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Abstract—A review of the literature and analysis of development aid data from the World Bank and the World Health Organization (WHO) reveals a number of impediments to effective
health aid in Sub-Saharan Africa, ranging from donor challenges
with evaluating and comparing the effect of aid to recipient
challenges with executing programs appropriately for the context.
The combination of donor and recipient motivations, limitations,
and behaviors is key to optimizing health aid effectiveness for
each context. The lack of effective metrics and measurements
for horizontal aid stands out as an increasingly pressing hurdle
to long-term, self-sustaining development. Health aid programs
are now starting to explore structures, such as sector-wide
approaches (SWAps) and “vertical-horizontal synergies”, that
show potential for more comprehensive health development. As
the aid community continues to explore better methods for
aid programming and disbursement, we suggest development
of sector-wide metrics that can evaluate longer-scale, systemic
interventions for comparison to current targeted programs.

I NTRODUCTION
Sub-Saharan Africa has been the largest recipient of foreign
development aid for the past 50 years, yet its current average
life expectancy is still lower than the lowest of the rest of
the world over 20 years ago [1]. This report examines how
donor and recipient behaviors influence the cost-effectiveness
of development aid in improving health in Sub-Saharan Africa.
Specifically, we compare the amount and distribution of external aid to key health indicators, such as under-5 mortality
and life expectancy, in the context of current systems of
aid disbursement, focusing on the trade-offs between vertical
(targeted) and horizontal (sector infrastructure) aid.
As aid is an intervention itself, we maintain a higherlevel analysis of the problem framings underlying how aid
is distributed, rather than comparing specific aid programs.
As the aid community continues to adjust policies, this report
also seeks to present lessons and next steps based on analysis
of previous changes to aid problem framings, especially in
regards to the benefits and challenges of horizontal aid programming.
L IMITED A ID E FFECTIVENESS
Overall, the general health of the world has improved
greatly in the last few decades. Sub-Saharan Africa has participated in this improvement, as measured by life expectancy and
child mortality; however, the region continues to lag far behind
the rest of the world. Much of the world has rallied around this
deficit, making Sub-Saharan Africa the most funded sector of
the world. However, despite all the aid given to the region (12
billion USD or 36% in 2012 alone), it has only increased
at a similar rate to the rest of the world and is still far
from catching up [1]. Although it is impossible to know what

improvements would have been seen in the region without
aid, more effective use of the aid could have had a greater
impact. Additionally, the total overall development aid given
to countries in Sub-Saharan Africa did not show a statistically
significant correlation to life expectancy, and only showed a
slight correlation to child mortality, as seen in Figure 1, further
suggesting that aid has not had a strong impact on the major
health indicators of nations in Sub-Saharan Africa.
If aid was helping countries improve the health of their people, we’d expect it to be related to changes in life expectancy
and child mortality, however, these relations appear slight if
existent at all. One way aid could be related to health improvements may be via out-of-pocket spending on healthcare, as aid
was shown to decrease out-of-pocket spending and a lower
out-of-pocket spending was related to improvements in health
metrics, seen in Figure 2. However, other factors also affect
out-of-pocket spending, and the link was not strong enough to
be seen directly. Trickle-down theories have also been shown
to be ineffective, suggesting logic like this is flawed at best
and completely faulty at worst.
I NFLUENCING FACTORS OF A ID E FFECTIVENESS
To evaluate aid effectiveness, we first establish the definition that effective aid leads to significant and enduring
improvements (measured in this report as life expectancy years
and child mortality rates out of 1000 live births), for the
resources invested. As detailed in Figure 3, we consider both
the recipient context and the donor motivations and behaviors
as key determinants of aid effectiveness.
As the aid community continues to reflect and share challenges and best practices from the field, long-standing challenges such as sociocultural factors and risk of aid dependence
are increasingly well-documented. Recipient governments often face practical limitations, such poor public perception
of the government healthcare system, that limit impact and
make it difficult to differentiate between issues of execution as
opposed to the theory of change. Their ability to navigate these
issues has a significant impact on health indicators; Figure
4 shows that on average, a 1-point increase in CPIA rating
for quality of public administration is associated with 31 less
deaths under age 5 per 1000 live births [2]. Weak management
and misaligned incentives for health workers further confuse
policy. In the case of public perception, the issue creates delays
in seeking out care, creating a feedback loop that enforces low
utilization of health resources [4]. As the Paris Declaration on
Aid Effectiveness and the Accra Agenda for Action point out,
the need for trusted authorities and knowledge of site-specific
cultural and societal beliefs that can interfere with campaigns
has enforced the practice of finding and collaborating with
local organizations [5].
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Fig. 1. Left: On average, $1.09 billion increase in total aid received from 2005 and 2010 (2012 USD) is associated with a decrease of 1 child death per 1,000
live births (adjusted R-squared = 0.10, p < 0.05). [2] This implies a very ineffective use of aid to decrease child mortality [3]. Right: There was insufficient
evidence to show a statistically significant relationship between aid and change in life expectancy (p = 0.10). However, a best fit implied that $9.08 billion
in total aid received over 2005-2010 (2012 USD) is associated with a one-year increase in life expectancy over 2005-2010 (adjusted R-squared = 0.04). [2]
This implies that if there is any relationship, aid was still extremely ineffective [3].

