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FY 2003

This report provides an overview of USAID’s global
health expenditures for fiscal year (FY) 2003
(October 1, 2002, through September 30, 2003).
These expenditures occur via two main channels:
(1) centrally managed projects funded by USAID’s
Bureau for Global Health (GH), and (2) bilateral
projects managed by USAID Missions.
Agreements managed by USAID’s regional
bureaus are not included in this report. 

Prior to FY 2001, this report included only popula-
tion expenditures. In FY 2001, the report was
expanded to include child survival/maternal
health, HIV/AIDS, and infectious diseases. This year
the report has been further expanded to include
vulnerable children, as well as trend information
for global health, child survival/maternal health,
and infectious diseases. 

Because criteria for HIV/AIDS data are still evolv-
ing under the President’s Emergency Plan for AIDS
Relief (which calls for the Office of the Global
AIDS Coordinator in the State Department to
coordinate the U.S. government response to
HIV/AIDS), this year’s report does not include a
section breaking down HIV/AIDS expenditures as
it does for other directives. The Global Health
Overview section, however, includes total
HIV/AIDS expenditures (table 1) and HIV/AIDS
expenditures by region and country (tables 5
through 9).

As in prior years, the report includes an annex
showing shipment data on centrally funded con-
traceptives.

How to Interpret This Report

The primary purpose of this report is to provide
USAID managers with financial information that
can assist in policy and program decision making
at the global, regional, and country levels. The
report provides an overview of expenditures
incurred at the project level for the implementa-

tion of Agency-wide global health programs
funded by USAID. The expenditure amounts
reported do not represent appropriations or obli-
gation funding and should not be used or inter-
preted as such. Because of the time lag between
obligation funding and project-level expenditures,
funds are typically not expended in the same
year in which they are obligated. Instead, they
are expended in subsequent years. Therefore,
expenditure amounts presented in this report
reflect funding decisions made before FY
2003 and cannot be directly compared to
appropriation or obligation amounts.

Also, expenditures reported here are estimates
based on a comprehensive data collection
process, which is described below. The figures
provided here give managers a broad view of
spending patterns but do not entail the precision
and detail of formal accounting standards. 

Methodology of Data Collection

This report takes its data from the following
sources:

Mission Accounting and Control Systems
(MACS), October 2003

Mission Activity Expenditure Reports, January
2004

Cooperating Agency FY 2003 Cost Reports,
January 2004

NEWVERN Information System, GH, February
2004

After the fiscal year ends, the Population, Health
and Nutrition Information (PHNI) Project requests
all USAID Missions and cooperating agencies
(CAs) that have centrally managed agreements
with GH to provide the expenditure data from
these sources to prepare this report.

1
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Agency-Wide Expenditures for Global Health

Data from USAID Missions
The Mission data in this report are referred to as
“bilateral,” “Mission,” or “Mission-managed.” The
values for Mission totals include only expenditures
incurred under Mission-managed projects and do
not include bilateral funds transferred via
Modified Acquisition and Assistance Request
Documents (MAARDs) into activities centrally
managed by GH. These expenditures are report-
ed by the CAs that receive this type of funding
from a Mission. These amounts are reported under
the Field Support/MAARD columns found through-
out the report.

Mission expenditure amounts are obtained from
MACS. Population, health, and nutrition (PHN) offi-
cers (or their designee) at each Mission then
code each project’s expenditures by line item.
The directive (family planning/reproductive
health, HIV/AIDS, child survival/maternal health,
infectious diseases, vulnerable children, or non-
health-related activities) and institution that imple-
mented the activity associated with each cost is
listed for every line item. U.S. or local organizations
reported as the implementing institution may work
with other local organizations via sub-agreements.
However, the data collection process requires
that the Mission only identify the primary imple-
menting institution.

The Mission PHN officers also complete a focus
area breakdown and a functional activity break-
down for each of their health-related projects.
These breakdowns provide project-level estimates
that are aggregated in this report. 

Data from Cooperating Agencies
CA data in this report include field
support/MAARD expenditures and central core
expenditures. CA data are sometimes referred to
as “centrally managed” because they reflect
expenditures incurred via agreements between
CAs and GH in Washington, D.C.

Each CA provides a country-by-country break-
down of expenditures for each agreement the

CA has with GH. For each country, the CA is
asked to indicate how much was spent using field
support/MAARD funds and how much was spent
with central core funds. Next, the CA indicates for
each country whether or not the amounts were
spent via sub-agreements with local host institu-
tions, as long-term or short-term technical assis-
tance, or through other activities not captured in
these categories. For sub-agreement expendi-
tures, the CA provides a list of local host institu-
tions and their respective expenditure amounts. 

The CA also estimates expenditures by percent-
age for each directive. In prior years, these
percents were applied evenly across all countries
related to the agreement. Beginning in FY 2002,
CAs were able to estimate the directive
breakdown of expenditures for each country
individually.

Finally, each CA completes the focus area and
functional activity breakdowns for each of its
agreements with GH. These percents are broken
out for each directive and applied evenly across
all countries for which the CA reported expendi-
tures related to the directive. Therefore, the
amounts reported are project-level estimates,
which are aggregated in this report. 

Data from NEWVERN
NEWVERN is the central contraceptive procure-
ment database. This database is the automated
contraceptive ordering, processing, and financial
management system of USAID’s Commodities
Security and Logistics Division. 

The PHNI Project annually collects contraceptive
shipment data from John Snow, Inc., which man-
ages NEWVERN. The data contain the value and
quantity of shipments for each country that
receives contraceptive assistance from USAID.
Total global health contraceptive and condom
shipments (as reported in the Global Health
Overview of this report) represent expenditures for
both HIV/AIDS and family planning.
Contraceptive and condom shipment estimates

2



FY 2003

for family planning activities are arrived at by sub-
tracting HIV-related Commodity Fund expendi-
tures from the total FY 2003 commodity amount
as reported by NEWVERN. 

Current Limitations to Data

Given current data collection methods, the infor-
mation provided in this report has the following
limitations:

For the most part, figures reported here are
based on estimates and do not reflect actual
accounting figures. The expenditure values
are coded by informed managers who make
estimates on the distribution of expenditures
for each project at the country level.

The data included in this report represent
global health expenditures incurred by USAID
field Missions or CAs who have a centrally

funded agreement with GH. Currently, the
data collection does not include expendi-
tures incurred via regional agreements
entered into by USAID regional bureaus. 

As stated earlier, the data do not include
local host institution information for CAs that
have sub-agreements via bilateral projects.
Sub-agreement data are only available for
centrally managed projects. Missions report
only on primary implementers of agreements.

The figures for focus area and functional
activity breakdowns represent breakdowns at
the project level and not the country level. A
separate breakdown of the data at regional
and country levels is not currently available.

3
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Agency-Wide Expenditures for Global Health6

USAID is committed to improving global health
by improving the quality, availability, and use
of essential health services through programs
that address HIV/AIDS, family planning/repro-
ductive health, child survival/maternal health,
infectious diseases, and vulnerable children.
USAID focuses on global leadership, technical
support to the field, and research and evalua-
tion. The Agency forges strong relationships
with its partners, which include other bilateral
agencies, multilateral organizations, host gov-
ernments, and nongovernmental organizations.

In FY 2003, USAID global health expenditures
reached $1.33 billion. This represented a 27%
increase over FY 2002 expenditures. HIV/AIDS
spending increased by 71% from FY 2002 and
constituted 31% of FY 2003 global health
expenditures. (As mentioned in the introduc-
tion, this report does not fully discuss HIV/AIDS
expenditures due to the evolving funding and
reporting criteria of this directive.) The family
planning/reproductive health and child sur-
vival/maternal health directives each repre-
sented 29% of total FY 2003 global health
expenditures; infectious diseases, 8%; and vul-
nerable children, 3%.

