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About IHME

An independent population health research organization based at the
University of Washington School of Medicine, the Institute for Health
Metrics and Evaluation (IHME) works with collaborators around the world
to develop timely, relevant, and scientifically valid evidence that illuminates
the state of health everywhere. In making our research available and
approachable, we aim to inform health policy and practice in pursuit of our
vision: all people living long lives in full health. For more information about
IHME and its work, please visit www.healthdata.org.

Call for collaborators

In addition to conducting the Financing Global Health study, iIHME coordi-
nates the Global Burden of Diseases, Injuries, and Risk Factors (GBD) Study,
a comprehensive effort to measure epidemiological levels and trends
worldwide. (More information on GBD is available at www.healthdata.org/
gbd.) The GBD study relies on a worldwide network of more than 8,000
collaborators in over 150 countries. Current collaborator areas of expertise
include epidemiology, public health, demography;, statistics, and other
related fields. IHME has expanded the scope of GBD to encompass quantifi-
cation of health resource flows, health system attributes, and the
performance of health systems. To that end, IHME is seeking GBD collabora-
tors who are experts in health financing and health systems. GBD
collaborators — many of whom have co-authored GBD or Financing Global
Health publications — provide timely feedback related to the interpretation
of GBD and Financing Global Health results, data sources, and methodolog-
ical approaches pertaining to their areas of expertise. We invite researchers
and analysts with expertise in health financing to join the GBp Collaborator
Network. Potential collaborators may apply at www.healthdata.org/gbd/
call-for-collaborators.
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Executive summary

Financing Global Health 2021 provides estimates of total spending on
health, development assistance for health, and projections of future health
spending. Much global progress has been made since the previous edition of
Financing Global Health, which was written and produced during some of
the worst days of the pandemic. In many parts of the world, covip-19
deaths and hospitalizations have decreased dramatically, and some no
longer consider the pandemic to be a global emergency. Reported global
daily deaths from covip-19 have dropped from above 16,000 per day on
January 24, 2021, to approximately 1,600 as of mid-December 2022.
Likewise, global hospital resource use has dropped precipitously from its
peak in April 2021.!

Financing for vaccine development and distribution has been integral to
these gains. According to wHO, almost 200 covib-19 vaccines have been
developed globally since the start of the pandemic,> and nearly 13 billion
doses® have been administered to date.

However, challenges loom. covip-19 vaccine distribution has been far
from equal, with high-income countries receiving the majority of available
vaccines to date. Health conditions like mpox — and now the resurgence of
polio — are also issues of concern. Another is the war in Ukraine, which is
proving to have wide global repercussions, from food insecurity to energy
and economic implications. Finally, there is the increasing possibility of a
global recession driven by inflation, the aftereffects of covip-19, the war in
Ukraine, and downturns in several economies. As much health spending
originates from tax revenue, funding both government spending and
development assistance, economic uncertainty and recession could have
large impacts on global health.

A year underscored by major gains and losses highlights the importance
of tracking spending on health. The health spending tracking and estimates
in Financing Global Health show patterns across income groups and
regions, as well as over time, and highlight variations between countries,
which can identify where more resources are needed most. Financing
Global Health 2021’s health spending estimates cover 204 countries from
1995 to 2019, while for development assistance for health (DAH), we present
estimates from 1990 to 2021 for 137 low- and middle-income countries.” Our
future health spending scenarios cover 204 countries for the period from
2020 to 2050.

Two particular focuses of this year’s report are development assistance
for covip-19 and the historical lack of funding for pandemic preparedness.
Understanding how much is being spent on health to fight covip-19 is
integral to both managing the current pandemic and preparing for
the next one.

We estimate that total global health spending increased to $9.2 trillion
(95% uncertainty interval 9.1—9.3) in 2019. This constitutes a 3.1% increase

over the 2018 total. Table 1 shows total 2019 spending and 2019 spending
by source. *2021 DAH estimates are projections.

EXECUTIVE SUMMARY | 11



TABLE 1 Total health spending and health spending by source, global and by income group, 2019

Health
spending per
person (USD)

Global 1,183
(117110 1,195)

WORLD BANK INCOME GROUP

High-income 5,938
(5,876 10 6,004)

Upper-middle-income 575
(56110590)

Lower-middle-income 117
(11410121)

Low-income 37
(3610 38)

*Estimates in parentheses are 95% uncertainty intervals.

Health
spending per
person ($PPP)

1,518
(1,505t01,531)

6,469
(640510 6,535)

1,085
(1,062t01,108)

300
(2910 309)

145
(1400 150)

Health
spending per
GDP (%)

9.7%
(9.6109.8)

12.4%
(1221012.5)

5.7%
(5.6105.9)

4.1%
(3.9104.2)

4.9%
(4.7t05.2)

Government
health spending
per total health

spending (%)

59.8%
(59.81059.8)

62.0%
(61.4t062.7)

56.0%
(54.6t0 57.4)

39.9%
(38.7t041.1)

23.0%
(22.11023.8)

Development assistance for health includes both financial and in-kind contributions
for activities aimed at improving health in low- and middle-income countries.

PPP = Purchasing power parity

*For information about GBD
cause levels, please visit

https://www.healthdata.org/node/7849.

Out-of-pocket
spending per
total health
spending (%)

18.2%
(17.910 18.5)

13.7%
(13.3t014.3)

32.6%
(31.5t033.7)

47.3%
(45.9t048.6)

43.8%
(42.6t044.9)

Prepaid private
spending per
total health
spending (%)

21.5%
(21.11021.9)

24.3%
(23.61024.9)

11.2%
(10.4t012.2)

10.6%
(9.7t011.6)

4.7%
(4.3105.2)

Development
assistance for
health per
total health
spending (%)

0.5%
(0.5t00.5)

0.0%
(0.0t00.0)

0.2%
(0.1100.2)

22%
(22102.3)

28.5%
(28.0t029.1)

According to our preliminary estimates, there was $67.4 billion in DAH in

2021. Between 2020 and 2021, total DAH increased 8.6%; $37.8 billion was

directed to pDAH for coviD-19 between 2020 and 2021. Despite a plateauing

in DAH growth in the years immediately preceding the pandemic, the

increase in DAH between 2019 and 2020 — when DAH grew 43.9% — as a

result of covip-19 was unprecedented. So the continued increase between

2020 and 2021, while not as dramatic as 2019—2020, continues this trend.

Notably, the $37.8 billion that has been spent on DAH for covip-19 is 810%

more than total spending on DAH for pandemic preparedness between 2000

and 2019, which totaled $4.2 billion.
DAH for health focus areas other than covip-19 reached $45.6 billion in
2021, about 0.9% lower than the non-covip-19 total in 2020, although 5.8%

higher than 2019. By health focus area, our preliminary estimates suggest

that pAH for non-communicable diseases (NCDs), reproductive and
maternal health (RMH), and sector-wide approaches (swAps) and health

systems strengthening decreased between 2020 and 2021, going down by

2.8%, 6.7%, and 11.1%, respectively. Conversely, DAH for newborn and child
health (10.3%), HIV/AIDS (2.2%), malaria (13.6%), other infectious diseases
(which includes covip-19) (26.1%), and tuberculosis (2.1%) increased
between 2020 and 2021.

The pandemic has skewed development spending: DAH has increased

56.3% since 2019, largely due to covip-19. And while it is positive that our

preliminary estimates suggest DAH for a number of non-covibp health focus

areas grew between 2020 and 2021 after declining between 2019 and 2020,

that spending on areas like NcDs and reproductive and maternal health

seems to have declined is a cause for concern. According to the most recent

Global Burden of Disease study, in 2019, six of the top 10 Level 3" causes of

disease burden (as measured by age-standardized disability-adjusted life
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years) were NCDS, and there were nearly 200,000 deaths from
maternal disorders.*

Low-income countries are most reliant on DAH, where it makes up 28.5%
(28.0—29.1) of 2019 total health spending, while lower-middle-income
countries rely on out-of-pocket spending to finance health care, amounting
to 47.3% (45.9—48.6) of 2019 health spending. Government and prepaid
private spending were the largest contributors to health spending in
high-income countries (86.3% [85.0—87.5] of 2019 health spending), and in
upper-middle-income countries, government and prepaid private spending
constituted 56.0% (54.6—57.4) and 11.2% (10.4-12.2) of 2019 spending on
health, respectively.

Financing Global Health 2021’s estimates of future health spending from
2020 to 2050 estimate spending will grow to $16.9 trillion (16.1-17.8) by
2050. Global disparities will likely remain, as high-income country
spending is projected to grow to $10,141 per person (9,546-10,737) by 2050,
while low-income country spending is only projected to grow from $42 per
person (42—43) in 2020 (less than 1% of 2019 high-income spending) to $56
per person (53—60) in 2050, remaining less than 1% of the per person
spending rate across high-income countries.

Overall, Financing Global Health 2021 is focused on pandemic prepared-
ness and response spending, specifically as it relates to covip-19. This
year’s report also includes updated estimates of overall global domestic
spending, now through 2019, updated estimates of contributions to bAH,
including preliminary estimates through 2021, and updated estimates of
future health spending, to 2050. Last but hardly least, also included in
Financing Global Health 2021 are up-to-date financing profiles for seven
health focus areas: covip-19; HIV/AIDS; tuberculosis; malaria; other
infectious diseases; reproductive, maternal, newborn, and child
health; and NcDs.

EXECUTIVE SUMMARY | 13



14 | FINANCING GLOBAL HEALTH 2021
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BIEUERRN37812 £ Tt b 2000 E 2019 B H F AR TR SR B A & BRI ELR
B (421235t) B 7810%.

BrCOVID-19RUSNB AT 4 B BB S BIfE 2021 R8BI 745612 3% 7T, Lt
20205COVID-19LUSMA B ERKO.8%, 1B2LE 201945 55.8%, IRIE DAL,
TS EHRA2020F E2021FHFIEERMER £EMPFEERE. £
BI1735E (SWAPS) FIB4 RS NR D BRI T 2.8%. 6.7%H11.1%. TATH
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1 2019 F 2 ERAMBIEWAKFERN BAE S T EFRIERRN PAE L

ABBAERE  ABEAEZH

(USD]

2R 1,183
(1.171-1,195)

R ERIT U AIKFE
BRAER 5,938
(5,876-6,004)
hERAER 575
(561-5%0)
PRI AER 17
(114-121)
RABER 37
(36-38)

HESHHAISHEEK [

BAEZH/ BREEY  PARREI FANRARE IDALEE
($PPP) GDP(%) H/EBEAY £3XH/E23P4 JH/EBEY ZH/EDEX
H (%) S H (%) H (%) H (%)
1,518 9.7% 59.8% 182% 21.5% 0.5%
(1,505-1,531) (9.6-9.8) (59.8-59.8) (17.9-18.5) (21.1-21.9) (0.5-0.5)
6,469 12.4% 62.0% 13.7% 24.3% 0.0%
(6,405-6,535) (12.2-12.5) (61.4-62.7) (13.3-14.3) (23.6-24.9) (0.0-0.0)
1,085 57% 56.0% 32.6% 11.2% 0.2%
(1,062-1,108) (5.6-5.9) (54.6-57.4) (31.5-33.7) (10.4-12.2) (0.1-0.2)
300 41% 39.9% 47.3% 10.6% 2.2%
(291-309) (3.9-4.2) (38.7-41.1) (45.9-48.6) (9.7-11.6) (2.2-2.3)
145 49% 23.0% 438% 47% 28.5%
(140-150) (4.7-5.2) (22.1-23.8) (42.6-44.9) (4.3-5.2) (28.0-29.1)
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KpaTtkoe pesome

B oruere QuHancuposarue chepvl sceMuprozo 30pasooxpaHeHus 3a 2021 200
IIpeiCTaB/IeHbI OLIEHKA CYMMAPHBIX PACXOfIOB Ha 3[JpaBOOXPaHEHMe 1 COfIeliCTBIe
B €r0 PasBUTHI, @ TAKXKe IIPOTHO3bI OYAYIINX PACXOJOB Ha 3[paBOOXPAHEHIE.

Co BpeMeHM BBIITyCKa IpefbIAyIero oT4eta QuxaHcuposariue chepot 6cemuprozo
30pas00XpareHust, KOTOPBI ObI IOATOTOBJIEH B CaMble TsDKe/IbIe JHY TAH/eMIN,
OBUI JOCTUTHYT 3HAYNTE/IbHBII ITI00/IbHBILII IIporpecc. Bo MHOIMX YacTsx Mupa
KOJITYeCTBO CMepTeil 11 TOCIIMTAIN3ALNIA, CBI3aHHBIX C COVID-19, 3HAYUTETbHO
CHIBUJIOCD, U HEKOTOPBbIE y)Ke He CIMTAIOT IAHIEMMUIO IJI0Oa/IbHOI YPe3BbIYaiiHO
cutyanyeit. KomryecTso 3aperucTpypoBaHHbIX 3a CYTKM CMepTeit 0T COVID-19

B MIIpe CHU3MIOCH C 60sIee 4eM 16 000 10 COCTOSIHUIO Ha 24 STHBAPSI 2021 FOfia

10 IpUOIM3UTEIBHO 1600 IO COCTOSHUIO Ha CepeiUHy AeKabpsi 2022 rofa.
AHajIorn4HeIM 06pa3oM, B MIUpPe Pe3KO COKPATUIOCh MCIIONb30BaHME
OO/IbHIYHBIX PECYPCOB B CPAaBHEHNUY C TMKOBBIM 3HAYEHIeM, JOCTUTHY TBIM

B ampesie 2021 roja.’

HeoTbemeMoit 4acThI0 3TUX YCIIEXOB SBIAETCS GMHAHCUPOBAHIE
paspaboTku u pacnpocrpaHenus Bakuut. [To ganusiM BO3, ¢ Havana
[aHZIeMU B MUpPe pa3paboTaHo HOYTH 200 BaKIVH IPOTUB COVID-19% 1 Ha
CETOJHAIIHUI MOMEHT /I BaKL[MHALIMM VICIIONIb30BAHO IIOUTH 13 M/IPJ /103,

Tem He MeHee, TpobIeMbI OCTAlOTCA. PaciipefienieHte BaKIMH IPOTHUB
COVID-19 6BIIO Ia/IeKO He PABHOMEPHBIM U Ha JAHHBIII MOMEHT OO/IbIINHCTBO
MMEIOIMXCSA BAaKIIVMH IIOTyYM/IY CTPAHBI C BBICOKMM YPOBHEM JI0X0/0B. Takue
3a00/IeBaHNs, KaK OCIIa 00e3bsIH, a Telepb I BCIUIECK CTydYaeB MOMMOMMETNTA,
TAK>Ke BBI3BIBAIOT 03a604eHHOCTb. [Ipyroil mpo6/IeMoit SAB/IsIeTCs BOIHA B
YKpanHe, KOTOpas OKa3bIBaeT 3HAYNTEIbHOE [I00ATbHOE BIVSHIE: OT
HeJJ0CTaTKa IIPOJOBONIbCTBIA JJO SHEPreTUYeCKMX ¥ SKOHOMUIECKIX
TOCIEICTBMIL. VI HaKOHeIl, pacTeT BEPOSITHOCTD IT0OAIbHOIL peliecCuls,
CBA3AHHOII ¢ HHIIALYET, TOCTeACTBUAMY COVID-19, BOIHBI B YKpanHe 1
CIIaloM B 9KOHOMMKAX PsAfa CTpaH. B ¢BA3M ¢ TeM, YTO 3HaUMTeTbHAA YaCTh
CPeJCTB, 13 KOTOPBIX OIIAYMBAIOTCS PACcXO/bl HA 3[[paBOOXPaHEeHNe — KaK
rOCy/JapCTBEHHbIE PACXOfIbl, TAK U PACXO/Ibl HA COEICTBIIE B PA3BUTUM
37 paBoOXpaHeHNsT — GOPMUPYETCs 3a CUET HAJIOTOBBIX IIOCTYIUICHMNIL,
9KOHOMMYECKas HEOIPeZleIeHHOCTD 1 Pellecchsl MOTYT OKa3aTh 3HAUUTENbHOE
B/IMSIHME Ha [7I06a/IbHOE 3[[paBOOXPaHEHIe.

Toz1, oTMe4eHHbII ¥ KPYITHBIMU JIOCTVKEHUAMM, ¥ KPYITHBIMY IIOTEPAMI,
TIOfIYePKMBAET BAXKHOCTD OTC/IEKMBAHMA PACXO/IOB HA 3[]paBOOXPaHEHNeE.
MexaH13MbI HAOTIONEHIIA U OLIEHK! PACXOJIOB Ha 3 PaBOOXPAaHEHIe B OTUETe
Dunarcuposare cepvi BcemMUupHo20 30pAB00XPAHEHUS TIO3BOJIIIOT B ANHAMIKE
OTC/IEINTb 3aKOHOMEPHOCTH TI0 KaTeropysAM JIOXOfIOB U PETMOHAM, BK/TI0Yas X
9BOJIIOLNIO BO BPEMEHH, a TaKyKe BBIIEIUTD P3N MeX/ly CTpaHaMIU I,
COOTBETCTBEHHO, OIIPee/INTh PAlOHbI, Hanbosee Hy>KAKOIIecs B
TOTIONTHUTENbHBIX pecypcax. OlleHOYHbIe IIOKA3aTeNN PAcXofloB Ha
3IpaBooOXpaHeHue B oTdete QuHancuposarie cepol 6cemMupHozo
30pas00XpareHus 3a 2021 200 OXBATBIBAIOT 204 CTPAHbI 3a IIEPHOT, C 1995 TOA
II0 2019 TOfi, @ B OTHOLIEHNM COfEVICTBYA B pa3BUTUy 3apaBooxpanenus (CP3),
TIpUBENIeHbI OLIEHKM 32 IIEPUOY € 1990 TOfia IO 2021 FOfL [VIA 137 CTPAH C HUSKUM
U CPeIHMM YPOBHeM Jjox0fi0B.” Kpome Toro, puBeieHbl BAPHMAHTbI IPOrHO3a
PacxofioB Ha 3/[paBOOXPaHEHNe JI/IA 204 CTPaH Ha IIepyO] C 2020 rofia 10 2050 TOf.

