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Objective To describe the different types of data sets on aid flows, what they capture and the types of questions they answer, and to explore
the extent of variation in levels and trends between these data sets at the regional and country levels.

Methods Data included in the database of the World Health Organization are derived from official country documents and are published
annually after review by each country. In addition to such data, the authors extracted data from publicly available web sites. The data
extracted covered all aid flows from all donors specified for sub-Saharan African countries (including aid for the African region as a whole

or for groups of countries in the region) as being for health.

Findings The variation in levels and trends in development assistance for health across the six data sets compared in this paper was
substantial. Variation was greater at the country than at the regional level, partly because the different aggregates of development assistance
for health have different meanings and partly because of incomplete reporting.

Conclusion [t isimportant to know what the different aggregates of development assistance for health reported in the different databases
mean before deciding which ones to use to answer a particular policy question. Using the wrong source can lead to erroneous conclusions.

Abstracts in G5 F13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

The amount of research on donor financial assistance to
health, commonly called development assistance for health
(DAH), has increased substantially over the last decade. One
focus of this research has been the extent to which DAH
increased after 2000," when the Millennium Development
Goals, in which health features so prominently, were estab-
lished.” Others have explored the allocation of aid flows to
particular health problems or geographical regions, on the
basis of the argument that some health problems or countries
have been neglected.”™

This work suggests that aid flows for health have more than
doubled since 2000.%° Private foundations, particularly the Bill
& Melinda Gates Foundation (equivalent to about 20% of the
development aid for health supplied by the Government of the
United States of America for the period 1999-2010), assumed
greater importance relative to the traditional bilateral and
multilateral donors. Half of the additional funding between
2000 and 2009 targeted only two diseases — infection with
human immunodeficiency virus (HIV) and malaria.*’ Some
countries (e.g. Botswana, Zambia) benefited a great deal, but
others (e.g. Cameroon, Guinea, Nigeria) were less fortunate
and came to be called “aid orphans””"°

Attention then turned to how recipient countries have
reacted to increased financial inflows for health. The results of
this suggest that they reallocated some of their own domestic
resources away from health to other sectors following DAH
inflows."”~" Other work shows, on the other hand, that aid
flows impose substantial costs on recipient countries, partly
because each donor has a different application, monitoring
and reporting requirement.’

Other questions include how increases in DAH affect
macroeconomic stability (e.g. inflation)'* and health out-
comes'’ and whether DAH will fall as a result of the continuing
global financial crisis.'® Preliminary results suggest that official
development assistance (ODA) has remained stable since

2008 (in constant prices), whereas DAH by foundations and
nongovernmental organizations (NGOs) has decreased since
2010.*” ODA is: “flows provided by government official agen-
cies, and administered with the promotion of the economic
development and welfare of developing countries as its main
objective”. ODA represents about 70% of total DAH."”

These questions are undoubtedly interesting. However,
the peculiarities in the way financial flows are reported and
collated means that the data used to answer them are not al-
ways the most appropriate. The fragmented reporting of DAH
precludes the availability of a comprehensive source of data
capturing all sources of aid.'®"” In addition, the different ways
in which aid flows are reported can cause confusion. Some of
the studies above have based their analyses on information on
donor commitments; others have done so using data on dis-
bursements. Still others have used data on health expenditures
in recipient countries that are financed from external sources.

Accordingly, this paper first describes the various types
of data that are available on DAH, as well as their strengths
and weaknesses. It then takes examples from specific coun-
tries to illustrate the difference that the type of data makes.
Based on these findings, in the concluding section we make
recommendations on the types of data that should be used to
conduct different types of analyses.

Methods
Commitments, disbursements and expenditures

Commitments are financially-backed written documents in
which donors undertake to provide financial assistance to
recipient countries directly or through multilateral organiza-
tions. Most of the time, commitments are pledged for multiple
years."”

Disbursements are the amount of aid transferred from
donors, in cash, in kind (valued at the cost to the donor) or
in services. Funds are considered spent from the point of view
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of the donor, regardless of whether the
recipient has spent them in the year in
which they are disbursed. Disburse-
ments in any given year usually repre-
sent only part of an earlier commitment
depending on the donor’s planning cycle
(which can be up to 10 years).”

Country programmable aid (CPA)"
started being reported by donors in 2004
to capture how much of each reported
disbursement was available for spending
within a recipient country, rather than
on global activities or activities linked
to health aid in the donor country - e.g.
health research, health of asylum seek-
ers. Data are not available for all donors,
particularly the private foundations and
some of the non-traditional donors that
are not members of the Organisation for
Economic Co-operation and Develop-
ment (OECD).

