.5 million in 1997 ranks Finland
ninth among the major donors to
UNFPA. Finland also supports
multi-bilateral projects in collabo-
ration with UNFPA, including a
youth reproductive health program
and some census activities. In
addition, Finland has co-financed
a population project in Kenya with
the World Bank, and contributes
to reproductive health research
carried out by the Population
Council and the WHO human
reproduction research program.

Recently, Finland has reported
an increased share of expendi-
tures through the bilateral
channel. Previously, Finland
reported channeling only about

1 to 2 percent of population
expenditures through bilateral pro-
grams. This percentage increased
to 42 percent in 1995 and to 13
percent in 1996, following intro-
duction of the broader definition
of population assistance.

Since 1990, Finland has allo-
cated between one and four
percent of its population assis-
tance to projects implemented
by NGOs. This proportion rose
significantly in 1996, when Finland
allocated 14 percent of population
aid through international and
national NGOs. Finland’s contribu-
tion to IPPF has fluctuated during
the past decade; it made no contri-
bution in 1992, and then slowly
restored funding to about
$344,000 in 1997. The net out-
come of these erratic contributions
has been an increase of about 40
percent between 1988 and 1997
in funding for IPPF.

PROGRAM
PRIORITIES

Most of Finland’s bilateral
population assistance is con-
centrated in North and sub-
Saharan Africa. The largest
projects in financial terms are in
Egypt, Ethiopia, Ghana, Mozam-
bique and Uganda. Of these, the
Manica Health Project in Mozam-
bique is the only family planning
and reproductive health project;
other large Finnish initiatives in
Africa focus on AIDS prevention
and control and primary health
care (including reproductive
health services).

Finland also funds bilateral pro-
grams in Asia and Latin America,
including an activity in Pakistan’s
Northwest Frontier Province that
provides reproductive health ser-
vices through the primary health
care system. In Latin America,
Finland supported small initiatives
in Ecuador, Paraguay and Peru in
1996; in 1997, it initiated a repro-
ductive health and women'’s
empowerment program in
Nicaragua.

Roughly half of resources
allocated in 1996 for bilateral
and NGO population pro-
grams went to broad repro-
ductive health activities. These
include primary health care or
community development projects
with reproductive health compo-
nents. Family planning activities
made up about a third of bilateral
population assistance expendi-
tures, and STD control approxi-
mately 20 percent. In terms of its
stated policies, the Finnish aid
program emphasizes sustainabil-
ity, participatory program plan-
ning, voluntary contraception,
cost recovery and an emphasis
on quality of care.

TECHNICAL
CAPACITY

Traditionally, Finland’s bilateral
aid program has had very limited
technical staff in population and
reproductive health. Currently,
one health and population advisor
within the Ministry is directly
involved in population-related
programming.

The Finnish aid program uses
the technical expertise of a
number of public and private
collaborating institutions in
the population field. Within the
government, the Finnish health
and social welfare administration
provides advisory services to the
Department for International
Development Cooperation. In
addition, Vaestolitto, the national
IPPF affiliate, has participated with
the government in both planning
and implementation of interna-
tional population projects. The
Finnish Red Cross provides exper-
tise to the aid program in
HIV/AIDS-related programs.
Various private consulting organi-
zations have also had a long-
standing involvement with general
health and development projects
in priority countries such as
Kenya, Egypt and Mozambique
over the past 10 years.

P33

A recent survey found that
99 percent of Finns support

development assistance.
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Population and reproductive health have
never been development aid priorities for France.

FRANCE

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

Population and reproductive health have not been develop-
ment aid priorities for France—either before or after the
ICPD. Of the $7.4 billion France provided in development aid in
1996, the allocation of $16.5 million to population assistance pro-
grams—an infinitesimal fraction—reveals the level of neglect of the
sector by French development policy makers. The absence of a bud-
get line item for population assistance and the lack of real under-
standing of population and reproductive health among policy makers
remain barriers to improving France’s record on resource allocation
and its effectiveness as a population donor.

Despite this poor record, there are some recent indications
of a more favorable environment for population policy and
programming. Two parliamentary groups and a French NGO are
currently actively seeking to influence the policy dialogue on popula-
tion issues and to move French population assistance policy forward.
Early signs of change include reports that the French development
administration is preparing a new population project.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

France remains a large devel-
opment aid donor, though its
aid has been declining in
recent years both in absolute
volume and as a percentage of
GNP French development aid lev-
els began to fall steeply in 1995,
after stagnating during the early
1990s and then rising briefly in
1993-94. Between 1994 and 1996,
development assistance fell from
0.64 percent to 0.48 percent of
GNP—a significant movement
away from the United Nations tar-
get of 0.7 percent. In 1997, total
development assistance fell again
to 0.45 percent of GNP. Despite
these negative trends, France
remains a large donor in terms of
total aid volume, ranking second
out of 21 major donors and allo-
cating over $6 billion to foreign
assistance in 1997.

A fundamental reorganization of
the administration of French aid is
scheduled to take place in 1999.
French development assistance
has historically been administered
by the French Development
Fund—an extension of the
Ministry of Finance—and the
Ministry of Cooperation, an inde-
pendent but non-Cabinet level
ministry. In early 1998, the French
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cabinet voted to reform the
Ministry of Cooperation by essen-
tially abolishing it as an indepen-
dent ministry and subsuming it
under the Ministry of Foreign
Affairs. Under this new arrange-
ment, the Ministry of Cooperation
will be administratively merged
with Foreign Affairs, but the
Minister will be elevated to cabinet
status. This change is expected to
take effect in 1999, and the impact
on overall aid administration
remains to be seen.

French aid policy has traditionally
emphasized sub-Saharan Africa, a
region where France has long-
standing cultural and historical
ties. This geographic emphasis is
reflected in both bilateral initia-
tives and French policy with
respect to multilateral organiza-
tions. In recent years, France has
diverted funding from UN organi-
zations to the European
Commission (EC), where it has
greater influence on policy and
serves as a strong advocate for
Africa. In 1995, French contribu-
tions to UN agencies fell to just 5.5
percent of total development aid,
down from 14 percent in 1993. In
contrast, France is now the largest
contributor to the EC’s European
Development Fund, through
which it channels approximately
10 to 12 percent of total French
development assistance.

FRANCE

58.3 million

0.48%

$7,451 million

$16.5 million

0.22%
$11

Population Action
International’s

GRADE
THE POLICY ENVIRONMENT to respond to the ICPD and reti-
FOR INTERNATIONAL cent in implementing reproductive
POPULATION ASSISTANCE health related programs in the
sub-Saharan African countries
Official endorsement of the where it is most active as a donor.
Cairo conference priorities by )
not resulted in any discernible ~ French aid program observes that
changes in reproductive health ~ France does not see overpopula-
officially endorses the ICPD Africa, and is reluctant to advocate
Programme of Action and goals family planning in cultures that
relating to infant mortality, mater-  Place a high value on fertility.
nal mortality and access to family ~ Reflecting this point of view, the
planning services. In practice, Ministry of Cooperation has
|
Because the definition
of population assistance
was broadened, data for $16.5
1996 are not comparable
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FRANCE

Although French aid
policy emphasizes sub-

Saharan Africa, France
does not see overpopu-
lation as a problem in
that region.

are related to but do not directly
support use of family planning.
These include maternal and child
health—very broadly defined,
women’s rights and education,
and population and reproductive
health training for African
researchers.

Three advocacy groups are
actively engaged in efforts to
influence French population assis-
tance policy. The first, Populations,
is made up of 56 members of
parliament in the National
Assembly and was founded in
1996; Demography and World
Population includes 23 senators
and was established in 1997. Both
of these parliamentary groups aim
to make population policy recom-
mendations to the government
and assess French efforts in the
areas of population and demogra-
phy. The third group involved in
the discourse on population in
France is Equilibres et Populations,
a NGO founded by doctors and
journalists in 1993.

There are some small signs that
France may be ready to change its
long-standing reluctance to be
more active in population assis-
tance. Officials within the Ministry
of Cooperation report that a popu-
lation project is currently under
preparation for approval by the
government, but is still in the early
stages of development. Moreover,

for the first time since 1993,
France has reported on its 1996
financial support to population
programs, in response to UNFPA’s
effort to collect data on global
resource flows for population
activities.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Information regarding overall
French funding for population
assistance is limited. Between
1990 and 1993, total funding
appears to have increased from
$8.6 million to $13.4 million—a
dramatic change from the 1980s
when total assistance was
reported at less than $1 million
annually. Knowledgeable sources
indicate the 1990-93 data reported
by France largely reflect support
for demographic research by
French institutions that are not
strictly part of the foreign aid pro-
gram. In 1996, France reported
$16.5 million in population assis-
tance, primarily channeled through
its bilateral aid program.

France has traditionally been
a very small donor to UNFPA,
but there are some signs that
it may increase support to
UNFPA in the future. After con-
tributing less than $2 million in
1993-94, France reduced its
already tiny contribution to
UNFPA and contributed only
between $650,000 and $785,000
annually during the period 1995-
97. At this level of participation,
France is outranked as a donor to
UNFPA by Belgium, Australia and
Italy—all countries with signifi-
cantly smaller overall development
assistance programs. The 1995
contribution to UNFPA by France
represented only 0.03 percent of
total French multilateral contribu-
tions and 0.5 percent of contribu-
tions to UN organizations.

However, top UNFPA officials
view as a positive development
the slight increase in France’s con-
tributions to UNFPA ($904,000 in
1997 and $1 million in 1998), as
well as recent multi-bilateral fund-
ing of $2.3 million provided by
France for programs in
Madagascar and Cote d'lvoire.

The European Commission could
eventually emerge as a more
important—although indirect—
channel for French support to
multilateral population assistance
programs. The Commission
received 48 percent of total multi-
lateral funds contributed by
France in 1995. However, member
states do not earmark their aid
contributions for specific sectors,
making it impossible to directly
attribute a share of population
assistance provided by the EC to
France or any other member state.

French reporting of bilateral
population assistance has
been erratic and funding
trends are therefore difficult
to determine. France began
reporting bilateral expenditures on
population assistance for the first
time in 1990, at a nominal level of
$0.5 million. Prior to that time, the
French government reported its
entire contribution for population
assistance as channeled through
multilateral organizations.

Since 1990, the reported propor-
tion of bilateral population spend-
ing has fluctuated greatly, from 6
percent of total assistance to 67
percent in 1996, suggesting vari-
ability in reporting and data qual-
ity. In 1996, France reported its
bilateral population assistance to
UNFPA (following a 3-year hiatus
in reporting) at $11 million— a
steep increase from the last
reported level of $1.3 million in
bilateral funding in 1993.



France does not contribute to
IPPF, the major international NGO
in the population field. Other con-
tributions to domestic NGOs are
largely for demographic research,
rather than for the delivery of
reproductive health or family
planning services.

PROGRAM
PRIORITIES

The limited French bilateral
population assistance effort
reflects the regional focus of
the larger foreign aid pro-
gram. The vast majority of funds
are disbursed in French-speaking
African nations, with the largest
single programs in Congo,
Cameroon and Togo. France also
provides some limited assistance
in Asia—India, Vietnam and the
Pacific—for small demographic
research projects on such topics
as urban population density and
migration.

Among the priorities identified
during the ICPD, France
emphasizes STD/HIV preven-
tion and control and girls’
education programs, rather
than family planning or safe
motherhood. In the past, France
has argued that many of the social
sector programs it finances reflect
the goals of the ICPD Programme
of Action, and should be included
in any accounting of French popu-
lation assistance. Girls’ education
projects are one example fre-
quently cited by French aid offi-
cials. Among the activities in the
“costed package” identified in the
Programme of Action, France allo-
cates over half of all bilateral and

NGO funds to AIDS prevention
and control projects in Africa, and
slightly over one-third to basic
population research. About 10
percent of bilateral and NGO
funds are allocated to general
reproductive health care, and less
than 1 percent specifically

to family planning.

TECHNICAL
CAPACITY

The Ministry of Cooperation
is staffed by just one senior
specialist in the health sector
with responsibility for popu-
lation-related programming.
France’s nongovernmental techni-
cal resources are also limited in
the population and reproductive
health sector, with the major
organizations concentrated in
demographic disciplines. The
Center for Population and
Development and the National
Institute for Demographic Studies
are two such institutions.

GRADE
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UNFPA officials view the
slight increase in France’s

contributions as a positive
sign for the future.
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Following Cairo, Germany

Increased funding for population programs

despite economic difficulties.

GERMANY

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

Germany has demonstrated significant advances in its popula-
tion assistance program. In the years following the Cairo confer-
ence, Germany has increased funding for population programs during
difficult budgetary and economic times, and shifted resources in favor
of an integrated and effective bilateral reproductive health program.

These positive developments notwithstanding, Germany faces
a number of challenges. Compared with most other large donors,
current levels of population assistance are low relative to the size of
the German economy. Anticipated cuts in the bilateral aid budget
could also negatively affect reproductive health programs. Moreover,
German aid officials perceive low demand from developing countries
for aid in the population and reproductive health sector to be a con-
straint to increasing levels of funding.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

The German government
strongly supports develop-
ment assistance, but the pub-
lic is more concerned about
economic problems closer to
home. Public support for foreign
assistance in Germany has eroded
in recent years owing to concerns
about the flagging economy, the
high financial costs of German
reunification and the fiscal strain
of large monetary transfers to
Eastern Europe and the former
Soviet states. Nonetheless, the pre-
sent government remains strongly
committed to development aid
and plans to maintain support for
foreign assistance at a high level.

Despite the government’s com-
mitment to foreign assistance,
domestic economic problems
appear likely to affect the admin-
istration of German aid, primar-
ily through cuts in civil service
staff at the Ministry for Economic
Cooperation and Development
(BMZ). However, political pres-
sure is unlikely to result in signif-
icant cuts in the aid budget in
the near future. Although the
German parliament has authority
over the foreign assistance bud-
get, the majority parties gener-
ally prefer to leave foreign aid
allocations to government policy
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makers. In some circumstances,
however, parliamentarians try to
influence aid policy through par-
liamentary debate and formal
inquiries to the BMZ.

German development assis-
tance has increased in absolute
terms but more slowly than
economic growth, resulting in
a declining ratio of aid to GNP.
With a development assistance
program of $5.9 billion in 1997,
Germany is the fourth largest
donor nation in total aid volume.
Germany accepts the UN goal that
donor countries should give 0.7
percent of GNP in development
assistance. However, it has moved
away from this goal as the aid to
GNP ratio has slipped from a high
of 0.45 percent in 1986 to 0.28
percent in 1997.

Germany'’s policy response to
another international target—the
compact to spend 20 percent of
development assistance on the
social sectors—has also been
weak. To date, allocations to
basic education and health
remain well below 20 percent of
the aid budget, although the
population sector has benefited
from a modest increase, from
0.75 percent of development
assistance commitments in 1990
to 1.28 percent in 1996.

GRADE

Three different entities are cial cooperation (KfW) respec-
involved in management and tively, to design and implement
implementation of the German these programs.
aid program. BMZ, the Ministry
for Economic Cooperation and THE POLICY ENVIRONMENT
Development, has overall respon- FOR INTERNATIONAL
sibility for initiating specific pro- ~ POPULATION ASSISTANCE P39
grams in collaboration with
recipient governments, and for To date, population is not
coordinating and managing among the top priorities for
development assistance. BMZ the German aid program.
staff issue contracts as needed to Germany’s development policy
the German agencies for techni- designates poverty, the environ-
cal cooperation (GTZ) and finan- ment and education as first level
1
Because the definition
of population assistance
was broadened, data for $145.3
1995 and 1996 are not
comparable to earlier years.
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development assistance priorities.
Advocacy groups are pushing for
population to be elevated to a first
level priority, anticipating that a
higher policy profile would result
in increased financial allocations.
German development aid officials,
however, believe a higher profile
for population and reproductive
health could be counterproductive
in the present political environ-
ment, as more visibility could
increase the vulnerability of these
programs to budget cuts.

A 1991 policy statement on popu-
lation and family planning still
represents official German policy
on population assistance. German
aid officials view this policy state-
ment as current and congruent
with the ICPD agenda, although
it does not explicitly use the term
reproductive health. The policy
statement ties population and
family planning to larger economic
and social development goals and
protection of the environment,
and asserts that the ability to con-
trol the number and spacing of
births is a human right.

There is considerable interest
in population issues within
the German parliament. In
1998, several parliamentarians
introduced a resolution on the
need for German development
policy to actively emphasize pop-
ulation assistance. The resolution
highlights the predicted impact of
future population growth on the
environment and employment,
and endorses the ICPD action
plan. The resolution was still
under discussion as of mid-1998.
The German Foundation for
World Population (DSW), the
leading German population NGO,
has worked to build support for
population assistance among
parliamentarians and the public.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Recent trends in population
assistance reported by the
German government are dif-
ficult to interpret. The BMZ
reports its population activities
in two categories, which differ
from the standard definitions
used by UNFPA:

reproductive health, including
maternal health, infant care,
information, education and
communications, and other
projects involving reproductive
functions; and

m population-related issues,
which include HIV/AIDS, basic
health, basic education and
women’s empowerment.
(Beginning in 1997, HIV/AIDS
is considered part of reproduc-
tive health.)

According to aid officials, popula-
tion assistance levels reported to
UNFPA understate the true level of
German support for reproductive
health. While most German aid
projects integrate reproductive
health within primary health activ-
ities, the German government
only reports those with an explicit
reproductive health focus. In addi-
tion, the BMZ provides financial
information based on commit-
ments, while UNFPA compiles
expenditure data. BMZ officials
believe that commitments are a
better reflection of long-term pol-
icy intentions than expenditure
data, which are highly variable
from year to year.

German officials also perceive
a lack of demand from recipi-
ent countries for assistance in
the population sector to be a
major constraint to maintain-
ing funding levels and devel-
oping new programs.
Generating such demand is vital
to ensure that financial commit-
ments made by BMZ are trans-
lated into actual programs.

