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Foreword
Roy Culpeper

Human beings throughout history, in every culture and region of the
world, have valued good health as a prerequisite for their physical well-
being and for their ability to participate in social and economic life. In
this sense, the “right to health” is as important as other fundamental
rights and political freedoms.

It seems that the crucial importance of the right to health is begin-
ning to be recognized. However, it also seems clear that the right to health
is seldom acknowledged, and therefore must be fought for by individuals,
communities, and societies. This is rarely an easy fight. Since achieving
and maintaining good health requires the allocation of human and finan-
cial resources, the struggle involves political, social and economic
dimensions.

There is much that can be learned from past and present struggles, in
the North and in the South, to establish and maintain equitable health
care systems. As we know from Canadian experience, universal, accessible,
and affordable health care is something that even Canadians still cannot
take for granted.

I would like to thank all the contributors to this volume for making
this a timely and extremely topical Canadian Development Report. Particular
thanks are due to my colleague Lois Ross, who has gone beyond her nor-
mal role as editor-in-chief of the report to provide an insightful chapter
on the Canadian experience. 

Thanks, as well, to María Hamlín Zúniga, David McCoy, and Chantal
Blouin for their chapters — and a special thanks to James Orbinski who
provides an overview to the report in his Introduction.

Roy Culpeper,
President and CEO,
The North-South Institute
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Introduction
James Orbinski

While there is a well-developed array of instruments of international law
and policy that express the values of human rights for advancing health,1

the right to health is by no means a global reality, and nor is it fixed and
immutable in Canada or any country. It emerges out of political choices,
and most often from activist struggles to force that choice. The 2007
Canadian Development Report explores many subtle and not- so-subtle
nuances of a global right to health. And it does so brilliantly.

Lois Ross examines in Chapter One the history of universal access to
health care in Canada. She shows compellingly the struggle to realize it —
one rooted most intimately in the suffering and deprivations of
Canadians who too often had to rely on charity when it was available, or
simply suffer what they must when it was not. She aptly describes the polit-
ical battles waged over 70 years in Canada — including the Saskatchewan
Doctors strike of 1962 where Tommy Douglas’s CCF, seeking a publicly
funded universally accessible health care system, was matched against the
College of Physicians and Surgeons and the Saskatchewan Medical
Association (SMA). The SMA had the financial and tactical backing of the
American Medical Association, and wanted to maintain private control
and therein the ability to maximize profit. This struggle culminated in
Medicare legislation passing the Canadian House of Commons in
December 1966, and enabling legislation in July 1967. Over the next five
years, all provinces and territories in Canada would come under the leg-
islation. Ross details the ongoing challenges to universal access to publicly
funded health care in Canada since, and argues persuasively that just as
in Canada, the right to health care globally will not be granted by govern-
ments so much as demanded by a community prepared to organize
around the issue.

And communities are organizing. María Hamlín Zúñiga describes in
Chapter Two how national movements have emerged in, for example, El
Salvador, and have joined together to form global organizations that link
to local efforts. Her central focus is the People’s Health Movement, now a
global coalition of thousands of NGOs fighting for the right to health both

xiii



globally and locally. She details the emergence of the People’s Health
Movement, its vision and its challenges, as these have taken shape over two
People’s Health Assemblies — the first in Bangladesh in 2000, and the
second in 2005 in Ecuador. Zúñiga describes how the People’s Health
Movement has defined its focus, and how it has become a force not to be
ignored but reckoned with at the global institutional level by the World
Health Organization and the World Health Assembly, by UNICEF, the
World Bank and many others — and locally throughout the world
through specific actions and campaigns. Zúñiga argues powerfully and
through concrete example, that the right to health will be achieved
through a focused, mobilized, engaged and activist civil society both
locally and globally. 