The last category is health expen-
diture in recipient countries that has its
origin in external sources, referred to in
this paper as DAH expenditure. It is cap-
tured through national health accounts
(NHAs), an accounting framework for
monitoring trends in health spend-
ing.”’ NHAs include expenditures in the
country originating from domestic and
external sources.

Data

To illustrate how these different catego-
rizations of DAH tell different stories, we
accessed online data for 1995-2011for
sub-Saharan Africa, the region that re-
ceives the world’s largest share of DAH.
We obtained these data from different
sources” web sites.

We obtained data on commitments,
disbursements and CPA from the largest
repository, the databases of the Creditor
Reporting System (CRS) of the OECD’s
Development Assistance Commit-
tee (OECD DAC). For commitments,
data were available for 1995-2011; for
disbursements, they were available for
2002-2011; for CPA, they were avail-
able for 2004-2011. The OECD has
traditionally mandated the reporting of
aid flows from the 23 bilateral donors
of the OECD DAC.” Recently, several
other countries and agencies have begun
to report to the OECD DAC voluntarily:
since 2009, two non-OECD bilateral do-
nors (Kuwait and the United Arab Emir-
ates) and one private donor, the Bill &
Melinda Gates Foundation; and earlier,
multilateral agencies such as the Global
Fund to Fight AIDS, Tuberculosis and
Malaria (2003) and the GAVT Alliance
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Fig. 1. Development assistance for health to sub-Saharan African countries,

by data source
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Note: Large aid for health to Nigeria in 1998 explains the sudden rise in aid expenditure data.

Fig. 2. Development assistance for health to Zambia, by data source
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(2007). The database of the OECD DAC
CRS does not include data from many
of the emerging donors (e.g. the BRICS
countries - Brazil, the Russian Fed-
eration, India, China and South Africa;
OECD countries that are not members
of the DAC, such as Turkey and the
Czech Republic; other donors from the
Middle East; or emerging donors, such
as Colombia).”

Country-level data on expenditures
from external sources were taken from
the World Health Organization’s Global
Health Expenditure Database (GHED),
updated each year after considerable
interaction with countries.” Data were
available for 1995-2011. For illustra-
tive purposes we have chosen countries
where full NHA studies were available
to avoid complicating the comparisons
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with extrapolations made for missing
data in the GHED.

Other data sources include the
Institute of Health Metrics Evaluation
(IHME) disbursements data, based
largely on OECD DAC data but comple-
mented with data from multilateral
agencies, United States foundations and
large nongovernmental organizations
in the United States. The OECD DAC
data is adjusted using the IHME’s own
calculations. This source does not in-
clude flows from emerging donors. Data
by recipient country were available for
1995-2010.

The AidData initiative comple-
ments the OECD’s data on commitments
with aid flows from emerging donors
and multilaterals — data from private
donors are not yet included - and with
more detailed breakdown information
on how funds are spent.” It has only lim-
ited series on disbursements. Commit-
ment data were available for 1995-2009.

Results

Discrepancies from recipients’
viewpoint

Although DAH has unquestionably
more than doubled since the early
2000s, regardless of the data source or
of the definition of DAH applied - re-
ported commitments, disbursements,
CPA or domestic expenditures — large
differences exist in the absolute values
of reported aid between data sources
(Fig. 1). For sub-Saharan Africa, the ex-
penditure of external sources reported
through NHAs is consistently lower
than commitments (around 25%) and
disbursements (around 15%), and CPA
is slightly lower than disbursements.
IHME estimates are very close to re-
ported OECD disbursements and CPA
because of the difficulty, recognized by
the IHME, of identifying the destination
of the aid flowing from their additional
donors to specific recipients by sector.
The different sources also report
on different time periods. A reliable
series on disbursements has existed
only since 2002, whereas CPA has only
been reported since 2004. The series on
commitments and on domestic health
expenditures from aid have existed for
longer. Accordingly, IHME disburse-
ments data for years before 2002 rely
on backward projections based on the
estimated relationship between commit-
ments and disbursements since 2002.°
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Fig. 3. Development assistance for health to Burkina Faso, by data source
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Fig. 4. Total development assistance for health from Norway, OECD-DAC
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These differences in levels and
trends become even more apparent
when data for specific recipient coun-
tries are examined. Zambia and Burkina
Faso (Fig. 2 and Fig. 3) are good illustra-
tions of these differences. CPA is not
reported because the series is so close
to CRS disbursements that reading the
graphs would be difficult.

