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The landmark United Nations International Conference
on Population and Development (ICPD) took place in
Cairo almost 20 years ago. At that time, 180 nations made
a commitment to work together and to pay for services to
improve the sexual and reproductive health and rights
(SRHR) of women and men, particularly those living in the
world’s poorest countries. 

Progress since then has been uneven, and there remains
a great deal of room for improvement on SRHR indicators,
particularly among the world’s poorest women. Current-
ly, one in five women of reproductive age in the develop-
ing world—215 million women—have an unmet need for
modern contraception.1 That is, they are sexually active,
able to become pregnant and do not want to give birth in
the next two years, but are not using a modern family plan-
ning method, and are therefore at risk for unintended
pregnancy. Poor women and young women are particu-
larly at risk. Among sexually active women aged 15–19 in
Sub-Saharan Africa and South Asia, 68% have an unmet
need for modern methods.2 One result of high levels of
unmet need is not hard to imagine: Every year, nearly 20
million women have an unsafe abortion.* Eight million of
these women experience complications that require sig-
nificant medical treatment.3 Only five million receive the
care they need, 70,000 women die, and the deaths and ill
health caused by unsafe abortion leave women’s families
to face great economic and social hardships. Progress
made toward strengthening other components of SRHR,
for example, by reducing gender-based violence and pro-
tecting sexual minorities, also lags far behind the goals set
at ICPD.

Despite the good intentions at Cairo, the money to im-
prove SRHR has not been forthcoming. For example, of the
estimated $6.7 billion needed annually for contraceptives,
only $3.1 billion has been made available. Furthermore,
some funding comes with strings attached. For instance, the
United States—the single largest donor for international fam-
ily planning—is prevented by law from directly addressing
the issue of unsafe abortion. This means that scarce U.S.
funds are diverted to much more expensive, albeit essential

under the circumstances, postabortion care. The United
States also does not have an official policy of providing con-
traceptives to sexually active unmarried young people to
help them avoid unplanned pregnancies. 

The controversies surrounding abortion and sexual be-
haviors have made SRHR an easy target for conservative at-
tack. In fact, when the Millennium Development Goals
(MDGs) became the globally agreed-upon framework for
aid in 2000, the ICPD priorities were excluded. It took an
additional five years of hard work by advocates to have the
following language added to MDG 5, the goal directed at
reducing maternal mortality: “Achieve, by 2015, universal
access to reproductive health.” 

In contrast to some governments, which have exhibit-
ed inconsistent support for SRHR issues, seven European
countries—Denmark, Finland, Germany, the Netherlands,
 Norway, Sweden and the United Kingdom—have been
steadfast in their commitment to the entire ICPD program,
including combating unsafe abortion, providing access to
contraceptives for all who need them and protecting sex-
ual minorities, particularly youth. Unfortunately, despite
their generosity and progressive policies, conflicts in these
countries’ development values attenuate the impact of
their aid. This Comment will review the ways in which
these seven governments provide SRHR aid, discuss the
dissonant values and suggest ways in which that disso-
nance could be alleviated. For women in developing coun-
tries who depend on European donors to support SRHR,
especially the more controversial elements, such as abor-
tion and services for sexually active youth, improving the
effectiveness of these donors’ aid is vital.

What Shapes the Donors’ SRHR Aid?
These seven European countries are strong supporters of
development aid in general. All have exceeded, reached or
pledged to reach the goal of allocating 0.7% of their gross
domestic product (GDP) to development.†,4 Although
these countries and their respective donor agencies do not
have identical philosophies and practices, they share com-
mitment to the following two groups of values. 

First, they exhibit a strong national commitment to
SRHR and recognize the vital role of civil society in the de-
velopment process. These countries endorse all major
components of SRHR, including sexuality education, ac-
cess to contraceptives, prevention and treatment of STIs
(including HIV), safe abortion, postabortion care, re-
ductions in gender-based violence and protections for sex-
ual minorities. They embrace official policy positions in
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*Abortion is illegal in most developing countries and is thus forced un-
derground, where it is often performed in unsanitary conditions or by un-
trained providers.