German population assistance
levels almost tripled from
1990 to 1995, but declined
sharply in 1996. German popu-
lation assistance levels rose
steadily from $47.5 million in 1990
to $145 million in 1995, when
Germany ranked second among
all donor countries in its contribu-
tions to population programs. In
1996, Germany slipped to fourth
place with a contribution of $96
million. Moreover, the German
contribution to population activi-
ties in 1996 represented only 1.26
percent of total development aid,
compared with the average alloca-
tion for donor countries of 2.0 per-
cent. Germany also lags behind
other donors in the volume of
population assistance it provides
relative to the size of its economy.
In 1996, Germany provided $41 in
population assistance per million
dollars of GNP—down from $60
in 1995, and a fraction of the $371
contribution made by Denmark,
the most generous donor.

Both the volume and share of
German population assistance
channeled through multilat-
eral organizations declined in
the 1990s. During the 1980s,
Germany consistently allocated
more than half of total population
assistance to multilateral organiza-
tions. Since 1990, this trend has
changed; by 1996, only about a
third of German assistance to pop-
ulation programs passed through
multilateral channels, reflecting an
across-the-board cap on contribu-
tions to UN organizations imposed
by the budget committee in the
parliament.

Germany contributed approxi-
mately $32.5 million to UNFPA in
1995; although the government
maintained the level of funding
in German currency in 1996, the
dollar value of these resources
was considerably diminished by
exchange rate losses. In 1997,
BMZ reduced German contribu-
tions to UN agencies owing to
overall budget cuts; as a result,
UNFPA received only $24.3 mil-



lion—a reduction of 28 percent
from the previous year. In 1998,
the contribution to UNFPA
appears likely to remain stable in
German currency, but to decline
even further in dollar terms.

German resources for popula-
tion assistance are increas-
ingly being channeled through
the bilateral aid program. In
1990, only 33 percent of German
population assistance was admin-
istered bilaterally. As the share of
multilateral assistance has declined,
the share of German population
assistance flowing through the
bilateral aid program has risen,
reaching 74 percent in 1995. The
German government has a strong
preference for managing its own
development aid resources; the
former minister of development
cooperation had stated publicly
that German bilateral assistance is
more “efficient” than other chan-
nels, including the European
Commission with its problems
with project planning and dis-
bursement of funds. This trend
towards increasing bilateral fund-
ing and reducing multilateral allo-
cations could change, however,
as a result of the 1998 elections.

The level of German contribu-
tions to national and interna-
tional NGOs is also low. In 1996,
Germany channeled only 9 percent
of its population funding through
NGOs. The International Planned
Parenthood Federation (IPPF) has
been the main recipient of
German contributions to NGO
population programs. Germany’s
contribution to IPPF increased
throughout the early 1990s, but
declined from $5.8 million to $4.6
million in 1996 and 1997; it will
likely remain at this level in 1998.

PROGRAM
PRIORITIES

German population assistance
is concentrated in sub-Saharan
Africa. The German technical
cooperation agency—GTZ—is
implementing reproductive health

initiatives in Africa involving family
planning service provision, adoles-
cent sexual health education, and
reproductive health services deliv-
ered through integrated family
health or district/rural health pro-
grams. In addition, Germany makes
some large financial commitments
in the poorer Asian countries,
namely Bangladesh, Nepal and
India, and in El Salvador and
Paraguay in Latin America.

The German aid program
favors integrated programs
with strong reproductive
health components. German aid
officials do not see reproductive
health as defined at the Cairo con-
ference as a discrete program
focus. Moreover, they view inte-
grated programs that include
reproductive health as more likely
to succeed than programs focusing
solely on family planning or other
reproductive health needs.
German technical cooperation in
the area of health systems devel-
opment and reform also includes
an emphasis on family planning
and reproductive health. Germany
does not fund abortion services in
any of the projects it supports.

In Africa, projects implemented
by GTZ in Kenya, Malawi and
Zimbabwe focus more narrowly
on community-based contracep-
tive education and distribution,
and are exceptions to Germany’s
general approach of integrating
reproductive health within larger
health sector initiatives. The
German aid program also funds
more focused social marketing
programs, which aid officials view
as an effective intervention in both
family planning and AIDS pre-
vention. Germany has supported
contraceptive social marketing
activities in Indonesia, Pakistan,
the Philippines, Rwanda and India,
through KfW, the German financial
cooperation agency.

TECHNICAL
CAPACITY

Government-wide staff reduc-
tions have affected the Ministry
of Economic Cooperation and
Development. Currently, only

3 staff persons in the BMZ are
responsible for support to all
health, reproductive health and
education projects. As the techni-
cal cooperation agency, GTZ has
fared better, with 5 technical staff
in Germany and 38 in the field
who work exclusively on popula-
tion-related issues.

The private and NGO sectors
in Germany have very limited
capacity to provide technical
support to population activi-
ties. The BMZ currently imple-
ments projects overseas primarily
through its quasi-governmental
affiliates, KfW and GTZ. In several
instances, KfW has contracted with
a U.S. NGO, Population Services
International, for technical assis-
tance related to the social market-
ing of contraceptives, a field where
no significant European technical
capacity yet exists. From the
Ministry’s perspective, there is a
need to strengthen the expertise
of German and European organi-
zations in population and repro-
ductive health.

However, the German government
has made no real effort to build
technical capacity among existing
German NGOs, or to create mech-
anisms to access external technical
consultants as the British aid
machinery has done. Significantly,
the German Foundation for World
Population (DSW), which has initi-
ated some reproductive health
projects in developing countries
in addition to its advocacy work,
supports these activities with funds
from corporate and international
sources rather than from the
German government.
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Ireland IS a newcomer to population and reproductive
health assistance, and its effort remains small.

GRADE DEVELOPMENT ASSISTANCE:

IRELAND

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

POLICY AND FUNDING

e OVERALL ASSESSMENT Ireland has one of the small-

j est, yet fastest growing, devel-

— opment aid programs. Total aid

L The Irish foreign aid program concentrates its efforts on grew from $57 million in 1990 to

o poverty alleviation in the world’s least developed countries. $179 million in 1996. Over the last

o Ireland is a relatively generous donor when compared with other five years, the proportion of

o developed countries, with contributions of $3,086 per million dollars development aid relative to the

_ GNP in 1996. size of the Irish economy
increased steadily, and in 1997

o= Ireland is a newcomer to international population and repro- stood at 0.31 percent of GNP.

= ductive health assistance, and as such, the Irish population Ireland has expressed its intention

= assistance effort remains small. Within the first few years, aid in of meeting the United Nations

z this area has been limited in size, program focus and geographic goal of allocating 0.7 percent of

i scope. Contributions to the sector fall weI_I below_ the donor average GNP to development assistance.

as a percentage of overall development aid, ranking Ireland 17th out

o of 21 donor countries. Recent population assistance initiatives have Irish development assistance—

= included maternal and reproductive health and HIV/STD prevention provided solely as grants—is

< activities in a handful of countries in sub-Saharan Africa and Central administered through the

America, and in India. Development Cooperation

2 Division of the Department of

— Foreign Affairs in Dublin, as well

< as through overseas development
cooperation offices and embassies.

— Health, education, rural develop-

o ment and safe water supply are

) priority sectors for Irish assistance.

o

Lt Ireland’s bilateral program

o= is expanding, and in 1996

o received 64 percent of the

- development assistance bud-

— get. Ireland’s official development

- agency, Irish Aid, concentrates

— its efforts in sub-Saharan Africa.
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IRELAND

VITAL STATISTICS

3.6 million
$179 million
0.31%
$728,000
Population assistance as percentage of 0DA, 1996: 0.41%
Population assistance per $US million GNP, 1996: $13

1996 population size:
Total Official Development Assistance (ODA), 1996:
ODA as a percentage of GNP, 1996:

Total population assistance, 1996:

Population Action

Tanzania, Uganda and Zambia
received nearly 40 percent of the
bilateral development assistance
budget in 1996, and are considered
Irish Aid’s six priority countries.
Sudan is also considered a priority
country for Irish Aid, but has
received limited assistance in recent
years because of internal conflicts.

The surge in allocations to the aid
program has followed the adop-
tion in 1993 of a four-year strategic
plan for development assistance.
The Irish government strength-
ened this commitment in 1996
with the release of a “White Paper
on Foreign Policy” expressing the
aim of increasing aid and improv-
ing the quality of assistance, par-
ticularly through the bilateral
channel. This paper—the first of
its kind to be presented to the
Irish Parliament—describes the
country’s development assistance
program as part of a foreign policy
designed to promote “peace and
justice in the world.”

The White Paper also refers to the
1993 strategic plan’s call for con-
tinued growth in aid; an increase
from four to six in the number of
priority countries for Irish aid; and
expanded cooperation with other
countries in Africa, Asia and Latin
America. The strategic plan also

calls for greater NGO participation
in the Irish aid program, and for
the creation of an independent
committee to advise the Irish
Government on development
assistance issues. As development
assistance levels have increased,
Irish Aid has expanded staff
resources both at home and in the
field, putting special emphasis on
hiring local development experts
in priority countries.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

Historically, domestic contro-
versies over reproductive
health and family planning,
combined with the strength
of the Catholic Church, have
kept the Irish government
from active involvement in
international population assis-
tance. However, Ireland has
gradually shown support for
population assistance through its
recent contributions to UNFPA
and assistance to development
activities in maternal and repro-
ductive health.

The country’s aid program enjoys
continued popular and cross-party
political support, despite a change
in government in 1997. A recent

International’s
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UNFPA survey also shows popular
support among the Irish public for
development assistance in the
area of reproductive health.

TRENDS IN FUNDING FOR

POPULATION ASSISTANCE P43

Ireland began participating

in international population
assistance in 1993, through

a $74,000 contribution to
UNFPA. Subsequent contributions
to UNFPA increased rapidly,
reaching nearly $409,000 in 1995.
Ireland’s contributions in national
currency to UNFPA increased in
both 1996 and 1997, despite
reported decreases in U.S. dollar
terms. Ireland’s total population
assistance rose to $2.9 million in
1995, but then declined in 1996 to
$728,000, or just 0.41 percent of
total ODA.

Controversies over repro-
ductive health have inhibited
Irish assistance to population

over the years, but a new
commitment is emerging.




IRELAND

Ireland has gradually

shown support for popu-
lation assistance through
Its contributions to UNFPA.

The Irish government does
not consider itself as having a
bilateral population assistance
program. Irish Aid, however,
supports reproductive health and
maternal care, and even a small
community-based contraceptive
distribution project through its
health sector programs.

Despite plans to strengthen and
expand bilateral efforts in repro-
ductive health, both the volume
and share of reproductive health
assistance allocated to bilateral
activities declined from 1995 to
1996. In 1995, Ireland spent 62
percent of total reproductive
health funds or $1.8 million on
bilateral activities; in 1996 bilateral
expenditures amounted to only 45

PROFILES

COUNTRY

$2.

25

$US millions

2.0

15

REPORT CARD AND

Because the definition
of population assistance
was broadened, data for

1.0

o- 1995 and 1996 are not

o 05 comparable to 1994.

=

o $0.2

= 0.0 =557 1995 1996

Sources: Population assistance: UNFPA.

percent of total assistance in this
area, or just over $325,000.

All of Irish Aid’s bilateral repro-
ductive health activities in 1996
were in eastern and southern
Africa. One-third of bilateral funds
assisted HIV/AIDS programs while
the other two-thirds supported
other reproductive health activities
in the region. Bilateral funds have
only recently supported contra-
ceptive initiatives through a pilot
community-based distribution pro-
gram in Ethiopia.

Irish Aid directly awards
grants to international and
local NGOs through its newly
revised NGO cofinancing
scheme. In 1996, Ireland pro-
vided support to a variety of
health initiatives including mother
and child care, pre- and post-natal
care, and HIV/AIDS prevention
and treatment. The new NGO
scheme decreases the number of
funding mechanisms available to
NGOs, but increases the number
of block grants awarded each
year—giving NGOs more finan-
cial stability and alleviating
administrative burdens on the
government. Ireland does not
contribute to IPPF, the largest
international NGO in the repro-
ductive health field.

HSSISTANCE{OUA—1096

Vital statistics: UNFPA, UN Population Division, OECD.

TECHNICAL
CAPACITY

The Development Cooperation
Division is currently recruiting
additional staff as the overall aid
program expands. Staff capacity in
reproductive health has improved
with the recent addition of a
physician at Irish Aid’s home
office and local health specialists
in priority countries.



Total population assistance, 1996:
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Italy Jave less than one percent of aid

in 1996 to population assistance.

ITALY

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

Italy is an important overall donor to developing countries, but
an extremely low contributor to population and reproductive
health programs. In 1996, Italy gave less than one percent of overall
development aid to population assistance programs.

The greatest potential for increasing funding for effective popu-
lation programs lies in Italian contributions to multilateral orga-
nizations. However, Italy’s contribution to UNFPA is negligible, and
actually fell between 1996 and 1997. The dearth of reproductive health
staff in the Ministry of Foreign Affairs represents a major constraint to
increasing Italy’s bilateral population assistance.

Advocacy groups in Italy face a formidable task in lobbying for

changes in governmental policy on international population assis-

tance. The relatively new collaboration of Italian NGOs to promote repro-
ductive health issues and pressure their government to allocate additional
resources in this area is a positive development. However, it will be a
challenge to shift long-standing sectoral priorities in the Italian aid pro-
gram, which has neglected family planning and reproductive health.

VITAL STATISTICS

1996 population size:
Total Official Development Assistance (ODA), 1996:

57.2 million
$2.416 million

ODA as a percentage of GNP, 1996: 0.20%
$3.6 million
Population assistance as percentage of 0DA, 1996: 0.15%
Population assistance per $US million GNP, 1996: $3

Population Action

International’s

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Italy emerged as a bilateral
donor in the 1980s, and since
then has had a variable record
on overseas development assis-
tance volume and policy. Ranked
last among the OECD Develop-
ment Assistance Committee (DAC)
countries in the late 1970s, Italy
increased its aid levels to reach
and surpass the DAC average of
0.4 percent of GNP for develop-
ment assistance by 1986. Unfortu-
nately, Italy has reversed this
trend; in 1997, Italy’s aid cuts
resulted in an aid to GNP ratio

of just 0.11 percent—down from
0.2 percent the previous year.

Italian NGOs concerned about the
development cooperation pro-
gram attribute the drop in foreign
assistance levels to the govern-
ment’s efforts to meet the entry
criteria for the European monetary
union. These organizations have
been advocates for Italy’s role as a
donor nation and have launched a
campaign to support foreign aid.
In mid-1998, their activities coin-
cided with the development of a

GRADE
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Population assistance has
never been a political or
programmatic priority.

draft law on development cooper-
ation—the result both of govern-
ment initiatives and proposals
from various political parties.

In 1996, just over 50 percent of
Italian development aid flowed
through multilateral institutions—
more if Italian multi-bilateral
agreements with several institu-
tions, such as the United Nations
Development Program, are
included. Italy is also a supporter
of European Commission aid
activities, particularly through the
European Development Fund.

Italy’s bilateral aid program is
targeted at relief, rehabilitation
and peacekeeping activities, and
concentrated among its former
colonies in the Horn of Africa.
The top two recipients of Italian
bilateral aid in 1995-96 were

Mozambique and Ethiopia, which
together accounted for over $200
million of Italy’s approximately
$811 million bilateral aid program.

A much needed 1997 reorganiza-
tion of the aid program has
sought to rationalize development
assistance through more emphasis
on project planning and country
strategy development. More
recently, the government has
proposed to establish a new
agency to administer foreign aid.
The Ministry of Foreign Affairs,
which currently implements
Italian development assistance,
would continue to define the
political goals of the aid program.
However, the new agency would
likely have autonomy in imple-
menting foreign aid programs,
with parliamentary oversight.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The Italian government has
embraced the very broadest
definition of population pro-
grams emerging from the ICPD.
According to a spokesperson from
the Ministry of Foreign Affairs,
Italy includes in “population” a
broad range of sectors which

TRENDS IN POPULATION ASi@éA/N_Cfg%

$17.5 $17.5*
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of population assistance
was broadened, data for
1995 and 1996 are not
10 comparable to earlier years.
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Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
*As 1994 expenditures were not reported to UNFPA, they are estimated at the 1993 level.

impact on population growth,
encompassing education, training,
women’s empowerment, general
health and reproductive health.

Whatever the definition, popula-
tion assistance has not been a
political or programmatic priority.
Moreover, in the recent environ-
ment of shrinking development
assistance resources, there has
been little impetus for increases in
Italian population assistance.
Many Italian NGOs see population
assistance as only one component
of a larger approach to develop-
ment, rather than a cross-cutting
constraint to overall development.

However, a few NGOs are
engaged in advocacy for popu-
lation and reproductive health
assistance. These include AIDOS
(the ltalian Association for Women
in Development) and the Italian
Family Planning Association
(UICEMP), which have recently
organized an All-Party Parliamen-
tary Group on Reproductive
Health, Population and
Development. These groups are
also attempting to influence
upcoming legislation on develop-
ment assistance to include a refer-
ence to family planning and
reproductive health.



TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Overall population assistance
has risen slowly, from just
over $2 million in 1987 to
$3.6 million in 1996. In 1993,
Italy reported an anomalous $17
million in population expendi-
tures, which included a small per-
centage allocated to the bilateral
channel. Previously, the totality of
Italy’s modest population assis-
tance expenditures had been
channeled through multilateral
organizations.

The small size of Italy’s popu-
lation assistance allocation is
particularly noteworthy given
its large volume of overall
development assistance and
the size of its economy. In
1996, Italy was among a handful
of donors that allocated less than
one-quarter of a percent of overall
development aid to population
assistance. Another indicator of its
capacity to increase aid levels is
the ratio of population aid to GNP.
In 1996, ltaly ranked second from
last on this indicator, giving just $3
for each million dollars of GNP.
Only Portugal, which has a very
small aid program and the lowest
GNP per capita in Europe, gave
less than ltaly relative to GNP.