Although reported commitments,
disbursements, and expenditures for
Zambia show an overall positive trend,
the levels and directions of the aid in

Bull World Health Organ 2013;91:483-490 | doi: http://dx.doi.org/10.2471/BLT.12.115410

specific years show wide variations,
even for the same aid category (e.g.
commitments). For example, the DAH
expenditure reported for the four years
of NHA data continued to increase at a
constant rate despite the rises and falls
in commitments and disbursements re-
ported to the OECD. AidData and CRS
commitments are, at times, moving in
opposite directions; one source shows an
increase in DAH while the other shows
a decrease.
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Fig. 5. Total development assistance for health from the United Kingdom of Great
Britain and Northern Ireland, OECD-DAC
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Reported commitments and dis-
bursements in Burkina Faso move in
opposite directions in several years and
ITHME disbursement data are generally
lower than disbursement data from the
CRS. Strikingly, the reported DAH
computed from NHA studies is higher
than commitments and disbursements
reported by other sources (about 45%
more than reported disbursements).
The difference comes from aid in-kind
provided by pharmaceutical companies,
which does not appear in any of the
other data sources.

NHA data often show health ex-
penditures from DAH to be higher
than reported donor disbursements
and CPA in the OECD database. This
is consistently the case for four of the
13 sub-Saharan African countries with
more than one recent NHA study. Two
show the opposite (e.g. that domestic
health spending from external sources
is always lower than shown in OECD
reports on disbursements and CPA),
whereas seven show mixed results (e.g.
that expenditures according to OECD
data are sometimes greater than and

Nathalie Van de Maele et al.

sometimes less than the DAH expendi-
tures tracked in NHA studies).

Discrepancies at the donor
country level

This variability between sources is also
evident when DAH from individual
donors is examined. Typically com-
mitments made by individual donors
fluctuate from year to year much more
than do disbursements. Commitments
are entirely recorded in the year when
the promise is made and are typically
intended to be fully disbursed over sev-
eral subsequent years. CPA may or may
not follow the same trend as disburse-
ments, as illustrated in Fig. 4 and Fig. 5
for Norway and the United Kingdom
of Great Britain and Northern Ireland,
respectively. This is because donors can
vary the share of disbursements retained
for development-related activities in the
home country.

Discrepancies in allocations

Other discrepancies emerge when
the lowest and highest recipients of
aid are examined. Table 1 and Table 2
show the lowest and highest recipients
for 2002-2010 according to the three
types of DAH. Mauritania is among
the bottom 10 recipients in terms of
donor commitments to health but falls
to 20th position in the disbursements
and expenditure data sets. The median
country is ranked at the 24th position,
so Mauritania does not do much worse
than the median country in terms of
donor funds that are actually spent in
the country.

Table 1. Bottom 10 development assistance for health countries, by data source, 2012

Expenditure (GHED) Commitments (OECD DAC CRS) Disbursements (OECD DAC CRS)
Country Us$® Country us$: Country Uss®
Mauritius 3 Mauritius 6 Mauritius 5
Guinea 16 Sudan 27 Sudan 24
Central African Republic 17 Guinea 32 Cameroon 29
Sudan 23 Chad 33 Guinea 32
Nigeria 23 Cameroon 36 Nigeria 32
Democratic Republic of the 25 Madagascar 44 DRC 35
Congo (DRC)

Congo 27 Nigeria 45 Chad 39
Madagascar 30 DRC 48 Togo 39
Cote d'lvoire 30 Central African Republic 48 Cote d'lvoire 42
Angola 31 Mauritania 48 Angola 45

CRS, Creditor Reporting System; DAC, Development Assistance Committee; GHED, Global Health Expenditure Database; OECD, Organisation for Economic Co-operation

and Development.
¢ In per capita United States dollars.
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Table 2. Top 10 development assistance for health countries, by data source, 2012

Expenditure (GHED) Commitments (OECD DAC CRS) Disbursements (OECD DAC CRS)

Country Us$® Country Us$® Country Us$®
Namibia 353 Botswana 465 Botswana 389
Botswana 303 Namibia 412 Namibia 321
Zambia 167 Swaziland 263 Zambia 207
Rwanda 130 Zambia 258 Swaziland 187
Swaziland 119 Lesotho 231 Rwanda 172
Malawi 116 Rwanda 218 Malawi 136
Lesotho 84 Malawi 172 Mozambique 132
United Republic of Tanzania 76 Mozambique 159 Lesotho 121
Uganda 74 Liberia 155 Liberia 109
Gambia 70 Uganda 125 Uganda 108

CRS, Creditor Reporting System; DAC, Development Assistance Committee; GHED, Global Health Expenditure Database; OECD, Organisation for Economic Co-operation

and Development.