†In contrast, the United States spends about 0.19% of its GDP on devel-
opment assistance (based on 2008 foreign assistance data and GDP in cur-
rent U.S. dollars, as reported by the Organisation for Economic Co-opera-
tion and Development, though domestic polling shows large numbers of
people believe we devote as much as 20% of all government spending to
foreign aid.
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chronically underfunded and poorly staffed, despite acute
need. In such cases, continuing high rates of unsafe abor-
tion and gender-based violence, as well as slow progress in
improving contraceptive security6 demonstrate the insuf-
ficient priority some developing countries place on SRHR
initiatives.

Contributing to this potential disconnect between fun-
ders’ intentions and the outcomes their aid achieves is the
fact that civil society organizations typically have little or
no input in negotiations for support to health systems in
developing countries. Instead, such decisions occur
among the donor’s and the recipient’s government offi-
cials, sometimes with the assistance of donor govern-
ments’ own SRHR experts (which helps while programs
are being designed and negotiated but is unlikely to ad-
vance country ownership in the long term). Experience on
the ground has shown that support for SRHR in recipient
countries is largely driven by domestic civil society orga-
nizations, especially those whose missions include im-
proving women’s health and well-being, and not by health
and finance ministers, the usual participants. Without civil
society’s presence, country ownership is really only gov-
ernment ownership. 

The United Nations Population Fund (UNFPA) is in-
creasingly becoming involved in health-sector support and
could help bridge the gap between developing-country
governments and SRHR civil society organizations. There
are encouraging examples of where SRHR has been given
priority in health funding programs, and much can be
gained from expanding these positive experiences to other
countries. One such instance is in Malawi, where NGOs
and UNFPA actively participated in designing a health pro-
gram that included SRHR as a significant component.7 Re-
cent proposals submitted to the Global Fund to Fight
AIDS, Tuberculosis and Malaria (GFATM) also illustrate
good ways to integrate reproductive health with HIV pre-
vention. For example, in Ghana, almost half of health
funds were allocated to reproductive health–related ser-
vices and supplies. NGOs, such as the Planned Parent-
hood Association of Ghana, played a crucial role.8

The country studies also documented that those who
are included in funding decisions may not prioritize or be
well-informed about SRHR. Donor countries’ embassy
staff located in developing countries play a large role in ne-
gotiating with the ministries of health about how to allo-
cate recipient countries’ health resources. However, the
SRHR expertise of embassy staff varies greatly among
these European donors. In fact, some of the country analy-
ses revealed that their embassy staff were uncomfortable
talking about SRHR-related topics, despite the reputation
of their countries for progressive attitudes on these mat-

support of programs addressing all of these issues and are
willing to express such positions in international forums.
In recognition of the role of civil society (NGOs, commu-
nity groups, media, educational institutions and other
nongovernmental entities) in their own countries and in
developing countries, they allocate SRHR funds to these
groups.

Second, the seven countries are strongly committed to
developing-country ownership of development programs
and to the autonomy of multilateral United Nations (UN)
agencies. These seven governments have long champi-
oned the Paris and Accra agreements,5 which established
that donors should respond to the expressed priorities of
developing countries, rather than funding narrowly fo-
cused projects reflecting the donors’ own agendas. To sup-
port developing-country autonomy, these European gov-
ernments delegate a large proportion of aid decisions to
their embassies located in those countries. 

These European donors also show respect for the role
and autonomy of international agencies, especially the UN
development organizations, by providing aid primarily in
the form of core support to be spent according to the agen-
cies’ priorities. Until recently, these European donors have
generally avoided questioning the resource allocation de-
cisions of these UN agencies.* 

SRHR-related development assistance was recently as-
sessed in each of the seven donor countries.† These analy-
ses, commissioned by the Hewlett Foundation, took place
between May and October 2010. They draw from struc-
tured and unstructured interviews with experts from
donor agencies, think tanks, NGOs and other interested
parties, as well as from analysis of financial and policy re-
ports produced by each of the seven governments. The re-
sulting reports indicate that the two sets of values de-
scribed above are at times in conflict. This conflict needs
to be resolved to ensure that the positive impact on the
lives of the world’s most vulnerable women is commen-
surate with the funding provided. 