Italy is not a major supporter
of the international organiza-
tions working in the popula-
tion field. In 1997, Italy ranked
last out of the fourteen major
donors to UNFPA. Since 1993, Italy
has contributed between $1.2 and
$1.9 million annually to this major
multilateral organization involved
in population activities. In 1996,
this represented one-tenth of one
percent of the total $1.6 billion
Italy contributed to multilateral
organizations. In 1997, Italy also
contributed $1.7 million to UNFPA
for a multi-bilateral project serving

women in Honduras and El
Salvador. To date, the Italian gov-
ernment has not provided any
funding to IPPF.

Italian bilateral population
assistance is limited and con-
centrated in sub-Saharan
Africa. In 1996, Italy spent less
than $2 million through bilateral
and NGO channels on reproduc-
tive health more narrowly defined,
focusing on reproductive health
and basic research in Africa. Italy’s
limited initiatives in reproductive
health were implemented in
Djibouti, Ethiopia and Niger.

The Italian development adminis-
tration appears to have difficulty
reporting annual population-
related expenditures. One reason
for this difficulty is that actual dis-
bursements for projects lag far
behind allocations. Furthermore,
since most of Italy’s population-
related expenditures are inte-
grated into maternal and child
health projects, emergency/relief
programs and NGO activities, it is
difficult to disaggregate funding
for population activities.

PROGRAM
PRIORITIES

Since the Italian government
defines population very
broadly, it views a wide range
of bilateral projects as popula-
tion-related. Based on its broad
definition, which includes educa-
tion, micro-credit and general
health activities, Italy reports fund-
ing population projects in Central
America, Latin America, Africa and
the Palestinian Authority. An
Italian consulting organization,

SOTECNO, has recently completed

implementation of a reproductive
health project in Colombia with
adolescents and women heads of
household as beneficiaries.

TECHNICAL
CAPACITY

External observers perceive
little technical depth in repro-
ductive health and population
within the Ministry of Foreign
Affairs. Government officials,
however, report that Ministry staff
include physicians, demographers
and gender specialists with the
capacity to provide technical
assistance in this area.

Outside the Ministry, there are
several NGOs working in the
domestic reproductive health field,
but these groups do not generally
collaborate with the Ministry on
development cooperation projects.
These include the Associazione
Italiana Contraccettivie Sessualit,
(AIECS), Associazione ltaliana
Educazione Demografica (AIED),
UICEMP—the IPPF associate in
Italy, and several other NGOs.

GRADE
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Development NGOs are another
category of Italian organizations
that could potentially become
involved in population and repro-
ductive health programs. The few
NGOs working in this area tend to
employ medical personnel (gyne-
cologists, midwives, nurses) on
their projects on a consulting
basis. However, AIDOS is working
collaboratively with UICEMP and
AIED on advocacy and other
activities in population and repro-
ductive health.

ltaly’s contributions to UNFPA
represent a tiny fraction of

Its total multilateral aid.
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Japan’s high contributions to UNFPA and/IPPF support

Important reproductive health initiatives worldwide.

JAPAN

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

Japan’s standing as the number one donor to UNFPA and IPPF
is the most important aspect of its role as a population donor.
Japan’s consistently high core contributions to these two major inter-
national population organizations support important reproductive
health initiatives worldwide. However, Japan lags behind some other
major donors in the overall level of population assistance it provides.

Japan has been striving to increase both its importance and effective-
ness as a bilateral population donor. However, the limited reproduc-
tive health expertise in Japan’s bilateral aid program represents a
major constraint to success in this area. Recent closer collaboration
between Japan'’s bilateral aid agency and the largest Japanese NGO
involved in international population programs is a positive step
toward addressing this shortcoming. Japan is also engaged in joint
initiatives with the U.S. bilateral population program; however, Japan
and the United States have very different styles of development assis-
tance, and these efforts have received mixed reviews. Japanese bilat-
eral “population” projects generally do not emphasize family planning
services, and at least in some cases appear indistinguishable from
more general health sector projects.

Overall, Japan’s contributions fall far short of the increases
required to meet its fair share of the ICPD year 2000 goal for
population assistance, given the large size of its economy.
However, the advocacy efforts of Japanese NGOs have succeeded in
establishing a high profile for global population issues. Despite antici-
pated cuts in future foreign aid levels, there is still scope within the
very large Japanese aid program to expand the tiny share allocated to
international population assistance.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Despite its standing as the
world’s largest donor, Japan’s
development assistance repre-
sented only 0.22 percent of
GNP in 1997, well below the
average for the donor coun-
tries. Moreover, Japan’s preemi-
nence as a donor is currently in
jeopardy as domestic economic
problems have caused a down-
turn in Japanese overseas aid
allocations.

In 1993, Japan overtook the
United States as the largest devel-
opment assistance donor, provid-
ing a total of $11.3 billion in aid.
However, in 1996, total aid levels
fell 35 percent to $9.4 billion,
down from $14.5 billion the previ-
ous year. Most of this decrease
reflects large loan repayments to
Japan and declining Japanese
contributions to multilateral insti-
tutions; bilateral commitments
actually increased 17 percent. The
Japanese government is planning
deeper cuts in the aid program
over the period 1998 to 2000, as a
result of a government-wide effort
to cut all public spending by 10
percent annually.



VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:

Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

125.4 million

$9,439 million
0.20%

$93.8 million*

Population assistance per $US million GNP, 1996: $20

Japan’s aid program is adminis-
tered through a “four-Ministry
system.” This system involves the
Ministry of Foreign Affairs, the
Ministry of Finance, the Ministry of
International Trade and Industry,
and the Economic Planning
Agency. Implementing institutions
include the Japan International
Cooperation Agency (JICA), the
major technical cooperation
agency, and the Overseas
Economic Cooperation Fund, the
bilateral loan agency. Technical
and financial cooperation activities
are supervised by the Ministry of
Foreign Affairs and the Ministry of
Finance respectively. The Ministry
of Foreign Affairs also acts as the
primary coordinating ministry for
all Japanese development aid.

During the 1990s the Japanese
government has sought to
increase the effectiveness of its
aid program. Japanese develop-
ment assistance has historically
emphasized large infrastructure
projects, loans rather than grants
and a geographic focus on Asia.
Japan’s Official Development
Assistance Charter of 1992
responds to criticism of these
aspects of Japanese aid by setting
out a reform policy aimed at
improving the effectiveness

and allocation of development

assistance. The 1992 Charter
remains the official aid policy
document to date.

Japan has achieved the goal
of devoting at least 20 percent
of aid resources to the social
sectors, as recommended at
the 1995 World Summit on
Social Development. Indeed,
Japan’s spending on social and
administrative infrastructure in
developing countries has increased
very significantly, from 3 percent

TRENDS IN POPULATION ASi@éA/\J_C:Eg%

0.99%

of total aid in 1975-76 to 24 per-
cent in 1995-96. Still, a lack of
technical expertise within the
aid bureaucracy has constrained
Japan'’s ability to more effectively
program funding for social sector
projects.

Japan has been less successful
in addressing the criticism that it
favors Asian nations in the allo-
cation of its development assis-

tance resources. Critics argue that

this practice allocates aid

Because the definition
of population assistance
was broadened, data for

Population Action
International’s

1995 and 1996 are not $93.8 $93.8*
comparable to earlier years. | [ [ |
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Japan has been striving

to increase both its
Importance and effec-
tiveness as a hilateral
population donor.

resources to higher-income
developing countries rather than
those in greatest need. In 1996,
Mexico was the only country
outside Asia among the top 10
recipients of Japanese aid.

The Japanese public has gener-
ally been supportive of foreign
aid, but current economic
problems may be eroding this
support. A survey conducted in
1996 found that 47 percent of the
public favored maintaining aid at
the current level, while 33 percent
favored increasing aid levels. By
1997, another poll found that
while 41 percent of the public
supported development assis-
tance, 47 percent felt domestic
concerns should take precedence
over needs overseas.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The policy environment in
Japan has encouraged
increased Japanese support
for international population
assistance. The increased focus
on the social sectors and an
emphasis on closer coordination
with the United States have also
helped to increase attention to
population assistance. In 1993,
the Japanese and U.S. govern-
ments initiated the U.S.-Japan
Common Agenda for Cooperation
in Global Perspective as a mecha-
nism for cooperating on technical
and foreign assistance issues
under the U.S.-Japan Framework
for a New Economic Partnership.

Under the Common Agenda,
Japan pledged to give $3 billion
through a Global Issues Initiative
for Population and AIDS over a
seven-year period, 1993-2000.

At a recent meeting marking the
fifth anniversary of the Common
Agenda, the health working group
reiterated the importance of a
focus on population and recom-
mended that reproductive health
issues be addressed more directly
and systematically under Common
Agenda programs.

The Global Issues Initiative
includes both “direct” and “indi-
rect” population aid. The
Japanese aid program defines
direct population aid as support
for family planning, and maternal
and child health services, related
information, education and com-
munication (IEC) programs, and
demographic and policy analysis.
Indirect population aid includes
primary health care, basic educa-
tion, women’s empowerment and
HIV/AIDS prevention and moni-
toring. Japan’s women in devel-
opment initiative, announced at
the 1995 Beijing international
conference on women, and its
recent commitment to increasing
NGO involvement in project
implementation are additional

policies that are supportive of
programming in population and
reproductive health.

More recently, Japan’s eco-
nomic troubles have made
population assistance more
vulnerable. In 1997-98, in
response to a directive from the
Japanese parliament requiring all
government ministries to cut pub-
lic spending by 10 percent, the
Ministry of Foreign Affairs pro-
posed deep cuts in its voluntary
contributions to UN organizations,
including UNFPA, causing concern
among advocates of population
assistance. However, the Ministry
of Foreign Affairs ultimately chose
to maintain, in Japanese yen, its
assessed contributions to UN
agencies, its voluntary contribu-
tions to UNFPA, UNICEF and the
UN High Commissioner for
Refugees (UNHCR), as well as

the bilateral aid budget.

This policy reversal followed
strong appeals to the Japanese
government from the heads of
the various UN special funds and
programs, and domestic pressure
from population NGOs such as
the Japanese Organization for
International Cooperation in
Family Planning (JOICFP) and a
newly established NGO, 2050,
involved in population advocacy.
Advocates for maintaining support
to UNFPA argued that Japan’s
leadership as a population donor
was important to its standing in
the world community, and that
cuts in population aid would have
a severe negative impact on
maternal and child health in
developing countries.



TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Population assistance from
Japan has increased over the
past decade, but Japan still
lags behind the other major
economic powers in the aid it
allocates for population pro-
grams. Population assistance pro-
vided by Japan increased over 70
percent between 1987 and 1995.
(Data on Japanese population
assistance for 1996 were not avail-
able at the time of writing, and the
discussion of funding is therefore
limited to data for 1995.) In 1987,
Japan provided $54 million in total
resources for population pro-
grams; by 1995 the Japanese con-
tribution had grown to $93.7
million, or seven percent of total
global population assistance.
Despite this large increase, Japan
still gives considerably less in total
population aid than other major
economic powers such as the
United States and Germany, which
gave $667 million and $145 mil-
lion respectively in 1995.

Japan also performs poorly on
indicators of the extent to which it
bears its fair share of the burden
for population assistance relative
to other donor countries. In 1995,
Japan gave less than 0.65 percent
of general development aid to
population assistance, compared
with 9 percent from the United
States and 1.9 percent from
Germany. Japan also falls short in
its contributions to population
programs relative to its large econ-
omy, giving $18 per million dol-
lars of GNP in 1995—a level lower
than some of the smallest donors.
In comparison, the United States
gave $92 in population assistance
per million dollars of GNP in 1995,
and Germany gave $60.

Japan’s strength in supporting
population programs has always
been through the multilateral
channel. Despite its poor compar-
ative performance in population
assistance in terms of total volume
and burden sharing, Japan has
consistently been a top donor to
UNFPA. Since 1995, Japan’s contri-
bution to UNFPA's core budget
has topped $50 million a year. In
1997, the Japanese contribution
amounted to $54.4 million—19
percent of UNFPA's total income
from the major donor countries.
While Japan maintained its 1998
pledge in yen at the 1997 level,
the value of its contribution will
drop significantly in dollars due to
the lower value of the yen in rela-
tion to the U.S. dollar.

The volume of bilateral popu-
lation aid from Japan has
almost doubled during the
1990s. In 1990, Japan gave $7.7
million bilaterally; by 1995 it was
allocating close to $16 million
through this channel. A greater
proportion of funds can be
expected to flow through the
bilateral channel in the future as
Japan improves its capacity for
project development and techni-
cal support.

Japan is a major donor to
IPPF and has recently also
begun funding population-
related programs imple-
mented by Japanese NGOs in
developing countries. Japanese
funding for NGO population pro-
grams has increased from about
$15 million in 1990 to $22.5 mil-
lion in 1995. This funding primar-
ily reflects Japan’s contributions
to IPPF over this period. The
Japanese contribution accounted
for 22 percent of IPPF’s total
budget in 1997, making Japan the
single largest donor to the organi-
zation. Japan has only recently
begun directly funding Japanese
and developing country NGOs to
implement reproductive health

projects in aid recipient countries.
A number of such initiatives are in
the pipeline and will receive

funding in the 1997-98 fiscal year.

Japan also provides funding
through its embassies for local
NGO projects in the areas of pop-
ulation, AIDS, women in develop-
ment and the environment. This
decentralized program disburses
grants to a maximum of $100,000
based on applications from local
organizations. In 1995, grants dis-
bursed through this program
worldwide amounted to about
$1.1 million.

PROGRAM
PRIORITIES

GRADE

The largest projects supported
by Japanese assistance are in
Asia. Japan’s Global Issues
Initiative, launched in 1994,
identifies 12 priority countries for
development assistance, grant aid
and technical cooperation in the
areas of population and AIDS.
These include 6 nations in Asia
(Bangladesh, India, Indonesia,
Pakistan, the Philippines and
Thailand), 5 in Africa (Egypt,
Ghana, Kenya, Senegal and
Tanzania), and 1 in Latin America
(Mexico). Japanese aid officials
recently claimed that Japan has
initiated population and reproduc-
tive health projects in all priority
countries and provided about $2
billion in assistance between 1994
and 1998. However, some critics
assert this figure includes non-
population related activities and
significantly overstates real levels
of population assistance.

P51

Despite a 10 percent
cut in public spending
in 1997-98, Japan main-

tained its commitments
to population assistance.
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Japanese-funded initia-
tives generally integrate

family planning and repro-

ductive health services
into maternal and child
health programs.

health initiatives in 10 nations:
Argentina, Cambodia, Kenya,
Mexico, Nepal, the Philippines,
Tanzania, Thailand, Tunisia and
Turkey. More recently, JICA has

initiated two technical cooperation
projects in Bangladesh and Vietham

in collaboration with JOICFP.

Japanese-funded initiatives
generally integrate family
planning and reproductive
health services into maternal
and child health programs.
Given restricted domestic family
planning options (no hormonal
methods are approved for use in
Japan and condoms are the most

readily available and widely used

contraceptive method), policy
makers reportedly prefer to com-
bine overseas family planning

efforts with broader maternal and
child health services, an approach

that has strong support within
Japan. Traditionally, Japan has
been reluctant to directly fund

service delivery projects, perhaps

due to lack of technical expertise
in the bilateral aid program, and

has relied on its funding to UNFPA

and IPPF to support family plan-
ning services.

In 1996, Japan supported bilateral
family planning and reproductive

TECHNICAL
CAPACITY

Japan’s bilateral development
assistance agencies are gener-
ally known for having very
limited expert staff across a
broad range of development
disciplines, including popula-
tion and reproductive health.
JICA’s main approach to staffing
population project teams is to
convene a committee of national
experts from the government and
private sector. Teams for popula-
tion projects are often lead by
senior physicians rather than pub-
lic health or population experts.
As a result of this reliance on
outside experts, staff within JICA
have not built up experience in
population project implementa-
tion. JICA has only recently begun
to address this shortcoming in the
population field by relying more
heavily on technical resources
available through JOICFP.

Japan has begun to use
domestic NGOs to supplement
the slim technical assistance
resources at JICA in the popu-
lation field. The primary
Japanese NGO involved in project
implementation is JOICFP. The
organization’s community-based
approach has allowed JICA to
diversify its traditional medical ori-
entation and give greater empha-
sis to public health concerns and
local capacity building.

JOICFP has a thirty-year record of
project implementation in devel-
oping countries. Since 1968, the
organization has played a dual
role as an advocate for population
issues and funding and as an exe-
cuting agency for international
projects. JOICFP’s technical
expertise initially reflected a nar-
row focus on the integration of
family planning and parasite con-
trol efforts. However, over the
years the organization’s breadth
of expertise in reproductive
health and family planning has
grown. JOICFP’s staff of about 22
now acts as a technical resource
to JICA in the areas of commu-
nity-based reproductive health,
adolescent health, HIV/AIDS pre-
vention and women'’s income
generation activities.

JOICFP is currently involved in
numerous population-related
activities in collaboration with
JICA. It is conducting a mid-term
review of the Global Issues
Initiative in 1997-98, and has been
selected by JICA to lead a team to
Vietnam to implement a new
reproductive health project. JICA
is also funding two developing
country NGOs with longstanding
ties to JOICFP, the Family Planning
Association of Bangladesh (FPAB)
and the Mexican Foundation for
Family Planning (MEXFAM).
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The Dutch government MOre than doubled funding

for population and reproductive ‘health

between 1994 and 1996.