2 In per capita United States dollars.

Table 3. Description of the DAH data sources compared in this article

Source

Data comprehensiveness

Mandatory reporting

Data broken down by subsector

and reporting on health MDGs

Uses in our researc

h

OECD-DAC-CRS  All 23 DAC bilateral, 2 non-DAC

OECD- DAC-
CPA

IHME

AidData

GHED

Health
accounts

bilateral, 29 multilateral and 1
private donor

23 DAC bilateral, 2 non-DAC
bilateral, 20 multilateral

Estimates missing CRS data
points; supplements CRS data
with US-based foundations and
NGO data

Claims to include
comprehensive tracking of
commitments by bilateral and
multilateral donors; does not
report private donors

In theory captures all
expenditures from external
sources in a country, but
sometimes these have to be
projected between years or
estimated from OECD data

Includes all bilateral, multilateral
and private donors, yet donor
response rate remains a
challenge

Only for DAC countries;
other reporting voluntary

Extracted by OECD DAC
secretariat from CRS
database. Follows same
mandatory reporting as
CRS data

Adjusted CRS data based
on estimation methods
(1990-2010; 4 consecutive
yearly reports)

CRS-reported flows,”
supplemented with other
official flows'” from DAC
countries, from non-DAC
bilateral donors and from
multilateral donors (taken
from publicly available
reports and from donors)
WHO reports for all Member

States after country
consultations

About 8 African countries
produce health accounts
annually;”* most others do
so intermittently

Partially (methods for better
reporting of maternal and child
health expenditures under
discussion)

No

By HIV, TB, malaria and child and

maternal subsectors, but not by
recipient countries. Allocation is

based on word search and dividing
equally by the number of searched

tagged words

Information on health-related
MDGs is available but cannot be
reliably divided by activity codes.
Should be used as flags for users
wishing to isolate projects with a
specific activity”/

No

Only a few countries routinely

break down expenditure by major
diseases/conditions, but most have

undertaken at least one disease-
specific tracking exercise

Used for analysis of
flows by recipients
and by donors and
by the lowest and
highest recipients
of aid

Used for analysis of
flows by recipients
and by donors

Used for analysis of
flows by recipients

Used for analysis of
flows by recipients

Used for analysis of
flows by recipients
and by the lowest
and highest
recipients of aid

Used for analysis of
flows by recipients

CPA, country programmable aid; CRS, Creditor Reporting System; DAC, Development Assistance Committee; DAH, development assistance for health; GHED,
Global Health Expenditure Database; HIV, human immunodeficiency virus; IHME, Institute of Health Metrics Evaluation; MDG, Millenium Development Goal; NGO,
nongovernmental organization; OECD, Organisation for Economic Co-operation and Development; TB, tuberculosis; US, United States of America; WHO, World Health

Organization.
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The United Republic of Tanzania
would not be considered among the top
10 recipients of aid on the basis of infor-
mation on commitments or disburse-
ments. However, it is one in terms of
DAH expenditures at the country level.
Liberia, on the other hand, is among
the top 10 recipients in terms of com-
mitments and disbursements, but not
when it comes to the DAH expenditures
reported by the NHAs.

Part of the observed differences
between the various aggregates of DAH
can be explained by differences in the
comprehensiveness of each data reposi-
tory. Table 3 highlights the differences
between the various sources in terms
of data “completeness”, which is linked
to whether reporting is mandatory.
We also show which sources allow an
expenditure breakdown by disease or
health-related MDG.

No data source is fully complete. In
theory, NHAs should capture all sources
of domestic health expenditures, but not
all countries produce them regularly.
The GHED, although based on reported
country expenditures, uses projections
or estimates to fill in missing data for
countries that do not report all types of
health expenditures annually. The other
databases still do not comprehensively
capture DAH from non-traditional do-
nors and cannot identify how much of the
aid reported by donors actually arrives in
a country for the country to spend.

Discussion

Some important conclusions and recom-
mendations emerge from our findings.