B oruere 3a Tekyuii rof 0co60e BHUMaHME YAE/SETCS ABYM BOIIPOCAM
— COJEIICTBUIO B Pa3BUTHUY 3APABOOXPAHEHNs J/Is 60PbOBI C COVID-19 1
UCTOPUIECKY CIIOXKVBIIEMYCsT HeTO(DMHAHCUPOBAHNUIO 0OeCIIedeH sl TOTOBHOCTH

* OM,eHO‘tHble noxkasamenu pacxoaos Ha
K IIaHOEMUAM. [Tounmaumne TOT O, CKOJIBKO Cpe,[[CTB B 3,upa300xpaHeHMM CP3 3a 2021 200 s8nastomcs npozHo3amu.
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TAB/MLIA 1 CymmapHble pacxofibl Ha 3paBOOXPaHeHIe 1 PacXodbl Ha 34paBOOXPaHeHIe ¢ pacnpeaeneHrem no UCTOYHNKaM
B8 2019 roay, Bo Bcem MIpe 1 B rpynnax CTpaH € pa3HbiM yPOBHEM OX00B

Bo Bcem mupe

Pacxopbl Ha

Pacxopbl Ha

3paB0oOXpaHeHUe 34paBooXpaHeHue

Ha YenoBeka
(monn. CLLUA)

1183
(oT1171 00 1195)

Ha yenoBeka
(nNNcC aonn.)

1518
(011505 g0 1531)

Pacxopbl Ha
3ApaB0OOXpaHeHue
— nons (%)
ot BBI

9,7%
(019,6109,8)

TPYNMNbI CTPAH MO YPOBHI0 10X0/10B M0 KNACCUOUKALIMM BCEMUPHOTO BAHKA

(CBbICOKVIM ypOBHEM
J0X00B

C YPOBHEM 10X0/10B BbiLLe
(peaHero

CypOBHEM [J0XOZI0B HIbKe
CpegHero

CHUM3KVM YpOBHEM
JI0X0710B

5938
(075876 10 6004)

575
(0156110 590)

17
(or11480121)

37
(or36,1038)

6469
(076405 10 6535)

1085
(071062 f0 1108)

300
(01291 10 309)

145
(o 140 10 150)

124%
(0112,20012,5)
57%
(015,6005,9)
41%
(or39m04,.2)

49%
(ot4,7105,2)

locynapcTBeHHble
pacxopbl Ha
3[ipaBooXpaHeHue
— nona (%)
0T CyMMapHbIX
pacxonoB Ha
3ipaBoOXpaHeHune

59,8%
(0159,81059,8)

62,0%
(o161,40062,7)
56,0%
(or54,6 10 57,4)

39,9%
(or38,7 p041,1)

23,0%
(0122,10023,8)

Pacxoapl Ha
31paBoOXpaHeHue
13 INYHBIX
cpepcTB —
nona (%) ot
CyMMapHBbIX
PacxoAoB Ha
3paBooOXpaHeHne

18,2%
(0117,90018,5)

13,7%
(ot13,300143)
32,6%
(or31,50033,7)

473%
(or45,9 1048,6)

43,8%
(or42,6 1044,9)

* OueHounvle nokazamenu 6 CKOOKAx npedcmasnsaom coboii 95%-e UHMePEAvl HeonpeoeneHHOCU.

Cooeiicmeue 6 passumuu 30pasooxXpaHeHus 6K104AeM KAk PUHAHCOBbIE 63HOCHL, MAK U 63HOCHL 6 HAINYPATILHOM
BLIPANCEHUL HA MePbl, HANPABTIEHHbIE HA YTyHlUeH e 300P0BbS 6 CHPAHAX C HUSKUM U CPEOHUM YPOBHEM 00X00086.

IITIC — napumem noxynamenvHoti cnocoOHOCHI.

lpeponnayeHHble
yacTHble pacxofibl
— pons (%)
0T CyMMapHbIX
pacxo/ioB Ha
3paBooXpaHeHue

215%
(0121,10021,9)

243%
(0123,61024,9)
11,2%
(0110,40012,2)
10,6 %
(019,710 11,6)
47%

(04,3 0052

CopelictBue
B pa3BuTMN
3/1paBOOXpaHeHuA
— pons (%)
0T CyMMapHbIX
pacxopoB Ha
3ApaBoOXpaHeHue

0,5%
(ot0,5000,5)

0,0%
(010,0100,0)
0.2%
(010,1000,2)

22%
(012,2102,3)

28,5%
(0128,01029,1)

TpATUTCA 11 60pbOBI ¢ COVID-19, ABJIAETCA HEOThEM/IEMOIT YaCThIO KaK
JIVKBUIALY TEKYIIell ITaH/IeMIUM, TaK U IIOATOTOBKIY K CIEIYIOIIelt.

ITo HaUIMM OLIeHKaM, B 2019 TOAY CYMMapHble I7I00a/IbHble pacXOAbl Ha
3[paBOOXpaHEeHMe YBeIMYWINCH 10 9,2 TPJIH JOIUIAPOB (95%-11 MHTepBa
HEOIIPee/IECHHOCTH 9,1 - 9,3). DTO Ha 3,1 % Oorblile, YeM B 2018 roay. B
Tab/IMLIe 1 HOKa3aHbl CYMMapHble PacXOfbI 32 2019 FOJ ¥ PACXOJbI 3a
2019 TOf] C pacIipefie/ieHyieM MO ICTOYHMKAM.

ITo HammM npegBapuTeNTbHBIM OIIeHKaM, B 2021 rofly pacxozsl Ha CP3
COCTAaBWIN 67,4 MIIPJ, IOTUIAPOB. B 2021 rofry Mo cpaBHEHMIO € 2020 rOfIOM
cymMmapHble pacxofpl Ha CP3 yBenmunmuch Ha 8,6 %; B 3TOT »Ke epuoj, Ha
CP3 B o6mactut 60pp6bI ¢ COVID-19 OBLIO HATIPABIEHO 37,8 MIIP], LO/UIAPOB.
Hecmorps Ha oTcyTcTBHE pocTa pacxofoB Ha CP3 B rozbl, HEOCPEICTBEHHO
MpelIecTBYIoLe NanjeMuy, yBenudenne CP3 B 2020 rofiy 1o cpaBHEHMUIO C
2019 TOJIOM, KOIZIa B pe3ynbTaTe COVID-19 pacxopibl Ha CP3 Beipocnu Ha
43,9 %, 6bUIO0 OecrpelieieHTHBIM. TakuM 06pa3oM, COXpaHsIOleecs
yBeYeHne PacXofoB B 2021 TOAY IO CPAaBHEHUIO C 2020 TOIOM, XOTs U He
TaKOe BBIPAKEHHOE, KaK B 2020 IOy TI0 CPAaBHEHMIO C 2019 TOIOM,
IIPOZIO/DKALT 3TY TeHAeHIuIo. [IpuMeuaTesrbHO, 9TO CyMMa B 37,8 MIIPH
IOJUIapoB, HoTpadeHHbIX Ha CP3 B o6macty 60pbOBI € COVID-19, Ha 810 %
IpeBbIlIaeT cyMMapHble pacxonbl Ha CP3 3a mepuog ¢ 2000 ropa 1o 2019 Tofi B
o6acTy obecrieyeHsA FOTOBHOCTY K TTaH/IeMUY, KOTOPbIe COCTaBU/IN

4,2 MJIPT, IOJUTapPOB.

Pacxoppt Ha CP3 B ipyrix o6macTsx, Hexxeny 60pbba ¢ COVID-19, B 2021 TORY
TOCTUIIN 45,6 MJIPT, JO/UIAPOB, YTO IIPUOIU3UTENBHO Ha 0,9 % HIDKE, YeM B
2020 T'OZLy, HO Ha 5,8 % BBIIIIe, 4eM B 2019 roxy. [Ipy pacipeneneHnu 1o o6macTsam
37 PaBOOXPAHEHNs1, HAIIIM TTPE{BAPUTENbHbIE OLIEHK TIOKA3bIBAIOT, YTO PACXOJ[bI
Ha CP3 B o6macTsAx HeKOHTarnosHeIx 3abonesanuit (HK3), penponykrisHOro u
MaTtepmHCKOro 310poBbsi (PM3), a taxoke ob1iecektopanbHbIx oaxonos (OCII)
U YKpeIUIEHNA CUCTEM 3[PaBOOXPAHEHN B 2021 FOIy B CPABHEHNI C 2020 TOIOM
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CHUSBWIVCh Ha 2,8 %, 6,7 % 1 11,1 % COOTBETCTBEHHO. VI HaoboporT, pacxoysl Ha CP3
B 00/1aCTsIX OXPaHbI 37I0POBbsI HOBOPOXK/IEHHBIX 1 JieTel (10,3 %), 6opbobl ¢ BUY/
CIINZ (2,2 %), maysapueii (13,6 %), opyruMuy MHGEKIVIOHHBIMI 3a00/IeBaHAMYI
(koTOpBIe BKIIIOYAIOT COVID-19) (26,1 %) 1 TYOepKye3oM (2,1 %) B 2021 TORY

B CPaBHEHNI C 2020 TOJOM YBE/TNYIIIVC.

[TanpemMyist IpMBeIa K IePeKOCy B PaCXO/ax Ha COfIelICTBIE Pa3BUTIIO
37paBOOXPAHEHNSI: C 2019 Tofa pacxopsl Ha CP3 yBemmunuce Ha 56,3 %,
[IPEMMYIeCTBEHHO 3a CYeT PacXofoB Ha 60pb0y ¢ COVID-19. VI X0oTs Hamm
[IpefBapUTe/IbHbIE OLIEHKI CBUAETEIbCTBYIOT O TOM, 4TO pacxopsl Ha CP3
B psfie 061acTell 3TPaBOOXPAHEHNS, HE OTHOCAIINXCS K 60pbbe ¢ COVID,
BBIPOC/IN B 2021 TOAY B CPABHEHUM C 2020 TOJOM IT0C/IE X CHYDKEHVISI B
2020 TOZy B CPAaBHEHNN C 2019 TOJI0M, PACXOJBI B TAKMUX 00/macTsx, kak HK3
U PEIPOAYKTUBHOE U MATEPUHCKOE 3[J0POBbe, IOX0XKe, CHU3NIUCH, YTO
BbI3bIBaET GecrrokorcTBo. COITACHO MOCTIEHEMY UCCIEHOBAHNUIO [T00aIBHOTO
Opemenn 6ojie3HelL, B 2019 IOy LIECTH U3 10 BEAYILIVX IPUINH OpeMeHN
6ose3Helt 3-T0 ypoBHA (OIpefe/AeMbIX 110 KOIMYECTBY JIeT XXU3HU C
[IOIIPABKOIT HA HETPYAOCIIOCOOHOCTD U CTAaHAAPTU3ALMEN [I0 BO3PACTY)
orHocumich K HK3 1 moutn 200 000 cMepTeit 6511y 06yCIOBIEHBI
MaTepUHCKUMI 3a60/TeBaHMAMM. *

CrpaHBI ¢ HM3KVIM YPOBHEM JIOXO/{OB OOJIbIIIE BCETO 3aBUCAT OT CPENCTB,
BhIflenAeMbIX Ha CP3, B 2019 TOy TaKk1e pacxofbl COCTaBUIN 28,5 %

(28,0 - 29,1 %) OT CyMMAapHBIX PacXo/0B Ha 3JjpaBOOXpaHeHNe. B To BpeMst Kak
CTpaHBI C YyPOBHEM [JOXO/J0B HIDKE CPEHETO 3aBUCAT OT JINIHBIX CPELCTB,
BBIfIe/IsIEMBIX /11 GMHAHCUPOBAHSI 3[[pABOOXPAHEHISI, B 2019 TOJLy TaKye
Pacxofibl COCTABUIN 47,3 % (45,9 - 48,6 %) OT OOILIUX PacXomoB Ha
37paBOOXpaHeHNe. B cTpaHax ¢ BBICOKMM YPOBHEM JJOXOf{OB HanMOOJIbIIYIO
IO/II0 B PACXOfiaX Ha 3[paBOOXPAHEHNE COCTABIIN TOCYAAPCTBEHHBIE 11
MpefonyIadeHHble YaCTHBIE PacXosl — 86,3 % (85,0 - 87,5 %) OT pacxojoB Ha
37paBOOXpaHEHNe B 2019 TOAY. B cTpaHax ¢ ypOBHEM [JOXO/0B BBIIIIE CPEIHETO
rOCy/IapCTBEHHbIE U IIPeOIIadeHHbIe YaCTHBIE PACXO/BI COCTABIIN 56,0 %
(54,6 - 57,4 %) M 11,2 % (10,4 - 12,2 %) OT PACXO/JOB Ha 3[paBOOXPaHEHIE B

2019 TOIy COOTBETCTBEHHO.

Ouenky 6yRyIuX PacXOOB Ha 37[PaBOOXPAHEHIIE C 2020 TO/a 110 2050 TOf,
[puBefieHHble B oTYeTe PUHAHCUPOBaHUE Chepbl BCeMUPHO20 30PABOOXPAHEHUS
3a 2021 200, TIPEJIIONATAIOT POCT PACXOJOB /10 16,9 TPU/UIMOHA JIO/UIAPOB
(16,1 - 17,8) k 2050 rogy. [l106anbHOE HEPaBEHCTBO, BEPOSITHEE BCETO,
COXPAHUTCSI, HOCKOJIBKY, COITIACHO ITPOTHO3aM, K 2050 TOAY PaCXOJbl CTPaH
C BBICOKMM YPOBHEM JIOXO[0B BBIPACTYT /10 10 141 O/I/Iapa Ha Ye/I0BEKa
(9546 - 10 737), B TO BpeMsI KaK PacXOfbl CTPAH C HUSKUM YPOBHEM [JOXO[0B
BBIPACTYT C 42 TOJ/UIAPOB Ha YeJIoBeKa (42 - 43) B 2020 rofy (MeHee 1 % OT
PacXoJ0B CTPAH C BHICOKMM yPOBHEM JJOXO[O0B B 2019 TOAY) [0 56 AO/UIAPOB Ha
qesioBeKa (53 - 60) B 2050 IOy, HO-IIPEXHEMY COCTABIIAA MeHee 1 % OT YPOBH:
PacXo/ioB Ha YeJIOBEKA B CTPAHAX C BBICOKIIM YPOBHEM JIOXOJIOB.

B uenom, otuer Qunancuposarue chepor 6cemupHozo 30pasooxpareHus 3a
2021 200 cPOKYCHPOBAH HA PACXOAX Ha 0becredeHrie TOTOBHOCTY K [TAH/IEMUN
U OTBETHBIE MePbI, 0COOEHHO CBsI3aHHBIE C COVID-19. B aTOM romy oTyer
TAaKKe BKII0YaeT OOHOB/IEHHbIE OLIEHKY CyMMAaPHBIX IJI00Q/IbHBIX BHYTPEHHIX
PacXoJIOB Ha 3[IPaBOOXPAHEHIE, TEMEPh BIUIOTH JI0 2019 TOMIa, 0OHOBIEHHbIE
orenkn otunuciennii Ha CP3, B TOM 4ncie peiBapuTeIbHbIE OL[EHKH [0
2021 TO/Ia, 1 OOGHOBJIEHHBIE OLIEHKM GYAYIIIX PACXOIOB Ha 3[PaBOOXPAaHEHIe
BIUIOTH [IO 2050 roja. V mocieguee, HO He MeHee BaXKHOE: B OTYET
Dunancuposarue cghepuvl 8ceMUPHO20 30PABOOXPAHEHUS 3a 2021 200 TAKIKE
BKJ/IIOYEHbI AKTya/IbHble IPOduIy GMHAHCUPOBAHNSI [IST CEMI OCHOBHBIX

* [lnst nonyyveHus ungopmayuu 06

obracTell 3gpaBooxpaHeHusA: COVID-19; BUY/CIIN]I; Tybepkynes; Manapus; yposHsIx npurH en0bansHozo Gpemeru
napyrue I/IH(i)eKI_U/IOHHI)Ie 336OHeBaHI/IH; PENPONYKTMBHOE 3TOPOBDHE, 6one3Hell nocemume 366—(31"1]30}{1/!14}/
MaTepUHCKOe 3J0pPOBbe, 3[l0pPOBbe HOBOPOKeHHBIX 1 fereit; HK3. https://www.healthdata.org/node/7849.
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Résumé analytique

Le rapport Financing Global Health 2021 présente des estimations actualisées
des dépenses de santé, de l'aide au développement pour la santé et des
projections quant aux dépenses de santé futures. Des progrés importants ont
été réalisés depuis la derniére édition de Financing Global Health, rédigée et
publiée durant une des pires périodes de la pandémie. Dans de nombreuses
parties du monde, les taux de déces et d’hospitalisations liés a la covip-19
ont considérablement diminué, au point que certains ne considerent plus la
pandémie comme une urgence a I’échelle mondiale. Le nombre de déces
quotidiens dans le monde dus a la covip-19 est a la baisse : environ

1 600 par jour a la mi-décembre 2022 par rapport a plus de 16 0oo par jour au
24 janvier 2021. De méme, l'utilisation des ressources hospitalieres mondiales
a chuté abruptement par rapport a son point culminant en avril 2021".

Ces gains sont attribuables en grande partie au financement de la mise
au point et de la distribution de vaccins. Selon I'oms, pres de 200 vaccins
contre la covip-19 ont été développés dans le monde depuis le début
de la pandémie? et pres de 13 milliards de doses® ont été administrées
jusqu'a présent.

Toutefois, les défis persistent. La distribution des vaccins contre la
coviID-19 est loin d’étre uniforme ; les pays a revenu élevé ont, jusqu’a
présent, bénéficié de la majorité des stocks de vaccins disponibles. Les
maladies comme la variole du singe (mpox) — ainsi que la recrudescence
de polio — sont également une source de préoccupation. A cela s’ajoute la
guerre en Ukraine — avec ses répercussions a I’échelle mondiale, dont
I'insécurité alimentaire et énergétique et d’autres retombées économiques.
Et pour couronner le tout, le monde doit faire face a la possibilité croissante
d’une récession mondiale liée a I'inflation, aux séquelles de la covip-19, au
conflit qui se poursuit en Ukraine, ainsi qu’au ralentissement économique
qui touche plusieurs pays. Etant donné qu'une grande partie des dépenses
de santé proviennent des recettes fiscales, qui financent les dépenses
publiques et l'aide au développement, il est probable que I'incertitude
économique et la récession auront de fortes répercussions sur la santé au
niveau mondial.

Apres une année marquée par des gains et des pertes significatifs, il est
d’autant plus important de suivre attentivement les dépenses de santé. Le suivi
de ces dépenses et les estimations présentés dans Financing Global Health
indiquent les tendances entre les groupes de revenus et les régions ainsi
quau fil du temps et soulignent les variations entre les pays, ce qui permet
d’identifier la ol le besoin en ressources est le plus important. Le rapport
Financing Global Health 2021 comprend des estimations des dépenses de
santé dans 204 pays entre 1995 et 2019, ainsi que des estimations de l'aide au
développement pour la santé (ADSs) entre 1990 et 2021 dans 137 pays a revenus
faible et intermédiaire’. Nos scénarios de dépenses de santé futures couvrent
204 pays pour la période allant de 2020 & 2050.