THE NETHERLANDS

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

The Netherlands’ financial response to the ICPD is one of the
strongest among the donor nations. The Dutch government more
than doubled funding for population and reproductive health programs
between 1994 and 1996. The Netherlands continues to support the deliv-
ery of family planning and reproductive health services by channeling a
large share of its population assistance to core funding for UNFPA and
IPPF. The Dutch government is also expanding support for broader
reproductive health initiatives through its bilateral aid program. The polit-
ical environment in the Netherlands is highly supportive of reproductive
health assistance, as evidenced by the government’s willingness to work
in controversial areas such as unsafe abortion and adolescent reproduc-
tive health services that other donors are often reluctant to fund.

Despite this very positive record, recent changes in the Dutch
development aid program warrant some concern. The ongoing
transition to a more decentralized aid management system could poten-
tially hinder the development and implementation of new bilateral
reproductive health programs. In particular, the effectiveness of new
mechanisms for coordination between the Ministry of Foreign Affairs
and health program staff in Dutch embassies remains to be seen.

Some policy changes are likely in store for the Dutch foreign assistance
program. The Ministry of Foreign Affairs has new leadership following
elections in mid-1998. Recent debates have focused on the role of Dutch
business in development assistance, and the potential for a shift in geo-
graphic emphasis from Africa to Eastern Europe and the former Soviet
states. The Ministry’s new leadership has also indicated interest in con-
centrating Dutch aid in fewer countries and program areas.

Population Action
International’s

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

The volume of assistance pro-
vided by the Netherlands is
especially significant given
the small size of its economy
and its population of just
under 16 million. In 1997, the
Netherlands was the sixth largest
source of development aid world-
wide, giving over $2.9 billion in
foreign assistance. Dutch aid has
also long been known for its
emphasis on poverty alleviation,
economic self-sufficiency and
concern for aid effectiveness. The
Netherlands is one of very few
donor nations to meet and exceed
the UN target of allocating 0.7 per-
cent of GNP to development aid.
In 1996 and 1997, the Dutch gov-
ernment gave over 0.8 percent of
GNP in foreign aid, and is report-
edly committed to increasing this
percentage to even higher levels.

New directions in the adminis-
tration of Dutch aid include
reorganization of the Ministry
of Foreign Affairs, decentraliza-
tion of authority to embassies
and the adoption of financial
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THE NETHERLANDS

VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

Population assistance per $US million GNP, 1996:

targets in the development
budget. The Dutch coalition gov-
ernment—in power since 1994—
has sought to improve coordina-
tion among the various ministries
involved in foreign affairs, devel-
opment cooperation and eco-
nomic affairs. Simultaneously,

the government embarked on a
decentralization policy which des-
ignated Dutch embassies overseas
as the main partners for govern-
ments and NGOs receiving Dutch
development assistance. These
changes were designed to enable
the Netherlands to better achieve
its five main financial targets for
the development program:

m allocation of 20 percent of the
development aid budget to
basic social services;

m allocation of 4 percent of the
development aid budget to
reproductive health care (as
part of the 20 percent goal for
basic social services);

m expenditure of 0.1 percent of
GNP annually on international
nature conservation and envi-
ronment programs;

m annual expenditure of 50 mil-
lion Dutch guilders (approxi-
mately U.S. $25 million) to pre-
serve tropical rainforests; and

® a minimum of 0.25 percent of
GNP to be spent on aid to the
least developed countries.

15.6 million
$3,246 million
0.81%

$111.7 million
3.44%

$280

To date, the Dutch government
has been successful in meeting
many of these financial targets.
However, the decentralization
process was only initiated in 1996,
and it is too soon to assess its
effectiveness in programming aid
funds. In 1997, the Dutch aid pro-
gram reportedly experienced
some bottlenecks in disbursement
of funds due to the unfamiliarity
of embassy staff with their new
responsibilities. In response, the
government reduced the number
of thematic budget lines and cen-
tralized authority for project
approval in the Ministry of
Foreign Affairs.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

Dutch policy initiatives to
increase population assistance
predate the 1994 Cairo confer-
ence. In 1992, the Foreign
Minister, Jan Pronk, initiated an
internal dialogue regarding the
need to strengthen Dutch popula-
tion policy, which culminated in a
published strategy on family plan-
ning and reproductive health in
development cooperation.
However, this policy change did
not lead to increases in funding in
the short-term. Following the
ICPD, the Netherlands initiated
further policy reforms to increase
actual financial support to repro-
ductive health activities.

In 1995, the Dutch parliament
passed a resolution requiring the
allocation of four percent of devel-
opment assistance to reproductive
health. Some controversy has
ensued regarding how to count
resources allocated to HIV/AIDS
activities and primary health pro-
grams with reproductive health
components. Despite these ambi-
guities, the government reported
that it met the four percent goal in
1996. This legislative requirement
provides both a strong policy
mandate for programming funds
in population and reproductive
health, and an administrative
responsibility to report back to the
parliament on these expenditures.
The Netherlands thus has one of
the most supportive policy envi-
ronments for population assistance
within the donor community.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Dutch funding for population
and reproductive health has
increased steadily over the
past decade. The Netherlands
does especially well when its con-
tributions are considered relative
to its population size and wealth.
In 1995, the Netherlands was the
fifth largest donor in terms of total
volume of population assistance;
in 1996, it became the second
largest donor, contributing $111
million. It also ranks third among
donor countries in the allocation
of funds for population assistance
relative to GNP, spending $280
per million dollars of GNP com-
pared with the average for donor
nations of $93 in 1996. In that
year, UNFPA reports that the
Netherlands devoted 3.4 percent
of total development aid to popu-
lation activities, compared with
an average of two percent for the
donor community.

The Netherlands has tradition-
ally channeled a high propor-
tion of its population assistance
through multilateral institu-
tions. In 1996, 78 percent of



Dutch population funding went to
multilateral organizations. UNFPA
has reported a steady increase in
Dutch contributions between
1993 ($28.3 million) and 1997
($44.4 million), when the Nether-
lands became the second largest
contributor to the Fund. The
Dutch are also contributors to
other multilateral organizations
that implement health and
population programs, such as
WHO, UNICEF, the World Bank,
the EC and UNAIDS.

It is difficult to assess trends
in Dutch bilateral population
assistance. According to UNFPA,
Dutch bilateral population assis-
tance increased to $21.7 million in
1995 (25 percent of total popula-
tion assistance), up from $2.2 mil-
lion in 1994. This dramatic
increase can be largely attributed
to the broadened definition of
population assistance introduced
by UNFPA in 1995. However, in
1996, UNFPA reported that the
Dutch bilateral share of assistance
dropped to 11 percent (approxi-
mately $12 million), although
overall population assistance
increased to over $111 million.

It is unclear whether this decline
in the share of bilateral assistance
is real or simply a reflection of
inconsistencies in reporting.
Changes in the administration

of Dutch bilateral development
aid—in particular, the new policy
of decentralization—may also
have affected the efficiency of
disbursements for population as
well as other activities.

Dutch contributions to IPPF
consistently increased during
the 1990s. However, in 1997, the
dollar value of the Dutch contribu-
tion declined owing to the falling
value of the guilder relative to the
U.S. dollar. In 1998, IPPF expects
to receive $3.9 million from the
Netherlands in core funding (main-
taining the 1997 level), and an
additional $900,000 for capacity
building and training activities with
its national affiliates.

PROGRAM
PRIORITIES

The Dutch government recently
identified the following priority
areas within reproductive health:
safe motherhood, adolescent sex-
ual health, unsafe abortion,
refugee reproductive health, and
AIDS and other STDs. Recent pol-
icy statements also indicate a shift
in focus to addressing the broader
problems of health systems rather
than providing direct support for
health services. This policy change
is likely to benefit safe mother-
hood programs, since it shifts the
emphasis from village level ser-
vices to the capacity of health sys- A

tems, including facilities available a—
at the district level for emergency GRADE
The concentration of Dutch obstetric care.
population aid funds in sub-
Saharan Africa reflects the TECHNICAL
larger emphasis of the aid pro- CAPACITY
gram on poverty alleviation
and the targeting of aid to the
poorest nations. In 1995, Africa The recent reorganization
received the largest share of and decentralization of the
resources (49 percent) allocated to  aid program have resulted P55
population and reproductive in significant changes in
health programs. Much smaller technical staffing. Several
shares of population aid went to Dutch embassies have appointed
Asia (17 percent), Latin America health specialists to assist with
(15 percent), and Europe and the programming aid funds at the
Middle East (which together country or regional level; in early
received less than 5 percent.) 1998, there were 8 such special-
ists worldwide. In the remaining
embassies, women in develop-
p111.7
100 L
$US millions f
Because the definition $86 6
30 of population assistance ]
was broadened, data for [ m -
1995 and 1996 are not |
comparable to earlier years.
60 || |
40 $30.6 'w‘ 8375 $43.8 i NGO
$33.0 $34.6
$27.5 $26.9 Multilateral
20

1987 1988 1989 1990 1991

. Bilateral

1992 1993 1994

1995 1996

Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
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THE NETHERLANDS

The volume of assis-

tance provided by the
Netherlands is especially
significant given the
small size of its economy.

ment specialists handle reproduc-
tive health programming. At the
Ministry of Foreign Affairs in The
Hague, a single technical expert
in reproductive health is assigned
to the social and institutional
development section. In addition,
the Ministry has a full-time staff
person monitoring its substantial
reproductive health assistance to
multilateral organizations. Mech-
anisms for formal coordination
between these ministry experts
and health specialists in the field
are evolving slowly following the
reorganization.

The new decentralization scheme
gives embassies the flexibility to
access technical assistance in
reproductive health through either
the Ministry or outside consul-
tants. However, the newly hired
health experts are working on a
contract basis rather than as part
of the permanent civil service
structure. As such, they are less
likely to provide continuity in
technical assistance or to con-
tribute to the development of
long-term institutional capacity
within the Dutch foreign aid sys-
tem. This arrangement is under
review and, according to Ministry
officials, likely to change in the
near future.

To date, the Ministry of Foreign
Affairs has not allocated a signifi-
cant share of population resources
through the bilateral channel, or
utilized Dutch institutions exten-
sively to support its reproductive
health programming. Still, several
Dutch institutions have the poten-
tial to play a more significant role
in bilateral cooperation activities:

m  The World Population
Foundation (WPF) is well
known as an advocate for
Dutch population and repro-
ductive health assistance. WPF
is also involved in population
and reproductive health pro-
jects. It supports local organiza-
tions in developing countries
by helping design and manage
projects, and mobilizes funding
for such projects by working
closely with donors—espe-
cially UNFPA, the World Bank
and the European Commission.

m The Royal Tropical Institute
(KIT), a well known medical
research institution, currently
works with core support from
the Dutch government in the
field of international health.
KIT currently has partnerships
with reproductive health
research institutes in Benin,
Egypt and Burkina Faso.

m The Rutgers Foundation,
the Dutch IPPF affiliate, has
recently established an interna-
tional branch and is beginning
to utilize its expertise in
adolescent sexual health in
new program initiatives in
Eastern Europe.

m The Netherlands Interdiscipli-
nary Demographic Institute
(NIDI) has a contract with
UNFPA to track global resource
flows for population programs.
While it receives some govern-
ment contracts in the area of
demographic research, NIDI
has little expertise in reproduc-
tive health service delivery.

In the future, it is possible that
Dutch NGOs could play a more
substantial role in implementation
of bilateral reproductive health
programs. However, the increas-
ing decentralisation of the Dutch
aid system and the requirement
that programs be initiated in the
field are major obstacles to the
greater involvement of Dutch
NGOs, given their limited overseas
presence. Meanwhile, other devel-
opment NGOs in the Netherlands
have demonstrated only limited
interest in reproductive health
activities.
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New Zealand has tripled funding

for population programs, but

remains one of the smallest donors.

NEW ZEALAND

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT hentuanl
GRADE
Support for population assistance in New Zealand has risen DEVELOPMENT ASSISTANCE:
since the ICPD, as reflected in significantly higher contributions POLICY AND FUNDING P57

to UNFPA and IPPF. Given the limited capacity of the bilateral aid pro-
gram to administer funds for reproductive health programs, this appears
to be a wise use of aid resources.

New Zealand’s geographic focus on the Pacific Islands could
spur additional bilateral initiatives in reproductive health in the
future. In 1997, the New Zealand government funded small research
initiatives through IPPF in the Pacific region. It has indicated interest in
funding other similar programs bilaterally and will be encouraging NGOs
involved in general development work in the Pacific to submit proposals
for population-related activities. For the foreseeable future, however,
New Zealand is likely to remain a minor donor, and new bilateral initia-
tives are also likely to remain modest in financial terms.

Population Action

International’s

A new framework for New
Zealand’s small foreign aid
program places a priority on
poverty alleviation and
concentrates its efforts on the
South Pacific. The government
has formulated a new framework
for development assistance which
emphasizes poverty alleviation,
capacity building and equitable
economic development. Aid from
New Zealand is closely aligned
with its foreign policy objectives
and concentrated in the neighbor-
ing South Pacific region and

VITAL STATISTICS

1996 population size: 3.6 million
Total Official Development Assistance (ODA), 1996: $122 million
ODA as a percentage of GNP, 1996: 0.21%

Southeast Asia.

New Zealand was one of the
smallest donors in terms of its
total aid volume in 1997. Although
New Zealand has signed on to the
UN target of allocating 0.7 percent
$1.2 million of GNP for development aid, its
. . assistance levels peaked at 0.52
Population assistance as percentage of 0DA, 1996: ) percent in 1975 and dropped to
$1 0.25 percent by 1997. Since 1990,
aid levels have increased slowly in
absolute terms, and New Zealand
has expanded its bilateral pro-

Total population assistance, 1996:

Population assistance per $US million GNP, 1996:
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NEW ZEALAND

gram. Over 40 percent of the aid
budget is spent on health, educa-
tion, water and sanitation. Critics
argue that this figure is distorted
by the inclusion of significant
expenditures on education and
training in New Zealand itself for
Asian/Pacific beneficiaries.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

Recently, New Zealand has
demonstrated interest in
expanding initiatives in the
area of reproductive health
and women’s development. In
1996, an independent review of
the integration of women in
development concerns into the
development aid program recom-
mended that New Zealand
increase efforts to meet the goals
developed at the ICPD, World
Summit on Social Development
and Fourth World Conference on
Women. The review, in particular,
recommended expanding initia-
tives in the areas of women'’s
reproductive health, basic educa-
tion and women'’s rights.

TRENDS IN POPULATION Aié@%_!\ﬁ%

Currently, support for reproduc-
tive health and family planning
appears strong in New Zealand,
and is demonstrated primarily
through multilateral channels.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Overall funding for population
has increased steadily since
1991, although remaining at
relatively low levels. Despite
almost tripling population assis-
tance levels between 1990 and
1996, New Zealand remains one
of the smallest donors to interna-
tional population programs. In
1996, New Zealand gave $1.2 mil-
lion in population assistance, rank-
ing 18th out of 21 donors, just
behind Italy which has a much
larger population and overall for-
eign aid program. With its popula-
tion of 3.6 million, New Zealand is
a small donor country, yet its allo-
cations to population are higher
than some other wealthier and
more populous donor nations.

New Zealand allocates most of
its modest funding for popula-
tion through multilateral or
NGO channels. About half of all
population assistance flowed

Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.

through the multilateral channel
between 1990-95, primarily via
UNFPA. New Zealand’s commit-
ment to population assistance is
seen most clearly through its
small but rising national currency
contributions to UNFPA. In 1996
New Zealand contributed
$672,000 to UNFPA, a significant
increase from 1995 when it gave
only $375,000. The contribution
for 1997 rose to $821,000, and
remained stable in 1998.

New Zealand officially has no
reproductive health or popula-
tion program, but has recently
funded a small number of
bilateral reproductive health
activities. For example, regional
health programs may include a
component related to sexual and
reproductive health.

New Zealand has increased
its support to IPPF in recent
years, together with its rising
contributions to UNFPA.
Between 1988 and 1997, New
Zealand'’s contribution to IPPF
increased over two and a half
times to $582,000, ranking it
twelfth out of fourteen major
donors. New Zealand’s pledge to
IPPF for 1998 is approximately
$650,000, a slight increase
from the previous year.
In 1997, New Zealand
also funded two research
projects in the South
Pacific through IPPF, one
on male attitudes toward
contraception and
another on adolescent
attitudes toward family
planning, sexual health
and teenage pregnancy.
In 1997, for the first time,
New Zealand made a
contribution to the
Population Council, an
international NGO. This
funding continued at the
same level in 1998.

| $12 §1.2
Because the definition
of population assistance
1.0 was broadened, data for
. 1995 and 1996 are not | a
$US millions comparable to earlier years.
0.8 091 508 $0.8 i
0.6 | | |
04 $04 $04 $0.4 $04 $0.4 | | NGO
Multilateral
0.2 | | |
. Bilateral
[ 1
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996
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Norway is a eading donor to populationprograms,

but its contributions have declined
since the early 1990s.

NORWAY

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT

Norway’s importance as a donor to population programs lies
primarily in the consistent support it provides to UNFPA and
IPPF, the major international population organizations. Despite
a slight decline in the total volume of funding during the 1990s, Norway
is still a leading donor to population programs in its contribution rela-
tive to GNP, and consistently ranks among the top donors to UNFPA
and IPPF. Norway has largely phased out its bilateral population assis-
tance program, but supports selected population and reproductive
health initiatives implemented by other agencies, including the World

Bank and WHO.

Still, Norway is not fulfilling its potential as a source of funding
for population programs. Both the proportion of Norwegian develop-
ment aid allocated to population programs and the ratio of population
assistance relative to GNP declined between 1990 and 1996. Given its
strong economy, Norway could do more to support reproductive health
and family planning, especially by increasing contributions to interna-
tional organizations and NGOs working in the population field.

VITAL STATISTICS

1996 population size:

Total Official Development Assistance (0DA), 1996:

ODA a a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

Population assistance per $US million GNP, 1996:

4.3 million
$1,311 million
0.85%

$46.1 million
3.52%

$298

Population Action

International’s

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Norway has been a long-stand-
ing and generous donor to
developing countries. This
commitment to development
cooperation began in 1952,
when Norway initiated its bilat-
eral development aid program.
The Norwegian public has consis-
tently expressed strong support
for their government’s contribu-
tion to efforts to reduce poverty
in developing countries. This
support is reflected in the fact
that Norway is one of only a few
donor nations that have allocated
more than 1 percent of GNP to
development aid in most recent
years, although this level fell in
1997 to 0.86 percent.

