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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.