Ce rapport annuel se concentre tout particulierement sur 'aide au
développement liée a la covip-19 et le manque historique de financement
pour la préparation aux pandémies. Pour gérer la pandémie actuelle et se * Les estimations d'ADs pour 2021
préparer a la prochaine, il est essentiel de bien comprendre les dépenses sont des prévisions.
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TABLE2 Dépenses totales de santé et dépenses de santé par source, au niveau mondial et par groupe de revenu, 2019

Dépenses Dépenses Dépenses Dépenses
de santé par de santé de santé en % publiques de
personne (USD) par personne du PIB (%) santé en %
(PPA en USD) des dépenses
totales de santé
(%)
Au niveau mondial 1183 1518 9.7% 59,8%
(117141195) (150541531) (9,6298) (59,8459,8)
GROUPE DE REVENU DE LA BANQUE MONDIALE
Revenu élevé 5938 6469 12,4 % 62,0%
(5876a6004) (640546535) (12,2a12,5) (61,4462,7)
Revenu intermédiaire, 575 1085 5.7 % 56,0 %
tranche supérieure (561a590) (10624a1108) (56a59) (54,6a57,4)
Revenu intermédiaire, 117 300 41% 39.9%
tranche inférieure (1143121) (291 a309) (39a24,2) (38,7a41,1)
Faible revenu 37 145 49% 23,0%
(36a38) (1404 150) (4,7a5,2) (22,1a23.8)

* Les estimations entre parenthéses représentent les intervalles d’incertitude a 95 %.

Laide au développement pour la santé comprend a la fois des contributions financiéres
et en nature pour les activités visant a améliorer la santé dans les pays d revenus faible
et intermédiaire.

PPA = Parité de pouvoir dachat

Codit a la charge

des patients en

% des dépenses
totales de
santé (%)

18,2%
(17,9318,5)

13,7%
(13,3214,3)

32,6%
(31,5a33,7)

47,3%
(45,92a48,6)

43,8%
(42,6344)9)

de santé pour lutter contre la covip-19.
Nous estimons que le montant total des dépenses de santé mondiales

en 2019 a augmenté jusqu’a 9,2 billions de dollars (intervalle d’incertitude a

95 % : 9,1 — 9,3). Cela représente une augmentation de 3,1 % par rapport au

total de 2018. Le tableau 1 montre les dépenses totales ainsi que les dépenses

par source de financement en 2019.

Selon nos estimations préliminaires, 'ADs en 2021 s'est élevé a

Dépenses de
santé, privées et
prépayées, en
% des dépenses
totales de
santé (%)

21,5%
(21,13219)

24,3%
(23,6324)9)

11.2%
(104312,2)

10,6 %
(9.7a11,6)

47%
(43a52)

Aide au
développement
pour la santé en
% des dépenses

totales de
santé (%)

0,5%
(0,520,5)

0,0%
(0,0a0,0)
0,2%
(0,1402)
2,2%
(22a23)

28,5%
(28,0429,1)

67,4 milliards de dollars. Entre 2020 et 2021, 'ADS totale a augmenté de 8,6 % ;
37,8 milliards de dollars ont été consacrés a 'Aps pour la covip-19 au cours
de cette méme période de 2020 et 2021. Malgré un plafonnement de I'aps au
cours des années immédiatement avant la pandémie, l'augmentation de 'aps
entre 2019 et 2020 — de l'ordre de 43,9 % — destinée a la coviD-19 a été sans
précédent. Cette tendance a continué entre 2020 et 2021, dans une moindre
mesure par rapport a 2019 — 2020. Il convient de noter que les 37,8 milliards
de dollars consacrés a 'aps pour la covip-19 représentent un surcott

de 810 % par rapport au montant total des dépenses d’aDs pour la préparation
aux pandémies entre 2000 et 2019, & savoir 4,2 milliards de dollars.

L'aps pour les domaines de santé autres que la covip-19 était de I'ordre de
45,6 milliards de dollars en 2021, soit environ 0,9 % de moins que le montant
total non lié a la covip-19 en 2020, mais 5,8 % de plus qu'en 2019. Nos
estimations préliminaires par domaine de santé suggerent que 'aDs pour les
maladies non transmissibles (MNT), la santé reproductive et maternelle (SRm)
et les approches sectorielles (sector-wide approaches, swaAp), ainsi que le
renforcement des systémes de santé, a affiché une baisse de 2,8 %, 6,7 % et
11,1 % respectivement entre 2020 et 2021. Par contre, 'ADs pour la santé des
nouveau-nés et des enfants (10,3 %), le VIH/SIDA (2,2 %), le paludisme (13,6 %),
les autres maladies infectieuses (y compris la covip-19) (26,1 %) et la
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tuberculose (2,1 %) a augmenté entre 2020 et 2021.

La pandémie a fortement influencé les dépenses en aide au développement :
I'ADs a connu une hausse de 56,3 % depuis 2019, en grande partie en raison de
la covip-19. Malgré nos estimations préliminaires prometteuses suggérant
une augmentation de I’'ADs pour un nombre de domaines de santé non liés
ala covip entre 2020 et 2021 (aprés un déclin entre 2019 et 2020), la baisse
des dépenses de santé dans les domaines comme les MNT et la santé
reproductive et maternelle est un sujet de préoccupation. Selon la derniére
étude sur la charge mondiale de la morbidité (Global Burden of Disease,
GBD) de 2019, six parmi les dix principales causes de niveau 3" de charge de
la morbidité (mesurées par années de vie ajustées en fonction de I’age et de
'incapacité) étaient attribuables aux MNT et prés de 200 0oo déces étaient
liés a des troubles maternels*.

Les pays a faible revenu sont particuliéerement dépendants de 'Aps qui, en
2019, y a constitué jusqu’a 28,5 % (28,0 — 29,1) du montant total des
dépenses de santé ; tandis que les pays a revenu intermédiaire de la tranche
inférieure dépendent des colits a la charge des patients pour couvrir les
dépenses de santé, de l'ordre de 47,3 % (45,9 — 48,6) en 2019. Les dépenses
publiques et privées prépayées ont contribué le plus aux dépenses de santé
dans les pays a revenu élevé (86,3 % [85,0 — 87,5] en 2019) et, dans les pays a
revenu intermédiaire de la tranche supérieure, les dépenses publiques et
privées prépayées ont représenté 56,0 % (54,6 — 57,4) et 11,2 % (10,4 — 12,2)
des dépenses de santé en 2019, respectivement.

Le rapport Financing Global Health 2021 estime que les dépenses de santé
futures (2020 a 2050) s’éléveront a 16,9 billions de dollars (16,1 — 17,8)
d’ici 2050. Des disparités subsisteront vraisemblablement au niveau
mondial. Les dépenses dans les pays a revenu élevé devraient atteindre
10 141 dollars par personne (9 546 — 10 737) d’ici 2050, tandis que les
dépenses dans les pays a faible revenu ne devraient atteindre que 56 dollars
par personne (53 — 60) en 2050 par rapport a 42 dollars par personne
(42 — 43) en 2020 (moins de 1 % des dépenses dans les pays a revenu
élevé en 2019), ce qui continuerait de représenter moins de 1 % du taux
de dépenses par personne dans l'ensemble des pays a revenu élevé.

Dans I'ensemble, le rapport Financing Global Health 2021 se concentre sur
les dépenses liées a la préparation et aux interventions en cas de pandémies,
particuliérement en ce qui concerne la covip-19. Ce rapport annuel comprend
également des estimations actualisées des dépenses de santé mondiales totales
par pays jusqu'en 2019, ainsi que des estimations des contributions a 'ADSs, y
compris les estimations préliminaires jusquen 2021 et les estimations
actualisées des dépenses de santé futures d’ici 2050. Enfin et surtout, le rapport
Financing Global Health 2021 présente des profils actualisés de financement
de sept domaines stratégiques relatifs a la santé : COVID-19 ; VIH/SIDA ;
tuberculose ; paludisme ; autres maladies infectieuses ; santé reproductive,
maternelle, des nouveau-nés et des enfants ; et MNT.

* Pour en savoir plus sur les niveaux

de causalité de la charge mondiale de
la morbidité, veuillez consulter le site
https://www.healthdata.org/node/7849.
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Resumen ejecutivo

Financiacion de la salud en el mundo 2021 presenta estimaciones actualizadas
del gasto sanitario, ayuda al desarrollo de la salud y proyecciones de gasto
futuro. Se ha avanzado mucho a nivel mundial desde la edicién anterior de
Financiacion de la salud en el mundo, escrita y producida durante algunos

de los peores dias de la pandemia. En muchas partes del mundo, las muertes
y hospitalizaciones por covip-19 han disminuido drasticamente y algunos

ya no consideran que la pandemia sea una emergencia mundial. Las muertes
diarias mundiales notificadas por covip-19 han descendido de mds de 16 ooo
al dia el 24 de enero de 2021 a unas 1600 a fecha de mediados de diciembre
de 2022. Del mismo modo, el uso global de recursos hospitalarios ha
descendido vertiginosamente desde su maximo alcanzado en abril de 2021".

La financiacion para el desarrollo y la distribucién de vacunas ha sido
esencial para estos logros. Segiin la oms, se han desarrollado casi 200 vacunas
contra la covip-19 en todo el mundo desde el inicio de la pandemia® y se han
administrado casi 13 ooo millones de dosis® hasta la fecha.

Sin embargo, se avecinan desafios. La distribucién de la vacuna contra
la covip-19 ha estado lejos de ser equitativa, siendo los paises de ingresos
altos los que han recibido la mayoria de las vacunas disponibles hasta el
momento. Enfermedades como la viruela simica —y ahora el resurgimiento
de la poliomielitis— también son motivo de inquietud. Otro es la guerra en
Ucrania, que estda demostrando tener amplias repercusiones mundiales,
desde la inseguridad alimentaria hasta implicaciones energéticas y
econdmicas. Por ultimo, existe la posibilidad cada vez mayor de una
recesion mundial impulsada por la inflacién, las secuelas de la covip-19, la
guerra en Ucrania y la desaceleracién de diversas economias. Dado que gran
parte del gasto sanitario procede de los ingresos fiscales, que financian
tanto el gasto publico como la ayuda al desarrollo, la incertidumbre
econdmica y la recesion podrian tener grandes repercusiones sobre la
salud mundial.

Un afio marcado por grandes ganancias y pérdidas pone de relieve la
importancia de hacer un seguimiento del gasto en sanidad. Las
estimaciones y el seguimiento del gasto sanitario de Financiacion de la
salud en el mundo muestran patrones entre grupos de ingresos y regiones y
también a lo largo del tiempo, ademads de destacar variaciones entre paises
que permiten identificar las dreas donde se necesitan mds recursos. Las
estimaciones del gasto sanitario de Financiacion de la salud en el
mundo 2021 abarcan 204 paises entre 1995 y 2019, mientras que para la
ayuda al desarrollo de la salud (ADs), presentamos estimaciones de 1990
a 2021 para 137 paises de renta baja y media’. Nuestro panorama futuro de
gasto sanitario cubre un total de 204 paises durante el periodo
de 2020 a 2050.

Dos aspectos en los que se centra especialmente el informe de este afo

son la ayuda al desarrollo para la covip-19 y la falta histérica de *Las estimaciones de la ADS para 2021

financiacion para la preparacién ante una pandemia. Conocer cudnto se son proyecciones.
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TABLE 3 Gasto sanitario total y gasto sanitario por fuente, global y por grupo de ingresos (2019)

Gasto

sanitario por

persona (USD)
Global 1183
(1171a1195)

GRUPO DE RENTA DEL BANCO MUNDIAL
Renta alta 5938
(58762 6004)
Renta media-alta 575
(561a590)
Renta media-baja 117
(1142121)
Renta baja 37
(36a38)

Gasto Gasto Gasto sanitario  Gasto corriente  Gasto privado Ayuda al
sanitario por sanitario gubernamental por gasto de prepago por  desarrollo de
persona ($PPA) por PIB (%) por gasto sanitario gasto sanitario la salud por
sanitario total (%) total (%) gasto sanitario
total (%) total (%)
1518 9,7 % 59,8 % 18.2% 21,5% 0,5%
(15052 1531) (9.6298) (59,8259,8) (17,9a18,5) (21,13219) (0,5a0,5)
6469 12,4% 62,0% 13,7% 24,3% 0,0%
(64052 6535) (12,2a12,5) (61,4262,7) (133a14,3) (23,6224,9) (0,0a0,0)
1085 57% 56,0 % 32,6% 11,2% 0.2%
(10622 1108) (56a59) (54,6257,4) (31,5a33,7) (104212,2) (0,120,2)
300 41% 39.9% 47,3% 10,6 % 2.2%
(2912a309) (39a4,2) (38,7241,1) (45,9a48,6) (9,7a11,6) (2,2a2,3)
145 4,9% 23,0% 43,8 % 4,7% 28,5%
(140a150) (4,7a52) (22,12238) (42,6244,9) (43a52) (28,0229,1)

*Las estimaciones entre paréntesis son intervalos de incertidumbre del 95 %.

La ayuda al desarrollo de la salud incluye tanto aportaciones econémicas como en especie

para actividades destinadas a mejorar la salud en los paises de renta baja y media.

PPA = Paridad de poder adquisitivo.

gasta en sanidad para luchar contra la covip-19 es fundamental tanto para

gestionar la pandemia actual como para prepararse para la proxima.

Estimamos que el gasto sanitario mundial total aumentara hasta los

9,2 billones de doélares (intervalo de incertidumbre del 95 %: 9,1-9,3) en 2019.

Esto representa un aumento del 3,1 % con respecto al total de 2018. En la

tabla 1 se muestra el gasto total de 2019 y el gasto de 2019 por fuente.

Seglin nuestras estimaciones preliminares, la ADS conté con 67 400 millones
de ddlares en 2021. Entre 2020 y 2021, el total de ADs aumenté un 8,6 %; se
destinaron 37 80oo millones de délares a ADS para la covip-19 entre 2020 y
2021. A pesar de un estancamiento en el crecimiento de la ADs en los afos
inmediatamente anteriores a la pandemia, el aumento de la ADs entre 2019
y 2020 —cuando la ADS crecid un 43,9 %— como consecuencia de la covip-19
no tiene precedentes. El aumento continuado entre 2020 y 2021, aunque no
tan espectacular como entre 2019 y 2020, continda esta tendencia. Cabe
destacar que los 37 800 millones de délares que se han gastado en ADs para
la covip-19 suponen un aumento del 810 % respecto al gasto total en ADs
para la preparacion ante una pandemia entre 2000 y 2019, que ascendi6
a 4200 millones de ddlares.

La ADs para las dreas prioritarias de salud distintas de la covip-19
alcanzo los 45 600 millones de ddlares en 2021, aproximadamente un
descenso del 0,9 % frente al total para fines distintos de la covip-19 en
2020, si bien es un aumento del 5,8 % respecto a 2019. Por drea prioritaria de
salud, nuestras estimaciones preliminares sugieren que la ADs para
enfermedades no transmisibles (ENT), salud reproductiva y materna (SRm) y
para los enfoques sectoriales (Es) y el fortalecimiento de los sistemas
sanitarios disminuyé entre 2020 y 2021, con descensos del 2,8 %, 6,7 % y
11,1 %, respectivamente. Por el contrario, la ADs para salud neonatal e
infantil (10,3 %), VIH/SIDA (2,2 %), malaria (13,6 %), otras enfermedades
infecciosas (que incluye la covip-19) (26,1 %) y tuberculosis (2,1 %) aumentd
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entre 2020 y 2021.

La pandemia ha sesgado el gasto para el desarrollo: la ADs ha aumentado
un 56,3 % desde 2019, en gran parte debido a la covip-19. Aunque es positivo
que nuestras estimaciones preliminares sugieran que la ADS para una serie de
areas prioritarias de salud distintas de la cOvID crecid entre 2020 y 2021 tras
haber disminuido entre 2019 y 2020, el hecho de que el gasto en dreas como
las ENT y la salud reproductiva y materna parezca haber disminuido es
preocupante. Seguin el estudio mads reciente sobre la carga mundial de
morbilidad (CMM), en 2019, seis de las 10 principales causas de carga de
morbilidad de nivel 3" (medida por aios de vida ajustados por discapacidad
y normalizados por edad) pertenecian a las ENT y se produjeron casi
200 000 muertes por afecciones relacionadas con la maternidad*.

Los paises de renta baja son los mas dependientes de la Aps, donde
representa el 28,5 % (28,0-29,1) del gasto sanitario total de 2019, mientras que
los paises de renta media-baja dependen del gasto corriente para financiar la
asistencia sanitaria, que asciende al 47,3 % (45,9-48,6) del gasto sanitario
de 2019. El gasto gubernamental y el privado de prepago fueron los mayores
contribuyentes al gasto sanitario en los paises de renta alta (86,3 % [85,0-87,5]
del gasto sanitario de 2019); en los paises de renta media-alta, el gasto
gubernamental y el privado de prepago constituyeron el 56,0 % (54,6-57,4)

y el 11,2 % (10,4-12,2) del gasto sanitario de 2019, respectivamente.

Las estimaciones de Financiacién de la salud en el mundo 2021 sobre el
gasto sanitario futuro de 2020 a 2050 prevén que el gasto crecera hasta los
16,9 billones de ddlares (16,1-17,8) hasta 2050. Es probable que se mantengan
las disparidades globales, ya que se prevé que el gasto de los paises de renta
alta aumente a 10 141 d6lares por persona (9546-10 737) hasta 2050, mientras
que el gasto de los paises de renta baja solo aumentara de 42 ddlares por
persona (42-43) en 2020 (menos del 1 % del gasto de los paises de renta alta
en 2019) a 56 dolares por persona (53-60) hasta 2050, lo que supone menos
del 1 % de la tasa de gasto por persona en los paises de renta alta.

En conjunto, Financiacion de la salud en el mundo 2021 se centra en
el gasto en preparacidn y respuesta ante pandemias, en concreto en lo
referente a la covip-19. El informe de este ailo también incluye
estimaciones actualizadas del gasto interno global desde ahora hasta 2019,
estimaciones actualizadas de las aportaciones a la ADs (incluidas
estimaciones preliminares hasta 2021) y estimaciones actualizadas del gasto
sanitario futuro (hasta 2050). Por dltimo, pero no por ello menos
importante, también se incluyen en Financiacion de la salud en el
mundo 2021 perfiles actualizados de financiacién para siete areas prioritarias
de salud: covip-19; VIH/SIDA; tuberculosis; malaria; otras enfermedades
infecciosas; salud reproductiva, materna, neonatal e infantil y ENT.