The Norwegian aid program is
evolving away from its roots—
assisting the poorest countries
with basic needs. The Norwegian
aid program has historically had a
strong focus on poverty alleviation
and concentrated its resources in
the poorest countries of sub-
Saharan Africa and South Asia.
Recently, however, the focus of

GRADE
P59
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The Norwegian govern-

ment sees population as
closely linked to other
key development issues,
such as the environment.

Norwegian aid has begun to
change. The government is now
giving more attention to issues
such as the environment, human
rights, relief and conflict resolu-
tion, and the potential for aid
recipients to become emerging
trade partners. The Ministry of

Foreign Affairs reports that it con-

tinues to give priority to environ-
mental and gender concerns in
development.

Another new aspect of Norwegian

aid is a shift toward an expanded
role for developing countries in
their cooperation with Norway.
Concern about aid effectiveness

has led Norway to adopt a policy

of “recipient responsibility.”
Recipient countries are encour-
aged to develop sector plans,
including all development assis-
tance as well as domestic bud-
getary resources. The Norwegian

government expects this approach

to strengthen local ownership of

projects, develop in-country tech-

nical know-how and improve
prospects for sustainability.

Although Norway remains a
major donor, particularly
given the size of its economy,

in recent years aid levels have

not kept pace with economic
growth. The absolute volume of
Norwegian aid continued to rise

during the 1990s. In 1997, Norway

gave $1.3 billion in development
assistance—almost double the

level of aid compared to a decade
earlier. However, the aid to GNP
ratio fell by 12 percent in 1995,
partly due to a revised method of
calculating GNP. Emerging trends
in 1997 include an increase in
funds for social development, the
environment and women'’s devel-
opment programs; in addition,
Norway has allocated 50 percent
of all bilateral aid funds to Africa.

Norway’s development adminis-
tration responsibilities are divided
between the Ministry of Foreign
Affairs (MFA) and the Norwegian
Agency for Development
Cooperation (NORAD). The
Ministry is responsible for devel-
oping Norwegian aid programs,
while NORAD has responsibility
for implementing bilateral and
NGO development cooperation
projects. The Minister of
International Development and
Human Rights within the MFA has
oversight of both NORAD (under
the bilateral department of the
Ministry) and a separate multilat-
eral department. In recent years,
the Ministry has integrated
NORAD offices in priority coun-
tries into Norwegian embassies as
part of a decentralization process,
with the aim of more effectively
using available aid resources.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The policy environment in
Norway has long been
extremely supportive of popu-
lation assistance. Prior to the
ICPD, Norway stood out as the
only donor nation allocating four
percent of development assistance
to population-related activities.
The Norwegian government has
always seen population as closely
linked to other development
issues such as the environment
and economic development.

Norwegian population policy
takes a multi-faceted approach

to population programming.
Although Norway provides direct
support for family planning, its
aid policy affirms the role of mul-
tiple influences on the adoption
of the small family norm and fer-
tility decline. Thus, Norway’s pol-
icy has been to emphasize the
importance of maternal and child
health services, child survival, the
status of women and education,
along with expanded access to
family planning services, as the
way to achieve a more rapid
reduction in fertility.

Norway'’s former Prime Minister
Gro Brundtland, who became the
Director-General of WHO in July
1998, has been an outspoken
international advocate for repro-
ductive health and rights. Dr.
Brundtland, who led the
Norwegian delegation to the 1994
ICPD, generated controversy at
the conference with a widely-
publicized speech calling on all
countries to decriminalize abortion.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Although Norwegian popula-
tion assistance levels have
declined in recent years,
Norway still performs well as
a donor to population pro-
grams. Norway ranks high rela-
tive to other donor countries both
in volume of aid and in its contri-
bution relative to GNP. Norwegian
population assistance reached a
high level in the early 1990s,
peaking in 1991 at $53 million.
Since then the level of aid for
population programs has fallen,
to $46 million in 1996. This decline
occurred despite the broadened
definition used to report popula-
tion assistance beginning in 1995.



Population aid also declined over
this period as a percentage of total
development assistance—from 4.1
percent in 1990 to 3.5 percent in
1996. In addition, Norwegian pop-
ulation assistance declined relative
to GNP, from $487 per million
GNP in 1990 to $298 in 1996.
Despite these declines, Norway
still ranked as the eighth largest
donor to population programs in
1996 in absolute aid volume;
moreover, its contribution relative
to GNP still ranks Norway among
the top population donors.

Norway channels the vast
majority of its population
assistance through multilat-
eral organizations. In 1996, the
multilateral channel accounted
for 85 percent of Norway'’s total
population assistance. Norway is
a very important donor to UNFPA,
ranking fourth among the Fund'’s
donors in 1997 with a contribution
of $28.3 million. Norway allocated
an additional $6.9 million to UNFPA
in 1997 for multi-bilateral projects.
The Norwegian government also
makes voluntary contributions to
the WHO Women'’s Health and
Development Programme and its
human reproduction research
program.

Norway no longer has a bilat-
eral population assistance
program. In 1991, Norway began
to phase out its bilateral popula-
tion assistance program. Since
1994, the government has not
reported any allocations for popu-
lation-related projects through the
bilateral channel.

IPPF, the largest international
NGO in the population field,
is the major recipient of
Norwegian population assis-
tance through the NGO chan-
nel. Norway'’s contribution to
IPPF peaked in 1992 at $8.2 mil-
lion and then fell for several years
in U.S. dollar terms. Recently, the
annual Norwegian kroner contri-
bution has slowly increased—and
stabilized in dollar terms at around
$6.6 million—making Norway the
fifth largest donor to IPPF in 1997.

Like some other European coun-
tries, Norway is decentralizing its
foreign aid program and transfer-
ring many development coopera-
tion functions from central
government departments to
embassies in the field. As a result,
embassies in priority countries will
manage funds for NGO collabora-
tion and become the contact points
for local and international NGOs in

PROGRAM
PRIORITIES

Following the phase-out of
Norway’s bilateral population assis-
tance program, priority areas for
Norwegian assistance are difficult to
discern. However, activities sup-
ported by Norway on a multi-bilat-
eral basis—i.e., through major
international organizations—pro-
vide some indication of geographic
and programmatic priorities.

Norway is part of the large donor
consortium which supports the
Bangladesh population and health
program through the World Bank.
In Africa, Norway funds AIDS and
population work in Burkina Faso;
reproductive health and family
planning programs in Ethiopia;
efforts by UNFPA to strengthen
reproductive health and family
planning capacity in Mozambique;
and a World Bank family health
program in Zimbabwe. Norway

the population field seeking also funds regional programs in P61
Norwegian funding. sub-Saharan Africa through IPPF
and UNFPA to strengthen repro-
ductive health services and
enhance adolescent health. In
Latin America, Norway funds multi-
bilateral activities in Nicaragua in
the areas of reproductive health
and family planning.
1
Because the definition
of population assistance
was broadened, data for
$53.6 $54.9 | 2995 and 1996 are not
50 $5 0.3 | comparable to earlier years.
$US milions ¢ o ] | | $47.3 $46.1
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Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.



PROFILES

COUNTRY

REPORT CARD AND

DONOR

P62

GRADE

P) R 1T U G Ar ik

Even as one of the least wealthy donor countries,

Portugal COUld afford to increase/its very, low levels

of population assistance.

PORTUGAL

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT

Portugal is not fulfilling its potential as a donor to interna-
tional population programs, as evidenced by its low and static
contributions to UNFPA throughout the 1990s. Even as one of
the least wealthy donor countries, Portugal could afford to increase
its contributions to UNFPA and to make a small contribution to IPPF.
Portuguese observers report no specific obstacles to increased contri-
butions for population programs, but point to the need for expanded
advocacy efforts to change the government’s development policy and
financial allocations. A recent NGO initiative to raise awareness of
international reproductive health issues among parliamentarians is a
positive step towards increasing attention to needs in this area.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Portugal is a small and rela-
tively new donor whose devel-
opment assistance program
focuses on Portuguese-speak-
ing nations in Africa. Portugal
has one of the smallest economies
and the lowest GNP per capita
among the donor countries. Its
small development assistance pro-
gram is highly concentrated in its
former colonies in Africa, where it
has strong historical and cultural
ties. In recent years, the govern-
ment has extended its aid program
to other countries, but the bulk of
funds are still channeled to
Angola, Cape Verde, Guinea
Bissau, Mozambique, and Sao
Tome and Principe.

Portugal’s aid program alloca-
tions remain far short of the
UN goal of 0.7 percent of GNP.
In 1997, Portugal’s total develop-
ment assistance amounted to
$251 million, which represented
0.25 percent of GNP. Portugal’s
aid to GNP ratio has dropped in
recent years, after peaking in
1992 at 0.35 percent. Portuguese
officials cite 0.36 percent of GNP
as a goal, but it is unclear whether
this level is achievable given
recent downward trends.



VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

PORTUGAL

9.8 million

$218 million
0.21%

$249,000

Population assistance per $US million GNP, 1996: $2

The aid program is administered
through several different govern-
mental departments and min-
istries, including the departments
of education and health. Priority
sectors for the aid program
include economic policy reform
and debt restructuring. Historically
Portugal has devoted a very high
percentage of total development
assistance to debt relief in
Portuguese-speaking Africa.

Technical projects focus on the
areas of environmental manage-
ment and hospital-based health
services. Portugal also funds the
training of students and profession-
als from Africa through university-
level education programs. Staffing
of the development assistance pro-
gram is generally considered ade-
quate, although there is a lack of
expertise in specific technical areas
like poverty and gender.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The Portuguese government
has not responded in clearly
identifiable ways to the Cairo
conference on population and
development. Although the
Ministry of Health has expanded
its working definition of reproduc-
tive health to include maternal
and child health and AIDS in
addition to family planning, these
changes have not translated into
increases in funding levels or
new programs.

The political envi-
ronment does not
appear to be an
obstacle to increas-
ing population assis-
tance levels. Public
opinion surveys on
support for overall 020

0.11%

International’s

very positive, with over 90 percent
of the public supporting foreign
assistance. Portugal’s Family
Planning Association (FPA) has
recently initiated advocacy activi-
ties to strengthen political support
for the ICPD agenda in Portugal.
These activities include a 1998
conference called Cairo Plus Three
to raise awareness of reproductive
health needs among parliamentari-
ans and government officials. The
FPA has received additional fund-
ing from UNFPA to conduct public
education activities relating to
reproductive health.

RS ISTANCE 1094 1996

$0.25

development aid are

0.15

0.10

$US millions

1
Because the definition
of population assistance
was broadened, data for
1996 are not comparable
to 1994.

0.05

0.00

1994 1996

Sources: Population assistance: UNFPA.

Vital statistics: UNFPA, UN Population Division, OECD.
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The Portugese aid pro-
gram has done little to
respond to the ICPD.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Portugal’s reporting on popu-
lation assistance has been
erratic, so trends are difficult
to assess. Portugal reported pop-
ulation assistance expenditures to
UNFPA for the first time in 1994,
when it provided $59,000, and
again in 1996 when it reported
$249,000. This latter figure includes
a $25,000 core contribution to
UNFPA in 1996. In 1997 and 1998
Portugal doubled its contribution
to UNFPA to $50,000—still a tiny
percentage of the roughly $7 mil-
lion Portugal contributes in total to
the UN system, and of its total aid
program of over $250 million.

Portugal’s small bilateral pop-
ulation program emphasizes
training, AIDS prevention and
medical services. In 1996,
Portugal reported spending
approximately $212,000 bilaterally
in population-related programs.
Since the late 1980s, Portugal has
conducted a training of trainers
program for family planning
workers from Portuguese-speak-
ing African countries. These pro-
grams were expanded in recent
years to include AIDS prevention.
Some Portuguese medical assis-
tance programs also address
reproductive health needs. For
example, in Mozambique,
Portugal has provided medical
personnel to staff six rural health
centers providing maternity care
and to train local staff.

Portugal does not contribute to
IPPF, the major international NGO
in the reproductive health field.
Government funding of projects
initiated by national NGOs is in its
infancy, as NGOs are still explor-
ing how to successfully access
development assistance funds for
reproductive health projects.

Portuguese NGOs
are raising awareness
of international

health needs among
policy makers.

TECHNICAL

CAPACITY
Owing to the current low level
of programming in reproduc-
tive health, Portuguese aid
officials do not perceive a need
for additional specialized staff
in this area. At the present time,
Portugal’s limited bilateral repro-
ductive health program is adminis-
tered through two divisions of the
Ministry of Health: the Division of
Maternal and Infant Care and
Adolescence and the National
Committee Against AIDS. Overseas
field personnel funded through the
bilateral program are mostly med-
ical professionals who provide clin-
ical services in recipient countries.

Collaboration between the gov-
ernment and NGOs in the repro-
ductive health field is in a nascent
phase and has thus far been lim-
ited to advocacy activities. The
Portuguese FPA is expanding its
role in international cooperation
and advocacy, and has proposed
visits by parliamentarians to
Portuguese-speaking African
countries to explore reproductive
health needs. There is clearly
potential for further collaboration
in population policy and program
development between the govern-
ment and the FPA.
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spain was actively engaged in the Cairo process,

however, new policies to increase funding

have yet to materialize.

SPAIN

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT

Although Spain remains a minor contributor to international
population and reproductive health efforts, the policy environ-
ment for increased aid to this sector appears to be improving.

In 1996, Spain allocated 0.59 percent of total development assistance to
population activities—well below the average for donor countries of
2.0 percent. Although funding levels continue to lag, the establishment
of a coalition of Spanish NGOs concerned about population and repro-
ductive health, together with the passage of a parliamentary resolution in
support of UNFPA, are signs of a changing policy environment. It remains
to be seen whether these developments will lead to increased financial
support for population programs, either through multilateral organiza-

tions or through Spain’s bilateral development agency.

VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

Population assistance per $US million GNP, 1996:

39.7 million
$1,251 million
0.22%

$7.4 million
0.59%

$13

Population Action

International’s

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Spain is a relatively new mem-
ber of the international donor
community, with an official
aid program that only began
in 1985. Overall development
aid did not reach significant levels
(0.2 percent of GNP or greater)
until 1990. In 1997, Spain gave
$1.2 billion in development aid
or 0.23 percent of GNP. Currently,
Spanish aid strongly emphasizes
commercial opportunities over-
seas for domestic business inter-
ests through the Development
Aid Fund (FAD), a program of
concessional credits for busi-
nesses. Spanish aid is adminis-
tered through several government
departments within two major
ministries: the Ministry of the
Economy and Finance, and the
Ministry of Foreign Affairs, which
houses the Spanish Agency for
International Cooperation (AECI).

Historically, Spanish development
aid has been closely linked to the
Latin America region, where Spain
has cultural and historical ties, and
to countries where it has a strong

GRADE
P65
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Spain Is the only
European country with

a strong, organized
political advocacy
movement focused
on foreign aid.

commercial interest. Argentina,
Bolivia, Colombia, Ecuador and
Nicaragua are among the top 10
recipients of Spanish assistance.
The geographic allocation of
Spanish assistance differs greatly
for commercial credits versus
bilateral grant aid for projects,
reflecting the different criteria for
commercial and development
assistance. In the early 1990s,
China was a leading recipient of
Spanish commercial credits, while
Equatorial Guinea received the
largest proportion of grant aid.

The Spanish government has
reiterated support for the
allocation of 20 percent of

development aid to social sec-
tor spending. Most social sector
programs funded by Spain are
implemented through NGOs.
Some Spanish NGOs have ques-
tioned the government’s method
of estimating social sector alloca-
tions; Spain has historically
counted all projects in health,
education and sanitation as social
sector programs, even if these
projects are financed through
commercial credits.

Spain is the only European coun-
try with a strong, organized polit-
ical advocacy movement focused
specifically on the issue of for-
eign aid. The “0.7 percent move-
ment” has staged demonstrations
and conducted public education
activities since 1995 to make the
case for increased levels of bilat-
eral aid. Observers in Spain
credit the group with increasing
public awareness about foreign
aid issues and creating a favor-
able environment for future
increases in aid levels. At the pre-
sent time, however, Spain is just
emerging from several years of
domestic economic difficulties,
and the new conservative gov-
ernment—elected in 1996—has
yet to clearly articulate changes
in policy on foreign aid.

ASSISTANCE 19991096
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Because the definition
of population assistance
was broadened, data for
1996 are not comparable |—| r
to earlier years.
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Sources: Population assistance: UNFPA. Vital statistics:

UNFPA, UN Population Division, OECD.

*As 1994 and 1995 expenditures were not reported to

UNFPA, they are estimated at the 1993 level.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The Cairo conference recom-
mendations are not yet
reflected in the thinking of
government officials involved
in development assistance.
Spain was actively engaged in the
ICPD process, primarily through
the participation of the former
Minister for Social Affairs, Christina
Alberti. Unfortunately, new poli-
cies reflecting the Cairo agenda
and increased funding levels for
reproductive health programs
have yet to materialize.

Advocates for population assis-
tance in Spain cite confusion
among government officials
regarding the definition of popula-
tion assistance as an obstacle to
effective programming of existing
resources. Spanish government
sources tend to report all social
sector programs as being popula-
tion-related, making it difficult to
distinguish policies and disaggre-
gate expenditures relating more
narrowly to reproductive health.

Among NGOs and parliamentari-
ans, awareness of the importance
of reproductive health needs in
the developing world appears to
be rising, resulting in a number of
positive developments since the
ICPD. Among these was the estab-
lishment of the Spanish Interest
Group on Population, Reproductive
Health and Development (SIG) in
1996. The SIG—an umbrella orga-
nization made up of academics,
medical and development NGOs,
women’s organizations, parlia-
mentarians and the national family
planning association—conducts
diverse advocacy activities in sup-
port of population and reproduc-
tive health assistance. Through its
work with parliamentarians, the
SIG initiated an all-party motion in
support of UNFPA, which passed in
1998, and has published a report
on Spain’s response to the ICPD.



TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Trends in population assis-
tance provided by Spain are
difficult to assess since limited
data are available. The Spanish
government has only reported on
its contributions for two years
since Spain became a population
assistance donor in 1993. In 1993,
Spain reported spending $578,000
on population through the multi-
lateral channel, primarily reflecting
its contribution to UNFPA. In 1996,
Spain reported spending $7.4 mil-
lion on population assistance—
$3.3 million bilaterally and
approximately $4.1 million
through multilateral channels.

The basis for Spain’s reported
contributions to multilateral
organizations involved in pop-
ulation activities is unclear.
Spain maintained its contribution
to UNFPA between 1995 and 1997
in local currency terms; in 1996,
the Spanish contribution was the
U.S. dollar equivalent of $475,000.
This represents only about 12 per-
cent of the total the Spanish gov-
ernment reports spending on
population activities through mul-
tilateral channels. In 1997, Spain’s
contribution to UNFPA had fallen
in U.S. dollar terms to $408,000.

Spain also supports some repro-
ductive health-related initiatives
through other UN organizations.
For example, in 1996-97, it sup-
ported maternal and child health
projects in Algeria and Morocco
through UNICEF, and HIV/AIDS
prevention activities in Latin
America through UNAIDS.

Spain reported no bilateral
funding for population pro-
grams in 1993, and $3.3 mil-
lion in 1996. No information was
reported to UNFPA on population
assistance for 1994 or 1995. Based
on this incomplete data, trends are
difficult to evaluate. However, the
1996 figure appears to be a sub-
stantial overestimate of actual
spending on reproductive health,
reflecting the tendency by the
Spanish government to include
health, education, human rights
and sanitation projects as part of
population spending. In addition,
the increase between 1993 and
1996 likely reflects the broader
definition of population assistance
introduced in 1995 by UNFPA.

PROGRAM
PRIORITIES

Spain is currently cofinancing
UNFPA multi-bilateral projects
in the Philippines, Algeria and
Mauritania. The Philippines pro-
ject is a two-year $1 million effort
implemented through UNFPA. The
project supports an information
and education campaign to
increase awareness of reproduc-
tive health and to improve ser-
vices in 14 provinces, with the
aim of assisting the Philippines in
achieving the ICPD goal of reduc-
ing maternal mortality rates by

50 percent by the year 2000.

GRADE
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Spain allocated less than
one percent of development
assistance to population in

1996, well below the aver-
age for donor countries.
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sweden CONtinuUes to play a pion€ering role in addressing

the more controversial aspects of sexual and

reproductive health and rights.

SWEDEN

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

Sweden is a pioneer in the population field—one of the first
countries to provide bilateral family planning assistance and a
major supporter of multilateral population and reproductive
health initiatives. As other major donors have taken on more
responsibility for family planning assistance, Sweden has shifted its
emphasis into neglected areas such as safe delivery, safe abortion,
adolescent health, sexual health education and violence against
women. Sweden’s current formulation of “sexual and reproductive
health and rights” is in many respects even broader than the definition
of reproductive health agreed on at the Cairo conference. Today,
Sweden'’s approach to population and development highlights human
rights and gender concerns, and is broadly inclusive of the social and
economic elements which impact population and reproductive health.

Sweden’s financial allocations to population programs are
difficult to assess. Reasons for this difficulty include the govern-
ment’s broad definition of sexual and reproductive health and rights;
the devaluation of the Swedish currency relative to the dollar; and a
shift in aid mechanisms from more focused projects to sector-wide
approaches. Government officials report that Sweden has maintained
or increased its financial support in national currency for population-
related programs following the ICPD, but the dollar value of Swedish
contributions has declined owing to exchange rate changes. Even in
national currency, Sweden’s contribution to UNFPA fell between 1994
and 1997, but in 1998 this trend was reversed. As the seventh largest
contributor to population programs in 1996, Sweden remains an
important donor in reproductive health and continues to play a pio-
neering role in addressing the more controversial aspects of sexual
and reproductive health and rights.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Sweden is one of the few
donor nations that allocates
at least 0.7 percent of GNP to
development cooperation
annually. Since 1996, the Swedish
development assistance budget
has been directly linked to GNP
and, therefore, has increased in
absolute terms; this trend is
expected to continue to the year
2000 and beyond. Unfortunately,
due to the falling value of the
Swedish currency relative to the
U.S. dollar, Swedish allocations
have fallen in dollar terms.

Sweden has been a pioneer
both in the volume of aid it
has given and in the imple-
mentation of aid programs.
The Swedish aid program has a
reputation for being on the lead-
ing edge in adopting new devel-
opment assistance program
directions and innovations. For
example, Sweden was among the
first donors to adopt multi-year
funding commitments and a recip-
ient-oriented approach to design-
ing projects. Sweden was also one
of the first donors to fund pro-
grams in the areas of NGO coop-
eration, women in development,
the environment, democracy and
human rights.



VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:
Population assistance per $US million GNP, 1996:

In recent years, aid manage-
ment has been increasingly
streamlined. In the past, the
administration of Sweden’s aid
program involved many actors.
The Swedish Parliament has
always played an important func-
tion in setting overall policy for
development cooperation and
approving annual budget alloca-
tions. The Ministry of Foreign
Affairs, through its Department
for International Development
Cooperation, has responsibility for
policy development, multilateral
organizations, and development
programs in Eastern Europe and
the former Soviet Union. Prior to
1995, the remainder of the aid
program was administered
through various agencies, of
which the largest was the Swedish
International Development Agency
(SIDA). Traditionally, SIDA dis-
bursed half of all Swedish devel-
opment assistance funds and
three-quarters of all bilateral aid.

Concerns with the efficiency of
aid administration led in 1995 to
the creation of a new entity called
“Sida.” This new entity merged the
old SIDA and four other agencies
involved in the Swedish develop-
ment program, with the aim of
improving the efficiency of aid
administration and eliminating the
overlapping responsibilities these
agencies had in many of the same

SWEDEN

8.8 million

0.84%

$1,999 million

$57.9 million

2.90%
$242

Population Action
International’s

GRADE
cooperating countries. Sweden’s played a major role in these
1995 membership in the European  changes in attitudes, the Swedish
Union (EV) also provided an public had also become con-
impetus for reorganizing and cerned with the lack of clear suc-
improving the efficiency of its cesses resulting from their foreign
aid bureaucracy. aid program. Public debates
focused on aid effectiveness and P69
After declining since 1992, the problem of aid dependency
Sweden’s aid budget appears to among recipient countries. As a
have stabilized at about 0.7 per- result, Sweden’s official develop-
cent of GNP. During the early ment assistance declined from a
1990s, Sweden experienced eco- high of almost $2.5 billion in 1992
nomic difficulties including high to $1.7 billion in 1997. However,
unemployment, and, for the first cuts to the foreign aid budget
time, saw some decline in public were smaller than those in other
support for foreign aid. Although areas, and Swedish development
budget cuts in domestic programs  assistance continues to meet or
$62.7 Because the deﬁqition I
o0 B | Do suniy | S50
$US millions 1996 are not comparable | —
to earlier years.
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Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
*As 1995 expenditures were not reported to UNFPA, they are estimated at the 1994 level.
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SWEDEN

Sweden’s concept of

sexual and reproductive
health and rights Is even
broader than the ICPD's.

exceed the 0.7 percent goal
which most other donor nations
have failed to reach.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The Swedish government
was one of the first bilateral
donors to provide population
assistance, initiating funding
for contraceptive commodi-
ties and services in the 1950s
and 1960s. In the 1970s, the
Swedish government became
concerned about the ethics of
funding family planning pro-
grams in countries which report-
edly used coercive approaches.
Swedish women'’s groups were
also critical of the government’s
support for international family
planning programs following
reports of sterilization abuses in
countries such as Bangladesh and
India. As a result, Swedish popu-
lation assistance fell to a low of
$17 million in 1985, before slowly
recovering and rising to a high of
$62 million in 1992,

Sweden is one of only a few
donor nations with official policy
statements on both population
and reproductive health. In 1997,
Sida published two position
papers, Population, Development
and Cooperation and a Strategy
for Sexual and Reproductive
Health and Rights. In these docu-
ments, Sweden rejects the premise
that population problems can be
solved solely by contraceptive
programs and describes four prior-

ity areas it perceives as linked to
population and the ICPD recom-
mendations: poverty alleviation;
peace, democracy and human
rights; gender equality; and sus-
tainable development.

Sweden’s conceptualization of
sexual and reproductive health
and rights is even broader than
the vision adopted by the ICPD
Programme of Action. For
example, while other donors have
family planning programs, Sida
refers to the broader concept of
“fertility regulation,” which includes
both delaying or preventing child-
bearing through contraception as
well as the safe termination of
unwanted pregnancies.

Parliamentarians and high-ranking
policy makers appear supportive
of Sida’s broad conceptualization
of population and reproductive
health, and the casting of repro-
ductive rights as an issue of human
rights and gender equality. In
1996, the parliament passed a
formal resolution endorsing the
promotion of equality between
women and men in partner coun-
tries as a new goal for develop-
ment cooperation.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Trends in Swedish funding for
population programs are diffi-
cult to assess, both because of
Sweden’s very broad defini-
tion of population activities,
as well as the falling value of
the Swedish currency against
the dollar. Swedish officials report
that contributions to sexual and
reproductive health and rights and
HIV/AIDS programs rose between
1994 and 1997 in national cur-
rency. However, UNFPA data indi-
cate that Swedish contributions
have declined in dollar terms. In
addition, Sweden did not provide
data on its population assistance
levels to UNFPA for 1995. In 1996,
Sida reported about $114 million
in population assistance, using a

very broad definition of reproduc-
tive health. UNFPA’s estimate of
Swedish expenditures that year is
approximately $58 million, based
on its standard and narrower defi-
nition of population assistance.

Definitional issues notwith-
standing, Sweden remains an
important donor to popula-
tion programs. Sweden ranked
seventh in 1996 among donor
nations in the level of population
funding it provided. Sweden’s
population assistance increased
36 percent between 1990 and
1996, with the caveat that the
1996 level reflects a broader range
of reproductive health activities.
Sweden’s population assistance
also rose from 2.1 percent to 2.9
percent as a share of the declining
total development aid budget
over this period. In addition,
Swedish population assistance
appears to have increased relative
to GNP, rising from $192 per mil-
lion GNP in 1990 to $242 per
million GNP in 1996.

Over the past decade, Sweden
has consistently channeled
40 to 60 percent of its popula-
tion aid through multilateral
organizations. Organizations
supported by Sweden include
UNFPA, UNAIDS, and the WHO
human reproduction research
program. However, Sweden’s U.S.
dollar contribution to UNFPA fell
from $18.4 million in 1993 to
$15.1 million in 1997. The Swedish
contribution also declined in
national currency terms from

1994 and 1997, but then rose
slightly in 1998. This small increase,
however, is likely to be lost in
exchange rate conversion.

Bilateral funding for popula-
tion programs has increased
from one percent of total pop-
ulation assistance in 1987 to 27
percent in 1996. The proportion
of funds going to the multilateral
and NGO channels has accord-
ingly decreased during this period.



In 1996, Sweden allocated about
$15.6 million to population-related
activities on a bilateral basis.

Swedish allocations to NGOs
for population activities,
including those to IPPF, have
fallen during the past decade.
In 1987 Sweden channeled fully
half of its total population assis-
tance through NGOs; by 1996 it
channeled only 32 percent
through this channel.

Of the $18.5 million Sweden con-
tributed to NGOs in 1996, $11.4
million went to core support of
IPPF, the largest NGO in the popu-
lation field. The Swedish contribu-
tion to IPPF has also declined,
amounting to only $7.7 million in
1997—a 32 percent decrease from
the previous year. Even in national
currency terms, Sweden’s kroner
contribution to IPPF has fallen 20
percent between 1988 and 1997.
Sida recently completed the first
phase of an evaluation of IPPF
which acknowledges the strong
congruence between the goals of
IPPF’s Vision 2000 strategic plan
and Sida’s sexual and reproductive
health strategy. The evaluation rec-
ommends that Sweden continue
support to IPPF, and that the
Federation develop systems for
cost recovery at many different
levels of the organization.

In 1995 and 1996, Sida also sup-
ported the International Council
on Management of Population
Programs, the International
Women’s Health Coalition, the
Population Council, the Swedish
Association for Sexual Education
and various other Swedish non-
governmental institutions working
in the sexual and reproductive
health and rights field.

PROGRAM
PRIORITIES

Sub-Saharan African countries
receive the majority of Swedish
bilateral aid in the sexual and
reproductive health sector.

In 1995-96, Sweden funded bilat-
eral programs in Angola, Ethiopia,
Kenya, Uganda, Zambia and
Zimbabwe. In Asia, Bangladesh

is the largest single recipient of
Swedish reproductive health aid.
Sweden also funds smaller initia-
tives in Nicaragua and region-
wide activities in Central America.

Swedish aid officials describe
their health sector policy as
“standing on two legs”: health
sector support and reform,
and reproductive health and
rights. Program priorities in the
latter area include human rights
and gender equality, maternal
health and newborn care, fertility
regulation, abortion, HIV/AIDS,
adolescent health, female genital
mutilation, discrimination, vio-
lence and abuse. Sweden is
notable among donors in its
commitment to expanding the
availability of medically safe termi-
nation of pregnancy (including
menstrual regulation), improving
access to quality post-abortion
care and supporting the liberaliza-
tion of abortion laws.

Sweden has also made adoles-
cent reproductive health a
high priority. Sida’s adolescent
programming focuses on sexual
and reproductive health education
for in-school and out-of-school
youth; counseling and provision
of contraceptives and STD services
through youth clinics; sexual
health education through peer
counseling and youth clubs; and
advocacy with policy makers on
adolescents’ rights to information
and reproductive health care.

This broad formulation of sexual
and reproductive health and rights
makes it difficult for Sweden to
report on its population program-
ming according to the definitions
developed by UNFPA. According
to Sida, sexual and reproductive
health and rights components are
integrated in broad health support
projects in some recipient coun-
tries, such as Zambia, Vietnam and
Uganda. Moreover, the new sector-

wide approach to program imple-
mentation—where Swedish sup-
port is pooled with funds from
other donors and from national
governments—makes it virtually
impossible to account for financial
allocations specifically for popula-
tion-related activities.

TECHNICAL
CAPACITY

A small cadre of technical staff
manage multilateral and bilat-
eral population programming
efforts within the Swedish aid
administration. One staff-person
in the Ministry of Foreign Affairs is
responsible for Swedish relations
with UNFPA and other multilateral
organizations. Within Sida, 10 pro-
fessional staff have sexual and
reproductive health programs
within their country portfolios; of
these, 4 have special responsibility
for policy development and sup-
port for sexual and reproductive
health and rights and HIV/AIDS.

Sida collaborates with many
Swedish institutions in its
bilateral sexual and reproduc-
tive health and rights pro-
grams. The Karolinska Institute—
a world-famous medical research
institution—and population cen-
ters at the Lund and Uppsala uni-
versities are often partners in
bilateral program implementation.
The Swedish IPPF affiliate (RFSU)
and several private development
consulting firms and individual
experts also assist in the planning,
monitoring and evaluation of bilat-
eral and multilateral sexual and
reproductive health and rights
programs, including those relating
to HIV/AIDS.

Sweden is unique among

donors in its commitment

to safe abortion.
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Switzerland has recently Made modest INcreases

in its contributions to population programs.

SWITZERLAND

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

Although reproductive health is not a priority for the Swiss
development aid program, Switzerland has recently made

modest increases in its contributions to population programs.

Swiss population assistance is largely limited to contributions to
UNFPA, UNAIDS, IPPF and other international organizations; these
contributions have shown a slow upward trend since the ICPD. The
Swiss government appears likely to continue this emphasis on multi-
lateral population assistance, and to focus bilateral efforts on areas
such as agriculture, environment and gender where the Swiss aid
program has greater expertise. Aid officials also perceive these areas
as having a long-term impact on economic development as well as
population growth.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Switzerland has a long-stand-
ing and unique tradition of
independence in its foreign
policy, as well as in develop-
ment cooperation. Switzerland
is not a member of the United
Nations or European Union, and
has charted its own course rather
than sign on to international agree-
ments regarding development
assistance. The Swiss people have
voted against membership in the
United Nations and the European
Economic Area (EEA). Switzerland
has not signed on to the UN devel-
opment aid target of 0.7 percent
of gross national product (GNP).
In 1992, the Swiss government
established its own target of 0.4
percent of GNP, but has yet to
reach this goal.

The Swiss development aid
budget is low—particularly
compared to the wealth of the
country as reflected in GNP
levels—and likely to continue
declining. The volume of Swiss
development aid peaked in 1992
at $1.1 billion; annual aid levels
have since fluctuated between
$700 million and $1 billion. In
1997, the Swiss government pro-
vided $839 million in official
development assistance, or 0.32



VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:

SWITZERLAND

7.2 million

$1,026 million
0.34%

$16.2 million

Population assistance per $US million GNP, 1996: $53

percent of GNP. In that year,
Switzerland ranked 14th among
21 donor countries in total vol-
ume of development assistance,
and ninth in terms of aid as a
percentage of GNP. The Swiss
government predicts a continuing
downward trend in aid levels,
resulting in a development assis-
tance to GNP ratio of 0.29 percent
by the year 2000.