Finance matters to the right to global heath. All rights, if they are to
be effective, make claims on the public treasury and on the state’s regula-
tory and enforcement capacity. Rights cannot be protected or enforced
without public funding and support.2 Chapter Three describes how
health care can be paid for, which ultimately defines the “who gets what,
when, and who benefits and how” of access to health care and health care
technologies such as drugs, vaccines, or diagnostics. In an easy engaging
style, David McCoy succeeds in both making this compelling reading, and
in tying health care finance to basic issues of equity, quality of care, effi-
cient access to care, human rights, and the place of private business and
government in realizing these. He moves well beyond abstract theoretical
questions to examine practical policy choices and their effectiveness and
implications for a global right to health. He examines public, private, and
mixed health finance schemes in different countries. For example, he
analyzes risk sharing and the impact of  “cherry picking” lower risk,
higher income patients whose political voice, commitment and financial
contributions exit a universal public system, increasing the burden on the
public sector, ultimately risking the creation of  “poor health care for
poor people”. He examines the impact of commodified health care on
the trust-based relationship between a health care user and provider, as
well as the explosive administrative costs of private insurance schemes. He
examines the impact of globally institutionalized charity for financing of
appropriately structured health care systems in the developing world.
Here he scrutinizes Overseas Development Assistance, Global Health
Initiatives that are largely public private partnerships, the work of non-
governmental organizations, and the incomplete ability of states to tax
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effectively in the South. He does this not with a destructively critical view,
and not by posing utopian quick-fix solutions, but by offering a series of
practical policy prescriptions that can reform existing practices and gov-
ernance so that the global right to health can be realized.

“When there is political will, there is a policy way.” 3 Only those rights
that are enabled and sustained by political choices have discernable
effect, and therein, tangible meaning. Chantal Blouin’s Chapter Four
examines the current policy choices of the Canadian government as they
affect global health. She critically reviews the limits of current legal obli-
gations to the global right to health as constrained by the availability of
financial and human resources. Despite the enfeebling “progressive real-
isation” that constrains significant progress in advancing human rights
generally, she none-the-less identifies several key areas where state obliga-
tions do exist to actively advance the right to health. She examines
Canada’s support for health initiatives in developing countries, and
argues that these could be strengthened, for example, by Canada adopt-
ing similar policies as France, Chile, Brazil, Norway and others in levying
air travel taxes to finance global health priorities such as pharmaceuticals
designed to meet the needs of children in the developing world. Blouin
examines Canada’s policies regarding the cross-boarder movement of
health professionals, and argues for reform “at home” by training ade-
quate numbers of nurses and doctors to meet domestic needs, as well as
for new practices such as “managed migration” that encourages health
professionals from the developing world to return home. She also exam-
ines Canada’s political positions on issues related to the right to the
health at for example, the World Trade Organization, where rules govern-
ing intellectual property have all-but crippled access to patented medi-
cines, and threaten to further undermine Research and Development for
diseases that primarily affect poor people — diseases and people for
which there is little, if any, immediate return on financial investment. In
each of these, she offers a critical analysis and poses practical, viable and
effective foreign policy options.

At its most elemental, the global right to health is a principled idea
that tries to respond rationally and politically to the dignity of both the
“other” and the “self”. Dignity as an intimate human experience of our
common humanity finds an imperfect but nonetheless powerful expres-
sion in the language and ideas of human rights. And ideas can be pro-
found forces — more powerful than economies or armies as, for example,

Introduction
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the history of social movements show. Individual rights and freedoms,
and other rights such as a global right to health, depend fundamentally
on vigorous state action defined by political choices. And these depend
firstly and lastly on a vigorous citizen action — as in Canada and else-
where throughout the 20th century and today — that demands and
defends rights like the right to health and access to health care. This
year’s Canadian Development Report by The North-South Institute
openly challenges government, civil society organizations and most
importantly, citizens to achieve the global right to health.

xvi
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Passion and Persistence,
Cooperation and Commitment:

The Roots of  
Public Health Care in Canada

Lois L. Ross

What are the factors that encourage development within a community
or society? What are the institutions, attitudes, and social framework

that nudge development forward? What does it take to achieve develop-
ment?

While these questions are not new, some consider they are pertinent
only for developing nations of the South. But, it wasn’t long ago that these
very same questions underscored major challenges here in Canada. Are
those of us living in the “North” — the so-called developed world — really
that distant from, or immune to, the social and economic conditions we
identify as belonging to countries or regions in the “South” — the so-
called “developing” nations?

Some regions or areas in most countries, including Canada, may still
be considered to be “developing”. Conditions, for example, in Canada’s
Indigenous communities are often comparable to those found in develop-
ing countries. Concomitantly, Médecins Sans Frontières, best known for
its work in the poorest nations and in the battle zones of this world, is now
providing medical care at clinics in Paris and Marseilles for patients who
are denied insurance coverage under France’s latest health care reforms.1

This essay argues that Canada should not tread on roads already trav-
eled, as we once again enter the fray of the public versus private health
care debate. It also argues that, just as in Canada, the right to health care
in developing nations will not be granted by governments so much as it
will be demanded by a collective or a community prepared to organize
around the issue. The right to public health care in Canada did not occur
quietly or easily. While the Canadian experience may not be transplanted
as is, there are lessons and parallels which the South may find useful. 