*Para obtener informacion sobre los
niveles de las causas de la CMM, visite
hitps://www.healthdata.org/node/7849.
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Resumo executivo

O Financiamento da Satide Global 2021 fornece estimativas das despesas
totais de satide, assisténcia ao desenvolvimento da saide e projecoes das
despesas de satde no futuro. Houve muito progresso mundial desde a edi¢ao
anterior do Financiamento da Saitide Global, que foi elaborada e produzida
durante alguns dos piores dias da pandemia. Em muitas partes do mundo, as
mortes e hospitaliza¢oes devido a covip-19 diminuiram drasticamente, e
algumas pessoas ja ndo consideram a pandemia como uma emergéncia
mundial. As mortes didrias notificadas devido a covip-19 diminuiram de mais
de 16.000 por dia em 24 de janeiro de 2021 para cerca de 1.600 em meados de
dezembro de 2022. Do mesmo modo, o uso de recursos hospitalares no mundo
diminuiu vertiginosamente desde o pico de abril de 2021.!

O financiamento do desenvolvimento e distribuicdo de vacinas teve um
papel fundamental nesses avangos. Segundo a oMms, quase 200 vacinas contra
a coviD-19 foram desenvolvidas em todo o mundo desde o inicio da
pandemia?, e quase 13 bilhdes de doses? foram administradas até o momento.

No entanto, surgiram desafios. A distribuicdo da vacina contra a
coviD-19 esteve longe de ser igualitdria: os paises de alta renda receberam a
maioria das vacinas disponiveis até o momento. Problemas de satide, como
a Mpox (variola dos macacos), e o recente ressurgimento da poliomielite,
sdo igualmente preocupantes. Outra questdo é a guerra na Ucrania, que esta
causando amplas repercussdes mundiais, desde inseguranca alimentar
até implicagdes economicas e de energia. Por fim, existe a possibilidade
crescente de uma recessdo global causada pela inflagdo, pelas sequelas
da covip-19, pela guerra da Ucrania e pela desaceleragdo de vérias
economias. Como grande parte dos recursos para as despesas com a saide
sdo provenientes da receita tributdria, a satde global pode sofrer um grande
impacto causado pelo financiamento tanto das despesas do governo quanto
da assisténcia ao desenvolvimento, pela incerteza econémica e
pela recessao.

Em um ano marcado por grandes ganhos e perdas, destaca-se a
importancia de monitorar as despesas de saide. O monitoramento e as
estimativas das despesas de satde no Financiamento da Saitide Global
revelam padroes em regides e faixas de renda, bem como ao longo do
tempo, e destaca as variagdes entre paises, o que serve para identificar onde
hé a maior necessidade de recursos adicionais. As estimativas de despesas
de sadde do Financiamento da Saiide Global 2021 abrange 204 paises no
periodo de 1995 a 2019, ao passo que, para a assisténcia ao desenvolvimento
da saude (DAH, development assistance for health), apresentamos
estimativas do periodo de 1990 a 2021 para 137 paises de baixa e média
renda.” Nossas conjunturas de despesas futuras com saide abrangem
204 paises no periodo entre 2020 e 2050.

Dois aspectos centrais do relatério deste ano sdo a assisténcia ao
desenvolvimento para a covip-19 e o histdrico da falta de financiamento

da preparagdo para o enfrentamento de pandemias. Compreender o quanto
estd sendo investido em saide para combater a covip-19 é fundamental *As estimativas da DAH de 2021 sdo projecdes.
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TABLE 4 Total de despesas de satide, despesas de satide globais, por fonte e por faixa de renda em 2019

Global

Despesas de
saude por
pessoa (USD)

1.183
(1.171a1.195)

FAIXA DE RENDA SEGUNDO O BANCO MUN

Alta renda 5.938
(5.87626.004)

Renda média-alta 575
(561a590)

Renda média-baixa 117
(114a121)

Baixa renda 37
(36a38)

Despesas de Despesas Despesas Recursos Despesas Assisténcia ao
satide por de saude publicas de préprios privadas desenvolvimento

pessoa ($PPP) por PIB (%) saude por total por total de antecipadas da satide por
de despesas despesas portotal de total de despesas

de satide (%) de satide (%) despesas de satde (%)

de saude (%)
1.518 9,7% 59,8% 18,2% 21,5% 0,5%
(1.505a1.531) (9,.6a98) (59,8a59.8) (17.9a18,5) (2113219 (0,5a0,5)
DIAL

6.469 12,4% 62,0% 13,7% 24,3% 0,0%
(6.40526.535) (12,2312,5) (61,4262,7) (13,3a14,3) (23,6a24)9) (0,0a0,0)
1.085 5,7% 56,0% 32,6% 11,2% 0,2%
(1.06221.108) (56a59) (54,6257,4) (31,5a33,7) (104a12,2) (0,1a02)
300 4,1% 39,9% 47,3% 10,6% 2,2%
(291a309) (39a42) (38,7a41,1) (45,9a48,6) (9.7a11,6) (22a23)
145 4,9% 23,0% 43,8% 4,7% 28,5%
(140a150) (4,7a52) (22,12238) (42,6a244)9) (43a52) (28,0a29,1)

*As estimativas entre parénteses tém intervalos de incerteza de 95%.

A assisténcia ao desenvolvimento da saiide inclui contribuiges financeiras e em espécie
para atividades destinadas a melhorar a satide em paises de baixa e média renda.

PPP = Paridade de poder de compra

tanto para o manejo da pandemia atual quanto para a preparagdo para

uma proéxima.

Estimamos que as despesas totais mundiais com satide aumentaram

US$ 9,2 trilhdes (9,1-9,3, com intervalo de incerteza de 95%) em 2019. Isso
constitui um aumento de 3,1% em relacdo ao total de 2018. A Tabela 1
mostra o total de despesas em 2019 e as despesas de 2019 por fonte.

De acordo com nossas estimativas preliminares, US$ 67,4 bilhdes foram

destinos @ DAH em 2021. Entre 2020 e 2021, a DAH total aumentou 8,6%;
US$ 37,8 bilhoes foram direcionados @ DAH para a COVID-19 entre 2020 e

2021. Embora tenha ocorrido uma estabiliza¢do no crescimento da DAH nos
anos imediatamente anteriores a pandemia, 0 aumento na DAH entre 2019
e 2020 como resultado da covip-19 — quando a DAH cresceu 43,9% — foi
sem precedentes. Portanto, o aumento constante entre 2020 e 2021, apesar
de nao ser dramético como o de 2019—2020, mantém essa tendéncia.
E importante mencionar que os US$ 37,8 bilhdes gastos com a DAH para
a COVID-19 representam um aumento de 810% em relagdo ao total das
despesas com DAH destinadas a preparagdo para o enfrentamento
de pandemias entre 2000 e 2019, que totalizou US$ 4,2 bilhoes.

A DAH para as dreas de foco da sadde, além da covip-19, chegou
a US$ 45,6 bilhdes em 2021, cerca de 0,9% a menos que o total ndo
relacionado a covib-19 em 2020, embora seja 5,8% a mais que em 2019.
Nossa estimativa preliminar por drea de foco da satide sugere que a DAH
para doengas ndo transmissiveis (NCDS, non-communicable diseases), satde
materna e reprodutiva (RMH, reproductive and maternal health) e abordagens
setoriais amplas (SwAPs, sector-wide approaches) e fortalecimento
dos sistemas de saude diminuiram 2,8%, 6,7% e 11,1% entre 2020 e 2021,
respectivamente. Por outro lado, a DAH para a satide de recém-nascidos
e criancas (10,3%), HIV/AIDS (2,2%), maldria (13,6%), outras doencas
transmissiveis (incluindo a covip-19) (26,1%) e tuberculose (2,1%) aumentou
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entre 2020 e 2021.

A pandemia causou uma distor¢do das despesas com desenvolvimento:

a DAH aumentou 56,3% desde 2019, em grande parte devido a covip-19.
Houve um crescimento benéfico da DAH entre 2020 e 2021 para diversas
dreas de foco da sadde além da covip indicado por nossas estimativas
preliminares depois da diminui¢do que houve entre 2019 e 2020. Contudo,
é preocupante que as despesas em dreas como NCDS e saiide materna e
reprodutiva parecam ter diminuido. De acordo com o estudo mais recente
sobre o estudo Global Burden of Disease (GBD — Carga Global de Doenca),
de 2019, seis das 10 maiores causas de 6nus de doencas de nivel 3" (conforme
medido por anos de vida ajustados por incapacidade padronizados por
idade) eram NcDs, e houve quase 200.000 mortes devido a problemas

de satide maternos.*

Os paises de baixa renda sdo os mais dependentes da DAH, onde representa
28,5% (28,0—29,1) do total de despesas de saide em 2019. Os paises de renda
média-baixa, por sua vez, dependem de recursos proprios para financiar a
assisténcia a satde, que corresponderam a 47,3% (45,9—438,6) das despesas de
saide em 2019. As despesas publicas e privadas antecipadas foram as que
mais contribuiram para as despesas de saude em paises de alta renda (86,3%
[85,0—87,5] das despesas de satide em 2019). Nos paises de renda média-alta, as
despesas publicas e privadas antecipadas constituiram 56,0% (54,6—57,4)

e 11,2% (10,4—12,2) das despesas de satide em 2019, respectivamente.

As estimativas do Financiamento da Saiide Global 2021 quanto as
despesas futuras com satide de 2020 a 2050 indicam que as despesas
chegardo a US$ 16,9 trilhoes (16,1-17,8) até 2050. As disparidades mundiais
provavelmente permanecerdo, ja que as despesas dos paises de alta renda
devem crescer para US$ 10.141 por pessoa (9.546—10.737) até 2050. As
despesas dos paises de baixa renda, por sua vez, devem crescer apenas
de US$ 42 por pessoa (42—43) em 2020 (menos de 1% das despesas dos
paises de alta renda em 2019) para US$ 56 por pessoa (53—60) em 2050,
permanecendo abaixo de 1% da taxa de despesas por pessoa em relagdo
aos paises de alta renda.

De modo geral, o Financiamento da Saiide Global 2021 concentrou-se
no investimento com a preparagdo para o enfrentamento e resposta a
pandemias, especificamente com relagdo a covip-19. O relatdrio deste
ano também inclui estimativas atualizadas de despesas domésticas globais
até 2019, estimativas atualizadas de contribui¢des para a DAH, incluindo
estimativas preliminares até 2021, e estimativas atualizadas de despesas
futuras com saude até 2050. Por Gltimo, mas ndo menos importante,
também estdo incluidos no Financiamento da Saiide Global 2021 os perfis
de financiamento atualizados para sete dreas de foco da saide: covip-19;
HIV/AIDS; tuberculose; maldria; outras doencas transmissiveis; sadde
reprodutiva, materna, de recém nascidos e criancas; e NCDs.

*Para mais informagées sobre os
niveis de causa de GBD, acesse
hitps://www.healthdata.org/node/7849.
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Introduction

The Institute for Health Metrics and Evaluation is pleased to present
Financing Global Health 2021, the 13" in the report series that tracks global
health spending. Each issue in the series is a product of the notable global
events that form the context of the report. This year the dramatic impacts
of covip-19 remain close, influencing this report and underscoring the
need for continuing to publish retrospective health spending tracking, as
well as forward-looking estimates and analyses of health spending. Global
challenges both directly and indirectly related to health — like outbreaks of
mpox and Ebola, as well as Russia’s invasion of Ukraine and the subsequent
economic and political fallout — only emphasize this need.

coviD-19 has had a major effect on global health financing. While much
progress has been made in the fight against covip-19, the reported
coviDp-19 death toll is almost 7.2 million. Estimates from the Institute for
Health Metrics and Evaluation indicate that as of mid-December 2022,
there have been 17.8 million deaths in some way attributable to covip-19.!
And despite many successes, it is clear that the covip-19 vaccine rollout
has been notably unequal, and many low-income countries have far lower
vaccine coverage percentages than wealthier countries.

To inform decision-making to address these and other issues, we
present estimates of current and future health spending, split into two

arts: Part One is focused on funding today’s priorities and includes . ,
P grocaysp BOX 1 This report’s

estimates of total health spending for 204 countries, from 1995 to 2019, ) )
peer-reviewed foundation

as well as detailed estimates of DAH from 1990 to 2021. Part Two of
Financing Global Health 2021 is concerned with the future and includes

estimates of both domestic spending and DAH, to 2050. The work presented in Financing
Global Health 2021 draws in part on a
What's new in FlnanCIng Global Health 2021 peer-reviewed research article

. , . . . blished 5 :
Financing Global Health has been published continuously since 2009, e LA 3 )
and with every edition we seek to improve upon the previous year’s Global investments in pandemic

work. Here is what’s new in Financing Global Health 2021: R EIE T CIONAIR SR ST

development assistance and domestic
+ A focus on pandemic preparedness and response spending on health, 1990-2026

(PPR) spending

+ We present retrospective estimates of DAH for PPR from 1990 to
2021. We also look ahead at the next five years — to 2026 — and
forecast the availability of DAH as it relates to the need estimates
published by the G20’s High Level Independent Panel (HLIP) on
pandemic preparedness.

+ Revised future health spending projections to 2050

+ We have updated our projections of future health spending for 204
countries to 2050, assuming historical spending patterns and
relationships persist.
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BOX 2 Health financing terms defined

Annualized rate of change: This is the growth rate needed each year (i.e., annualized)
to go from the observed amount in one year to an observed amount in a different year.

Also known as compound growth rate (with annual compounding).

Development assistance for health: Financial and in-kind resources that are trans-
ferred through international development agencies (such as United Nations Children’s
Fund [uNICEF], the United Kingdom’s Department for International Development, or
the Bill & Melinda Gates Foundation) to low- and middle-income countries with the
primary purpose of maintaining or improving health.

Disability-adjusted life year (pALY): One DALY is equivalent to one lost year of
“healthy” life. The sum of these DALYs across the population, or the health loss, is a
measurement of the gap between current health status and an ideal health situation
where the entire population lives to an advanced age, free of disease and disability.

Global Burden of Disease super-regions: Seven regions which group sub-regions
based on cause of death patterns. Super-regions are as follows: GBD high-income; Latin
America and the Caribbean; sub-Saharan Africa; Southeast Asia, East Asia, and
Oceania; Central Europe, Eastern Europe, and Central Asia; South Asia; and North
Africa and the Middle East.

Government health spending: Spending for health care that is derived from domestic
sources and is mutually exclusive from out-of-pocket, prepaid private, and DAH
spending. Government spending includes spending on public health system infrastruc-

ture and government-provided social health insurance.

Health financing transition: The shift that countries experience from an early period
in which health spending is low and primarily out-of-pocket to a later period in which

health spending is high and primarily pooled.

Out-of-pocket health spending: Payments made by individuals for health mainte-
nance, restoration, or enhancement at or after the time of health care delivery, including
health insurance copayments or payments devoted to deductibles. Health insurance
premiums are not considered out-of-pocket.

Prepaid private health spending: Health spending sources from non-public programs
that are funded prior to obtaining health care, such as private health insurance and
services provided for free by non-governmental agencies.

Total health spending: The sum of government health spending, prepaid private health
spending, out-of-pocket health spending, and paH. Total health spending does not
include indirect health spending, such as lost wages due to illness or transportation
costs; informal care (spending on care provided by a family member or by traditional

healers); or illegal transactions.

Universal health coverage: The goal of universal health coverage is to ensure that all
people have access to effective health services and may partake of these services without

financial hardship.

World Bank income group: The World Bank classifies countries using gross national

income (GNI) per person. This report uses the fiscal year 2023 World Bank income
groups, which are high-income (GNI per person greater than $13,205), upper-middle- SR
income ($4,256 to $13,205), lower-middle-income ($1,086 to $4,255), and low-income https://datahelpdesk.worldbank.org/

($1,085 or less). knowledgebase/articles/906519




+ Updated global health focus area profiles

+ Initially introduced in 2019, the profiles allow stakeholders to easily
access information on a number of health focus areas. In addition to
being available as a section of Financing Global Health 2021, the
profiles can be viewed and downloaded individually on
healthdata.org.

COVID-19 and health spending

Figure 1 shows how covip-19’s impact on regions has changed over the

course of the pandemic, through October 2022.” During its early days, the * Examining any data by region can lead
impact was initially on high-income nations, but over time the regional hot to an easily misinterpreted view of that
spots shifted, so that, for example, by the fall of 2020, coviD was deadliest, data. For example, by World Bank region,

X . cumulative deaths per capita are highest in
in terms of deaths per capita, in the Central Europe, Eastern Europe, and North America because of one country in

Central Asia super-region. that region — the US.

FIGURE1 COVID-19 daily deaths by Global Burden of Disease super-region, January 2020-October 2022
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Though projections of infections and deaths are far lower than their
peaks in early 2021 and early 2022, the pandemic is not yet over. Indeed,
the G2o HLIP on Financing the Global Commons for Pandemic
Preparedness and Response pointed out that “without urgent and concerted
actions” and “significant additional funding,” the likelihood of additional
variants emerging remains likely, posing “a risk to every country.” So more
spending is needed both to prevent covip-19 from getting any worse, and
to prevent the next pandemic.

Nonetheless, the dramatic effect covip-19 has already had on health
spending cannot be overemphasized. For example, though development
assistance for health has grown since 1990 — between 2011 and 2019, it grew
at an annual rate of 11.0% — there has never been an increase in DAH of the
magnitude of the one observed between 2019 and 2020, when DAH grew
$18.9 billion, or 43.9%. And it has continued to rise: overall DAH grew 8.6%
between 2020 and 2021 (or $5.3 billion more). Even this slowed growth is
greater than any other year-over-year increase between 1990 and 2019. The
change — and then sudden rise — in DAH between 1990 and 2020 is shown
in Figure 2.

Likewise, overall spending on health also increased, going from $9.2
trillion (9.1-9.3) in 2019 to a forecast of $9.9 trillion (9.8—10.0) in 2020 (see
Part Two of Financing Global Health 2021 for more details on our prospec-
tive estimates).

FIGURE 2 Overall development assistance for health, 1990-2021"
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*2021 estimates are preliminary.
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Substantial as the increases in health spending have been, they are far
smaller than the economic costs of the pandemic, which are estimated to be
in the tens of trillions. One study estimated that covip-19 has cost the us
alone $16 trillion.s Funding to prevent future pandemics should be set aside;
the cost of inaction now, both economically and in terms of human lives
derailed or lost, could be enormous.