Coordination of the different
agencies involved in Swiss devel-
opment assistance remains a
problem. Swiss development
assistance is implemented through
two different agencies: the Swiss
Agency for Development and
Cooperation (SDC), housed in the
Federal Department of Foreign
Affairs, and the Federal Office
for External Economic Affairs
(FOEEA), which is part of the
Federal Department of Public
Economy. The SDC administers
technical and financial coopera-
tion and humanitarian aid, and
handles approximately 80 percent
of total aid disbursements. The
FOEEA is the designated agency
for economic aid and administers
approximately 10 percent of aid
disbursements. Coordination
between the two agencies remains
a continuing issue, as both handle
initiatives in the same geographic
regions and collaborate with mul-
tilateral organizations.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The long-standing neglect of
population issues in Swiss aid
policy appears unlikely to
change given declining aid
budgets. Traditionally, popula-
tion assistance has not been a
priority for Swiss overseas devel-
opment cooperation, primarily
because the Swiss government
perceives population growth as
an outcome of underdevelop-
ment. The SDC has taken the
position that support for activities

1.58%

International’s

to fight poverty, address basic
needs and create a better environ-
ment will in turn contribute to
declines in population growth
rates. Swiss policy also empha-
sizes that programs related to
demographic growth and contra-
ception must respect the “auton-
omy and cultural values of
developing countries.” Moreover,
since the current economic envi-
ronment in Switzerland has
required a near freeze of the
federal budget, large increases

in reproductive health spending
appear unlikely.

Population Action
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$17.1
L $16.2
15 Because the definition
of population assistance — —
$US millions was broadened, data for
1995 and 1996 are not
comparable to earlier years.
10 | |
$8.2
$7.1
s.4 208
$3.9
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996

NGO

Multilateral

. Bilateral

Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
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SWITZERLAND

The slow upward trend

In multilateral population
assistance appears
likely to continue.

Despite a lack of emphasis
on population issues in their
bilateral aid policy, the Swiss
support the ICPD Programme
of Action and contribute to
both UNFPA and IPPF. Switz-
erland officially supports the
broad formulation of “reproduc-
tive health” agreed on at the
International Conference on
Population and Development
(ICPD) in 1994, in particular the
linkages between wider access

to education and health services,
including family planning, and
improved reproductive health
care for women. Currently,
Switzerland’s support for direct
family planning service provision
occurs primarily through the funds
it provides to UNFPA and IPPF.
Over the long-term, Swiss devel-
opment cooperation policy is
reportedly moving towards
increased support for the social
sectors, including an eventual
increase in allocations for repro-
ductive health through the Swiss
bilateral aid program.

The SDC has launched an initia-
tive to increase domestic aware-
ness of international population
issues through Swiss NGOs. The
main NGO in the family planning
field is the Swiss IPPF affiliate,
I’Association suisse pour de plan-
ning familial et d’éducation sex-
uelle (ASPFES), founded in 1993.
ASPFES has been active in advo-
cacy for international reproductive
health assistance with both the
public and parliamentarians.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Switzerland has reported sig-
nificant increases in funding
for population programs with
the broadening of the defini-
tion of population assistance
after the ICPD. Swiss funding
for population activities increased
slightly between 1990 and 1994
from $6.4 to $8.2 million. In 1996,
Switzerland reported $16 million
in reproductive health-related
funding, representing more than a
doubling in population assistance
since 1994. This increase appears
to reflect the change in the defini-
tion of population activities to
include basic reproductive health
and STD/HIV prevention. The
SDC reports $13 million in repro-
ductive health-related funding in
1997, of which roughly $10 mil-
lion was allocated to core popula-
tion and family planning activities,
including contributions to UNFPA
and IPPF.

Switzerland is unlikely to reach its
fair share of the ICPD year 2000
goal for donor contributions to
population programs. Although
Switzerland signed on to the ICPD
Programme of Action, even with
modest increases in funding it is
unlikely to achieve its $78 million
share of the ICPD goal for donor
contributions (estimated by calcu-
lating Switzerland’s proportional
share of GNP). Achieving this goal
would require an almost five-fold
increase in budget allocations
between 1996 and 2000.

Most Swiss population assis-
tance is channeled through
multilateral organizations, but
these funds represent a tiny
share of the overall aid budget.
Switzerland has repeatedly stated
that its main contribution to ICPD
goals is through funding of multi-
lateral agencies like UNFPA,
UNAIDS, the WHO human repro-
duction research program and the
World Bank, all of which provide

broad support to reproductive
health programs. In 1997, contri-
butions to these institutions
amounted to just 1.5 percent of
total Swiss development assis-
tance. Switzerland’s U.S. dollar
contributions to UNFPA have
fluctuated around $7 million
from 1994 to 1997, an increase
from $5.8 million in 1993.

A very small share of bilateral
health spending goes to repro-
ductive health. According to
SDC officials, only two percent
of bilateral health expenditures
in 1997—about $700,000—were
allocated to basic health services
and health programs relating to
reproductive health, family plan-
ning and HIV/AIDS control and
prevention.

In recent years, the Swiss
contribution to IPPF has been
stable or increasing in Swiss
francs, but has declined in
U.S. dollar terms. Switzerland’s
support to IPPF—the main inter-
national NGO in the population
field—declined in U.S. dollar
terms from approximately
$819,000 in 1995 and 1996 to
$670,000 in 1997. The national
currency contribution remained
stable at a million Swiss Francs
annually during this period,
though, reflecting a change in
exchange rates rather than a
deliberate reduction in funding.



PROGRAM
PRIORITIES

The SDC concentrates its
development assistance activi-
ties in fewer than 20 countries
worldwide. Only about half these
countries have health as a priority
sector for intervention: Benin,
Chad, Mali, Madagascar, Mozam-
bique, Nepal and Tanzania, as well
as the entire Sahel region. In addi-
tion, in Bangladesh, the Swiss sup-
port health activities, although
health is not formally considered a
priority sector. In Latin America
and Asian countries other than
Bangladesh and Nepal, the Swiss
do not work directly in the health
sector but are involved in collabo-
rative initiatives such as cofinanc-
ing of UNFPA activities in Vietnam.
Swiss aid officials report that “most
health projects develop reproduc-
tive health activities,” but currently
there is no formal inventory of
reproductive health activities
funded by the Swiss aid program.

Switzerland has no tradition
of bilateral assistance in the
population and reproductive
health sector. Its bilateral aid
program has focused instead on
areas which the Swiss see as
closely related to population
issues—poverty alleviation, envi-
ronmental conservation, income
generation and institutional and
social development. As part of
plans for a gradual increase in
social sector spending, SDC is
considering allocating more funds
for reproductive health, safe
motherhood, adolescent health,
basic education and “gender
balanced development.”

TECHNICAL
CAPACITY

Staff resources at the SDC in
the health sector are very thin.
Currently, fewer than two full-time
technical staff have specialized
training in public health. Most
operational responsibility is dele-
gated to local offices in the field.
These offices may employ local
health specialists, especially
where health is a priority sector
for the Swiss aid program, as in
Mozambique.

Thus far, there is little involve-
ment of Swiss NGOs in popu-
lation and reproductive health
assistance. Most large develop-
ment NGOs in Switzerland have
expertise in maternal and child
health or basic health services,
rather than family planning and
reproductive health. These NGOs
for the most part do not collabo-
rate with the Swiss aid program
on reproductive health related
initiatives. ASPFES, the Swiss fam-
ily planning association, has the
potential to expand its advocacy
role and become involved in the
future as a technical assistance or
implementing agency for Swiss
bilateral reproductive health
activities. However, the formal
development of such a relation-
ship has yet to occur.
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Since the current economic
environment has required a
near freeze of the federal

budget, large increases in
reproductive health spending
appear unlikely.
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UNITED KINGDOM

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE
OVERALL ASSESSMENT

Britain’s technical capacity, innovation and effectiveness as a
population donor have grown substantially during the past
decade. Increasing numbers of health and population staff in the
field, a commitment to innovative programs and effective technical
cooperation with collaborating institutions have resulted in a popula-
tion program that is widely considered to be well managed and
results oriented. Britain is one of only a few donors funding projects
in such leading edge areas as post-abortion care, sexual violence,
vesico-vaginal fistula prevention as well as core family planning,
safe motherhood and adolescent reproductive health services. The
British aid program also supports a mix of projects emphasizing
public, private and NGO involvement in reproductive health.

Despite strong political support, significant increases in fund-
ing for reproductive health assistance appear unlikely. The
current government has maintained the strong support for reproduc-
tive health assistance shown by the previous government. Yet although
the government has pledged to increase its assistance in this area, it is
committed to maintaining overall budget levels established by the
previous government for at least two years. Moderate increases in
funds for population and reproductive health programs may still be
possible through reallocation of existing aid resources. However,
much larger increases will be needed if Britain is to reach its “fair
share” of the year 2000 ICPD goal for donor assistance, based on its
proportional share of donor country GNP.

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

Britain has entered a new era
with the election in 1997 of a
Labour government commit-
ted to strengthening aid to
developing countries. Over the
course of a decade, British devel-
opment aid levels had steadily
eroded. In 1995, British develop-
ment assistance, adjusted for infla-
tion, was at the lowest level since
1987. While the British govern-
ment has endorsed the United
Nations’ target of allocating 0.7
percent of GNP to overseas
development assistance, the
British ratio had been moving in
the opposite direction—falling
from 0.45 percent in 1985 to
0.26 percent in 1997.

The new government plans to
reverse these trends. The elevation
of the former British Overseas
Development Administration
(ODA) to Cabinet level status as
the Department for International
Development (DFID) was among
the first policy changes made by
the government. Under the leader-
ship of Clare Short, the new
Secretary for International
Development, DFID issued a
White Paper on international
development in November 1997
entitled “Eliminating World



UNITED KINGDOM

VITAL STATISTICS

58.1 million
$3,199 million
0.27%
$106.4 million
Population assistance as percentage of 0DA, 1996: 3.33%
Population assistance per $US million GNP, 1996: $91

1996 population size:

Total Official Development Assistance (ODA), 1996:
ODA as a percentage of GNP, 1996:

Total population assistance, 1996:

Population Action
International’s

Poverty: A Challenge for the 21st
Century.” The White Paper—the
first such policy document issued
in over twenty years—emphasizes
poverty elimination as the central
goal of the British aid program. It
also abolishes the Aid and Trade
Provision (ATP), a controversial
mixed aid and credit facility which
combined development objectives
with commercial opportunities for
British businesses.

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The Labour government’s
strong commitment to repro-

ductive health assistance builds

on the previous government’s
policy. Using the slogan “Children
by Choice not Chance,” the previ-
ous government emphasized
improved access to reproductive
health services, particularly for the
poor in developing countries. The
emphasis on reproductive health
by the current government thus
represents an evolution of earlier
policy rather than a departure.
While the outlook for reproduc-
tive health assistance appears
promising, no dramatic changes
in funding or program directions
have been announced to date.

Clare Short has made numerous
public statements in support of
reproductive and sexual health,
access to family planning and safe
abortion. The new aid policy
paper endorses a number of inter-
national targets for the year 2015,
including halving the proportion
of people living in extreme
poverty, halving child mortality,
reducing maternal mortality by 75
percent, and ensuring universal
access to reproductive health ser-
vices. Some preliminary changes
in program emphasis have fol-
lowed the change in government,
including increased attention to

maternal and adolescent sexual
health, and a shift from support
to small projects to country-level
partnerships involving a sector-
wide approach.

TRENDS IN FUNDING FOR 077
POPULATION ASSISTANCE

Despite declining levels of
overall development aid,
reproductive health assistance
has been rising since 1986.
According to UNFPA, British pop-
ulation assistance increased 70
percent between 1994 and 1995,

TRENDS IN POPULATION ASE@%N_CE%

$106.4
100 $98.2 1
$US millions 1 |
Because the definition
of population assistance
80 was broadened, data for
1995 and 1996 are not ] n 1
comparable to earlier years.
60 $58.0 | [
$50.7
$46.7 $47.2
40 $37.3 | NGO
$31.9 I
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Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
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UNITED KINGDOM

The British aid program

IS fostering increased
technical capacity in
reproductive health
among NGOs.

although it is unclear how much
of this increase is attributable to
the broader definition of popula-
tion assistance used in reporting

expenditures following the ICPD.

In conjunction with the Cairo
conference, the British govern-
ment announced it expected to
commit more than £100 million
to population assistance over the
two-year period 1995 to 1996.
The government more than ful-
filled this pledge, committing over
£184 million over this period. The
British government also claims
that expenditures on reproductive
health—including the British share
of expenditures by the World Bank
and European Commission—meets
its goal of spending four percent
of development aid on population
and reproductive health.

However, if Britain’s “fair share”
of the ICPD year 2000 target is
estimated based on its share of
donor country GNP, current levels
are clearly lagging. In 1996, the
United Kingdom spent $106 mil-
lion on population assistance; the
British will need to increase this
contribution three-fold to reach
their share of the year 2000 goal
for donor assistance.

The British government has
increased its contributions to
population programs through key
UN organizations. Contributions to
UNFPA have more than doubled
since 1993, when the U.K. pro-

vided $10.8 million in core funds.
In 1997, the U.K. was the seventh
largest contributor to the UNFPA,
contributing a total of $23.1 million
in core funding plus an additional
$2.4 million for multi-bilateral
projects. In a recent announce-
ment, Tony Blair, the British Prime
Minister, pledged a 28 percent
increase in core funding for UN
agencies in 1998. UNFPA expects
to receive about $26 million in core
funding and an additional $5.6
million in funding for multi-bilat-
eral programs. Britain makes much
smaller annual contributions to the
Joint UN Program on HIV/AIDS
and the WHO human reproduc-
tion research program, to which it
is the largest single contributor.

Britain has also sought closer
collaboration with the European
Commission (EC) in the area of
health and population assistance.
The British government has sec-
onded a permanent staff member
to EC headquarters in Brussels to
work on managing and develop-
ing mechanisms for EC support
to reproductive health programs.
This staff appointment has report-
edly contributed to smoother
processing of NGO funding appli-
cations to the EC for reproductive
health projects.

The bulk of increases in
British population assistance
funds has been channeled
bilaterally. While the British gov-
ernment has increased multilateral
contributions, bilateral funding
levels have grown even faster, sig-
nificantly increasing the share of
population assistance allocated
through bilateral programs. In
1987, only six percent of British
population assistance was allo-
cated to bilateral programs; in
1995, almost half of population
funding was channeled through
the British bilateral aid system.

The British aid system also
supports a number of special
NGO initiatives in reproduc-

tive health. The “Joint Funding
Scheme” cofinances activities of
British NGOs that target poor
communities; a special provision
under this program waives the
cofinancing requirement and
allows 100 percent grant support
for population and reproductive
health projects. Spending on
reproductive health activities
through this program has risen
from about $650,000 in 1992 to
$2.5 million in 1996.

The United Kingdom was also
the third largest contributor to
IPPF in 1997, although its contri-
bution declined 18 percent from
the previous year. Britain also
provides restricted funding to
IPPF for specific projects, such as
the Vision 2000 Fund projects in
India, Cameroon and Bangladesh,
the development of new infra-
structure and training for family
planning associations (FPAS) in
Europe and the former Soviet
Union, and an external review
of IPPF’s work in China.

PROGRAM
PRIORITIES

The British aid program has
traditionally given priority to
low income developing coun-
tries (particularly in Africa),
and countries with historical
ties to Britain. Population assis-
tance is even more concentrated
in low income countries than gen-
eral development assistance; in
1996, 64 percent of reproductive
health assistance went to Africa,
compared with 31 percent to Asia,
3 percent to Latin America and 2
percent to Europe and Central
Asia. Some observers criticize the
overall British aid portfolio for
being too widely dispersed across
countries—about 160 in 1996.

Twenty-two countries have been
identified as priority partners for
reproductive health programming,
as shown in the table below:



PRIORITY COUNTRIES FOR BRITISH REPRODUCTIVE HEALTH ASSISTANCE

Latin America

Europe and Central Asia

Region Country

Africa Angola, The Gambia, Ghana, Kenya, Malawi,
Namibia, Nigeria, South Africa, Tanzania,
Uganda, Zambia and Zimbabwe

Asia Bangladesh, Cambodia, India, Nepal and

Pakistan
Peru and Bolivia

Russia, Kazakstan and Kyrgystan

The British population assis-
tance program closely reflects
the broad ICPD definition of
reproductive health. The aid
program has a strong focus on
adolescent sexual and reproduc-
tive health, STD and HIV preven-
tion, prevention of maternal
morbidity and mortality, and
addressing the unmet need for
family planning services. In addi-
tion, girls’ education, promotion of
gender equality and reproductive
rights, and prevention and care of
the consequences of sexual vio-
lence, female genital mutilation
and vesico-vaginal fistula are
important priorities.

Britain also has a strong commit-
ment to developing new
approaches to reproductive
health. This commitment is
demonstrated by the Innovations
Fund, earmarked for financing
innovative or action-oriented
research, and efforts to improve
reproductive health service quality
or widen available contraceptive
choices. In 1996, the Innovations
Fund financed seventeen such
ventures for a total cost of about
$500,000. These projects include
social marketing efforts, initiatives
to introduce emergency contra-
ception, and support for private
sector provision of reproductive
health services.

Britain is among the few
donors who provide substan-
tial support for contraceptive
commodities. In 1996, the
British aid program spent close
to $10 million on contraceptive
commodities of all kinds. In
response to individual govern-
ment requests, DFID regional
offices handle most commaodity-
related programs, including pro-
curement and shipping of
contraceptives at bulk prices. The
British government also supports
special programs to introduce new
contraceptives, such as the female
condom, into diverse settings. In
1997, DFID arranged two large
shipments of female condoms to
Zambia and Zimbabwe.

TECHNICAL
CAPACITY

British staff expertise in
health and population is con-
centrated in the field, while a
small core of technical staff
provide support and direction
from London. The allocation of
field staff is heavily weighted
toward Africa, which has as many
health and population experts as
Asia and Central Europe com-
bined. Field staff bear primary
responsibility for coordination at
the country level with other
donors working in reproductive
health. Efforts at donor coordina-
tion vary significantly by country,
depending on the extent of popu-
lation-related donor activity.