Why Are These Values in Conflict?
A key conflict sometimes arises between donor govern-
ments’ support for SRHR and their commitment to devel-
oping countries’ autonomy in determining how to allocate
the health funds they receive. European donor countries
earmark only a small proportion of their health funding
for SRHR, while allocating the majority of health funds to
strengthen health systems in the developing countries in
which they work or to provide money to health-related
multilateral UN agencies and the Global Fund to Fight
AIDS, Tuberculosis and Malaria (GFATM). Because of the
value they place on country ownership, the donors are re-
luctant to impose their SRHR priorities on developing-
country health ministries, beyond promoting the broad
aims of the MDGs. Yet, the recipient countries may choose
not to fund SRHR or not to give it the priority that these
European donors would like. This scenario often plays out
in Sub-Saharan Africa, where SRHR programs remain

*The UK aid agency, the Department for International Development, re-
cently evaluated the effectiveness of the multilaterial agencies it supports.
It is too soon to tell how this review and other such evaluations will influ-
ence European funders.

†The seven country reports can be found at <www.dsw-online.org/
odastudies>. 
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ters. This means that strong advocacy for allocating health
resources toward the achievement of the ICPD and the
portion of MDG 5 that calls for universal access to repro-
ductive health rarely takes place.

In the country analyses, experts who had worked in de-
veloping countries reported that ministries of health, with
some exceptions, have demonstrated little interest in tak-
ing up the SRHR mantle and may be especially unmoti-
vated to address the more controversial elements. Min-
istries of health are not typically expected to report on
SRHR progress; therefore, such issues tend not to be pri-
oritized. An essential step toward resolving this problem
would be to involve SRHR experts from civil society, along
with donor embassy staff and the developing country gov-
ernment, in the design of programs to strengthen health
systems.

Many of the interviewees from these European coun-
tries noted that the staff of their donor agencies were them-
selves significant but underused resources, who could and
should play a more interactive role by encouraging the
multilateral organizations that they fund to focus more on
SRHR. Interviews with the donors revealed a reluctance to
dictate to these organizations how they should allocate the
money given to them. However, at least some of these mul-
tilateral organizations may place a higher priority on SRHR
if the donor countries urge them to do so. 

Levels of Funding for SRHR
Value conflicts in the health development strategies of
these seven European donor countries have become par-
ticularly apparent during the worldwide economic slow-
down. At a time when taxpayers are experiencing cuts in
domestic programs, all government expenditures for de-
velopment assistance are under special scrutiny. There-
fore, the aid community is asking for tangible evidence
that its funding is actually producing positive results for
the general populace in the target countries.

To effectively track funding and measure its results, it is
important to know how much aid is actually allocated to
SRHR. However, it is impossible to know how much
money each of these seven donor countries provides to
SRHR in total, let alone the level of support to its individ-
ual components. There are three major reasons for this.

First, donor countries’ reports of their aid outlays are
often unclear or incomplete. Aid is classified according to
the criteria determined by the Development Assistance
Committee of the Organisation for Economic Co-operation
and Development (OECD) into categories that combine
HIV/AIDS with reproductive health, and the methodology
for disaggregating this information is not standardized.
Thus, countries report on their aid outlays using different
methods, making it difficult to understand what is includ-
ed under the OECD categories. This is further complicated
by the difficulty some European donors have in reporting
on their health assistance at the country level. For example,
Germany and Norway were unable to provide much infor-
mation about the total amount of health funding they pro-

vide to each developing country, let alone how these health
funds are allocated among the components of SRHR.

Second, these European donors expect that some of the
support they provide to strengthen health sectors will be
allocated by the developing-country governments to
SRHR. However, rarely are there mechanisms in place to
accurately determine whether that happens. Therefore, it
is also impossible for these donors to track how much of
their health-sector support goes to any individual compo-
nent of SRHR, such as reducing unmet need for contra-
ception, providing safe abortion or combating gender-
based violence.