To avoid future pandemics, the HLIP recommends a number of steps,
including “greater domestic investments by national authorities” and
spending an additional $15 billion per year (comprising resources for global
responses, as well as support for low-income and lower-middle-income
countries) on PPR over the next five years. While the latter may be attain-
able — in 2021, estimated DAH for pandemic preparedness plus cOviD-19
was 150.5% higher than the HLIP’s target — increasing government spending
on health, particularly by the 1% of GpP recommended by the HLIP, might
prove impossible for some low-income and lower-middle-income countries;
at the moment, an estimated 13 countries currently devote less than 1% of
GDP to health.

Nonetheless, covip-19 has presented the world with a reminder of the
importance of investing in health care, in PPR, and in tracking health
spending to better understand the levels and distribution of health
spending. Understanding how the world’s financial resources are being used
to reduce health loss is valuable for adjusting spending and evaluating how
we can better direct those resources. We should make the best use of the
opportunity to avoid future pandemics that the huge increase in health
spending driven by covip-19 has given us. “Together with climate change,
countering the existential threat of deadly and costly pandemics must be
the human security issue of our times,” the HLIP notes.
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PART ONE:

Funding today’s priorities

Total health spending through 2019

In 2019, total health spending reached $9.2 trillion (9.1-9.3),” a 3.1%
(2.9—3.4) increase over the 2018 estimate. Health spending now constitutes
9.7% (9.6—9.8) of the global economy, due to steady growth over the past two
decades; health spending’s current share of the global economy reflects an
increase since 1995, when health spending was an estimated 8.3% (8.1—8.4) of
the global economy.

Figure 3 shows the growth of total global health spending between 1995
and 2019, with spending split into four sources: development assistance for
health (DAH), prepaid private health spending, out-of-pocket spending,
and government health spending. DAH is support provided through major
development agencies to improve and maintain health in low- and
middle-income countries. Prepaid private spending covers health spending
on private insurance premiums and through domestic non-governmental
organizations. Out-of-pocket spending includes all health spending not paid
in advance. Finally, government health spending is defined as spending on
health from all levels of government, in public and private facilities.

Tracking each source of spending is important for several reasons.
Understanding how government spending is allocated helps better under-
stand funding needed to build robust public health systems, while prepaid
spending (government or private) is essential for reducing the possibility of
catastrophic health spending for individuals. Robust prepaid spending is
also essential for attaining universal health coverage. Meanwhile, out-of-
pocket spending shows how much health spending falls on individuals (that
is not prepaid premiums for insurance). And tracking DAH shows which
external sources of funding are supporting which health focus areas, and
how that money is disbursed. Tracking DAH can also show the degree to
which lower-income countries rely on external funding, something integral
to planning for future development and sustainability.

Since 1995, the relative fraction of each financing source has remained
relatively constant: prepaid private health spending went from 22.7%
(22.0—23.4) of total spending in 1995 to 21.6% (21.2—22.0) in 2019; out-of-

pocket spending went from 19.4% (18.9-19.9) in 1995 to 18.2% (18.0—18.5) in

2019; and DAH T h from 0.3% (0.3—0.3) of | nding on health
019; and saw growt om 0.3% (0.3-0.3) of total spending on healt ***The modeled estimates for total health

in 1995 to 0.5% (0.5—0.5) in 2019. Government health spending remains the spending are presented with uncertainty
leading source of spending in high-income and middle-income countries, intervals. Our estimates of DAH are

and the degree to which it dominates overall health spending in wealthier generally not modeled and do not include
uncertainty intervals. Unless otherwise

nations has in fact increased. For example, in 1995, government health indicated, all estimates are reported in 2021
spending made up 57.8% (57.8—57.9) of total spending, whereas in 2019 it inflation-adjusted us dollars. Estimates in
2021 purchasing-power parity-adjusted
dollars are available at http://ghdx.
healthdata.org/.

made up 60.0% (60.0-60.0).
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FIGURE 3 Total health spending by source of financing, 1995-2019
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BOX 3 Development assistance for health terms defined

Sources: The origins of funding, such as government treasuries, private philanthropic foundations, or any private-party contributions.

Channels: The intermediaries in the flow of funds, channels include bilateral aid agencies, multilateral organizations, non-governmental

organizations (NGOS), UN agencies, public-private partnerships, and private foundations.

Implementing institutions: DAH is ultimately directed to implementing institutions to provide health services and prevent and treat
diseases in low- and middle-income countries. These institutions include governmental bodies, NGOs, and international organizations.

Health focus areas: The health focus areas assessed in this report are malaria; HIV/AIDs; tuberculosis; reproductive, maternal, newborn,
and child health; non-communicable diseases; other infectious diseases; and health systems strengthening (Hss) and sector-wide
approaches (swaps). “Other pAH” refers to resources that target issues outside these focus areas, and “unallocable” captures the resources

that we do not have information to assign.

Program areas: Within health focus areas, program areas describe the nature of the activity for which funds are being used. For example,

program areas related to tuberculosis include diagnosis, drug resistance, human resources, and treatment.

Development assistance for health for covip-19: Resources intended to improve covip-19 health outcomes in low- and middle-income
countries by development organizations through health interventions focused on country-level coordination, supply chain and logistics
support, and treatment; COvViD-19 DAH also covers spending for infection prevention and personal protective equipment, as well as
vaccine research and development. Note that our estimates of DAH for coviD-19 exclude investments in humanitarian responses and

economic stabilization programs.
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Figure 4, which compares spending, population, and disability-adjusted
life years across World Bank income groups in 2019, illustrates the degree to
which inequality shapes health spending globally. Even though high-income
countries make up the smallest percentage of the global population (15.8%),
they are nonetheless responsible for 79.4% (79.3—79.5) of the world’s
health spending.

In addition, Figure 4 shows how the proportion of disability-adjusted life
years, or years of healthy life lost, due to more than 350 diseases and injuries
according to the Global Burden of Disease 2019 study,* corresponds with
population. In 2019, DALYs were highest in lower-middle-income countries
(43.5%), while upper-middle-income countries made up 29.6% of DALYs,
high-income countries 14.1%, and low-income countries 12.7% of
total DALYS.

FIGURE 4 Health spending, population, and disability-adjusted life years by World Bank income group, 2019

100 I High-income countries
I Upper-middle-income countries
[ Lower-middle-income countries
I Low-income countries
80 Sources: Financing Global
Health Database 2021 and
GBD 2019 study
— 60
]
s
k]
)
=
g
S 40
20
0

Health spending Population Disability-adjusted life years

Figure 5 shows 2019 government health spending as a percentage of
overall health spending; looking at government health spending in this way
can provide insights as to which countries are on the path to financial risk
protection.

Generally, the higher the percentage of government spending on health is
(especially versus out-of-pocket spending), the more a health system can be
said to protect against financial risk. And as countries become less depen-
dent on donor funding and out-of-pocket spending — which can be
catastrophic for individuals — the closer they move to universal health
coverage (UHC).
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While ensuring broad access to health services is a key aspect of
achieving UHC, it is not the only factor to consider. Patient access to care at
the expense of household welfare, or at the risk of being pushed into
poverty, is at odds with the very idea of uHc. Financial risk protection,
through government health and private health financing, can increase UHC
and reduce the chances of medical impoverishment.**

FIGURE5 Government health spending as a fraction of total health spending, 2019
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Development assistance for health through 2021

In 2021, DAH was an estimated $67.4 billion, an increase of 8.6% over the
2020 total of $62.1 billion.”” Though the increase in overall DAH between
2020 and 2021 was relatively large compared to historical trends, it is much
smaller than the unprecedented 2019—2020 increase of 43.9%. Excluding
DAH for COVID-19, 2021 DAH was $45.6 billion, a 0.9% decrease from the
2020 NON-COVID-19 total.

Though pAH only made up approximately 0.5% of total spending on
health in 2019, it is important for a number of reasons. Notably, many
low-income and lower-middle-income countries rely on DAH to support
their health systems and to relieve the burden of specific health conditions.

For example, according to the Global Burden of Disease 2019 study,*

#9021 estimates presented are forecasts, malaria was the fifth-highest cause of disease burden in low-income
while the 2020 numbers are observed.
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countries,’ which received $0.9 billion in DAH for malaria.

Overall, in low-income countries, DAH accounted for 27.7% of spending in t Cause Level 3, age-standardized rate.
For information about GBD cause levels,
please visit https://www.healthdata.org/
node/7849.

2019, versus 2.4% in lower-middle-income countries.

Figure 6 illustrates the dramatic jump in bAH driven by covip-19.
Between 2019 and 2020, DAH grew 43.9%, and between 2020 and 2021, it
grew 8.6%. DAH has never increased the way it did over the past two years. If
the increase between 2019 and 2020 had not occurred, the 2020-2021
increase in DAH would still have been remarkable.

FIGURE 6 Development assistance for health and COVID-19 by source of funding, 1990-2021
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#2021 estimates are preliminary.

IBRD = International Bank for Reconstruction and Development.

“Other sources” captures development assistance for health for which we have source information but which is not
identified as originating within any of the sources listed.

Funding for which we have no source information is designated as “Unidentified.”

Examining the sources of DAH reveals which are most responsible for the
covip-19-driven increase; for example, DAH for covID from Japan went up
more than 200% between 2019 and 2020. By dollars, DAH from the us for
CcoVID-19 increased $4.5 billion between 2020 and 2021.

Figures 8 and 9 offer two additional views of DAH between 1990 and 2021,
by health focus area and disbursing entity; as in Figure 7, both figures show
the rise in DAH between 2019 and 2020 due to covib-19, and then the
relatively large increase in DAH between 2020 and 2021.

By health focus area, the other infectious diseases category (under which
covID-19 is grouped) saw the biggest increase, growing 26.1% between 2020
and 2021. DAH for malaria saw the second-highest growth between 2020
and 2021, going up 13.6%.
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FIGURE7 Development assistance for health by health focus area, 1990-2021
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“Other health focus areas” captures development assistance for health for which we have health focus
area information but which is not identified as being allocated to any of the health focus areas listed.
Health assistance for which we have no health focus area information is designated as “Unallocable.”

HSS/SWAps = Health systems strengthening and sector-wide approaches

By disbursing entity, bAH disbursed through the World Bank grew 36.3%
between 2020 and 2021, and pAH flowing through non-governmental
organizations went up 14.1%. Gavi, the Vaccine Alliance, which co-leads
COVAX, the international partnership that has worked to speed vaccine
development and distribution, disbursed $3.9 million in DAH in 2021, a
decrease of 7.5% since 2020.

The diagram in Figure 9 maps the flow of our 2021 development assis-
tance for health for covib-19 estimates: it shows how paH for covib-19
flowed from source to channel to program area. This high-level view of
where spending originated, how it was disbursed, and the program areas
targeted illustrates the ways sources and channels have approached com-
bating the pandemic.

Leading sources of DAH for covip-19 include the Us at $5.2 billion, as
well as Germany and Japan, which contributed nearly equal amounts of
DAH for coviDp-19, at $1.8 and $1.5 billion, respectively

In terms of channels, the World Bank disbursed the most DAH for
coviD-19 (an estimated $5.6 billion), followed by the Global Fund ($5.1
billion) and regional development banks as a group ($2.4 billion). By
program area, the most DAH for covip-19 was directed at vaccine procure-
ment and distribution ($9.9 billion), followed by country-level coordination
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FIGURE 8 Development assistance for health by channel of assistance, 1990-2021

70 |- USfoundations

Other bilateral development agencies

NGOs and international foundations Japan
[l The Bill & Melinda Gates Foundation [ Australia
60 [ Regional development banks ICanada
I World Bank China
I WHO I France

50 (] UNICEF, UNFPA, UNAIDS, Unitaid, and PAHO — ll Germany
[1 The Global Fund

B cerr l United States

I United Kingdom

40 [ Gavi

Billions of 2021 US dollars

*2021 estimates are preliminary.

cepI = Coalition for Epidemic Preparedness Innovations
Gavi = Gavi, the Vaccine Alliance

NGOs = Non-governmental organizations

PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

UNICEF = United Nations Children’s Fund

wHO = World Health Organization

“Other bilateral development agencies” include Austria,
Belgium, Denmark, Finland, Greece, Ireland, Italy, South Korea,
Luxembourg, the Netherlands, New Zealand, Norway, Spain,
Sweden, Switzerland, the United Arab Emirates, the European
Commission, and EEA. “Regional development banks” include
the African Development Bank, the Asian Development Bank,
and the Inter-American Development Bank.

programs ($2.0 billion) and spending on treatment ($2.0 billion).
A close look at Figure 9 shows how some types of DAH for covip-19 have
been directed through specific channels. For example, 27.0% of spending

that flowed through Japan’s bilateral agencies went toward country-level

coordination. Notably, a substantial percentage of covip-19 resources
across a wide variety of program areas flowed through the Global Fund,
showing how quickly the organization was able to adapt to a changing pAH

landscape.

Figures 11 and 12 show the annual rate of change in bAH by source and

channel, respectively, for the periods 2000—2015 (the Millennium
Development Goals [MDG] era), 2015—2019 (the Sustainable Development
Goals [sDG] era), and 2019—2021 (which may come to be known as the

COVID era).

As shown in Figure 10, between 2000 and 2015, most sources of DAH

increased, except for DAH from Spain, which decreased 3.6% annually. Total

DAH increased at an annualized rate of 7.3% between 2000 and 2015. The

period from 2015 to 2019 tells a similar story, though for different sources.
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FIGURE9 Flows of development assistance for health for COVID-19 from source to channel to program area, 2021
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“Other sources” captures development assistance for health for
which we have source information but which is not identified as
originating within any of the sources listed.

Health assistance for which we have no source information is
designated as “Unidentified.”

“Other governments” include Afghanistan, Angola, Argentina,
Australia, Austria, Azerbaijan, Bangladesh, Belgium, Bhutan,
Brazil, Brunei, Bulgaria, Cameroon, Canada, Central African
Republic, Chad, China, Colombia, Céte d’Ivoire, Croatia,
Czechia, Democratic Republic of the Congo, Denmark, Egypt,
Estonia, Ethiopia, Finland, France, Gabon, Germany, Greece,
Guinea, Hungary, Iceland, India, Indonesia, Iran, Iraq, Ireland,
Italy, Jamaica, Japan, Jordan, Kenya, Kuwait, Latvia, Lebanon,
Libya, Lithuania, Luxembourg, Madagascar, Malaysia, Malta,
Monaco, Myanmar, New Zealand, Nigeria, Norway, Oman,
Pakistan, Palestine, Peru, Poland, Portugal, Qatar, Romania,
Russia, Sdo Tomé and Principe, Saudi Arabia, Serbia,
Singapore, Slovakia, Slovenia, South Africa, South Korea, South
Sudan, Spain, Sudan, Sweden, Switzerland, Syria, Taiwan
(province of China), Thailand, the Netherlands, Togo, Turkey,
Uganda, Ukraine, United Arab Emirates, Yemen, and
Zimbabwe.

NGOs and international foundations$80.2M___— ;
US foundations $767.9M

Vaccine procurement
and distribution $9.98

Other $1.3B

“Other bilateral development agencies” include Austria,
Belgium, Canada, Denmark, Finland, France, Germany, Greece,
Ireland, Italy, Japan, South Korea, Luxembourg, the
Netherlands, New Zealand, Norway, Spain, Sweden,
Switzerland, the United Arab Emirates, the United Kingdom,
the European Commission, and EEA.

“Regional development banks” include the African Development
Bank, the Asian Development Bank, and the Inter-American
Development Bank.

“Other” captures development assistance for health for which
we have program area information but which is not identified
as being allocated to any of the program areas listed.

cerI = Coalition for Epidemic Preparedness Innovations
NGOs = Non-governmental organizations

PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

UNICEF = United Nations Children’s Fund

wHO = World Health Organization
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FIGURE 10 Annualized rate of change in development assistance for health disbursed by source,
2000-2015,2015-2019, and 2019-2021"
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“Other sources” captures development assistance for health from sources such as net investment income,
revenue adjustments, and unallocable, which do not fall into one of the listed source categories.

IBRD = International Bank for Reconstruction and Development

During this period, pAH from the us (-0.2%), Norway (-3.1%), and private
philanthropy (excluding the Bill & Melinda Gates Foundation) (-1.2%)
decreased, while all other sources increased. Indeed, a number of sources of
DAH saw large increases between 2015 and 2019, such as DAH funded by the
Bill & Melinda Gates Foundation (10.1%) and Spain (9.6%).

Between 2019 and 2021, of the groupings shown in Figure 10, the only
source of DAH that declined was the United Kingdom (-3.5%). Indeed,
during the covip-19 era of development spending, a number of sources of
DAH grew immensely. For example, DAH from Japan and Germany
increased 57.4% and 53.8%, respectively.

Figure 11 shows that between 2000 and 2015, channels of DAH increased
across nearly all channels tracked, save for UK bilateral DAH (-1.3%), bilateral
DAH from Australia (-1.4%), and World Bank pAH (-0.7%). And for the
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FIGURE 11 Annualized rate of change in development assistance for health disbursed by channel,
2000-2015,2015-2019, and 2019-2021"
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cepI = Coalition for Epidemic Preparedness Innovations

NGos = Non-governmental organizations
PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS

UNFPA = United Nations Population Fund
UNICEF = United Nations Children’s Fund
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CEPI data start from 2018 onward; 2018-2019 (SDG era). The Global Fund data start from

2002-2015 (MDG era).

“Regional development banks” include the African Development Bank, the Asian Development Bank,
and the Inter-American Development Bank.

period between 2015 and 2019, bilateral pAH from Australia declined 3.3%,

while pAH flowing through regional development banks decreased 11.4%.
The period 2019—2021 tells a different story: of all channels tracked, the vast

majority saw increases.

In both Figures 11 and 12, the impact of the pandemic is clear; in fact,

spending on coviD-19 skews several annualized rates for the period
between 2015 and 2020. Without the covibD-driven increase in DAH, for
example, DAH from sources like corporate donations might have declined

54 | FINANCING GLOBAL HEALTH 2021



during this period.

Figure 12 presents another view of the annualized rate of change in DAH:
by health focus areas. Again, the periods 2000-2015, 2015—-2019, and
2019—2021 are shown. During both the MDG and sDG eras, DAH increased
across most health focus areas tracked; exceptions include spending on H1V/
A1Ds and other infectious diseases, which declined 1.4% and 7.4%, respec-
tively, during the sDG era. The latter is particularly interesting given that
covip-i9 falls under the other infectious diseases grouping of health

FIGURE 12 Annualized rate of change in development assistance for health dishursed, by health focus area,
2000-2015,2015-2019, and 2019-2021"
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CEPI data start from 2018 onward; 2018—2019 (SDG era). The Global Fund data start from
2002-2015 (MDG era).