Regionally, USAID health expenditures were
greatest in Africa ($499 million, or 38% of the
total). Increases have occurred in Africa
expenditures in each of the past two years.
Expenditures in the Asia/Near East (ANE) region
(the only other region to have significant
increases in the past two years) were $339 mil-
lion (25%). “Worldwide” expenditures (which
include contributions to global initiatives) were
18% of the total; Latin America/Caribbean
(LAC) expenditures, 13%; and Europe/Eurasia
expenditures, 6%. Ten of the 20 top expendi-
ture countries were in the Africa region, eight
in ANE, and two in LAC. The top five countries
were Egypt ($56 million), India ($44 million),
Indonesia ($41 million), Nigeria ($36 million),

and Bangladesh ($36 million). Egypt has consis-
tently been the leading country for USAID
health expenditures, while in FY 2003 Nigeria
replaced Ghana in the top five.

Mission-managed agreements accounted for
the most spending ($574 million), followed by
centrally managed in-country activities ($445
million), and global leadership, research, and
innovation ($309 million). In-country activities
accounted for 77% of FY 2003 expenditures.
More than half of in-country expenditures were
in field operations and long-term technical
assistance.

Among functional activities, service
delivery/training had the largest portion of
expenditures (27%), followed by behavior
change/communications (13%), institutional
capacity and management (13%), research
(10%), and data collection, monitoring, evalua-
tion, and health information systems (10%). All
other functional areas had less than 10% of
total expenditures.

Private organizations were the implementing
partners for 65% of FY 2003 global health
expenditures. Nonprofit organizations were the
implementing partners for two-thirds of these
expenditures and for-profit organizations for
one-third. International organizations were the
implementing partners for 11% of expenditures
and universities for 9%. 

6
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These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 1

Figure 1

USAID Global Health Expenditures by Directive
FY 2003 ($1,000s)

USAID Global Health Expenditures by Directive
FY 2003
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Table 2

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 2 

Agency-Wide Expenditures for Global Health

USAID Global Health Expenditures by Region
FY 2003 ($1,000s)

USAID Global Health Expenditures by Region
FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 3

Figure 3

USAID Global Health Expenditures
FY 2003: Top 20 Countries ($1,000s)

USAID Global Health Expenditures by Activity
FY 2003
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Table 4

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 4

Agency-Wide Expenditures for Global Health

USAID Global Health Expenditures by Type of Assistance
FY 2003 ($1,000s)

Expenditures on In-Country Activities for Global Health
FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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FigureFigure 5

USAID Global Health Expenditures by Type of Implementing Partner
FY 2003
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Table 5

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

AFRICA: USAID Global Health Expenditures by Country
FY 2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Figure

Figure

Table 6

Table 7

ASIA/NEAR EAST: USAID Global Health Expenditures by Country
FY 2003 ($1,000s)

EUROPE/EURASIA: USAID Global Health Expenditures by Country
FY 2003 ($1,000)
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Table 8

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 9

Agency-Wide Expenditures for Global Health

LATIN AMERICA/CARIBBEAN: 
USAID Global Health Expenditures by Country

FY 2003 ($1,000s)

WORLDWIDE: USAID Global Health Expenditures by Country
FY 2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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FigureFigure 6

Trends in Global Health Expenditures
FY 2001–2003
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Table 10

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

AFRICA: Trends in USAID Global Health Expenditures
FY 2001–2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 11

Table 12

ASIA/NEAR EAST: Trends in USAID Global Health Expenditures
FY 2001–2003 ($1,000s)

EUROPE/EURASIA: Trends in USAID Global Health Expenditures
FY 2001–2003 ($1,000s)
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Table 13

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 14

Agency-Wide Expenditures for Global Health

LATIN AMERICA/CARIBBEAN:
Trends in USAID Global Health Expenditures

FY 2001–2003 ($1,000s)

WORLDWIDE: Trends in USAID Global Health Expenditures
FY 2001–2003 ($1,000s)
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USAID’s family planning/reproductive health
(FP/RH) programs have protected the health
of adults and children for nearly four decades.
USAID support for voluntary family planning
and reproductive health services has reduced
the number of maternal and child deaths and
promoted safe, healthy behaviors worldwide. 

In FY 2003, USAID FP/RH expenditures exceed-
ed $389 million, an increase of $6 million over
the previous year’s expenditures. The largest
portion (38%) of these expenditures were
Mission bilateral expenditures, while central
core spending represented 27%. 

Regionally, Asia/Near East (ANE) had the most
expenditures at $122 million (31%), followed by
Africa at $112 million (29%). The Latin
America/Caribbean (LAC) and Europe/Eurasia
(E&E) regions had expenditures of $57 million
(15%) and $18 million (4%), respectively.
“Worldwide” expenditures, which primarily
support research, global leadership, strategic
planning, and new initiatives, amounted to $81
million (21%). Expenditures increased in ANE
(+6%) and Africa (+4%) and decreased in LAC
(-11%) and E&E (-8%).

USAID FP/RH expenditures in FY 2003 supported
activities in 71 countries, regional programs in
all four USAID regions, two subregional pro-
grams in Africa, and worldwide initiatives. The
top 20 recipient countries accounted for 51%
of FP/RH expenditures. The Philippines, Egypt,
Bangladesh, India, and Jordan were the five
countries with the highest FY 2003 expenditures. 

Mission-managed agreements represented
38% of expenditures in FY 2003; centrally man-
aged in-country agreements, 37%; and global
leadership, research, and innovation, 25%. The
majority of expenditures represented in-country
activities (75%), which included field office

operations (18% of total FP/RH spending), long-
term technical assistance via centrally man-
aged agreements (15%), and contraceptive
and condom shipments (11%). USAID’s main
implementing partners in FY 2003 included pri-
vate nonprofit organizations, which accounted
for 39% of expenditures, private for-profit
organizations (22%), and universities (17%). 

By focus area, family planning services
represented 57% of expenditures; integrated
reproductive health, 18%; and policy, data
analysis, and evaluation, 14%. Service delivery
(14% of expenditures), training (13%), institution-
al management and capacity (12%), contra-
ceptives and condoms (11%), research (10%),
and data collection, monitoring, evaluation,
and health information systems (10%) were
the top six activities supported by FY 2003
FP/RH expenditures.