The network of reproductive
health institutions collaborat-
ing with the British aid pro-
gram has evolved and matured
over the past decade. The
British aid program has under-
taken special initiatives to foster
the development of technical
capacity among NGOs and acade-
mic institutions, including phasing
out the long-standing practice of
providing general support to
cooperating organizations. The
new approach to building “consul-
tancy organizations” closely mir-
rors the U.S. model of providing
restricted or project-specific fund-
ing to collaborating agencies,
usually on a competitive basis.

Recently established “resource
centers” in collaborating institutions
provide a mechanism to access
technical expertise in reproductive
health. In 1996, DFID provided
$9.5 million to specific reproduc-
tive health resource centers, to
“access, develop and expand
expertise of UK professionals,
build NGO capacity and conduct
public information activities.”
Options, a subsidiary of Marie
Stopes International (MSI), cur-
rently administers the Resource
Center for Reproductive Health,
while International Family Health,
another NGO, manages the
HIV/AIDS and STD resource cen-
ter. DFID indicates plans to even-
tually combine these two centers.

DFID has also funded training
through the resource centers for
prospective consultants in areas
such as social marketing of contra-
ceptives, where British technical
know-how is still limited. This
trend towards building the capac-
ity of the technical institutions
which support the British repro-
ductive health program is
expected to continue—with an
increasing focus on development
of expertise in developing coun-
tries. Available technical resources
are thus likely to grow both in
number and in depth of expertise.
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Despite its low per capita development assistance,

than any other nation.

UNITED STATES

POPULATION AND REPRODUCTIVE HEALTH ASSISTANCE

OVERALL ASSESSMENT

The U.S. foreign aid program has faced many challenges in
recent years. Funding for overall foreign aid has declined, and the
United States now ranks last among donor countries in the proportion
of national wealth devoted to development aid. The U.S. bilateral aid
agency (USAID) has undergone major restructuring, including reduc-
tions in staff and the number of overseas field missions.

The U.S. population assistance effort still leads the way among
donor nations. The United States provides the largest population
assistance contribution of any donor nation, and also devotes the
largest share of its development aid budget to population assistance.
U.S. population assistance funds flow primarily through the bilateral
and NGO channels; U.S. contributions to multilateral organizations
remain relatively small. While the U.S. population assistance program
continues to maintain a strong focus on family planning, it is moving
towards a more integrated approach to reproductive health program-
ming. With over 30 years of experience in the field, USAID also has
the greatest population program expertise of any donor, supplement-
ing a substantial staff of in-house specialists with an extensive net-
work of private and public cooperating agencies.

However, recent political attacks have undermined the U.S.
population assistance program and its contribution to
achievement of the Cairo conference goals. Severe cuts in popu-
lation assistance funds and restrictions on their disbursement have
constrained the U.S. population assistance effort. Moreover, the 1996
level of U.S. population assistance is only one-third of its “fair share”
(relative to the size of its economy) of the year 2000 financial target
agreed on at the ICPD. No other donor nation has further to go in
absolute terms to bridge this gap.

the United States Provides more funding for population

DEVELOPMENT ASSISTANCE:
POLICY AND FUNDING

The United States has ranked
last among donor countries in
recent years in overall aid rela-
tive to national wealth (annual
GNP). In 1997, it gave only $765
in foreign aid for every million
dollars of GNP. In terms of total
aid volume, the United States
ranks third after Japan and France
as a donor nation, providing $6.2
billion in development assistance
in 1997 compared with $9.4 billion
for Japan and $6.3 billion for
France. This level of aid is almost
half what the United States gave
in 1992, when foreign assistance
levels peaked at $11.7 billion,
and $3.2 billion less than in 1996.
Part of the decline in aid in 1997
reflects that Israel is no longer
classified as a developing country;
aid in 1996 included $2.2 billion
for Israel.

The declining U.S. aid budget
largely reflects efforts to reduce
government spending and taxes,
refocus on domestic issues, and
promote international trade as an
alternative to development aid.
Diminishing aid is also an outcome
related to the growing power of
conservative Republicans in the
U.S. Congress.



VITAL STATISTICS

1996 population size:

Total Official Development Assistance (ODA), 1996:

ODA as a percentage of GNP, 1996:
Total population assistance, 1996:

Population assistance as percentage of 0DA, 1996:
Population assistance per $US million GNP, 1996:

Polls suggest Americans are gen-
erally supportive of U.S. global
involvement and foreign aid
despite the low priority attached
to foreign aid by their elected rep-
resentatives. Public knowledge of
U.S. development assistance
efforts remains limited, however.
Many Americans believe foreign
aid constitutes a much larger
share of the federal budget than
the less than one percent it cur-
rently receives.

The U.S. foreign aid budget
includes development assis-
tance as well as funds for key
political allies. The Middle East
(26.4 percent), sub-Saharan Africa
(21.6 percent) and North and
Central America (15.1 percent)
received the largest share of
development assistance in 1996.
The United States allocates
approximately half of all develop-
ment assistance funds to lower
income countries. Education,
health and population, emer-
gency relief, and food aid pro-
grams receive the largest shares
of aid resources.

The U.S. Agency for International
Development (USAID), the official
bilateral aid agency, disburses
three-quarters of U.S. foreign
assistance. The Department of
State administers most U.S. contri-
butions to multilateral institutions,

UNITED STATES

269.4 million

0.12%

$9,377 million

$637.7 million

6.80%
$84

which have accounted for about
one-quarter of total official devel-
opment assistance in recent years.

USAID has undergone a major
restructuring effort over the last

Population Action
International’s

THE POLICY ENVIRONMENT
FOR INTERNATIONAL
POPULATION ASSISTANCE

The United States has histori-
cally been one of the strongest

few years, accompanied by a supporters of international P81
decrease in staff and the closing population assistance. The U.S.
of several overseas offices. In government established one of
addition, legislation passed in late  the first international population
1998 gives the State Department assistance programs in 1965 and
closer oversight of USAID. The full - he|ped to create UNFPA a few
ir_nplications for thc_a U.S. foreign years later. For much of its his-
bi-partisan support in Congress
and the executive branch, reflect-
700 . $667.1
Ikl Because the definition 1 $637.7
600 of population assistance |
was broadened, data for [ u I
1995 and 1996 are not
500 comparable to earlier years. 1 |
$462.9
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Sources: Population assistance: UNFPA. Vital statistics: UNFPA, UN Population Division, OECD.
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The U.S. must triple

Its current population
spending to reach its
“fair share” of the

ICPD year 2000 goal.

ing a consensus that rapid popula-
tion growth was a serious global
problem eroding economic and
social progress in developing
countries. This climate changed in
the 1980s during the Reagan and
Bush administrations, when anti-
abortion groups sought to link
international family planning
efforts to the domestic politics of
abortion. (In fact, a law in effect
since 1973 prohibits the use of
U.S. population assistance funds
for abortion services.) Despite
these political attacks, congres-
sional support remained strong
and population assistance funding
increased during this period.

In recent years, a small but politi-
cally powerful social conservative
movement has systematically
sought to undermine U.S. govern-
ment funding for both domestic
and international family planning
programs. These groups, which
have in common a desire to end
abortion both in the United States
and overseas, have succeeded in
imposing funding cuts on U.S.
population assistance. Yet polls
suggest the vast majority of
Americans support public funding
for these programs. A broad coali-
tion of NGOs working in repro-
ductive health, development, and
the environment are strong advo-
cates for population assistance,
and have lobbied the Congress to
prevent deeper cuts in funds.

The current administration and
Congress have repeatedly been
at odds over U.S. reproductive
health policy and funding. The
Clinton administration is
extremely supportive of interna-
tional population assistance, and
took a leadership role at the
Cairo conference. Since then, the
president has strongly resisted
efforts by the Congress to impose
new policy restrictions on popu-
lation assistance funds. Within the
Congress, the Senate remains nar-
rowly supportive of international
family planning assistance. On
the other hand, the House of
Representatives has repeatedly
voted to deny U.S. family plan-
ning funds to foreign organiza-
tions if they use other, non-U.S.
funds to provide legal abortion
services or participate in policy
debates over abortion in their
own countries. This policy, how-
ever, has not been enacted into
law. Despite these controversies,
the United States remains the
largest contributor to interna-
tional population programs, and
still provides almost half of all
donor contributions.

TRENDS IN FUNDING FOR
POPULATION ASSISTANCE

Funding cuts and restrictions
imposed by the Congress
beginning in 1996 have effec-
tively reduced USAID’s budget
for population assistance.
Between 1993 and 1995, high-
level political support together
with the momentum from the
Cairo conference led to dramatic
increases in population assistance
budgets. Funds approved by
Congress for international popula-
tion assistance peaked at more
than $583 million for U.S. fiscal
year 1995. However, in 1996, the
Congress drastically reduced fund-
ing to $379 million; funding
increased slightly above this level
to $410 million in 1997, then fell
slightly to $405 million in 1998.

USAID reported spending $440
million in 1996 and $455 million in
1997 on population and family
planning activities, excluding
HIV/AIDS and safe motherhood
programs. These actual expendi-
tures are higher than recent bud-
gets approved by Congress
because they largely reflect funds
approved in prior years. If
HIV/AIDS and maternal health
activities are included, USAID
spent $667 million in 1995 and
$638 million in 1996 on population
and reproductive health more
broadly defined. Despite these
impressive figures, the U.S. still
falls short of its fair share of donor
resources committed to at Cairo,
based on its relative wealth among
donors. Given its huge economy,
the United States would need to
increase overall population assis-
tance to over $1.9 billion to reach
its fair share of donor contributions
in the year 2000.

Despite recent cuts in family
planning funds, the United States
contributes a larger share of its
development aid budget to popu-
lation and reproductive health
assistance than any other donor
nation. In 1996, nearly seven per-
cent of official development assis-
tance went to population
assistance, broadly defined.

Unlike other large donors,
the United States contributes
a small proportion of its pop-
ulation assistance through
multilateral channels. In 1996,
U.S. multilateral contributions
amounted to $45 million, or just
seven percent of total population
assistance. In contrast, the
Netherlands channeled 78 per-
cent or $87 million through
multilateral organizations.



In 1993, President Clinton restored
the U.S. contribution to UNFPA,
which had been withheld since
1986 owing to controversies relat-
ing to UNFPA's assistance to
China. However, the United States
ranked as only the sixth largest
donor to UNFPA in 1996, with

a contribution of $23 million.
U.S. foreign aid legislation for
1999 once again eliminates the
U.S. contribution to UNFPA
because UNFPA has initiated a
new program in China. The with-
holding of U.S. funds undermines
the potential for the United States
to play a leadership role on
UNFPA’s Executive Board, and
also reduces the availability of
funds to other developing coun-
tries in need of UNFPA assistance.

The United States is a global leader
in the fight against HIV/AIDS.
Contributions to UNAIDS reached
$17.6 million in both 1996 and
1997, nearly one-quarter of its
budget. In addition, the United
States provided $4 million in 1997
to the WHO human reproduction
research program, an international
leader in contraceptive research
and development.

Despite recent budget cuts,
the United States remains the
largest bilateral donor in the
population field. Currently,
nearly 70 countries receive
USAID population and reproduc-
tive health assistance. USAID
administers direct bilateral popu-
lation assistance to priority devel-
oping countries primarily through
its four regional bureaus and its
overseas field missions. Thirty-
seven percent of total population
assistance, approximately $236
million, flowed through the bilat-
eral channel in 1996. The propor-
tion of population aid channeled
bilaterally has fluctuated between
54 percent in 1991 and 32 percent
in 1993.

NGOs represent an important
channel for U.S. population
assistance. The Office of
Population at USAID headquarters
in Washington, D.C., administers
U.S. financial support to a vast
network of NGOs known as
USAID cooperating agencies. In
1997, USAID channeled $229 mil-
lion, or 50 percent of all popula-
tion expenditures, through the
Office of Population.

U.S. support to IPPF, the major
international NGO in the repro-
ductive health field, was termi-
nated in 1985 by the Reagan
administration. The U.S. contribu-
tion was restored in 1993 by
President Clinton, but has
remained at a relatively low and
declining level. The United States
provided $5.0 million annually in
unrestricted funding to IPPF in
1996 and 1997, a 45 percent
decrease from 1995 levels. In addi-
tion, the United States contributes
to IPPF through contraceptive
commodity donations and direct
funding agreements between
USAID field missions, cooperating
agencies and local family planning
associations.

PROGRAM
PRIORITIES

Although USAID supports
population activities in 69
countries, about 15 countries
receive the bulk of program
funds. These countries generally
have the greatest need for assis-
tance, or have a long-standing
cooperative relationship with
USAID. The Asia/Near East region
received $155 million or just over a
third of all population funds in
1997, while Africa received $126
million or 28 percent of the total.
Bangladesh, the Philippines,
Kenya and India were the largest
recipients of U.S. population assis-
tance from 1993 through 1997.

Family planning remains the
cornerstone of USAID’s efforts
in reproductive health. Early in
the Clinton administration and
prior to the Cairo conference,
USAID announced a new popula-
tion, health and nutrition strategy
that aims to stabilize global popu-
lation and improve human health.
The new strategy emphasizes the
reproductive health needs of
women and adolescents and rein-
forces the lead role of family plan-
ning within the population, health
and nutrition sector.

Because of its long history in
family planning assistance, USAID
holds a comparative advantage
over other donors in this area.
USAID support for family planning
initiatives encompasses service
delivery, the supply of contracep-
tive commaodities, contraceptive
social marketing and other strate-
gies for expanding private sector
involvement in family planning.
Delivery of family planning and
reproductive health services,
which includes technical assistance
and training, received the largest
share of USAID population expen-
ditures in 1997. In addition, USAID
provided nearly $39 million in
contraceptive commaodities to
nearly 80 developing countries.

USAID also supports a range

of population and reproductive
health related research activities,
including biomedical studies,
development of new contracep-
tive technologies, demographic
surveys, social science research
into gender issues and service-

RAD

Recently, a small but power-

ful conservative movement
has worked to undermine

U.S. government commitment
to family planning.
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The technical capacity

of the U.S. international
population assistance
program is unmatched
by any other donor.

delivery research. The Demo-
graphic and Health Surveys sup-
ported by USAID are nationally
representative sample surveys that
have been especially important in
documenting unmet need for fam-
ily planning and tracking trends in
contraceptive use, child health
and fertility in developing coun-
tries. In the last five years, these
surveys have expanded to include
indicators relating to male use of
family planning, maternal mortal-
ity and HIV/AIDS.

Over the last few years, USAID
began to reshape its popula-
tion and health assistance to
support the broad reproduc-
tive health approach advocated
at the 1994 ICPD. USAID has
placed particular emphasis on
strengthening programmatic links

between family planning and other

reproductive health activities. The
Cairo conference has also helped
spur new initiatives in adolescent

health, post-abortion care and inte-

gration of family planning services
with efforts to prevent AIDS and

other sexually transmitted diseases.

In addition, USAID has increas-
ingly worked in technical and
financial partnership with other
donor agencies working in the
population and reproductive
health field. For example, it has
sought to collaborate more closely
on population and AIDS activities
with Japan through the U.S.-Japan
Common Agenda.

In an effort to reduce HIV
transmission and the impact of
HIV/AIDS in developing countries,
USAID has supported various
prevention and treatment initia-
tives. Recent undertakings include
a rapidly expanding social market-
ing program focusing on male and
female condoms, products for the
diagnosis and treatment of sexu-
ally transmitted infections, as well
as public health messages. USAID
also continues its active support of
maternal health and nutrition ini-
tiatives designed to improve preg-
nancy outcomes and child health.
Within its broader goal of increas-
ing the social, economic and health
status of women, USAID has
recently embarked on initiatives
in the areas of micro-enterprise,
legal and political rights, and edu-
cation, including a five-year project
to increase girls’ educational
opportunities in twelve countries.

TECHNICAL
CAPACITY

The technical capacity of the
U.S. international population
assistance program is
unmatched by any other
donor. With technical staff based
both at headquarters and over-
seas, USAID has a wide base of
knowledge and experience in
the international population field.
At USAID headquarters in
Washington, D.C., a critical core
of over 80 experts has experience
in population programs.

Within USAID, there is an increas-
ing trend towards integrated man-
agement of population and health
activities. The Center for
Population, Health and Nutrition
(PHN), within the Bureau for
Global Programs, Field Support
and Research at USAID headquar-
ters, was created in 1994. The
Center brings together the Office
of Population, Office of Health
and Nutrition, and Office of Field
and Program Support under uni-
fied management. Staff from all
three offices increasingly work
together on jointly-funded projects.

USAID’s field presence is also
a unique strength of its popu-
lation assistance effort. The
agency has nearly 100 expatriate
and local population and health
staff in nearly 50 of its 85 country
offices. USAID's ability to provide
technical and managerial oversight
for its assistance through a profes-
sional corps of field-based popula-
tion officers has contributed to
effective implementation of bilat-
eral population projects, as well as
to the success of country programs.

Due to the overall decline of
agency resources, USAID has seen
a substantial reduction in the num-
ber of permanent population and
health staff. Meanwhile, manage-
ment burdens on technical staff are
increasing; expert population and
health staff manage roughly dou-
ble the volume of funds compared
to a decade ago. The agency is
now moving to recruit new staff in
the population and health fields.

Adding strength to USAID staff
is the established network of
U.S.-based cooperating agen-
cies which implement USAID-
funded projects. These
cooperating agencies include over
30 universities, private companies,
research and educational organi-
zations, other U.S. government
agencies, international organiza-
tions, and nonprofit organizations
with the expertise and staff to ful-
fill broad contractual mandates.
The Office of Population enters
into agreements with these institu-
tions to provide technical assis-
tance to national governments
and NGOs in developing coun-
tries. Many of these agencies have
expertise in specialized areas such
as population policy develop-
ment, family planning service
delivery, communications, training
or evaluation, helping to broaden
USAID'’s technical capacity.