Third, significant funding is channeled to multilateral
organizations (such as UN agencies) and to global health
NGOs, but the allocation of funds is also not tracked in a
way that shows how much goes to SRHR. This is because
the donors do not require that this be done and because
these agencies also tend to use the OECD categories. 

The least ambiguous indication of current investments
is the level of support given to SRHR-focused internation-
al NGOs, such as the International Planned Parenthood
Federation (IPPF) or Marie Stopes International, or to
UNFPA. In 2008–2009, the seven European donor coun-
tries provided less than $450 million to UNFPA, IPPF and
other NGOs with SRHR at their core (Table 1). Funding to
SRHR-specific organizations accounted for between 7%
and 43% of the health aid provided by each of the Euro-
pean donors. These same countries provided a total of
$2.4 billion (about five times as much) to four closely re-
lated international agencies (WHO, UNAIDS, UNICEF
and the Global Fund). These organizations give higher pri-
ority to broad health goals than to the core elements of
SRHR.

Although no accurate statement can be made about
what proportion of health-sector support funds are used
for SRHR, it is clear that support to health systems offers
enormous opportunities to improve SRHR. Because the
amount of money that some of the European donors pro-
vide to strengthen health systems is larger than the
amount that they earmark specifically for SRHR, many ad-
ditional resources could be made available if some pro-
portion of general health funds were allocated for SRHR
and if this allocation were monitored carefully.

Increasing the Amount and Impact of SRHR Aid
The seven country reports detail recommendations from
interviewees about how to raise more funds for SRHR and
how to increase the effectiveness with which these re-
sources are used. The following recommendations are rel-
evant to all or most of the donor countries and received
the highest rankings among the interviewees at a recent
meeting in London. Greater detail and context is provid-
ed in the individual country reports. 
•Increase the voice of civil society in the design and imple-
mentation of programs to strengthen the health sector. Meet-
ing participants offered the Global Fund as a model of an
agency that successfully includes NGOs, academics and

Maximizing the Effectiveness of Sexual and Reproductive Health Funding
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•Allocate more resources for special innovative approaches.
Some of the most effective SRHR programming is sup-
ported by discretionary funds managed from the head-
quarters of the donor agencies. The Safe Abortion Action
Fund, initiated by the UK Department for International
Development and cofunded by Norway, provides a good
model of innovation in that it has an external board of ex-
perts, is transparent about the criteria it uses to assess pro-
posals and has provided funds to community-level orga-
nizations, thereby increasing local access to safe abortion.
Many interviewees for the country reports recommended
that donors increase the amount of money allocated for
such special initiatives. 
•Improve understanding of the economic benefits of achiev-
ing better health for women. More data are needed to doc-
ument the cost-effectiveness of investing in women’s
health, and some experts recommended that donor gov-
ernments provide the funds to collect this information.
•Strengthen SRHR capabilities at the embassy level. Donor
countries should be well-equipped to negotiate for the in-
clusion of SRHR issues in negotiations about health-sector
support. These donors should also invest in improving the
SRHR expertise within developing-country ministries of
health and among district health staff. A practical and cost-
effective solution for strengthening embassies’ SRHR ex-
pertise may be to utilize consultants from NGOs.

CONCLUSION

Together, Denmark, Finland, Germany, the Netherlands,
Norway, Sweden and the United Kingdom have proven to
be valuable champions for SRHR: They are not only will-
ing to talk about needs in this area, but they commit sub-
stantial funds to meeting them. But to maximize their im-
pact, these donor countries need to recognize that some
of their values, worthy as they are, attenuate the effective-
ness of their aid in advancing SRHR. It is neither appro-
priate that these values be rejected nor likely that they will