20
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These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 1

Figure 1

USAID Family Planning/
Reproductive Health Expenditures by Region

FY 2003 ($1,000s)

USAID Family Planning/
Reproductive Health Expenditures by Region

FY 2003
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Figure 2

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 3

Agency-Wide Expenditures for Global Health

USAID Family Planning/
Reproductive Health Expenditures by Focus Area

FY 2003

USAID Family Planning/
Reproductive Health Expenditures by Activity

FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 2

Table 3

USAID Family Planning/
Reproductive Health Expenditures
FY 2003: Top 20 Countries ($1,000s)

USAID Family Planning/
Reproductive Health Expenditures by Type of Assistance

FY 2003 ($1,000s)
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Figure 4

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 5

Agency-Wide Expenditures for Global Health

Expenditures on In-Country Activities
for Family Planning/Reproductive Health

FY 2003

USAID Family Planning/Reproductive Health Expenditures
by Type of Implementing Partner

FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 4

AFRICA: USAID Family Planning/
Reproductive Health Expenditures by Country

FY 2003 ($1,000s)
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Table 5

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 6

Agency-Wide Expenditures for Global Health

ASIA/NEAR EAST: USAID Family Planning/
Reproductive Health Expenditures by Country

FY 2003 ($1,000s)

EUROPE/EURASIA: USAID Family Planning/
Reproductive Health Expenditures by Country

FY 2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 7

Table 8

LATIN AMERICA/CARIBBEAN: USAID Family Planning/
Reproductive Health Expenditures by Country

FY 2003 ($1,000s)

WORLDWIDE: USAID Family Planning/
Reproductive Health Expenditures by Country

FY 2003 ($1,000s)
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Figure 6

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

Trends in Family Planning/Reproductive Health Expenditures
FY 1999–2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 9

AFRICA: Trends in USAID Family Planning/
Reproductive Health Expenditures

FY 1999–2003 ($1,000s)



30

Table 10

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 11

Agency-Wide Expenditures for Global Health

ASIA/NEAR EAST: Trends in USAID Family Planning/
Reproductive Health Expenditures

FY 1999–2003 ($1,000s)

EUROPE/EURASIA: Trends in USAID Family Planning/
Reproductive Health Expenditures

FY 1999–2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 12

Table 13

LATIN AMERICA/CARIBBEAN: Trends in USAID Family Planning/
Reproductive Health Expenditures

FY 1999–2003 ($1,000s)

WORLDWIDE: Trends in USAID Family Planning/
Reproductive Health Expenditures

FY 1999–2003 ($1,000s)





Child Survival/Maternal Health Overview



Agency-Wide Expenditures for Global Health

USAID and its partners are committed to
improving the health and well-being of chil-
dren and families in developing countries. For
40 years, USAID has helped children throughout
the world grow into healthy, productive adults,
and during this period, USAID-assisted countries
have achieved significant reductions in mater-
nal deaths from pregnancy-related causes. 

In FY 2003, child survival/maternal health
(CS/MH) expenditures reached more than
$380 million, a 14% increase over FY 2002 and
39% increase over FY 2001. Between FYs 2002
and 2003, expenditures increased in all regions
except Europe/Eurasia (E&E). The Asia/Near
East (ANE) region had the greatest increase
from $90 million to $114 million, an increase
of 26%.

ANE and the Africa region each had expendi-
tures equaling 29% of the total. “Worldwide”
expenditures on global initiatives such as the
Global Alliance for Vaccines and Immunization
(GAVI) followed with 22%. Latin America/
Caribbean (LAC) expenditures constituted 14%
of the total, and E&E 6%. The top 20 expendi-
ture countries accounted for more than half of
all CS/MH spending. Ten of the top 20 countries
were in the Africa region, six in ANE, and four in
LAC. Egypt ($25.8 million), Indonesia ($19 mil-
lion), Bangladesh ($16.8 million), Haiti ($13.7 mil-
lion), and India ($12.3 million) were the top five
countries for FY 2003 CS/MH expenditures.

More than half of FY 2003 CS/MH spending
occurred via Mission-managed agreements
(53%). Of the in-country activities, 31% were
field operations, 15% long-term technical assis-
tance, 14% GAVI, and 8% short-term technical
assistance via Mission-managed agreements.
Centrally managed in-country activities made
up 21% of total CS/MH expenditures, and glob-
al leadership, research, and innovation 12%.

Child survival activities accounted for 80% of FY
2003 CS/MH expenditures. Child survival focus
areas included immunization (22% of total
CS/MH expenditures); child survival core pro-
gramming for the prevention and manage-
ment of childhood illnesses such as pneumonia
and diarrhea (17%); and maternal child health
(12%). Polio eradication, breastfeeding, and
environmental health each made up about 5%
of CS/MH expenditures. 

Maternal health activities represented 20% of
all CS/MH spending. Nearly half of the mater-
nal health expenditures (and 9% of the total
CS/MH spending) were on safe pregnancy,
while policy analysis, reform, and systems
strengthening made up 7% of the total. 

At 20% of FY 2003 CS/MH expenditures, service
delivery was the leading expenditure activity.
Rounding out the top five activities were institu-
tional capacity and management (18%),
health commodities (13%), training (12%), and
data collection, monitoring, evaluation, and
health information systems (11%). The major
implementing partners for CS/MH programs
were private organizations, with 60% of expen-
ditures (36% nonprofit and 24% for-profit).
International organizations were also important
partners with expenditures equaling 23% of the
fiscal year total.

34
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These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 1

Figure 1

USAID Child Survival/Maternal Health Expenditures by Region
FY 2003 ($1,000s)

USAID Child Survival/Maternal Health Expenditures by Region
FY 2003
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Figure 2

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 3

Agency-Wide Expenditures for Global Health

USAID Child Survival/Maternal Health Expenditures by Focus Area
FY 2003

USAID Child Survival/Maternal Health Expenditures by Activity
FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 2

Table 3

USAID Child Survival/Maternal Health Expenditures
FY 2003: Top 20 Countries ($1,000s)

USAID Child Survival/Maternal Health Expenditures 
by Type of Assistance

FY 2003 ($1,000s)
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Figure 4

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 5

Agency-Wide Expenditures for Global Health

Expenditures on In-Country Activities 
for Child Survival/Maternal Health

FY 2003

USAID Child Survival/Maternal Health Expenditures 
by Type of Implementing Partner

FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 4

AFRICA: USAID Child Survival/Maternal Health Expenditures 
by Country

FY 2003 ($1,000s)
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Table 5

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 6

Agency-Wide Expenditures for Global Health

ASIA/NEAR EAST: USAID Child Survival/Maternal Health Expenditures
by Country

FY 2003 ($1,000s)

EUROPE/EURASIA: USAID Child Survival/Maternal Health Expenditures
by Country

FY 2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 7

Table 8

LATIN AMERICA/CARIBBEAN: 
USAID Child Survival/Maternal Health Expenditures by Country

FY 2003 ($1,000s)

WORLDWIDE: USAID Child Survival/Maternal Health Expenditures
by Country 

FY 2003 ($1,000s)
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Figure 6

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

Trends in Child Survival/Maternal Health Expenditures
FY 2001–2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 9

AFRICA:
Trends in USAID Child Survival/Maternal Health Expenditures

FY 2001–2003 ($1,000s)
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Table 10

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 11

Agency-Wide Expenditures for Global Health

ASIA/NEAR EAST: 
Trends in USAID Child Survival/Maternal Health Expenditures

FY 2001–2003 ($1,000s)

EUROPE/EURASIA:
Trends in USAID Child Survival/Maternal Health Expenditures

FY 2001–2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 12

Table 13

LATIN AMERICA/CARIBBEAN: 
Trends in USAID Child Survival/Maternal Health Expenditures

FY 2001–2003 ($1,000s)

WORLDWIDE:
Trends in USAID Child Survival/Maternal Health Expenditures

FY 2001–2003 ($1,000s)
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Agency-Wide Expenditures for Global Health

USAID has been engaged in infectious disease
control and prevention for decades as part of
its efforts in child survival, maternal health, and
HIV/AIDS. Its Infectious Disease Initiative has
been in operation since 1998 with an emphasis
on capacity building and systems strengthen-
ing to ensure long-term program effectiveness
and sustainability. 