Fig. 2. Left: On average, every dollar of health aid per person corresponds to a 1.24% drop in out-of-pocket health care spending (R2 = 0.262, p < 0.0002).
Right: On average, a unit increase in out-of-pocket health expenditure (as a percentage of total health expenditure) is associated with 0.78 more deaths under
age 5 (per 1,000 live births) (p < 0.01, R-squared = 0.15).

As seen in Figure 3, ineffective public sector management
on the part of the recipient is correlated to increased out-ofpocket health expenditures, which is in turn correlated with
increased child mortality rates. On average, a 1-point increase
in CPIA rating for public sector cluster score is associated
with a 14 point decrease in out-of-pocket health expenditures
(% of total expenditure on health) [2].
At the same time, structuring programs to minimize risk of
aid dependence is a challenge for both donors and recipients,
and is especially a burden for the former. A long-standing and
documented issue, aid dependence occurs when aid sustains
the bulk of a government’s budget for an extended period
of time, with minimal effort of the recipient to strengthen

domestic institutions. A report by the World Bank explains, “it
is difficult to separate the impact of these problems from the
possible impact of foreign aid, which is often high in countries
that suffer from precisely these problems” [6].
Compared to these challenges, documentation of donors’
motivations and influence on the types and long-term effectiveness of aid programs have varied more over time. In the
past 30 years, donors have almost entirely focused on issuespecific interventions that have immediate and easily measured
impacts [7]. Specifically, Figure 5 shows a focus of health aid
on specific topics, especially HIV, in line with the similarly
specific Millenium Development Goals. This type of targeted
aid, also called “vertical” aid, is relatively easy to evaluate,
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Fig. 3. This problem tree reflects the research team’s framing, which considers both donor and recipient behaviors and how they affect each other’s actions,
and ultimately, aid effectiveness in the health sector. The left side of the problem tree plots the effect of donor behaviors; the right side plots the influence of
the recipient context and behaviors.

compared to “horizontal” sector-wide or multi-sector aid that
aims to increase institutional infrastructure.

BALANCING V ERTICAL AND H ORIZONTAL A ID

Fig. 4. On average, a 1-point increase in CPIA rating for quality of public
administration is associated with 31 less deaths under age 5 per of 1000 live
births (p < 0.01, R-squared = 0.16).

This report focuses on the effective differences between
targeted, vertical aid and horizontal aid. We are focusing on
this in particular because we found it to be an area of large
potential growth, and a burgeoning conversation in the greater
health aid development community. Furthermore, other major
issues in health aid programs are heavily centered around
recipient side behavior. These kinds of problems are harder
to address as the outcomes of interventions are less within
donors’ control.
Despite the promise of horizontal aid improving health
more sustainably and stably than vertical programs, doing so
comes with its own set of challenges, both in measurement
and implementation. Various groups have developed models
for how to implement horizontal aid to cause large-scale and
lasting changes.
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Fig. 5. Aid flows largely to specific projects outlined in the Millenium
Development Goals, especially HIV. These focus areas are often the target
of vertical programming. [1]