“Other health focus areas” captures development assistance for health for which we have health focus
area information but which is not identified as being allocated to any of the health focus areas listed.
Health assistance for which we have no health focus area information is designated as “Unallocable.”

“Regional development banks” include the African Development Bank, the Asian Development Bank,
and the Inter-American Development Bank.
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focus areas.

Particularly notable, then, is the change in other infectious diseases DAH
between 2019 and 2021, when it grew 188.6%. Also regrettably notable are
the health focus areas that saw projected declines in DAH between 2019 and
2021, or during the period when the world was focused on covip-19. It can
be argued that spending on malaria, as well as reproductive and maternal
health, could be more robust given the widespread disease burden caused
by both health focus areas.

A question going forward is whether the overall rise in DAH driven by
covip-19 will be sustained, or whether development assistance for health
will continue to plateau or even decline.

The degree to which covip-19 drove the growth in other infectious
diseases DAH is underscored by Figure 13, which shows the share of DAH by
health focus area between 1990 and 2021. For example, in 1990, other
infectious diseases DAH constituted 2.2% of DAH; in 2021, it was 35.6%.
What'’s more, other infectious diseases DAH has grown since the start of the
pandemic: in 2020 it was $19.0 billion, and we project it was an estimated
$24.0 billion in 2021, an increase of 26.1%. Meanwhile, as noted above,
preliminary estimates suggest that several health focus areas have seen
declines, but it is too early to tell whether those declines are the result of
coviDp-19 — either funds reallocated to fight the pandemic, or other eco-

FIGURE 13 The share of development assistance for health allocated by health focus area, 1990-2021
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nomic effects of covip-19.

Figure 14 offers a view of how covip-19 spending compares to deaths
from covip-19 between 2020 and 2021, by Global Burden of Disease
super-region. For example, sub-Saharan Africa has received 33.6% of bAH
for covip-19, but only 13.5% of covip-19 deaths have occurred in the
region. Meanwhile, the South Asia super-region — which comprises five
middle-income countries — has seen 36.3% of the world’s covip-19 deaths
but received only 21.8% of DAH for coviD-19.

FIGURE 14 Development assistance for health targeting COVID-19 and deaths from COVID-19, 2020-2021"
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While it’s certainly welcome news that sub-Saharan Africa has so far seen
relatively few covip-19 deaths, the region’s fight against covip-19 is likely
far from over, if only because vaccination coverage in the region is low
compared to much of the world. As Figure 15 illustrates, global covip-19
vaccine coverage is far from being equal.

In fact, this view of vaccine coverage roughly corresponds to a map of the
parts of the world that receive the most bAH: where vaccine coverage is
lowest, DAH is often highest. For example, as of August 2022, vaccine
coverage in Western Europe as a region was 80.8%, but it was 25.3% in
sub-Saharan Africa.

Figure 16 disaggregates 2020—2021 development assistance for covip-19
into four categories: program area, source of funding, channel, and Global
Burden of Disease super-region; this figure shows at a high level which
program areas and regions received the most DAH for covip-19, and then
the sources and channels that funding flowed from and through,

Latin America and Caribbean

I Central Europe, Eastern Europe, and Central Asia
North Africa and Middle East

I Southeast Asia, East Asia, and Oceania

[l South Asia

I sub-Saharan Africa

*2021 DAH estimates are preliminary.
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FIGURE 15 Global COVID-19 vaccine coverage, August 2022
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respectively.
The largest two program areas of DAH for COVID-19 in 2020—2021 were
[ . . ” “ . . .
vaccine commodity and procurement” and “coordination, planning,

financing, and monitoring,” while the largest source of bAH for covip-19
was the us. The two largest disbursing entities were the World Bank and
the Global Fund, and the regions that received the most bAH for covip-19
were sub-Saharan Africa (notably, also the largest region for DAH overall)
and South Asia.
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FIGURE 16 Percentage of development assistance for health for COVID-19, 2020-2021
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I South Asia
I Southeast Asia, East Asia, and Oceania
I Sub-Saharan Africa

l Surveillance, epidemiological investigation, contact tracing,
and adjustment of public health and social measures

I Risk communication, community engagement,

I Coordination, planning, financing, and monitoring
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PARTTWO:

Meeting tomorrow’s
challenges

Future spending on health

By 2050, global spending on health is projected to grow 84.8% (76.9—93.0),
from an estimated $9.2 trillion (9.1-9.3) in 2019 to $16.9 trillion (16.1-17.8).

By type of health spending, global government spending is projected to
grow 72.0% (63.9—80.2) between 2019 and 2050, out-of-pocket spending
28.7% (28.0—29.4), prepaid private spending 168.4% (140.7-196.9), and DAH
61.6% (47.5—87.5).

Many of those increases, however, will be driven by spending in high-
income countries. By World Bank income group, spending on health in
high-income countries makes up 69.2% (65.2—72.6) of the total health
spending increase from 2019 to 2050, while upper-middle-income spending
is projected to contribute to 23.6% (20.4—27.2) of the increase, lower-
middle-income 6.7% (6.0—7.5), and low-income only 0.6% (0.5—0.7).

FIGURE 17 Forecasted total health spending per person, 2050
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In 2050, we project that the top three countries by per person spending
will be the Us ($20,501 [18,479—22,512]), Switzerland ($16,580 [14,718—
18,497]), and Bermuda ($14,546 [11,310-18,552]).

The lowest three countries by per person spending in 2050 are projected
to be Somalia ($9 [5—16]), Eritrea ($27 [22—34]), and South Sudan ($29
[25—36]), all of which face a number of challenges — including poverty;,
political turmoil, and either active conflicts or a long history of conflict.
All three countries are also in sub-Saharan Africa; indeed, many of the
countries with the lowest projected per person spending across the globe
can be found in sub-Saharan Africa.

Several countries with high projections of 2050 spending will likely see
their populations begin to plateau and/or decline around the same time.®
Many of the poorest countries in the world will be growing, while the
richest countries — where much of the world’s spending on health will
remain concentrated — will be shrinking. For example, according to the
Global Burden of Disease forecasts,® Switzerland’s population is projected
to peak in 2049 and then decline by 2100 to its mid-2010s level. Eritrea, in
comparison, will see its population peak around 2060 and then end the
century with a population of roughly 7 million — over 500,000 people more
than the country’s current population.

However, spending on health is not projected to adjust accordingly to the
expected increase in low-income and lower-middle-income country

FIGURE 18 Forecasted development assistance for health, 2015-2050
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populations: we estimate that after the sharp increase in bAH due to
covip-19, development assistance for health will increase 12.3% between
2020 and 2050. Indeed, there are already signs that some donors may be
responding to the ongoing economic crisis caused by covip-19 (and
exacerbated by the war in Ukraine) by cutting aid and support for pAH. For
example, there are reports that the uk government has begun freezing some
forms of foreign aid.*

Meanwhile, the population of sub-Saharan Africa is expected to grow
from roughly 1.2 billion in 2022 to 2.1 billion in 2050,° which could put
additional pressure on the region’s already taxed health systems. The health
focus areas that DAH has in the past been effective at reducing the burden of
— such as malaria and tuberculosis — continue to cause needless suffering
and death in the area, so a decline in DAH could be catastrophic to the
well-being of the region.

Funding for pandemic preparedness and response

Just over two years before covip-19 began, the World Bank released a
report” on pandemic preparedness that would prove to be prophetic. The
conclusion of the May 2017 report, From Panic and Neglect to Investing in
Health Security: Financing Pandemic Preparedness at a National Level,
begins with this paragraph:

“We know that it is only a matter of time before the next pandemic hits
us. We also know that there is a good chance that it will be severe. It may
mean death on a slow fuse, spreading insidiously through populations,
unrecognized for years, like H1V in the 1980s. Or it may strike people down
with stark violence and lightning speed, plunging national economies
abruptly into chaos, like Ebola in West Africa in 2014-15. Whatever its mode
of attack, the next large-scale, lethal pandemic is at most only
decades away.”

As it turned out, the covip-19 pandemic was only two years away. The
cost of pandemic inaction has been enormous: COviD-19’s estimated
reported death toll as of mid-December 2022 was 7.2 million people, while
its estimated total death toll is 17.8 million.’ The pandemic has also cost the
world economy tens of trillions of dollars and pushed almost 100 million
people into poverty," and its long-term effects — health-related and other-
wise — will likely be felt for decades.

A positive story of covip-19 has been the huge increase in development
assistance for health for PPr: between 2019 and 2020, DAH for pandemic
preparedness and response grew an unforeseen 119.8%. Prior to the onset of
the pandemic, the largest annualized rate of change observed in pandemic
preparedness between 1990 and 2019 was 7.9%.

Breakdowns of DAH for PPR between 1990 and 2021, by source of funding
and channel, respectively, are shown in Figures 19 and 20. Both figures
illustrate the many years of slow growth in pandemic preparedness funding
from 1990 to 2019, followed by the sudden, dramatic rise in spending
(following the trend of spending increasing after a major outbreak or
epidemic) driven by DAH for covip-19 in 2020 and 2021. Though pAH for
pandemic preparedness was $786.6 million in 2021 — 25.1% less than the
2020 total of $1.0 billion — that still constitutes an increase of 64.8% over
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the 2019 total.

Of note as well are the increase in Us support for bAH for PPR in 2010, a
following spike in 2016, and then a drop from the high in 2016 that has
persisted; while the us strongly supported the response to covip-19, the
country’s support for pandemic preparedness has been more limited.

The Bill & Melinda Gates Foundation’s increased role in DAH for PPR (as
both a source of funding and as a channel), is also shown. Overall, in 2021,
the individual largest sources of DAH for pandemic response were Germany,
the United Kingdom, and Japan, while wHo was by far the largest channel
in this sphere, disbursing 62.2% of 2021 DAH for pandemic response.

Whether overall pandemic preparedness support remains at or near its
current levels after covip-19’s acute phase has passed remains an open
question and will likely continue to be a topic of much discussion.

But support for pPR DAH will likely go down if the pandemic’s burden
continues to decline. Of course, some will argue that funding now devoted

FIGURE 19 Development assistance for pandemic preparedness and response by source of funding, 1990-2021
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*2021 estimates are preliminary.
IBRD = International Bank for Reconstruction and Development.

"Other sources” captures development assistance for health for which we have source information but which is not
identified as originating within any of the sources listed.

Funding for which we have no source information is designated as "Unidentified.”

to fighting covip-19 should be reallocated to other health focus areas once

the acute period of the pandemic has fully passed, but that does not

necessarily mean pandemic preparedness should cease to be a priority.
Should paH for pandemic preparedness decline too much — for example,
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FIGURE 20 Development assistance for pandemic preparedness and response by disbursing entity, 1990-2021
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ckepI = Coalition for Epidemic Preparedness Innovations
Global Fund = The Global Fund to Fight AIDS, Tuberculosis and Malaria

NGOs = Non-governmental organizations Sweden, Switzerland, the United Arab
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UNAIDS = Joint United Nations Programme on HIV/AIDS “Regional development banks” include the
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to its 2000s-era average of $97.8 million — then the world runs the risk of
experiencing another pandemic. To quote the 2017 World Bank report
again, “we know by now that the world will see another pandemic in the
not-too-distant future; that random mutations occur often enough in
microbes that help them survive and adapt; that new pathogens will
inevitably find a way to break through our defenses; and that there is the
increased potential for intentional or accidental release of a synthesized
agent.” Every expert commentary and every analysis in recent years tells us
that the costs of inaction are immense.

How much support for pandemic preparedness is needed? Figure 21
attempts to answer this question. According to the G20 HLIP on pandemic
preparedness,”® between 2022 and 2026, a total of $75 billion ($15 billion per
year) in additional funding for pandemic preparedness is needed to prevent
the next pandemic. This would represent an annual increase of 1,807% over
total pandemic preparedness spending in 2021, but 6.5% less than develop-
ment assistance for health for covip-19 in 2020, and 31.2% less than DAH
for covip-19 in 2021.

The world should be spending more to prevent future pandemics. By
devoting additional resources to pandemic preparedness, the global
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FIGURE 21 Development assistance for pandemic preparedness and COVID-19, 1995-2026
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community could be more adequately prepared for the next pandemic

— which could help avoid the steep economic costs associated with fighting
a pandemic, while potentially saving millions of lives. As the HLIP report
notes, “scaling up pandemic preparedness cannot wait until covip-19 is
over. The threat of future pandemics is already with us.”

Perhaps just as importantly, the more health systems are prepared for the
shock of a pandemic, the more they can address other health issues and
events. For example, at the beginning of covip-19, shortages of personal
protective equipment and intensive care unit (iIcu) beds (and the equipment
found in 1cus) led to more deaths than would have occurred had local
systems been adequately prepared for the onset of covip-19. Moreover,
experience with other outbreaks — such as Ebola in West African countries
— helped those countries manage covip-19.* Finally, by helping ensure that
hospitals and health systems can deal with the surge of patients associated
with a pandemic, DAH for pandemic preparedness can strengthen them and
improve health outcomes overall.
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Conclusion

Many challenges

The last few years have certainly been challenging. The turbulence brought
on by the pandemic — both due to its impacts on health, and because of the
crises caused directly and indirectly by the disruption of covip-19 — cannot
be stressed often or strongly enough. covip-19 is the first major pandemic
since the 1918 influenza pandemic, and it has arguably been more of a jolt to
the global order, advances in medical treatment and vaccines notwith-
standing, because the world is now much more connected than it

was in 1918.

Now, with covip-19 transforming from a pandemic to an endemic
illness, along with many other worries on the horizon (including the war in
Ukraine, challenging economic conditions and the specter of a global
recession, and climate change), financing global health is as challenging and
as critical as ever. Though the most immediate, covip-19 is hardly the only
disease that needs fighting, and that development assistance for health for
some health focus areas — like DAH for reproductive and maternal health
— seems to have declined during the covip-19 period (2019—2021) is cause
for concern.

Still, the past few years have not been without their positive stories. The
jump in DAH driven by covip-19, the global distribution (however unequal)
of safe and effective coviD-19 vaccines in record time, the continued
development of drugs to prevent H1V infection,’ and the development of the
first malaria vaccine — all of these things occurred during the pandemic.
The world has much to be proud of and perhaps to feel optimistic about the
future of global health.

Nonetheless, there remains the danger that once the pandemic’s worst is
truly past, the world will turn its attention away from global health, specifi-
cally away from pAH. The pandemic underscored the importance of
development assistance for health to countries that rely on paH. For
example, countries in sub-Saharan Africa have long depended on pAH;
between 2000 and 2021, 19.9% of global DAH per capita went to countries in
the region.

So as the covip-19 crisis becomes less acute, instead of refocusing their
attention and resources on areas outside of health, donors should instead
look to covip-19 as a direct example of the importance of global health in a
highly connected world. The improvement of covip-19 outcomes should be
seen as a chance to focus spending toward areas that continue to cause
burden (NcDs, malaria, child and newborn health), as well as toward
preventing the next pandemic.
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But also, many opportunities

In September 2022, at the Global Fund’s Seventh Replenishment confer-
ence, President Biden gave a short summary of the impact spending on
health can have: “for every dollar to fight these diseases [H1V, TB, and
malaria], we expect $31 in health gains and economic returns, which also
advances our progress toward meeting the goal of the Sustainable
Development Agenda.” Though estimates of the return on investment
associated with global health spending differ,” President Biden’s point
stands: it is more prudent to prevent a crisis than wait until a crisis occurs
to address it. And spending on health (ahead of crises) begets improvements
in health, which can help reduce spending on health overall.

coviD-19 has taught the world a number of hard lessons, one of the most
important being the wide impact collective action and timely, targeted
spending on health can have. The death toll from covip-19 will forever be
far too high, but without the huge, global increase in spending on health, as
well as the many stories of coordination that arose during the pandemic,
covip-19's toll would surely have been higher.

This is hardly the pandemic’s only positive story. In 2020, when much of
the world was in lockdown, significant reductions in air pollution were
noted, as well as decreases in motor vehicle accidents.® And there are the
positive health outcomes that came out of the pandemic: the aforemen-
tioned rapid development and deployment of millions of vaccine doses; the
marked improvement in daily deaths and infections from covip-ig,
particularly since the spring of 2021; and the outcomes that did not occur as
a result of covip-19.

Specifically, at the beginning of the pandemic there were fears that when
coviDp-19 made its way to low-income countries with fewer hospital
resources, there would be widespread suffering and death. Instead, as far we
can tell, that has not happened. While total deaths from covip-19 in
regions like sub-Saharan Africa are certainly far higher than reported
deaths from covip-19,” the fact remains that the region has likely suffered
less from the pandemic than many other parts of the world. Exactly why
remains something of a mystery.

The rapid growth of bAH during covip-19 is a positive sign, and one on
which it makes sense to end Financing Global Health 2021. While much of
the increase in DAH between 2019 and 2021 can be attributed to the release
of emergency funds that the donor community was able to vastly (and
speedily) ramp up, spending on health during the pandemic suggests that
where there is a will to increase spending, there is a way. This could prove to
be key in the debate over pandemic preparedness and how much donors
should contribute to health in the future.

Therefore, a key challenge facing the global health community going
forward is maintaining the same sense of urgency after covip-19 passes.
The pandemic has shown us what we can achieve by working together. Let’s
continue to do so.
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Global health financing

focus area profiles

Financing Global Health 2021’s global health financing
focus area profiles expand upon the main report by
offering detailed DAH data and information on seven
health focus areas:

e COVID-19

e HIV/AIDS

e Tuberculosis

e Malaria

e QOtherinfectious diseases

e Reproductive, maternal, newborn, and child health
* NCDs
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HEALTH FOCUS AREAS

COVID-19

A respiratory disease caused the by sARs-cov-2 virus,
coVvID-19 was first detected in late 2019. Since its
origin, covip-19 has spread across the globe,

causing more than 15.0 billion infections worldwide
and an estimated 17.8 million deaths through mid-
December 2022.

Generally spread by close contact between individ-
uals, coviDp-19 can also be spread via airborne
transmission and, less frequently, through contact with
contaminated surfaces. While most people who get
COVID-19 recover (some never exhibiting symptoms),
roughly 12.3% of those who do get covip-19 can
become seriously ill, requiring hospitalization and/or
intensive care. Older individuals with comorbidities
like cardiac issues, diabetes, and cancer are at the most
risk for severe covip-19.