In FY 2003 USAID’s infectious diseases (ID)
spending exceeded $110 million, a $23 million
increase from FY 2002 and more than double
FY 2001 expenditures. The increase was great-
est in the Asia/Near East (ANE) region.  Africa
was the only region where expenditures
decreased in FY 2003, although Africa still
received the largest share (27%) of ID spend-
ing.  ANE had 25% of expenditures, followed by
Europe/Eurasia (E&E) with 13%  and Latin
America/Caribbean (LAC) with 12%.
“Worldwide” expenditures (such as spending
on research and on global initiatives such as
the Global Tuberculosis Drug Facility, Stop TB,
and Roll Back Malaria) accounted for 23% of
the total. The top 20 countries had expendi-
tures of $56.6 million, slightly more than half the
total. Egypt topped the list with expenditures of
$8.5 million, India had $5.5 million, and Uganda
had $4.9 million. Of the top 20 countries,
seven were in Africa, six in ANE, four in LAC,
and three in E&E.

Mission-managed agreements represented
the greatest proportion of ID expenditures
(42%), followed by centrally managed in-coun-
try agreements (33%) and global leadership,
research, and innovation (25%). Of the in-
country activities, long-term technical assis-
tance (27%), field office operations (19%), and
local government agencies (13%) amounted
to more than half the expenditures.

By focus area, malaria had the greatest pro-
portion of expenditures (33%), followed closely
by tuberculosis, which had 30%. Other infec-
tious diseases received 20% of spending; sur-
veillance and response, 12%; and antimicrobial
resistance, 5%. The top four functional activities
were research (19%); institutional capacity and
management (13%); pharmaceutical manage-
ment and logistics (13%); and data collection,
monitoring, evaluation and health information
systems (11%). 

Private institutions implemented nearly half of
ID programming in FY 2003, with nonprofit
organizations representing 35% of expenditures
and for-profits 14%. Government agencies and
international organizations represented 24%
and 20%, respectively.
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FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 1

Figure 1

USAID Infectious Diseases Expenditures by Region
FY 2003 ($1,000s)

USAID Infectious Diseases Expenditures by Region
FY 2003
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Figure 2

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 3

Agency-Wide Expenditures for Global Health

USAID Infectious Diseases Expenditures by Focus Area
FY 2003

USAID Infectious Diseases Expenditures by Activity
FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 2

Table 3

Infectious Diseases Expenditures
FY 2003: Top 20 Countries ($1,000s)

USAID Infectious Diseases Expenditures by Type of Assistance
FY 2003 ($1,000s)
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Figure 4

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 5

Agency-Wide Expenditures for Global Health

Expenditures on In-Country Activities for Infectious Diseases
FY 2003

USAID Infectious Diseases Expenditures
by Type of Implementing Partner

FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 4

Table 5

AFRICA: USAID Infectious Diseases Expenditures by Country
FY 2003 ($1,000s)

ASIA/NEAR EAST: USAID Infectious Diseases Expenditures by Country
FY 2003 ($1,000s)
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Table 6

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 7

Agency-Wide Expenditures for Global Health

EUROPE/EURASIA: USAID Infectious Diseases Expenditures by Country
FY 2003 ($1,000s)

LATIN AMERICA/CARIBBEAN: 
USAID Infectious Diseases Expenditures by Country

FY 2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 8

Figure 6

WORLDWIDE: USAID Infectious Diseases Expenditures by Country
FY 2003 ($1,000s)

Trends in Infectious Diseases Expenditures
FY 2001–2003



56

Table 9

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

AFRICA: Trends in USAID Infectious Diseases Expenditures
FY 2001–2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 10

Table 11

ASIA/NEAR EAST: Trends in USAID Infectious Diseases Expenditures
FY 2001–2003 ($1,000s)

EUROPE/EURASIA: Trends in USAID Infectious Diseases Expenditures
FY 2001–2003 ($1,000s)
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Table 12

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 13

Agency-Wide Expenditures for Global Health

LATIN AMERICA/CARIBBEAN: 
Trends in USAID Infectious Diseases Expenditures

FY 2001–2003 ($1,000s)

WORLDWIDE: Trends in USAID Infectious Diseases Expenditures
FY 2001–2003 ($1,000s)
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USAID’s programs for vulnerable children sup-
port families and communities that are meet-
ing the needs of children made vulnerable
through famine, natural disasters, war,
HIV/AIDS, parental death, physical disabilities,
and economic and social crises. Programs
strengthen the capacity of these families and
communities to respond to these children’s
special and diverse needs. This is the first
Managers Report to include expenditures on
programs for vulnerable children.

In FY 2003, USAID expenditures on vulnerable
children programs approached $34 million.
Regionally, Africa had the most expenditures
at more than $12 million (37%). Asia/Near East
was next with $9 million (26%), followed by
Europe/Eurasia with $8 million (24%) and Latin
America/Caribbean with nearly $2 million (5%).
“Worldwide” programs, which primarily support
research, global leadership, strategic planning,
and new initiatives, represented nearly $3 mil-
lion (8%). 

FY 2003 spending on vulnerable children pro-
grams supported activities in 37 countries,
regional programs in all four USAID regions, one
subregional program in Africa, and worldwide
initiatives. The top 20 recipient countries had
83% of the vulnerable children expenditures.
Vietnam, Romania, Zimbabwe, South Africa,
and Armenia (each with more than $2 million)
were the top five expenditure countries.

Mission-managed agreements represented
75% of vulnerable children expenditures in FY
2003; centrally managed in-country agree-
ments, 15%; and global leadership, research,
and innovation, 10%. The majority of expendi-
tures were in-country activities (90%), which
included field office operations (58% of the
total) and long-term technical assistance via
centrally managed agreements (8%). USAID’s
main implementing partners in FY 2003 were
private nonprofits (85% of expenditures) and
private for-profits (9%). 

By focus area, orphans and displaced children
represented 46%; blind children, 3%; and other
vulnerable children (including physically and
cognitively disabled children), 51%. All vulnera-
ble children expenditures in FY 2003 were used
for service delivery. 
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FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 1

Figure 1

USAID Vulnerable Children Expenditures by Region
FY 2003 ($1,000s)

USAID Vulnerable Children Expenditures by Region
FY 2003
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Figure 2

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 3

Agency-Wide Expenditures for Global Health

USAID Vulnerable Children Expenditures by Focus Area
FY 2003

USAID Vulnerable Children Expenditures by Activity
FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 2

Table 3

Vulnerable Children Expenditures
FY 2003: Top 20 Countries ($1,000s)

USAID Vulnerable Children Expenditures by Type of Assistance
FY 2003 ($1,000s)
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Figure 4

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Figure 5

Agency-Wide Expenditures for Global Health

Expenditures on In-Country Activities for Vulnerable Children
FY 2003

USAID Vulnerable Children Expenditures 
by Type of Implementing Partner

FY 2003



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 4

Table 5

AFRICA: USAID Vulnerable Children Expenditures by Country
FY 2003 ($1,000s)

ASIA/NEAR EAST: 
USAID Vulnerable Children Expenditures by Country

FY 2003 ($1,000s)
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Table 6

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.

Table 7

Agency-Wide Expenditures for Global Health

EUROPE/EURASIA:
USAID Vulnerable Children Expenditures by Country

FY 2003 ($1,000s)

LATIN AMERICA/CARIBBEAN: 
USAID Vulnerable Children Expenditures by Country

FY 2003 ($1,000s)



FY 2003

These figures represent Agency-wide health expenditures and not appropriations or obligations as described in the introduction to this report.
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Table 8

WORLDWIDE: USAID Vulnerable Children Expenditures by Country
FY 2003 ($1,000s)
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USAID is among the largest international donors
of contraceptives and condoms. Since the
1970s, USAID has provided family planning and
reproductive health commodities to countries in
the Agency’s Africa, Asia/Near East, Europe/
Eurasia, and Latin America/Caribbean regions.
The Commodity Security and Logistics Division
of USAID’s Office of Population and
Reproductive Health administers a centralized
system for commodity procurement; supports a
program for health commodity and logistics
management; works with country programs and
other donors to ensure that these commodities
are available to those who choose to use them;
and maintains a database on USAID commodi-
ty assistance. 