First, the differences between the various
aggregates of DAH and sources of data
are less important at the global and re-
gional levels, but they matter more when
trying to understand trends in aid from
a particular donor or to a particular
recipient country. Second, criticisms of
the volatility of donor funding for health
have sometimes relied on an analysis
of either commitments or disburse-
ments."** Commitments are promises
for the future that are recorded in the
year in which they are made, but the
amount committed is to be disbursed
over several years. Commitments are
inherently lumpy (i.e. intermittent) and
cannot be used to assess the volatility of
DAH. Year-to-year fluctuations in dis-
bursements are less dramatic, especially
at the global and regional levels, and
fluctuations in DAH expenditures are
generally even smaller. Third, neither
commitments nor disbursements reflect
the financial resources arriving in a re-
cipient country for its use in improving
health. Commitments include a com-
ponent, often substantial, that is never
intended to be used in the recipient
country. Disbursements reported by do-
nors also include funding that remains
in the donor country to cover expenses
related to development assistance, such
as the health costs of foreign students or
the cost of donor country think tanks.
CPA was developed to account for
these discrepancies. However, a sub-
stantial gap remains between the CPA
reported by donors and the data on
expenditures of aid by countries derived
from NHAs because CPA still includes
items that are spent in the donor coun-

Nathalie Van de Maele et al.

try. Similarly, CPA (and disbursements
and commitments) often differs from
DAH expenditures at the country
level because of the increase in non-
traditional donors (such as China and
India) that do not report to the OECD.
Accordingly, the question of how donor
support for health is spent within the
recipient country needs to be answered
by using NHA data. This also applies to
questions surrounding the fungibility or
additionality of domestic expenditures
as a result of aid inflows.

The confusion generated by the
different aggregates and sources of data
can be cleared by institutionalizing re-
porting standards more in tune with the
multiple information needs of policy-
makers, researchers and civil society.
The OECD encourages all donors to
voluntarily report to it, but it cannot
obligate non-OECD members, founda-
tions, NGOs or the private sector to do
so. WHO and institutions such as the
Joint United Nations Programme on
HIV/AIDS and the World Bank, as well
as global initiatives such as the Commis-
sion on Information and Accountability
for Women’s and Children’s Health, have
been working with countries for many
years to institutionalize the produc-
tion and reporting of national health
expenditures, but more effort is needed
to facilitate comprehensive reporting by
donors at the country level. The money
spent to improve health within countries
is what will allow them to get closer to
attaining the Millennium Development
Goals and their successors. ll
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Résumé

L'aide au développement pour la santé en Afrique: racontons-nous la bonne histoire?

Objectif Décrire les différents types d'ensembles de données sur
les flux d'aide, ce quils identifient, les types de questions auxquelles
ils répondent, et étudier I'étendue de I'écart dans les niveaux et les
tendances entre ces ensembles de données aux niveaux régional et
national.

Méthodes Les données figurant dans la base de données de
I'Organisation mondiale de la Santé sontissues de documents nationaux
officiels et sont publiées chaque année, apres avoir été examinées
par chaque pays. Outre ces données, les auteurs ont extrait certaines
informations de sites Web accessibles au public. Les données recueillies
ont couvert tous les flux d'aide de tous les donateurs spécifiés pour les
pays d’Afrique subsaharienne (y compris l'aide pour la région africaine
dans son ensemble ou pour des groupes de pays de la région) en ce

qui concerne la santé.

Résultats [‘écart des niveaux et des tendances dans l'aide au
développement pour la santé a travers les six ensembles de données
comparés dans ce rapport est considérable. Il était plus important au
niveau des pays qu‘au niveau des régions, d'une part, car les différents
agrégats de I'aide au développement pour la santé ont des significations
différentes, et d'autre part, en raison de déclarations incompletes.
Conclusion Il estimportant de savoir ce que les différents agrégats de
I'aide au développement pour la santé repris dans les différentes bases
de données signifient avant de décider quels sont ceux a utiliser pour
répondre a une question de politique particuliere. L'utilisation d'une
source incorrecte pourrait conduire a des conclusions erronées.

Pesiome

Momouyb Ha pa3BuUTKe 34paBOOXPaHeHNA B AppuKe: pacckasbiBaem v Mbl PaBANBYIO UCTOPULO?

LUenb OnuvcaTb pasnnuHble TUMbl HAOOPOB AaHHbIX O MOTOKax
MOMOLLM, TUM BKIIKOUYEHHbBIX B HIX JAHHBIX 1 TWMbl BOMPOCOB, Ha
KOTOpbIE OHW [alOT OTBET, a TakKe M3yUnTb CTemeHb Pasnnuuii B
YPOBHE ¥ TEHAEHUMAX MEXY STVMKU Habopamu AaHHbBIX Ha YpOBHe
CTPaH 1 PernoHoB.