This chapter recounts the roots of Canada’s public health care system,
relating them to the current domestic and international debates, and
argues that Canadians learned through trial and error that a voluntary,
private system of health care did not provide nearly the efficiencies or
quality as one that was publicly-administered. There is little evidence that



much has changed, in terms of costs and quality of health care, to favour
privatization. Canadians, and their governments, should be reinforcing
and protecting Canada’s public health care system and supporting the
principle of public, universal health care, as part of sound development
policy — both here at home and beyond. Physician-anthropologist Paul
Farmer notes that increasing inequity in health is a form of “structural
violence” — and that we need to begin “thinking globally, acting locally”
to ensure it is considered a basic social right.2 It could also be argued that
because Canada has led in creating and implementing a publicly-funded
and administered health structure, we have a special responsibility to sup-
port the efforts of those in greatest need elsewhere in the world — as
good neighbours do.

In Canada, Tommy Clement Douglas is known as the Father of
Medicare3 because of his foresight and his courage in implementing
North America’s first universal and public-administered health care sys-
tem. And all of this in a province that had the highest per capita debt and
the second lowest per capita income in the country.4 T.C. Douglas was
indeed instrumental to the fight for Medicare, but he would also be the
first to note that he did not achieve that victory on his own. Nor would he
claim to be the first to have seen merit in the idea of a publicly-operated
and administered health plan.

The roots of Canada’s public health care system are anchored by the
names of countless individuals and groups who committed time, energy,
and the little cash many of them had to try and solve conditions that
either created or maintained poverty in their communities. Those same
conditions were causing needless pain and misery — and were not allow-
ing for the human or community development that people saw as funda-
mental to a productive and caring society.

Here, then, is the story of how Canada’s publicly-funded and admin-
istered health care system was created through a series of experiments,
innovations, and courage. It is a story that took more than 50 years to
unfold and one worth re-telling time and again, for a number of reasons.
Canada’s health care system is held up as an example of what is possible
by many organizations in the South. 

The debate over public health care in Canada continues, and without
knowing what roads we have traveled, it is impossible to determine a
future direction. Many Canadians do not know about the “roots” or strug-
gles of health care and the costs and sacrifices made to achieve it. On the
international stage, civil society is calling for the global right to health
(see Chapter Two) — essentially a call to recognize the importance of
effective and equitable health care systems, but also a call for recognition
of the impact of the social determinants of health.5
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Canadians have a story to share with the rest of the world about how
people, working together, organized communities to push for the right to
public health care, and how access to health care has stemmed poverty
and enabled development in this part of the world. Within the develop-
ment of Canada’s public health care system, there have also been solid
examples of emphasis on improving public health, social conditions, and
preventive health care. In fact, the view that both medical care and
improved social conditions are part of overall health was identified early
on in Saskatchewan, the birthplace of Canada’s public health care system.

Passion and Persistence, Cooperation and Commitment: The Roots of Public Health Care in Canada
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Life before
Medicare

As a child, I grew up on Saskatchewan stories, often told around the
kitchen table…stories of hard winters, of inequality, and of the “haves and
the have-nots”. Stories of cooperation, of lending a hand, of human
greed, and of incidents — all too common I would come to learn — that
can only be regarded as cruel and unusual.  

Prior to public health care, far too many families in Saskatchewan
could relate heart-breaking episodes that, today, might seem more fiction
than fact. There are still old-timers who mark the passage of time and
events with “before Medicare” and “after Medicare” stories. In the early
1990s, while doing community work in the Saskatchewan city of Swift
Current, I had a brief conversation with an elderly woman. As she tried to
recall the date of a particular event, she noted that “it must have been in
1948, since my son was born by then, and he is the first baby I had that I
did not have to pay for.” That year — 1948 — was the year the hospitaliza-
tion program was introduced in Saskatchewan, allowing for anyone who
was ill enough to be hospitalized to receive free medical treatment. Not
having to “pay for a baby” as she put it, was a definite milestone, since
costs of giving birth in pre-Medicare Saskatchewan had driven some fam-
ilies into near bankruptcy, or worse (see Chapter Three for details of a
similar situation in developing countries today).