This annex describes USAID’s contraceptive and
condom distribution activities in fiscal year (FY)
2003. Data on the values and quantities of com-
modity shipments by USAID region and country,
affiliations of recipient organizations, and trends
over the past decade are presented. One-year
fluctuations in contraceptive and condom ship-
ments on the regional and country level are not
necessarily the result of programmatic shifts.
Variations in year-to-year shipments and com-
modity production schedules most often
account for these fluctuations. 

Commodity Fund 
The Agency has developed an operational plan
for its HIV/AIDS “expanded response” strategy.
One aspect of this plan includes a Commodity
Fund to centrally finance male and female con-
doms for HIV/AIDS programs and ensure their
expedited delivery to countries. For rationale
and application criteria, please see Guidance
on the Definition and Use of the Child Survival
and Health Programs Fund, FY 2003 Update,
page 331.

The Commodity Fund began in FY 2002 with $25
million and continued in FY 2003 with $27.8 mil-
lion. Guidance in preparation for Missions will
indicate that the Commodity Fund will continue
in FY 2004 at the $27.8 million level. 

As part of the Commodity Fund strategy, USAID
this year added another product for family
planning and HIV/AIDS programs. A centrally
funded female condom contract was awarded
in September 2003. USAID will offer these con-
doms free to Missions for HIV/AIDS prevention as
part of the Commodity Fund, or Missions may
order them for family planning programs. These
condoms will be procured in limited quantities
(4% to 7% of total Fund resources). Requests for
female condoms from Missions will be handled
on a case-by-case basis. 
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In FY 2003, the value of USAID shipments world-
wide totaled $65.1 million and reached 56
countries in USAID’s Africa, Asia/Near East
(ANE), Europe/Eurasia (E&E), and Latin
America/Caribbean (LAC) regions. Compared
with FY 2002, the value of USAID contraceptive
and condom shipments worldwide increased
by 31%, and eight additional countries
received shipments in FY 2003. Between 1992
and 2003, the worldwide contraceptive and
condom shipments have steadily risen
(figure 1).

The value of contraceptive and condom
shipments to Africa increased by 24% ($25.7
million to $31.9 million) between FY 2002 and FY
2003. As in FY 2002, the Africa region received
the largest value of contraceptive and con-
dom shipments in FY 2003 (49%). The shares in
value of contraceptive shipments for the
remaining three regions in FY 2003 were ANE,
36%; LAC, 14%; and E&E, 1% (figure 2). The total
value of contraceptive funds spent in ANE was
$23.4 million; LAC, $8.8 million; and E&E, less
than $1 million.

The worldwide distribution of methods by value
in FY 2003 shifted slightly from FY 2002. In FY
2003, condoms had the highest share of value
(36%), followed by oral contraceptives (31%),
injectables (25%), intrauterine devices (IUDs)
(5%), implants (3%), vaginal foaming tablets
(VFTs) (0.7%), and female condoms (0.2%) (fig-
ure 3). In FY 2002, oral contraceptives had the
largest share of value (38%), followed by con-
doms (29%). The most significant changes were
the 64% increase for male condoms (the high-
est upward shift) and the addition of female
condoms to the method mix. When examining
the regional distribution, increases in male con-
dom shipment values primarily occurred in the
Africa and ANE regions, which received $16.1
million and $4.5 million, respectively, in FY 2003.

Regarding decreases in worldwide shipment
values, there was a 44% decline in the value of
VFT shipments and a 35% decline in implant
shipment values between the two fiscal years.

In FY 2002, the value of USAID support to coun-
try programs was constrained by manufactur-
ing delays at condom and Depo-Provera facili-
ties. The increase seen in FY 2003 was a result
of the resolution of these problems and an
increase in shipments, including an order back-
log from the previous year.
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Figure 1

Figure 2

Agency-Wide Expenditures for Global Health

Trends in Worldwide Contraceptive & Condom Shipments
FY 1992–2003
(US$ millions)

Contraceptive & Condom Shipment Values by Region
FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.
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Figure 3

Worldwide Contraceptive & Condom Shipment Values
by Method

FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.



Agency-Wide Expenditures for Global Health

As shown in figure 4, there has been an
upward trend in contraceptive and condom
shipment values to USAID’s Africa region over
the past 12 years.  In FY 2003, 29 countries in
the region received contraceptive and con-
dom shipments, compared with 25 in FY 2002.
The total value of contraceptive shipments was
$31.9 million, an increase from $25.7 million in
FY 2002. 

The five countries with the largest shipment val-
ues were Ethiopia ($4.5 million), Zimbabwe
($3.2 million), Madagascar ($2.7 million),
Nigeria ($2.6 million), and Ghana ($2.4 million)
(figure 5). The value of shipments to these five
countries constituted 48% of the total value of
contraceptives shipped to the region. Of these
countries, Ghana and Ethiopia were also
among the top five countries in shipment val-
ues in FY 2002. Countries with more than 100%
increases between FY 2002 and FY 2003 were
Guinea, Burkina Faso, Congo (Brazzaville),
Madagascar, Mozambique, and Zimbabwe.
Guinea-Bissau, Kenya, and South Africa were
recipients in FY 2002 but did not receive any
commodities in FY 2003, while Cameroon, the
Democratic Republic of the Congo, Cote
d’Ivoire, Eritrea, Ghana, Liberia, and Malawi
had greater than 45% declines in FY 2003.

As shown in figure 6, FY 2003 condom ship-
ments to Africa, valued at $16.1 million, repre-
sented 50% of the total value of contraceptive
commodity shipments to the region. Oral con-
traceptives represented 25%, followed by
injectables (17%), implants (5%), IUDs (1%), VFTs
(1%), and female condoms (0.3%). In FY 2002,
condoms also had the highest share of value;
however, the share and total value (40% and
$10.5 million, respectively) were lower than in
FY 2003. Between the two fiscal years, implant
and VFT shipments drastically declined in value
by 47% and 39% respectively. The Commodity
Fund accounted for a huge increase in con-
dom shipments to Angola, Ethiopia,
Madagascar, Mozambique, Namibia, Rwanda,
Togo, and Zimbabwe. In addition there were
two emergency shipments, one to Burkina Faso
of male and female condoms and a second
of all methods to Nigeria.
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Figure 4

Figure 5

Trends in Contraceptive & Condom Shipment Values to Africa
FY 1992–2003
(US$ millions)

Contraceptive & Condom Shipment Values to Africa
Major Receiving Countries

FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.
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Figure 6

Agency-Wide Expenditures for Global Health

Contraceptive & Condom Shipment Values to Africa
by Method

FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.



Twelve countries in USAID’s ANE region
received contraceptive and condom ship-
ments in FY 2003, compared with nine coun-
tries in FY 2002. Laos, Morocco, Myanmar,
and Pakistan were new countries receiving
shipments in FY 2003. West Bank/Gaza, a FY
2002 recipient, received no shipments in FY
2003. The total value of contraceptive ship-
ments to the region was $23.4 million, a 43%
increase from FY 2002. As shown in figure 7,
ANE contraceptive and condom shipment
values have maintained an upward trend
over the past 12 years. 