One such tactic is Sector Wide Approaches (SWAps), a
method that focuses on building robust health systems and
increasing government accountability. The SWAps framework
primarily views the problem as being one of poor government
accountability and lack of robust public health systems.
Another framework is “vertical-horizontal synergy,” which
focuses on the “intervention delivery” aspect of vertical aid
(ideally directed to local hospitals and health workers) to
boost horizontal systems [8]. This may be an appropriate
interim mechanism of boosting horizontal aid and systems.
Channeling a greater amount of aid to intervention delivery in
vertical programs already known to be effective may allow for
a smoother and less risky transition from vertical to horizontal
aid. Vertical-horizontal synergy views the unrealized potential
of the overlap between vertical and horizontal aid as the main
issue, placing the need for change more strongly in the donors’
hands.
L ESSONS FROM P REVIOUS I NTERVENTIONS
Around the turn of the century, aid programs, in alignment
with the Millennium Development Goals, began focusing
heavily of specific areas with targeted and direct methods.
This made vertical aid programs the dominant source of
health aid distributed to countries in Sub-Saharan Africa.
The relationship is clearly seen with the strong correlation
between the prevalence of a high profile disease like HIV
with amount of per capita health aid that a country receives
(p-value <0.0001, R2 of 0.500), as seen in Figure 6. When
talking about the effectiveness of hugely targeted programs,
it is important to address the “spill over effect” that the aid
is supposed to have. The idea is that if you give a lot of
money to a specific cause, the additional resources will also
have positive externalities that improve health outside of the
specific cause. This does not always hold true. According to a
study conducted from 2003-2008, HIV specific aid in Nigeria
had a negative “spillover effect”. The study found that, “every
$1 USD spent on HIV was associated with a decrease in the

Fig. 7. Relative to Sudan, the Democratic Republic of the Congo, and
Sub-Saharan Africa as a whole, Tanzania showed a large improvement in
major health metrics from the mid-1990’s to now [2]. Tanzania’s ’turning
point’ happened around the same time as a program to improve healthcare
infrastructure in the country began [11].

probability of receipt of vaccines by 8-31%,” [10]. This means
that the more targeted aid received, the less people in the
country were being vaccinated for other common diseases.
Despite their problems, vertical aid programs have been
remarkably good at affecting their given areas in an immediate
and tangible way. However, the trends for long term and
more general health in a country see little effect from these
programs. Sub-Saharan Africa continues to lag behind the rest
of the world in the major health indicators (life expectancy
and under-5 mortality) without seeing any significant change
in their growth rates [1], [2]. Horizontal aid programs seek
to fix this problem. Instead of investing on specific fixes to
a specific issues, horizontal aid seeks to bolster the local
healthcare systems. By building up the local systems and
investing in infrastructure with the hope of stronger systems
becoming more self sustaining and improving the health of
their local area, this type of approach has been very effective
at improving long term country level health. In the mid 1990s
Tanzania implemented a program to improve the healthcare
infrastructure of their country and shift their money from
targeted vertical project to a more horizontal approach. Since
then, they have seen a significant growth in the health of their
country, as shown in Figure 7 .
M OVING F ORWARD
Being able to measure and track results is vital to optimizing
the use of health aid. However, as horizontal aid is more
focused on improving the healthcare system of a nation as
a whole, many of the metrics that would be necessary to

REGIONAL ANALYSIS FOR DEVELOPMENT, FALL 2015

5

Fig. 6. On average, every percent of the population (age 15-49) with HIV in a country is associated with 82 more cents per person (out of an average
$7.24/person) in received health aid (2013 US dollars). The relationship is significant with a p-value < 0.0001 and an R2 of 0.500. Also, for every new
incident of tuberculous per 100,000 people is associated with an average increase of 1.7 more cents per person (out of a $7.24 base amount) in received
health aid (2013 US dollars). In the perspective of percentages, a one percent increase of the population with TB is on average associated to a $1.70 more in
aid per person. The relationship is significant with a p-value < 0.0001 and an R2 of 0.357 [2], [9].

test would change more slowly than most vertical initiatives,
thus increasing the risk of donors putting more money into an
unhelpful or inefficient program. Although we have seen that
horizontal aid likely leads to major improvements over time (as
in the case of Tanzania), it can be difficult to ascertain which
programs would use a donor’s money most efficiently. Outputs
and outcomes have been specifically difficult to measure in
many cases of horizontal funding, in part due to the slow
change inherent to the process.
C ONCLUSION
Due to both donor- and recipient-side behaviors, aid given
to Sub-Saharan Africa has not been as effective as it could
be. Many factors contribute to this; however, one of the major
factors damaging aid efficiency has been a strong preference
for “vertical” aid programs that focus on a specific problem
to be targeted. Despite some immediate benefits to the issues
these programs are targeting, they have had many unforeseen
consequences, and their popularity has led to an underinvestment in health systems, or lack of “horizontal” aid. Horizontal
aid shows great promise for increasing health more stably
and sustainably, and many groups are now examining ways
to implement horizontal aid. However, a lack of intermediate
and relatively short time-scale indicators for horizontal aid
are required both to boost its adoption and find out which
horizontal programs are most effective. The development and
the use of these indicators, as well as a general increase in
horizontal investment in health systems in Sub-Saharan Africa,
should serve to boost health and improve the lives of millions.
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