There are other stories even more vivid. In my mind’s eye, I see the
horse-drawn cutter6 taking a young boy and his older brother into a small
southwestern Saskatchewan town in the middle of a prairie snowstorm.
The town is more than six miles away from the farmstead, and the boy is
suffering from acute appendicitis. The local hospital in this largely
Catholic community of 1,500 is operated by the Grey Nuns. The time-
frame is the mid-1930s. And though the boy arrives at the hospital before
his appendix bursts, he is shown to a waiting room, while his older
brother again braves the blizzard to retrace the six miles to the family
farm to get their father. The 12-year-old boy is refused care until his father
finally arrives at the Grey Nuns hospital. Why the delay? The father has to
sign legal papers to secure the debt against the family farm for the pend-
ing medical care. Should the crops fail and the medical bill not be paid,
the land will cover the debt. The boy is eventually operated on — and
lives.7 Others, in similar circumstances, were not so lucky.8



Only a few years ago, a friend of mine who farms in southern
Saskatchewan related a very personal story. During a conversation about
family and farming, I asked if his father had homesteaded9 the land.
Hesitating, he noted that the land was a “homestead”. When I asked if his
father was still alive, he explained that his father had died years ago. My
friend’s mother had had a complicated pregnancy for one of his siblings
and the birth created large medical bills. From one year to the next, the
crops failed, making it impossible to pay off the debt. Payment had been
guaranteed against the land. One day my friend’s father headed down to
the dugout.10 Hours later he was found — a victim of suicide. In the 1930s
in Saskatchewan, when a person died, their debts died with them. This
man had only his farm with which to try and ensure the livelihood of his
family, and he likely had hopes that some of his children would take over
the land when he eventually retired. The only way to keep that dream
alive, in light of the medical debt, was to ensure that the debt died with
him. And it did. My friend still farms the land that his father home-
steaded. 
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The agrarian
roots of

public health

Saskatchewan, built on the “wheat economy,” is often referred to by resi-
dents as “next year country” — meaning if this year is rough, next year will
be better. And if not “next year,” then the “next year” after that. Agrarian
economies everywhere are built around a culture of resilience, stamina,
hardship, and hope.

How did Saskatchewan, and in particular southwestern Saskatchewan,
become the birthplace of public health care? 

The reasons are many, but if you take a drive down the secondary
roads of southern Saskatchewan, the geography and sparsely-populated
landscape allows you to imagine just how tough it must have been to carve
a living out of the prairie sod. When Palliser11 surveyed this area in 1857,
he called it semi-arid and unsuitable for agriculture. Searing in the sum-
mer sun, given to bone-chilling winds and snow blizzards in the winter,
with an average annual rainfall of 240mm or 9.5 inches, the climate was
harsh. But climate and geography are only some of the factors. These
were also shared with sister provinces of Manitoba and Alberta, yet it is
here in Saskatchewan that ideas of a public health care system took root.12

What is not so easy to understand is how, in this expanse of the Palliser
triangle, people were able to organize what must certainly be considered
one of the greatest innovations in social development in North America
— an experiment in “social medicine” that, in time, would rival all others
in the field, either on this continent or beyond. Even today, Canada’s
health care system is “unique in the world in that it bans coverage of core
services (physician and hospital) by private insurance companies, allow-
ing supplemental insurance only for perquisites such as private hospital



rooms. This ban constrains the emergence of a parallel private medical or
hospital sector and puts pressure on the provinces to meet the expecta-
tions of middle-class Canadians.”13

The first steps toward public health care in Saskatchewan were small,
but set an example of future possibilities. Prairie pioneers, people who
settled the west, came from eastern Canada and Europe in search of a bet-
ter life. The federal government had promised free homesteads to those
willing to occupy lands and farm them within three years of their arrival.
The pioneers arrived, taking the train as far as the tracks would go, and
walking the rest of the distance. They came to a land that had absolutely
no infrastructure. Those early settlers had to create communities literally
from scratch. There was no local government, no town, no church, no
community centre, schools, doctors, hospitals or town offices. Many hud-
dled together in makeshift structures, doing their best to endure the first
few winters. Houses were erected with neighbours lending each other a
hand. People learned to co-operate and “pool” their efforts — it was a
matter of survival. It was in everyone’s interest to lend a hand — and to
ensure that as many families made a “go of it” as possible. Successful estab-
lishment — development — of a community depended on it.