In FY 2003, Bangladesh ($8.5 million), Egypt
($7.1 million), and the Philippines ($3.1 million)
accounted for 80% of the value of regional
contraceptive shipments (figure 8). The same
three countries accounted for the largest share

of contraceptive shipments to the region in FY
2002. While shipment values to Bangladesh
and Philippines remained stable in FY 2003,
shipments to Afghanistan, Egypt, and Vietnam
more than doubled, accounting for most of
the increase in total regional shipment values. 

As presented in figure 9, oral contraceptives
accounted for the largest share of regional
shipment value in FY 2003 (41%), followed by
injectables (29%), condoms (19%), and IUDs
(11%). The shares of value by method mix in FY
2003 slightly changed from those of FY 2002. In
FY 2002, oral contraceptives accounted for
59%, injectables 21%, IUDs 12%, and condoms
7%. Implant shipment values had the greatest
decrease (93%), while the largest increase in
value was for condoms (280%).
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Figure

Figure 8

Agency-Wide Expenditures for Global Health

Contraceptive & Condom Shipment Values to Asia/Near East
Major Receiving Countries

FY 2003

Figure 7

Trends in Contraceptive & Condom Shipment Values to Asia/Near East
FY 1992–2003
(US$ millions)

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
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Figure 9

Contraceptive & Condom Shipment Values to Asia/Near East
by Method

FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.
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Four countries in USAID’s E&E region received
contraceptive and condom shipments in FY
2003. The total value of contraceptive ship-
ments was $942,649, compared with $332,038
in FY 2002, a near tripling in value. As shown in
figure 10, there has been a downward trend in
E&E contraceptive and condom shipment val-
ues over the past 12 years. 

In FY 2003, Romania accounted for 81% of the
total value of contraceptive shipments to the
E&E region (figure 11). Kyrgyzstan received 8%
of the contraceptive shipment value, followed
by Tajikistan and Albania, both with 6%. This dif-
fered from FY 2002, when the shipment value
breakdown by country was Uzbekistan (40%),

Kazakhstan (31%), Romania (16%), and Albania
(14%). Albania and Romania were the only
countries in the region receiving contraceptive
and condom shipments in both FY 2002 and FY
2003.

With regard to method mix (figure 12), con-
doms (56%), injectables (32%), and oral contra-
ceptives (11%) accounted for the largest
shares of shipment values to the region in FY
2003. IUDs accounted for 2% of the total value.
In FY 2002, condoms accounted for the majori-
ty of the shipment value (83%), followed by
oral contraceptives (10%), injectables (4%),
and IUDs (3%). 
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Figure 10

Figure 11

Trends in Contraceptive & Condom Shipment Values to Europe/Eurasia
FY 1992–2003
(US$ millions)

Contraceptive & Condom Shipment Values to Europe/Eurasia
Major Receiving Countries

FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
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Figure 12

Agency-Wide Expenditures for Global Health

Contraceptive & Condom Shipment Values to Europe/Eurasia
by Method

FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.



Eleven countries in USAID’s LAC region
received contraceptive and condom
shipments in FY 2003, compared with 10
countries in FY 2002. Guyana was a new recipi-
ent in FY 2003. The total value of contraceptive
shipments was $8.8 million, compared with $7.3
million in FY 2002, a 20% increase. As seen in
figure 13, LAC contraceptive and condom
shipment values show a downward trend
over the past 12 years.

In FY 2003, five countries accounted for 85% of
the total contraceptive shipment value to the
region (figure 14). These countries were Haiti
(25%), Peru (19%), Bolivia (16%), Nicaragua
(13%), and Honduras (13%). This differs from the
distribution of share values in FY 2002, when the
top four countries were Peru (30%), Haiti (14%),
Guatemala (11%), and Ecuador (11%).
Between FY 2002 and FY 2003, contraceptive

and condom shipment values to Ecuador,
Guatemala, and Peru underwent large
declines (86%, 79%, and 25%, respectively). The
declines for Ecuador and Peru were due  to
the phase-out of USAID-donated contracep-
tive supplies.

With regard to method mix (figure 15),
injectables, oral contraceptives, and condoms
accounted for the greatest proportion of
contraceptive shipment values in both FY 2002
and FY 2003.  In FY 2003, injectables account-
ed for 40% of shipment values; oral contracep-
tives, 28%; and condoms, 26%. Between FY
2002 and FY 2003, injectables realized the
greatest increase in value (49%), followed by
implants (45%) and VFTs (37%). IUDs and
condoms decreased in shipment values by
21% and 2% respectively. 
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Figure 13

Figure 14

Agency-Wide Expenditures for Global Health

Trends in Contraceptive & Condom Shipment Values
to Latin America/Caribbean

FY 1992–2003
(US$ millions) 

Contraceptive & Condom Shipment Values to Latin America/Caribbean
Major Receiving Countries

FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
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Figure 15

Contraceptive & Condom Shipment Values to Latin America/Caribbean
by Method

FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
Note: Totals may not add to 100 due to rounding.
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In FY 2003, the largest recipients of USAID con-
traceptives and condoms were social market-
ing programs (50%) and governmental/paras-
tatal programs (38%) (figure 16). The value of
contraceptives and condoms shipped to these
programs totaled $32.3 million and $24.7 million
respectively. The remaining programs – disaster
relief, research, and nongovernmental organi-
zation (NGO) programs – represented 12.3%
($8 million) of the worldwide contraceptives
provided by USAID. Compared with FY 2002,
the value of contraceptive shipments to disas-
ter relief and social marketing programs
increased by 51% and 53% respectively, while
the value of commodities to governmental/
parastatal programs increased by 27%. Only
NGO programs encountered a decrease in
contraceptive shipment values (18% decline).

In the Africa region, social marketing programs
($19.0 million) received 60% of the value of
commodity shipments, followed by govern-
mental/parastatal programs ($8.6 million, or
27%) (figure 17). NGO, disaster relief, and
research programs received 10% or less of the
total regional value. Between FY 2002 and FY
2003, a 41% decrease in shipment values to
NGO programs took place. 

In the ANE region, governmental/parastatal,
NGO, and social marketing programs received
USAID support for contraceptives and con-
doms (figure 18). Social marketing and govern-
mental/parastatal programs each received
close to a 50% share of commodity shipments
by value ($12.1 million and $11.1 million respec-
tively). NGO programs received less than 1%
($203,249) of the value of commodities
shipped to the region. Of the three programs,
the share to governmental/parastatal pro-
grams increased 55%, and NGO programs
increased by more than 100%.

For the E&E region, close to 94% of the value of
contraceptive and condom shipments went to
NGO programs, while the remaining 6% was
allocated to governmental/parastatal pro-
grams (figure 19).

The value of contraceptive and condom ship-
ments to the LAC region totaled $8.8 million in
FY 2003 (figure 20). Slightly over half of the ship-
ment value went to governmental/parastatal
programs ($4.9 million), while 30% went to
NGOs ($2.7 million) and 14% to social market-
ing programs ($1.2 million). The largest increase
in shipment values occurred in social market-
ing programs, a more than 100% increase. 

86

Affiliation Report



FY 2003 87

Figure 16

Figure 17

Affiliation Report: Worldwide
FY 2003

Affiliation Report: Africa
FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, March 2004.
Note: Totals may not add to 100 due to rounding.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, March 2004.
Note: Totals may not add to 100 due to rounding.
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Figure 18

Figure 19

Agency-Wide Expenditures for Global Health

Affiliation Report: Asia/Near East
FY 2003

Affiliation Report: Europe/Eurasia
FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, March 2004.
Note: Totals may not add to 100 due to rounding.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, March 2004.
Note: Totals may not add to 100 due to rounding.
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Figure 20

Affiliation Report: Latin America/Caribbean
FY 2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, March 2004.
Note: Totals may not add to 100 due to rounding.
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The total value of worldwide USAID contracep-
tive and condom shipments increased 31%
between FY 2002 and FY 2003, climbing from
$49.7 million to $65.1 million. 