In addition to the toll it has taken on global health,
the lockdowns and other restrictions imposed to slow
the spread of covip-19 have had a severe economic

impact. Between 2019 and 2020, the world economy
shrank an estimated 4.3%, while the surge of infections
and deaths caused by the Omicron variant in late 2021
and early 2022 slowed the global economic recovery.>

However, covip-19 has also led to a surge in govern-
ment spending, including a huge increase in
development assistance for health; an estimated $16.0
billion was directed toward covibp-19 in 2020, and in
2021, DAH for cOVID-19 was an estimated $21.8 billion.
Overall, DAH for coviD-19 led to a 56.3% increase in
total DAH between 2019 and 2021: in 2019, total DAH
was $43.1 billion, while in 2021, it was $67.4. billion.

The covip-19 profile illustrates the sources, dis-
bursement channels, and program areas to which
coviD-19 DAH was allocated. Figure A shows how bAH
for covip-19 drove the overall growth of DAH between
2019 and 2021, while Figure B illustrates how pAH for
covip-19 flowed from source to channel to program
area in 2020-2021.
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Flows of development assistance for health for COVID-19 from source to channel

to program area, 2020-2021

Source

United States $6.58

United Kingdom $1.98

Other governments $13.6B

The Bill & Melinda
Gates Foundation $953.0M

Other private
philanthropy $914.0M

Other sources $13.4B

NGOs and international foundations $5071.0M-==
US foundations $1.08

“Other sources” captures development assistance for health for
which we have source information but which is not identified as
originating within any of the sources listed.

Health assistance for which we have no source information is
designated as “Unidentified.”

“Other governments” include Afghanistan, Angola, Argentina,
Australia, Austria, Azerbaijan, Bangladesh, Belgium, Bhutan,
Brazil, Brunei, Bulgaria, Cameroon, Canada, Central African
Republic, Chad, China, Colombia, Céte d’Ivoire, Croatia, Czechia,
Democratic Republic of the Congo, Denmark, Egypt, Estonia,
Ethiopia, Finland, France, Gabon, Germany, Greece, Guinea,
Hungary, Iceland, India, Indonesia, Iran, Iraq, Ireland, Italy,
Jamaica, Japan, Jordan, Kenya, Kuwait, Latvia, Lebanon, Libya,
Lithuania, Luxembourg, Madagascar, Malaysia, Malta, Monaco,
Myanmar, New Zealand, Nigeria, Norway, Oman, Pakistan,
Palestine, Peru, Poland, Portugal, Qatar, Romania, Russia, Sdo
Tomé and Principe, Saudi Arabia, Serbia, Singapore, Slovakia,
Slovenia, South Africa, South Korea, South Sudan, Spain, Sudan,
Sweden, Switzerland, Syria, Taiwan (province of China),
Thailand, the Netherlands, Togo, Turkey, Uganda, Ukraine,
United Arab Emirates, Yemen, and Zimbabwe.

Channel

Other bilateral
development agencies $6.7B

Program area

Country-level
coordination $4.1B
Surveillance,
rapid-response teams,
_ and case investigation
) %128

'L National labs and
testing $1.98

L Infection prevention
and personal protective
equipment $3.2B

L Treatment $3.4B

Supply chain and
Jlogistics $2.58

Maintaining other
essential health services
*‘“Iand systems $955.6M

R&D for vaccine and other
therapeutics $166.9M

Points of entry,
international travel
and transport $365.6M

Risk communication,
community engagement

$2.4B

Vaccine procurement
and distribution $13.0B

—Other $3.98

“Other bilateral development agencies” include Austria, Belgium,
Canada, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
Japan, South Korea, Luxembourg, the Netherlands, New Zealand,
Norway, Spain, Sweden, Switzerland, the United Arab Emirates, the
United Kingdom, the European Commission, and EEA.

“Regional development banks” include the African Development
Bank, the Asian Development Bank, and the Inter-American
Development Bank.

“Other” captures development assistance for health for which we
have program area information but which is not identified as being
allocated to any of the program areas listed.

cepI = Coalition for Epidemic Preparedness Innovations
NGos = Non-governmental organizations

PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

UNICEF = United Nations Children’s Fund

wHO = World Health Organization
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HEALTH FOCUS AREAS

HIV/AIDS

The human immunodeficiency virus, or H1V, is the
virus that can cause AIDS, or acquired immunodefi-
ciency syndrome; if left untreated, HIv/AIDS can lead to
life-threatening infections and health conditions.
Though there are now effective anti-retroviral treat-
ments for HIV/AIDs, when the disease first appeared in
the 1980s it led to a widespread public health crisis.
Since the start of the HIV/AIDS epidemic, more than 30
million people have died from A1ps-related illnesses.>
In 2021, DAH for HIV/AIDS was $9.9 billion, a 2.2%
increase from the 2020 DAH total. Though pAH for HIV/
AIDS has increased since 2019, it remains lower than

the 2017—2018 average of $10.5 billion. In 2019, in
low-income and lower-middle-income countries, a total
of $3.8 billion was spent on H1v/AIDSs, which was 45.4%
of total pAH for HIV/AIDS. For context, DAH for HIV/
AIDS was $8.5 billion, 19.7% of the 2019 DAH total.

The H1V/AIDS profile illustrates the sources, disburse-
ment channels, and program areas to which HIV/AIDs
DAH was allocated. Figure A gives a high-level view of
DAH for HIV/AIDS between 1995 and 2021, while Figure
B illustrates how pAH for HIv/A1DS flowed from source
to channel to program area in 2020—2021.
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Flows of development assistance for health for HIV/AIDS from source to channel to program area,

2020-2021

Source Channel Program area

o - ”
ther bilatera

. Treatment $6.3B

— Prevention
(excludmg PMTCT)
$3.3B

development agencies $316.7M NS \ \__ — PMTCT $490.4M

| Counseling and testing
$1.2B

The Global Fund $4.1B
\ | Orphans and vulnerable
‘ children $1.08
\ﬁ " | [~ HSS- other $2.08

HSS - human
resources $844.9M

j HSS - monitoring and
evaluation $200.8M

| Care and strengthening
$1.3B

— Drug resistance

United Kingdom $765.1M ]

Other governments $3.08

-
The Bill & Melinda Ili . by
Gates Foundation $1.0B NGOs a0

Other private
philanthropy $1.08

$5.3M
Other sources $462.5M W .
US foundations $545.3M | Other $3.08
“Other sources” captures development assistance for health for “Other bilateral development agencies” include Austria, Belgium,
which we have source information but which is not identified as Canada, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
originating within any of the sources listed. Japan, South Korea, Luxembourg, the Netherlands, New Zealand,

Norway, Spain, Sweden, Switzerland, the United Arab Emirates, the

ealth assistance for which we have no source information is United Kingdom, the European Commission, and EEA.

designated as “Unidentified.”
“Regional development banks” include the African Development

Other governments” include Afghanistan, Angola, Argentina, Bank, the Asian Development Bank, and the Inter-American

Australia, Austria, Azerbaijan, Bangladesh, Belgium, Bhutan,

Brazil, Brunei, Bulgaria, Cameroon, Canada, Central African Development Bank.

Republic, Chad, China, Colombia, Céte d’Ivoire, Croatia, Czechia, “Other” captures development assistance for health for which we
Democratic Republic of the Congo, Denmark, Egypt, Estonia, have program area information but which is not identified as being
Ethiopia, Finland, France, Gabon, Germany, Greece, Guinea, allocated to any of the program areas listed.

Hungary, Iceland, India, Indonesia, Iran, Iraq, Ireland, Italy,
Jamaica, Japan, Jordan, Kenya, Kuwait, Latvia, Lebanon, Libya,
Lithuania, Luxembourg, Madagascar, Malaysia, Malta, Monaco,
Myanmar, New Zealand, Nigeria, Norway, Oman, Pakistan,
Palestine, Peru, Poland, Portugal, Qatar, Romania, Russia, Sdo
Tomé and Principe, Saudi Arabia, Serbia, Singapore, Slovakia,
Slovenia, South Africa, South Korea, South Sudan, Spain, Sudan,
Sweden, Switzerland, Syria, Taiwan (province of China),
Thailand, the Netherlands, Togo, Turkey, Uganda, Ukraine,
United Arab Emirates, Yemen, and Zimbabwe.

cepI = Coalition for Epidemic Preparedness Innovations
NGOs = Non-governmental organizations

PAHO = Pan American Health Organization

PMTCT = Prevention of mother-to-child transmission
UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

uNICEF = United Nations Children’s Fund

wHO = World Health Organization
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HEALTH FOCUS AREAS

Tuberculosis

Caused by the bacterium Mycobacterium tuberculosis,
tuberculosis is a highly contagious infectious disease
that generally affects the lungs. While many cases of
tuberculosis do not progress to active disease, those
that do can be fatal. Tuberculosis is a leading killer of
people with H1v, and “a major cause of deaths related to
antimicrobial resistance,” according to the World
Health Organization.? By number of deaths, much of
the world’s tuberculosis burden is in countries like
India, Indonesia, Pakistan, and the Democratic
Republic of the Congo.*

Tuberculosis outcomes have improved since 1990. For
example, the age-standardized rate of tuberculosis
deaths in China in 1990 was 20.2 per 100,000, and in
2019 it was 2.0. Ethiopia’s age-standardized rate of
deaths due to tuberculosis was 317.3 in 1990 (then the

leading cause of death in Ethiopia), and by 2019 it had
gone down to 60.9 per 100,000.*

In 2021 — the most recent year for which we estimate
development assistance for health by health focus area
— a total of $1.3 billion was spent on tuberculosis in
low-income and lower-middle-income countries, which
was 65.0% of total 2020 DAH for tuberculosis. In 2021, a
total of $2.0 billion was allocated for pAH for tubercu-
losis, an increase of 2.1% from 2020.

The tuberculosis profile illustrates the sources,
disbursement channels, and program areas to which
tuberculosis DAH was allocated. Figure A gives a
high-level view of DAH for tuberculosis between 1995
and 2021, while Figure B illustrates how paH for
tuberculosis flowed from source to channel to program
area in 2020—2021.

Development assistance for health for tuberculosis, 1995-2021"
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Flows of development assistance for health for tuberculosis from source to channel to program

area, 2020-2021

Source Channel Program area

HSS - other $393.6M

Other bilateral

development agencies $345.4M HSS - human resources

, $465.1M
United States $1.6B

HSS - monitoring and
evaluation $250.5M

United Kingdom $334.8M

N

The Global Fund $2.3B

Other $2.2B

Other governments $1.38

The Bill & Melinda florls ‘

Gates Foundation $415.2M deve pba?fks$102-9M S Diagnosis $81.6M
NGOs and.internatiorial foundations $434.6M| Q ~—

Other private Treatment $447.7M

philanthropy $226.0M / .
Other sources $124.0M US foundations $277.1M Drug resistance
$136.3M
“Other sources” captures development assistance for health for “Other bilateral development agencies” include Austria, Belgium,
which we have source information but which is not identified as Canada, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
originating within any of the sources listed. Japan, South Korea, Luxembourg, the Netherlands, New Zealand,

Norway, Spain, Sweden, Switzerland, the United Arab Emirates, the

Health assistance for which we have no source information is United Kingdom, the European Commission, and EEA.

designated as “Unidentified.”
“Regional development banks” include the African Development

Other governments” include Afghanistan, Angola, Argentina, Bank, the Asian Development Bank, and the Inter-American

Australia, Austria, Azerbaijan, Bangladesh, Belgium, Bhutan,

Brazil, Brunei, Bulgaria, Cameroon, Canada, Central African Development Bank.

Republic, Chad, China, Colombia, Céte d’Ivoire, Croatia, Czechia, “Other” captures development assistance for health for which we
Democratic Republic of the Congo, Denmark, Egypt, Estonia, have program area information but which is not identified as being
Ethiopia, Finland, France, Gabon, Germany, Greece, Guinea, allocated to any of the program areas listed.

Hungary, Iceland, India, Indonesia, Iran, Iraq, Ireland, Italy,
Jamaica, Japan, Jordan, Kenya, Kuwait, Latvia, Lebanon, Libya,
Lithuania, Luxembourg, Madagascar, Malaysia, Malta, Monaco,
Myanmar, New Zealand, Nigeria, Norway, Oman, Pakistan,
Palestine, Peru, Poland, Portugal, Qatar, Romania, Russia, Sdo
Tomé and Principe, Saudi Arabia, Serbia, Singapore, Slovakia,
Slovenia, South Africa, South Korea, South Sudan, Spain, Sudan,
Sweden, Switzerland, Syria, Taiwan (province of China),
Thailand, the Netherlands, Togo, Turkey, Uganda, Ukraine,
United Arab Emirates, Yemen, and Zimbabwe.

cepI = Coalition for Epidemic Preparedness Innovations
NGOs = Non-governmental organizations

PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

UNICEF = United Nations Children’s Fund

wHO = World Health Organization
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Malaria

Transmitted by mosquitoes, malaria is a disease caused
by parasites of the Plasmodium group, two of which

— P. falciparum and P. vivax — pose the greatest threat
to humans. Malaria’s symptoms include flu-like
symptoms (chills, fever), vomiting, diarrhea, and
jaundice,* and if left untreated, malaria can lead to
acute illness and death.

According to the Global Burden of Disease 2019
study,* in 2019 most global malaria burden remained in
sub-Saharan Africa, with the highest age-standardized
rates of disability-adjusted life years (DALYS) in Sierra
Leone, Céte d’Ivoire, and Burkina Faso. The most
malaria deaths were in Nigeria (nearly 200,000) and the
Democratic Republic of the Congo (over 55,000).
However, these numbers obscure the tremendous
progress in the fight against malaria: in 1990, there were
almost 850,000 deaths from malaria globally, but by

2019, that number had dropped to roughly 650,000.
And a malaria vaccine is expected to be distributed
widely in 2023.>*

There was a total of $2.4 billion in DAH for malaria in
2021. In comparison, a total of $4.3 billion (comprising
government spending, prepaid private spending,
out-of-pocket spending, and DAH) was spent on malaria
across malaria-endemic countries in 2017, the latest
year for which we estimate total spending by health
focus area; 38.8% of total spending on malaria was DAH.

The malaria profile illustrates the sources, disburse-
ment channels, and program areas to which malaria
DAH was allocated. Figure A gives a high-level view of
DAH for malaria between 1995 and 2021, while Figure B
illustrates how pAH for malaria flowed from source to
channel to program area in 2020—2021.

Development assistance for health for malaria, 1995-2021
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Flows of development assistance for health for malaria from source to channel to program area,

2020-2021

Source

Other bilateral

| ies $162.1M
United States $2.08 development agencies $

United Kingdom $396.4M

Other governments $1.3B

The Bill & Melinda
Gates Foundation $739.2M

Other private
philanthropy $163.0M

Other sources $72.6M

“Other sources” captures development assistance for health for
which we have source information but which is not identified as
originating within any of the sources listed.

Health assistance for which we have no source information is
designated as “Unidentified.”

“Other governments” include Afghanistan, Angola, Argentina,
Australia, Austria, Azerbaijan, Bangladesh, Belgium, Bhutan,
Brazil, Brunei, Bulgaria, Cameroon, Canada, Central African
Republic, Chad, China, Colombia, Céte d’Ivoire, Croatia, Czechia,
Democratic Republic of the Congo, Denmark, Egypt, Estonia,
Ethiopia, Finland, France, Gabon, Germany, Greece, Guinea,
Hungary, Iceland, India, Indonesia, Iran, Iraq, Ireland, Italy,
Jamaica, Japan, Jordan, Kenya, Kuwait, Latvia, Lebanon, Libya,
Lithuania, Luxembourg, Madagascar, Malaysia, Malta, Monaco,
Myanmar, New Zealand, Nigeria, Norway, Oman, Pakistan,
Palestine, Peru, Poland, Portugal, Qatar, Romania, Russia, Sdo
Tomé and Principe, Saudi Arabia, Serbia, Singapore, Slovakia,
Slovenia, South Africa, South Korea, South Sudan, Spain, Sudan,
Sweden, Switzerland, Syria, Taiwan (province of China),
Thailand, the Netherlands, Togo, Turkey, Uganda, Ukraine,
United Arab Emirates, Yemen, and Zimbabwe.

Channel

I Nets $299.7M

US foundations $637.3M

Program area

Indoor residual spraying
$176.6M

Other control $467.6M

Treatment $850.1M

Diagnosis $163.1M

Community outreach
$241.1M

- L Drug resistance
$15.1M

Other $1.3B

HSS - other $743.7M

HSS - human resources
\Ij$264.6M
\ HSS - monitoring and

evalution $90.7M

“Other bilateral development agencies” include Austria, Belgium,
Canada, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
Japan, South Korea, Luxembourg, the Netherlands, New Zealand,
Norway, Spain, Sweden, Switzerland, the United Arab Emirates, the
United Kingdom, the European Commission, and EEA.

“Regional development banks” include the African Development
Bank;, the Asian Development Bank, and the Inter-American
Development Bank.

“Other” captures development assistance for health for which we
have program area information but which is not identified as being
allocated to any of the program areas listed.

cepI = Coalition for Epidemic Preparedness Innovations
NGOs = Non-governmental organizations

PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

UNICEF = United Nations Children’s Fund

wHO = World Health Organization
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Other infectious diseases

Financing Global Health’s other infectious diseases
group refers to all infectious diseases other than H1v/
AIDS, tuberculosis, malaria, and childhood diseases
covered under our reproductive, maternal, neonatal,
and child health spending category. Note that the other
infectious diseases group includes covip-19, hence the
733.1% rise in other infectious disease DAH between
2019 and 2021.

covip-19 notwithstanding, the burden of this group
of diseases has gone down over the past two decades
— according to the Global Burden of Disease 2019
study,* as a category, other infectious diseases caused
roughly 0.7 million deaths in 2019, down from 2.2
million in 1990. But where the burden of infectious
diseases is felt has not changed. In 1990, sub-Saharan
Africa had the most other infectious disease burden,
and South Asia the second-most; in the 2019, the
regions’ order was unchanged, despite the dramatic

decrease in other infectious disease burden in
both regions.

The other infectious diseases profile illustrates the
sources, disbursement channels, and program areas to
which other infectious diseases DAH was allocated.
Figure A gives a high-level view of DAH for other
infectious diseases between 1995 and 2021, while Figure
B illustrates how DAH for other infectious diseases
flowed from source to channel to program area in
2020—-2021.