Metoabl [laHHble, cogepxalimeca B 6asze faHHbIX BcemmpHoi
OopraHu13aLUmn 3APaBOOXPaHEHNS, M3BNEKATCA 13 OdUUMANbHbIX
TIOKYMEHTOB CTPaH 1 eXerofiHo nybvKyoTca nocne paccMoTpeHWA
NX KX AO0M CTpaHOW. B LOMONHeHNe K 3TVM AaHHbIM aBTOPbI HaXoA4Wm
ZlaHHble Ha 0bUlefOCTYNHbIX Beb-caiTax. [onyyeHHble Taknum
00pa3oM [laHHbIEe OXBaTbIBa/IM BCE MOTOKM MOMOLLIM OT BCEX IOHOPOB,
paboTaLnx co cTpaHamu Adpukn oxHee Caxapbl (BKIOYas
NOMOLLb AN adPUKAHCKOrO PErMOHa B LIENIOM UV AJ1A Py CTPaH
B PETMOHE), KaK Ha obecrneyeHie 300P0OBbS.

Pesynbratbl Pa3nuuvie B YPOBHSAX 1 TEHAEHUMAX MOMOLLY B 061aCTL
30PaBOOXPAHeHA Mo WecTy Habopam AaHHbIX, CPaBHNBAEMbIM
B [laHHOW paboTe, ObiN0 CylecTBeHHbIM. Paznnuma beinn 6onblie
Ha YPOBHE CTpaH, UemM Ha PErVOHanbHOM YPOBHE, OTUYACTI NOTOMY
YTO paszNMyHble CBOAHbIE MOKa3aTe M MNOMOLLM Ha Pa3BUTMe
30PaBOOXPAHEHWNA VIMENN Pa3vYHbIe 3HAYEHWUA, @ OTYaCTK MO
NPUYMHE HEMOMHOM OTYETHOCTML.

BbiBop BaXkHO 3HaTb, UTO O3HaUaloT PasfnyHble CBOAHbIE MOKa3aTenm
NMOMOLM Ha Pa3BUTME 3APAaBOOXPaHEHNsA, cofepalimecs B
Pa3nMUHbIX 6azax JaHHbIX, MPEXAe YeM PelunTb, Kakme 13 HIUX
MCMONb30BaTh AA OTBETA Ha KOHKPETHbIN BOMPOC, Kacalowmniica
bopmrpoBaHUA MOAUTUKK. VICMONb30BaHWE HEMPaBUIbHOTO
NCTOYHWIKA MOXKET MPUBECTM K OLINOOYHBIM BbIBOLAM.

Resumen

La ayuda al desarrollo en el ambito de la salud en Africa: ;estamos contando la historia correcta?

Objetivo Describir los distintos tipos de datos sobre los flujos de ayuda,
lo que recopilan'y a qué tipo de preguntas ofrecen respuesta, y explorar
en qué medida varfan los niveles y tendencias entre dichos datos a nivel
regional y nacional.

Métodos Los datos incluidos en la base de datos de la Organizacion
Mundial de la Salud provienen de documentos nacionales oficialesy se
publican anualmente tras haber sido revisados por cada pais. Ademés de
esos datos, los autores extrajeron informacion disponible para el publico
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en sitios web. La informacion extraida incluyé todos los flujos de ayuda
de todos los donantes mencionados para los pafses subsaharianos
(incluida la ayuda para la regién africana como un todo o por grupos
de paises en la region), clasificada como para la salud.

Resultados La variacion en los nivelesy las tendencias de la ayuda para
el desarrollo en el dmbito de la salud en los seis conjuntos de datos
comparados en este documento fue notable. La variacién fue mayor a
nivel nacional que regional, en parte porque los distintos conjuntos de
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ayudaal desarrollo en el d3mbito de la salud tienen significados diferentes
y en parte porque los informes son incompletos.

Conclusion Esimportante conocer lo que los distintos conjuntos de la
ayuda al desarrollo en el dmbito de la salud registrados en las distintas

Nathalie Van de Maele et al.

bases de datos significan antes de decidir cuédles emplear para dar
respuesta a una cuestion sobre una estrategia en particular. Usar una
fuente equivocada puede dar lugar a conclusiones erréneas.
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