Condoms
After a sharp decline in FY 2002, the value of
condom shipments increased dramatically by
64% to a total value of $23.4 million in FY 2003
(figure 21). The number of pieces shipped
worldwide in FY 2003 (434 million) reached
approximately the same level as in 1993, 1994,
1998, and 2001. Over the past decade, 1995
marked the peak of condom shipments, with
604 million pieces. It is important to note, how-
ever, that since 1992 there has been a gradual
decline in shipments of condoms worldwide.
With regard to condom shipments by region,
the majority have gone to Africa in response to
the HIV/AIDS epidemic. 

Oral Contraceptives
Oral contraceptive shipments have gradually
increased since FY 2000 after a few years of
fluctuating shipment levels (figure 22). Over the
past decade, oral contraceptive shipment lev-
els have steadied, and remained on average
at approximately 70 million cycles per year.
During FY 2002 and FY 2003, the ANE and
Africa regions were the largest recipients of
oral contraceptives.

Injectables
In contrast to condoms and oral contracep-
tives, shipments of injectables have increased
since FY 1992 (figure 23). One-quarter of a mil-
lion injectable units were delivered worldwide
in FY 1994, and this figure had increased to 16
million units by FY 2003. Between FY 2002 and
FY 2003, there was a 59% increase from 10.1
million to 16.0 million units in the number of
injectable units shipped worldwide. 

Implants
USAID’s shipments of implants have increased
over the past decade, although not as steeply
as injectables (figure 24). The most implant
units (300,400) were delivered in FY 1999 as a
one-time contribution to Indonesia in response
to its financial crisis. Despite a decade-long
average increase, the number of units shipped
between FY 2002 and FY 2003 decreased from
115,000 units to 74,000 units. With regard to
value, this represented a 35% decline. The
Africa region was the primary recipient of
implants over the past decade. 

IUDs
USAID’s IUD shipments have steadily declined
since FY 1992, when shipment levels peaked at
5.3 million units (figure 25). In FY 2003, 2 million
units were distributed worldwide, with a value
of $3.2 million. One reason for the decline in
IUDs over time is the 1999 phaseout of IUD
donations to Turkey, which used to receive a
large percentage of the IUDs procured by
USAID.

VFTs
USAID’s shipments of VFTs have sharply
declined over the last decade (figure 26). In FY
1992, 21.3 million tablets were distributed world-
wide, but by FY 2003 shipments had decreased
to 3 million tablets. USAID has phased out its
procurement of this method, and the last ship-
ments will take place in calendar year 2004.
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Figure 21

Figure 22

Worldwide Condom Shipments
FY 1992–2003

Worldwide Oral Contraceptive Shipments
FY 1992–2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
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Figure 23

Figure 24

Agency-Wide Expenditures for Global Health

Worldwide Injectable Contraceptive Shipments
FY 1992–2003

Worldwide Contraceptive Implant Shipments
FY 1992–2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
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Figure 25

Figure 26

Worldwide IUD Shipments
FY 1992–2003

Worldwide VFT Shipments
FY 1992–2003

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.

Source: NEWVERN Information System, Office of Population and
Reproductive Health, February 2004.
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Appropriations An act of Congress permitting federal agencies to incur obligations for speci-
fied purposes.

CA Cooperating agency. For the purposes of this report, CAs are U.S. or interna-
tional organizations that implement health sector activities under contracts,
grants, cooperative agreements, and participating agency service agree-
ments (PASAs) with USAID.

Central core Funds used to support centrally managed projects for global activities.

Centrally managed Projects managed in Washington, D.C., by the Bureau for Global Health.

Expenditures The amounts spent at the project level using USAID funds. There is generally a
year or more time lag between when funds are obligated and when they
are actually spent.

Field office operations A recipient organization that is not a local entity but is a U.S. or international
implementing organization working out of its field office within the country
where the Mission is located.

Field support Mission or regional bureau funds contributed to centrally managed projects
to support specific country activities.

GH Bureau for Global Health

MAARD Modified Acquisition and Assistance Request Document. In the context of
this report, MAARDs are the mechanism by which USAID Missions contribute
bilateral funds to centrally managed projects.

Mission-mmanaged Projects managed in the field by USAID Missions.

Obligations Legal commitment of funds through such mechanisms as signed agreements
between the U.S. and host governments, contracts and grants to organiza-
tions, and purchase orders.

PHN Population, health, and nutrition

TA Technical assistance

USAID Regions and Regional Bureaus

AFR Africa

ANE Asia/Near East 

E&E Europe/Eurasia

G/CAP Guatemala/Central America Program

GHAI Greater Horn of Africa Initiative

LAC Latin America/Caribbean

REDSO/ESA Regional Economic Development Services Office for East and Southern
Africa

RDM/A Regional Development Mission/Asia

WARP West Africa Regional Program

97



Agency-Wide Expenditures for Global Health

FOCUS AREA DEFINITIONS

Family Planning and Reproductive Health

Breastfeeding/Family Planning: Activities that promote breastfeeding and Lactational Amenorrhea
Method (LAM) in order to prevent unintended and mistimed pregnancies.

Family Planning Services: Activities aimed at the direct provision of family planning services, such as
support for service delivery programs; information, education, and communication activities; the pur-
chase and delivery of contraceptives; logistics training and management capacity building; and bio-
medical and operations research.

Integrated Reproductive Health: Reproductive health activities not captured under family planning or
breastfeeding but closely related, including post-abortion care, female genital cutting, integrated fam-
ily planning/HIV/sexually transmitted disease activities, integrated family planning/safe motherhood
activities, and non-family planning aspects of adolescent reproductive health.

Non-FFamily Planning/Reproductive Health Activities: Activities in related other health and non-health
areas such as female education and empowerment implemented to directly enhance the demand
and use of family planning services.

Policy, Data Analysis, and Evaluation: Activities aimed at developing, refining, and/or evaluating popu-
lation and family planning policies and programs, such as policy development, systems strengthening,
strategic planning and resource allocation, the collection/monitoring/analysis of demographic and
health data, and related training and research.

Child Survival/Maternal Health

Child Survival/Breastfeeding: Activities designed to promote breastfeeding in order to improve child
health, nutrition, and child spacing.

Child Survival Core: Activities designed to: 1) prevent, control, or treat acute respiratory infections;
2) prevent, control, or treat diarrheal disease, including production and distribution of oral rehydration
therapy or other commodities, hygiene and health education, and dietary management to reduce
incidence or complications of diarrheal disease; and 3) improve the nutritional status of children in
order to raise health status. (Note: Excludes micronutrients, vitamin A, and immunizations.)

Child Survival/Environmental Health: Activities encompassing those health problems related to environ-
mental conditions including untreated waste water, exposure to air pollutants, poor food hygiene, and
hazardous materials. Also includes solid waste management, occupational health and injury preven-
tion, prevention of vector-borne diseases, and water and sanitation activities to improve health and
nutrition.

Child Survival/Immunization: All activities related to the production, testing, quality control, distribution,
and delivery of vaccines, including maternal tetanus toxic immunization. (Note: Excludes polio immu-
nizations.)

Child Survival/Maternal Child Health: Activities with a primary purpose of affecting child health and sur-
vival by promoting the health of adolescent girls and women of reproductive age, improving pregnan-
cy outcomes, reducing adverse pregnancy outcomes, and improving prenatal and delivery services
and neonatal care to promote healthy births.