The increase in spending between 2019 and 2021
includes rises in the percentage of other infectious
diseases DAH by some sources. For example, in 2019,
Japan was responsible for 3.2% of other infectious
diseases DAH, while in 2021, Japan accounted for 6.5%.
For additional context, 9.2% ($2.2 billion) of 2021 other
infectious diseases spending was unrelated to covip-
19, a decrease of 26.3% under the 2020 total.

Development assistance for health for other infectious diseases, 1995-2021"
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Flows of development assistance for health for other infectious diseases from source to channel to

program area, 2020-2021

Source Channel Program area

Other infectious diseases
IISBSB

¥ ~Ebola $241.3M
— —Zika $9.7M

" Antimicrobial resistance
$43.9M

|ﬂ HSS - other $220.2M

HSS - human resources
$252.4M

HSS - monitoring and
evalution $990.6M

United States $7.0B

Other bilateral
development agencies $8.4B

L

United Kingdom $2.98

MT/Y/ | HO $4.38 |

The Bill & Melinda ) X
Gates Foundation $1.7B I ’\\ COVID-19 $37.88
Other private | 4
philanthropy $1.38 7.
——
orld Bank and
regional development banks $14.2B
Other sources $13.98
NGOs and international foundations $1.88 I*"’
US foundations $1.88
“Other sources” captures development assistance for health for “Other bilateral development agencies” include Austria, Belgium,
which we have source information but which is not identified as Canada, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
originating within any of the sources listed. Japan, South Korea, Luxembourg, the Netherlands, New Zealand,
g g y p g

Norway, Spain, Sweden, Switzerland, the United Arab Emirates, the

Health assistance for which we have no source information is United Kingdom, the European Commission, and EEA.

designated as “Unidentified.”
“Regional development banks” include the African Development

Other governments” include Afghanistan, Angola, Argentina, Bank, the Asian Development Bank, and the Inter-American

Australia, Austria, Azerbaijan, Bangladesh, Belgium, Bhutan,

Brazil, Brunei, Bulgaria, Cameroon, Canada, Central African Development Bank.

Republic, Chad, China, Colombia, Céte d’Ivoire, Croatia, Czechia, “Other” captures development assistance for health for which we
Democratic Republic of the Congo, Denmark, Egypt, Estonia, have program area information but which is not identified as being
Ethiopia, Finland, France, Gabon, Germany, Greece, Guinea, allocated to any of the program areas listed.

Hungary, Iceland, India, Indonesia, Iran, Iraq, Ireland, Italy,
Jamaica, Japan, Jordan, Kenya, Kuwait, Latvia, Lebanon, Libya,
Lithuania, Luxembourg, Madagascar, Malaysia, Malta, Monaco,
Myanmar, New Zealand, Nigeria, Norway, Oman, Pakistan,
Palestine, Peru, Poland, Portugal, Qatar, Romania, Russia, Sdo
Tomé and Principe, Saudi Arabia, Serbia, Singapore, Slovakia,
Slovenia, South Africa, South Korea, South Sudan, Spain, Sudan,
Sweden, Switzerland, Syria, Taiwan (province of China),
Thailand, the Netherlands, Togo, Turkey, Uganda, Ukraine,
United Arab Emirates, Yemen, and Zimbabwe.

cepI = Coalition for Epidemic Preparedness Innovations
NGos = Non-governmental organizations

PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

UNICEF = United Nations Children’s Fund

wHO = World Health Organization
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Reproductive, maternal, newborn,

and child health

The reproductive, maternal, newborn, and child health
category encompasses maternal disorders like maternal
hemorrhage and ectopic pregnancy, neonatal sepsis and
jaundice, and vaccine-related funding. Taken together,
the burden of maternal and neonatal disorders is most
felt in sub-Saharan Africa (with Pakistan also experi-
encing a high rate of DALYS due to maternal and
neonatal disorders), according to the Global Burden of
Disease 2019 study.* As a group, maternal and neonatal
disorders caused over 2 million deaths in 2019.

By cause, neonatal preterm birth and neonatal
encephalopathy caused the most burden in 2019,
leading to over 660,000 and 560,000 global deaths,
respectively. But strides have been made over the past
few decades: since 1990, the global, all-ages rate of
deaths due to neonatal preterm birth has gone down
63.9%, and deaths caused by maternal hemorrhage have
gone down 51.1%, from 95,100 in 1990 to 46,500 in 2019.*

Development assistance for health for reproductive, maternal, newborn, and child health, 1995-2021

An estimated $14.8 billion in DAH went to reproduc-
tive, maternal, newborn, and child health in 2021, a
decrease of 2.3% since 2019. By region, sub-Saharan
Africa was the largest recipient of development assis-
tance for reproductive, maternal, newborn, and child
health in 2019, receiving $4.4 billion, or 28.8%
of 2019 DAH.

The reproductive, maternal, newborn, and child
health profile illustrates the sources, disbursement
channels, and program areas reproductive, maternal,
newborn, and child health baH was allocated to. Figure
A gives a high-level view of DAH for reproductive,
maternal, newborn, and child health between 1995 and
2021, while Figure B illustrates how paH for reproduc-
tive, maternal, newborn, and child health flowed from
source to channel to program area in 2020—2021.
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Flows of development assistance for health for reproductive, maternal, newborn, and child health

from source to channel to program area, 2020-2021

Source

United States $4.5B

United Kingdom $2.78

Other governments $9.78

The Bill & Melinda
Gates Foundation $3.4B

Other private
philanthropy $3.7B

Other sources $5.2B

“Other sources” captures development assistance for health for
which we have source information but which is not identified as
originating within any of the sources listed.

Health assistance for which we have no source information is
designated as “Unidentified.”

“Other governments” include Afghanistan, Angola, Argentina,
Australia, Austria, Azerbaijan, Bangladesh, Belgium, Bhutan,
Brazil, Brunei, Bulgaria, Cameroon, Canada, Central African
Republic, Chad, China, Colombia, Céte d’Ivoire, Croatia, Czechia,
Democratic Republic of the Congo, Denmark, Egypt, Estonia,
Ethiopia, Finland, France, Gabon, Germany, Greece, Guinea,
Hungary, Iceland, India, Indonesia, Iran, Iraq, Ireland, Italy,
Jamaica, Japan, Jordan, Kenya, Kuwait, Latvia, Lebanon, Libya,
Lithuania, Luxembourg, Madagascar, Malaysia, Malta, Monaco,
Myanmar, New Zealand, Nigeria, Norway, Oman, Pakistan,
Palestine, Peru, Poland, Portugal, Qatar, Romania, Russia, Sdo
Tomé and Principe, Saudi Arabia, Serbia, Singapore, Slovakia,
Slovenia, South Africa, South Korea, South Sudan, Spain, Sudan,
Sweden, Switzerland, Syria, Taiwan (province of China),
Thailand, the Netherlands, Togo, Turkey, Uganda, Ukraine,
United Arab Emirates, Yemen, and Zimbabwe.

Channel

US foundations $2.7B

Program area

RMH - Family planning
$2.5B

RMH - Maternal health
$3.2B

RMH - Other $2.2B

NCH - Nutrition $4.3B

NCH - Vaccines $7.58

NCH - Other $2.5B

RMH HSS - other $2.1B
RMH HSS - human
resources $801.3M
RMH HSS - monitoring

\ jand evalution $202.3M
NCH HSS - other $3.0B

NCH HSS - human

resources $767.4M

NCH HSS - monitoring
and evalution $115.6M

“Other bilateral development agencies” include Austria, Belgium,
Canada, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
Japan, South Korea, Luxembourg, the Netherlands, New Zealand,
Norway, Spain, Sweden, Switzerland, the United Arab Emirates, the
United Kingdom, the European Commission, and EEA.

“Regional development banks” include the African Development
Bank;, the Asian Development Bank, and the Inter-American
Development Bank.

“Other” captures development assistance for health for which we
have program area information but which is not identified as being
allocated to any of the program areas listed.

cepI = Coalition for Epidemic Preparedness Innovations
NGOs = Non-governmental organizations

PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

UNICEF = United Nations Children’s Fund

wHO = World Health Organization
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Non-communicable diseases

Non-communicable diseases (NCDS) are defined as
conditions that are not transmissible from person to
person; NCDs are chronic diseases, and behaviors like
smoking and overuse of alcohol can increase the chance
of developing one. NcDs include cardiovascular
diseases, chronic respiratory diseases, and cancers.

As a group, NcDs were the leading cause of disease
burden globally in 2019, causing nearly three times as
many deaths (more than 42 million) as communicable,
maternal, neonatal, and nutritional diseases — plus
injuries — combined. The leading types of NcDs include
ischemic heart disease, stroke, and chronic obstructive
pulmonary disease; NcD risk can be mitigated by
modifying certain risk factors, like smoking.> Globally,
NcD burden is highest in many middle-income coun-
tries. For example, 31.5% of 2019 deaths in Russia were
attributable to ischemic heart disease, and 18.3% to
stroke. Moreover, the past 30 years have been marked
by a shift away from communicable diseases (COVID-19
notwithstanding) and toward non-communicable

disease burden.*

Though NcD-related bAH has grown over the past 30
years, spending on NcDs has not necessarily kept pace
with the burden the group of conditions causes. A total
of about $1.1 billion was directed toward NCD DAH in
2021, reflecting little change over the 2020 total.
Between 1990 and 2021, total NCD DAH grew 1,889.2%,
while overall DAH grew 688.4%. Meanwhile, between
1990 and 2019, as a portion of total DALYS, NCDS grew
47.9%. For reference, between 1990 and 2019, the
percentage of deaths attributable to NCcDs grew almost
31%. In 1990, NCDs caused 56.8% of global deaths, while
in 2019 NCcDs caused 74.4% of global deaths.

The NcDs profile illustrates the sources, disburse-
ment channels, and program areas to which NCDs bAH
was allocated. Figure A gives a high-level view of DAH
for NCcDs between 1995 and 2021, while Figure B
illustrates how pAH for NcDs flowed from source to
channel to program area in 2020—2021.

Development assistance for health for non-communicable diseases, 1995-2021
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Flows of development assistance for health for non-communicable diseases from source to

channel to program area, 2020-2021

Source
United States $68.8M [

United Kingdom $175.8M

Other governments $484.9M

The Bill & Melinda
Gates Foundation $169.0M

Other private
philanthropy $450.7M

NGOs and international foundations $550.0M

Other sources $843.3M

US foundations $281.6M

“Other sources” captures development assistance for health for
which we have source information but which is not identified as
originating within any of the sources listed.

Health assistance for which we have no source information is
designated as “Unidentified.”

“Other governments” include Afghanistan, Angola, Argentina,
Australia, Austria, Azerbaijan, Bangladesh, Belgium, Bhutan,
Brazil, Brunei, Bulgaria, Cameroon, Canada, Central African
Republic, Chad, China, Colombia, Céte d’Ivoire, Croatia, Czechia,
Democratic Republic of the Congo, Denmark, Egypt, Estonia,
Ethiopia, Finland, France, Gabon, Germany, Greece, Guinea,
Hungary, Iceland, India, Indonesia, Iran, Iraq, Ireland, Italy,
Jamaica, Japan, Jordan, Kenya, Kuwait, Latvia, Lebanon, Libya,
Lithuania, Luxembourg, Madagascar, Malaysia, Malta, Monaco,
Myanmar, New Zealand, Nigeria, Norway, Oman, Pakistan,
Palestine, Peru, Poland, Portugal, Qatar, Romania, Russia, Sdo
Tomé and Principe, Saudi Arabia, Serbia, Singapore, Slovakia,
Slovenia, South Africa, South Korea, South Sudan, Spain, Sudan,
Sweden, Switzerland, Syria, Taiwan (province of Chinay),
Thailand, the Netherlands, Togo, Turkey, Uganda, Ukraine,
United Arab Emirates, Yemen, and Zimbabwe.

Channel

Program area

Mental health $174.1M

Other NCDs $423.5M

HSS - other $1.3B

ay AN
. ‘ HSS - human resources
‘ $154.0M
Tobacco $168.2M

HSS - monitoring and
evalution $14.4M

“Other bilateral development agencies” include Austria, Belgium,
Canada, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
Japan, South Korea, Luxembourg, the Netherlands, New Zealand,
Norway, Spain, Sweden, Switzerland, the United Arab Emirates, the
United Kingdom, the European Commission, and EEA.

“Regional development banks” include the African Development
Bank, the Asian Development Bank, and the Inter-American
Development Bank.

“Other” captures development assistance for health for which we
have program area information but which is not identified as being
allocated to any of the program areas listed.

ckepI = Coalition for Epidemic Preparedness Innovations
NGos = Non-governmental organizations

PAHO = Pan American Health Organization

UNAIDS = Joint United Nations Programme on HIV/AIDS
UNFPA = United Nations Population Fund

uNICEF = United Nations Children’s Fund

wHO = World Health Organization
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ANNEX:

Methods

Overview

Financing Global Health 2021 reports estimates based on the most reliable
and up-to-date data available as of June 2022. Drawing upon data from
spending accounts, budgets, and other estimates from a broad set of
sources, we employed statistical models and accounting methods to
produce our estimates. This section briefly outlines our processes. For
detailed information on the input data and methodology, please refer to our
online Methods Annex, available at https://bit.ly/fgh2021methods.
Additional information on methods can also be found in a paper pub-
lished in 2023 by the Global Burden of Disease Health Financing
Collaborator Network in The Lancet Global Health, “Global investments in
pandemic preparedness and COVID-19: tracking development assistance
and domestic spending on health, 1990-2026.” https://www.thelancet.com/
journals/langlo/article/PI1S2214-109X(23)00007-4/fulltext

Development assistance for health

IHME compiled financing data from the sources and disbursing entities
discussed in this report. The goal was to track disbursements through
international development agencies that aimed to maintain or improve
health in low- and middle-income countries from 1990 through 2021. In
addition to data from international databases such as the Organisation for
Economic Co-operation and Development’s Creditor Reporting System, we
extracted and harmonized commitment and disbursement data from
development project records, annual budgets, annual financial statements,
and revenue statements from a broad set of development agencies, including
multilateral and bilateral aid agencies, public-private partnerships, NGOS,
and private foundations.

Furthermore, for several disbursing agencies, direct correspondence with
agencies led to better understanding of the data or to the acquisition of
more granular, more reliable, or more timely data. Some organizations were
not able to report on disbursements for the previous year because agencies’
accounting processes can be lengthy. We therefore relied on budgets,
revenues, commitments, and appropriations, as well as macroeconomic
data to estimate disbursements for organizations without up-to-date
spending information, and these were used to model the most recent year’s
disbursements. This method led to the development of “preliminary
estimates” of DAH by source, channel, and health focus area for 2021. We do
not report DAH estimates by recipient for 2021 because preliminary esti-
mates were not made by recipient.

Global health agencies frequently transfer funds among themselves. Since
these funding flows are often reported by both the entity from which funds
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originate and the recipient agency, double-counting occurs in the data.
Including disbursements from both agencies would lead to an overestima-
tion of disbursements. In order to avoid double-counting, we used revenue
data to assess the source of all funds and remove resources that were passed
between development agencies before being disbursed. For our accounting
purposes, the source of the funds is where the funds originated, while the
channel is the last disbursing agency that we track to disburse the
resources. Because each data source provides different categories and
different information about what focus areas were targeted by their dis-
bursements, project-specific sector and theme codes and keyword searches
of project titles and descriptions were used to classify funding. All DAH
from the Joint United Nations Programme on HIV/AIDS (UNAIDS) was
considered funding for H1v/A1Ds and tuberculosis. Funding from UNICEF
was classified as pAH for reproductive, maternal, newborn, and child health,
H1V/AIDS, and Ebola. For projects that span two or more health focus areas,
funding was divided according to weights based on the number of keywords
associated with each health focus area. DAH estimates were reported in
2021 Us dollars.

We developed a separate methodology for estimating bAH for covip-19
because much of the project-level data used as input for the historical bAH
estimates (described above) do not extend through 2021 and therefore do
not include resources disbursed in response to covip-19 in 2021. We
extracted project data on commitments and disbursements from a diverse
set of databases, including the unocHA Financial Tracking Service and the
International Aid Transparency Initiative. For other development channels,
we obtained information about covib-19 commitments and disbursements
through correspondence or from their respective online databases.

Domestic health spending and total health spending

We extracted and adjusted health spending data from the World Health
Organization Global Health Expenditure Database to estimate total health
spending and health spending by source. Extracted data included transfers
from government domestic revenue (allocated to health purposes), social
insurance contributions, compulsory prepayment, voluntary prepayment,
other domestic revenue from households, corporations, and nonprofit
institutions serving the household, and Gpp. We extracted spending
estimates in current local currency and converted them into 2021 Us
dollars. We used a spatiotemporal Gaussian process regression model
(sT-GPR) to estimate health spending across time, country, and

spending category.

Additionally, we developed a method to prioritize data from the Global
Health Expenditure Database that had the most credible sources and with
the best documentation for our sT-GPR modeling to prevent data with
unclear sources or imputation methods from influencing our ST-GPR
estimation. Our method used a natural language processing model to
evaluate and assign a weight based on the information describing the source
and methods used to estimate data points in the Global Health Expenditure
Database. Weights were based upon metadata completeness, documented
source information, and documented methods for estimation. While we
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included all available data in the sT-GPR model, data with the most repu-
table sources and most complete documentation influenced the model the
most. We aggregated DAH measured in 2021 Us dollars, government health
spending, prepaid private health spending, and out-of-pocket health
spending to estimate total health spending.

Future health spending

Our forecasted estimates include Gpp, general government spending (across
all sectors); government, out-of-pocket, and prepaid private health
spending; and total DAH provided and received from 2020 to 2030 and
2050. We used ensemble models to estimate per person GDP, government
spending, DAH, and government, out-of-pocket, and prepaid private health
spending through 2050, our reference scenario.

Supplementary data are available via the Global Health Data
Exchange (GHDx):

+ Development Assistance for Health Database 1990-2021
(https://ghdx.healthdata.org/record/ihme-data/
development-assistance-health-database-1990-2021)

+ Development Assistance for Health on covip Database 2000-2021
(https://ghdx.healthdata.org/record/ihme-data/
development-assistance-health-covid-2020-2021)

+ Global Expected Health Spending Database 2020-2050
(https://ghdx.healthdata.org/record/ihme-data/
global-expected-health-spending-2020-2050)

+ Global Health Spending Database 1995-2019
(https://ghdx.healthdata.org/record/ihme-data/
global-health-spending-1995-2019)

+ Gross Domestic Product Per Capita 1960-2050
(https://ghdx.healthdata.org/record/ihme-data/
global-gdp-per-capita-1960-2050-fgh-2021)
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