other nongovernment stakeholders in decisions about re-
source allocation. Other multilateral agencies have much
to learn from this good example. All who suggested such
an integrated approach to decision making acknowledged
that investments would be needed to help civil society or-
ganizations become stronger and more effective advocates
for SRHR. This is easier said than done, since currently
there is no targeted funding mechanism to develop the ca-
pacities of civil society organizations for this purpose.
Many of the experts interviewed believed that the Maputo
Accord* is underused and could provide an excellent basis
for civil society organizations to increase their govern-
ments’ commitment to SRHR. 
•Enhance the visibility and impact of UNFPA. UNFPA is the
one UN agency devoted to the ICPD, and it receives almost
80% of the SRHR-earmarked funds from the seven Euro-
pean donors. All the country reports recognized the
agency’s difficult mandate and its importance to the field.
Given the rapidly changing donor landscape in global
health, an increased need to demonstrate impact and the
continuing political sensitivities around SRHR, many ex-
perts reported that they would like to see UNFPA do more
work on setting norms and policies and less work on im-
plementing services. Many interviewees recommended
that UNFPA continue its valuable role in providing con-
traceptive commodities. There was a widespread wish to
more easily track resource flows within UNFPA and to bet-
ter understand the impact of the agency’s work.
•Identify ways to better assess the impact of aid, and use
these to guide health investments. There was almost univer-
sal recognition among experts interviewed for the country
analyses of the need for improved ways of measuring aid
effectiveness. They pointed out that progress toward
broad, long-term aims, such as those articulated in the
ICPD agenda and the MDGs, cannot be tracked solely by
long-term national measures, such as reduced maternal
mortality. Such measures do not provide the level of detail
needed in the short and medium term for making neces-
sary improvements to SRHR services. Furthermore, SRHR
agencies tend to employ mostly input measures—such as
the number of people trained or the number of contra-
ceptive clinic visits made—and these measures do not pro-
vide information about effectiveness. New measures are
needed to make it possible to link the investments of an in-
dividual funder with progress toward clearly defined goals
and to properly assess how much progress is made. Inter-
viewees also indicated that existing measures could be
used more effectively to track the impact of aid in ways that
could be helpful to program implementers.

UNFPA could play a valuable leadership role in this
process. Once better measures have been identified and
agreed upon, civil society in developed and developing
countries can help ensure that these are monitored
 carefully.

TABLE 1. Seven countries’ health funding to selected international organizations (in
US$ millions), 2008–2009

Focus of funding Denmark Finland Germany Nether- Norway Sweden United
lands Kingdom

SRHR*
UNFPA 35 28 26 83 65 62 31
IPPF 7 1 8 14 6 13 12
Other SRHR-
focused NGOs 5 2 7 12 3 10 5

AIDS  
UNAIDS 7 12 3 47 56 39 16
GFATM 29 5 262 79 75 132 78

General health  
WHO† 7 2 28 25 42 34 20
UNICEF 32 22 16 7 159 156 25
National NGOs‡ 65 u 245 34 108 u 176

% of health funding 
earmarked for 
SRHR-focused NGOs 25 43 7 36 13 19 13

Notes: Data were obtained by the experts who wrote the country reports on which this Comment is based. u=un-
known. *Funding to NGOs that focus explicitly on SRHR. †Includes core support and funds to the Human Re-
production Program. ‡Includes NGOs that are not focused on SRHR but sometimes perform SRHR-related work
(e.g., faith-based organizations, Doctors Without Borders).

*In 2006, at a special session of the African Union, ministers of health met
in Maputo, Mozambique, and called for universal access to sexual and
 reproductive health services in Africa.
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be. Rather, it is critical to find and advance approaches and
mechanisms that improve effectiveness while honoring
the spirit of these values.

Implementing the above recommendations would be a
good start toward improving the effectiveness of these
donors’ SRHR investments. For many of these recom-
mendations, political will is as important as additional re-
sources. Unless these steps are taken, the strong cultural
value that the populations of these countries place on
SRHR will not be adequately represented in their devel-
opment programs and will therefore not make as much
difference in recipient countries as their governments and
taxpayers might reasonably expect. 
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