Child Survival/Policy Analysis, Reform, and Systems Strengthening: Activities to improve or enhance
functioning of general PHN systems in support of child survival, including sector reform; quality assur-
ance; pharmaceutical management; information systems; monitoring/analysis of demographic and
health data; program improvements such as policy, evaluation, strategic planning, and resource allo-
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cation; and health care financing mechanisms, such as cost control, user fees, privatization, and
health insurance programs.

Child Survival/Polio Eradication: Activities designed to eradicate polio, maintain polio-free status, and
contribute to the development of sustainable immunization and disease control programs in conjunc-
tion with polio eradication activities.

Child Survival/Vitamin A and Other Micronutrients: Activities to support the control and prevention of
vitamin A deficiencies and other micronutrient deficiencies (including iodine, iron, and zinc) either
singly or in combination. 

Maternal Health/Nutrition: As part of a maternal health effort, activities that improve the nutritional sta-
tus of adolescent girls and women to raise health status, improve pregnancy outcomes, and improve
productivity and purchasing power. (Note: Does not include micronutrients.)

Maternal Health/Policy Analysis, Reform, and Systems Strengthening: Activities to improve or enhance
functioning of general PHN systems in support of maternal health, including sector reform; quality assur-
ance; pharmaceutical management; information systems; monitoring/analysis of demographic and
health data; program improvements such as policy, evaluation, strategic planning, and resource allo-
cation; and health care financing mechanisms, such as cost control, user fees, privatization, and
health insurance programs.

Maternal Health/Safe Pregnancy: Activities designed to promote health of adolescent girls and women
of reproductive age, reduce reproductive morbidity and mortality, and improve pregnancy outcomes.
Activities include antenatal services, planning for birth, recognition of complications, emergency plan-
ning, clean and safe birth, treatment of obstetrical complications, and postpartum care.

Maternal Health/Vitamin A and Other Micronutrients: As part of a maternal health effort, activities to
control and prevent micronutrient deficiencies in adolescent girls and women, including vitamin A for
women, iodine, iron, zinc, etc., either singly or in combination.

Prosthetics/Medical Rehabilitation: Activities to promote or improve community capacity for medical
rehabilitation, including provision of prosthesis, training of technicians, vocational rehabilitation, admin-
istrative support, and facility improvements. (Note: Includes activities supported by the War Victims
Fund.)

Infectious Diseases

Antimicrobial Resistance: Activities to combat the emergence and spread of antimicrobial resistance
including drug-resistant strains of pneumonia, bacterial dysentery, sexually transmitted infections, and
other diseases. Activities can include improved technical guidelines; policies; management and use of
antimicrobials; monitoring for antimicrobial resistance and continued drug efficacy; and vaccine
development, particularly for pneumonia and diarrheal diseases.

Malaria/ID: Prevention, control, and treatment of malaria within the general population, including
activities to address drug-resistant strains of malaria.

Other Infectious Diseases: Activities to prevent, control, or treat other infectious diseases of significant
public health impact, such as dengue, meningitis, leishmaniasis, etc., other than those included under
child survival programs.

Surveillance and Response: Activities to improve national, regional, and international capacity and sys-
tems for surveillance of major communicable and infectious diseases and of drug resistance. (Note:
Excludes surveillance activities counted under polio.)

Tuberculosis: Activities to prevent, control, or treat tuberculosis, including research and interventions to
address drug-resistant strains of tuberculosis.
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Vulnerable Children
Orphans and Displaced Children: Used for Child Survival and Health (CSH) Programs account funding.
Activities with the primary purpose of providing financial and technical assistance for the care and pro-
tection of children and adolescents who are displaced or vulnerable due to separation from their fami-
lies; are at great risk of losing family care and protection; or are exposed to other sources of extreme
duress. Activities focus on children affected by war, including child soldiers, children with disabilities,
and other disenfranchised or unaccompanied children such as street children. Activities emphasize
strengthening family and community capacity for identifying and responding to the special physical,
social, educational, and emotional needs of these children.

Blind Children: Activities with a primary purpose of funding the activities of Helen Keller International
and other organizations that focus on preventing blindness among children through simple and inex-
pensive methods of prevention and treatment.

Other Vulnerable Children: Used for CSH account funding. Activities with a primary purpose of funding
activities that Congress has identified as important in assisting disadvantaged children. Activities sup-
port nongovernmental organizations such as the Special Olympics that work with children and adoles-
cents with cognitive and/or physical disabilities. (Note: Excludes victims of war and victims of torture.)

FUNCTIONAL ACTIVITY DEFINITIONS
Behavior Change/Communications: Activities aimed at promoting healthy behaviors and health behav-
ior change through communications; mass media; community-based messages; interpersonal counsel-
ing and interactions; or other individual, community, and institutional behavior change interventions.

Contraceptives and Condoms: Contraceptives and condom procurement through the Commodities
Security and Logistics Division only.

Data Collection, Monitoring, Evaluation, and Health Information Systems: Activities that support data
collection, monitoring, and evaluation that inform managers of health and population programs. Also
includes activities that support, develop, or improve health information and surveillance systems and
increase the use of and demand for data and information in health systems.

Health Commodities: The cost of purchasing contraceptives, condoms, and other health commodities
(such as test kits, laboratory equipment, etc.), including the procurement, warehousing, and shipping
of commodities. These costs should not include technical assistance to organizations to strengthen their
ability to manage the distribution of commodities or to strengthen systems.

Institutional Capacity and Management: Activities that support and strengthen the management and
human resource capabilities of host-country population, health, and nutrition programs and organiza-
tions. This category includes all aspects of management including strategic planning, financial man-
agement, personnel management, quality improvement, the management of service delivery facilities
and programs, management of administrative systems, management training, and human resource
development.

Pharmaceutical Management and Logistics: Activities that help promote and ensure the availability and
appropriate use of health commodities of assured quality, including measures to preserve the effec-
tiveness of existing drugs and combat antimicrobial resistance in both the public and private sectors.
This includes forecasting as well as ensuring the provision of unbiased drug information for providers
and users. It includes strengthening health systems and local capacity for drug selection, quantifica-
tion, and international procurement, along with improved decision making relating to drug policy and
health reform; regulatory, drug quality, and financing issues; and activities to change incorrect drug
use and demand at the individual and community levels.
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Policy Development: Planning and analysis that supports development, implementation, and financing
of policies that promote improved access to health services. This includes supporting partnerships such
as the Global Alliance for Vaccines and Immunization (GAVI) and the Global Alliance for Improved
Nutrition (GAIN) that bring greater resources to bear on addressing health problems.

Research: Includes biomedical research that develops new or improves existing health products/tech-
nologies; operations research that improves delivery of information and services; and social and
behavioral science research that advances knowledge of determinants and consequences of health
behavior and develops new or improves existing tools and approaches to change health-related
behaviors at individual, community, and institutional levels.

Service Delivery: Delivery of family planning, health, or nutrition services through the formal health infra-
structure, public or nongovernmental, as well as through community-based services. (Note: Excludes
social marketing).

Social Marketing & Partnering with the Commercial Sector: The use of commercial marketing concepts
and /or techniques, including promotion, pricing, distribution, and sale of health commodities and/or
services at a socially acceptable price. Also includes activities to work with the commercial private
sector to deliver health and family planning services.

Training: Short-term or long-term training, whether based in a classroom or service site, for service
delivery and health system personnel. (Note: Training that is part and parcel of an overarching activity
should be considered under that larger activity, e.g., management training should be considered
under "Management.")
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