Necessity honed problem-solving abilities, as individuals and commu-
nities worked to establish structures based on collective or communal
efforts, and not simply based on the need for profit. The prairie wheat
pools were established by farmers so that they could “pool” their grain at
harvest time, all the better to fend off the laissez-faire market forces that
many farmers felt had used their power abusively in previous years. With
storage facilities and a marketing structure based on “pooling” of crops
from members, farmers no longer had to negotiate individually with the
“merchants of grain”. Credit cooperatives were also formed, so that peo-
ple had a say in how money was loaned, at what interest rate, and what
terms of repayment. Access to credit was key to maintaining the family
farm in “next year country”. Saskatchewan still has one of the strongest
Credit Union banking systems in the country. There were also attempts at
cooperative farming, both production co-ops and machinery co-ops.14

When Saskatchewan became a province in 1905, there were six hospi-
tals serving 250,000 people. Death rates in rural areas were higher than
in urban areas, where there were often full-time public health officials. In
addition, rural areas often had trouble keeping doctors because there was
no guarantee from one year to the next that individuals in the community
would have a good crop and be able to pay for their medical services. 

One of the first steps15 towards public administration and financing of
health care in Saskatchewan was the creation of the municipal doctor sys-
tem. In 1915, in an effort to keep the services of its newly-arrived physi-
cian from Illinois, Dr H.J. Schmitt, the rural municipality of Sarnia #221
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agreed to pay the doctor a retainer or salary of $1,500. Dr Schmitt, who
during the course of his practice covered nine townships16 by horse and
buggy, was having difficulty collecting from impoverished farmers and was
considering relocating to a larger, more prosperous community. This
experimental move by local government led to the passage of the
Municipal Hospitals Act in 1916, allowing for rural municipalities to make
a grant to physicians to supplement their incomes. Then in 1919, legisla-
tion was passed to allow for municipalities to pay the salary of a doctor, if
that salary did not exceed $5,000 per year, so that the doctor could pro-
vide free medical care to the residents of the municipality. 

In the years that would follow, provincial legislation would be
amended several times to include the sharing of physician services
between municipalities as well as to allow for a per capita tax assessment
to pay for the physician. This system of financing health care — essentially
the “pooling” of monies — created a footing for public health care in
Saskatchewan. By 1927, there were 13 municipal doctors practising —
most being paid between $3,500 and $5,000. The per capita tax ensured
that no individual patient was burdened as the municipal tax system “rec-
ognized ability to pay, since the more land one held, the more one paid.”17

As the 1930s proceeded, things got only worse for those rural municipal-
ities that had not adopted the municipal doctor plan. The Saskatchewan
section of the United Farmers of Canada encouraged the municipal doc-
tor system and its members organized to push municipal councils to
adopt the plan. An information pamphlet noted the reasoning succinctly:

“At present we are committed to pooling our wheat and other farm prod-
ucts. The municipal doctor scheme is in reality a pooling of our doctor
bills…and insurance against unduly high doctor bills in any one year —
an equalization scheme. Are you willing to invest $4.50 per quarter section
in the health of our section of the nation? A nation’s first wealth is health,
and levies to protect our first wealth should have priority over all others.”18

The municipal doctor plan was the first step in integrating the idea of
“pooling” finances for health care. But it was not perfect. And it was not
portable — meaning that a patient could visit only doctors contracted by
the municipality and within its borders. In addition, the plan did not
cover hospitalization. It could be improved upon, and early on there were
ideas of how to do that.

One of these, in particular, illustrates how individuals can make a dif-
ference through organization and persistence. And how good ideas in
one part of the world can be carried forward to others. 

Known as the “Matt Anderson Plan,” it was built on the experiences of
a Scandinavian immigrant of the same name. Having lived in Norway as a
boy, Matt Anderson knew about public health care systems in that coun-
try, and was troubled that Canada had nothing to compare. In addition,
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like most farmers of the time, he had suffered crop losses and had heavy
medical expenses to pay for his family. He was also familiar with the
municipal doctor plan that some rural municipalities were adopting.
Anderson proposed a medical program that included doctor visits and
hospitalization — a public health insurance plan that would be based on
a personal tax. Under the plan, any patient could visit a doctor anywhere.
Anderson discussed the plan with doctors and neighbours in his munici-
pality and eventually, in 1927, a resolution was put before the Rural
Municipalities convention. The plan wasn’t supported because municipal
reeves19 felt that raising taxes would be unpopular. Instead, the organiza-
tion appealed to the provincial government to implement a plan that
would allow people to look after their health, even calling for “state” hos-
pital, medical, and health services.

Year after year, for the next 10 years, and throughout the 1930s, Matt
Anderson would present the resolution at the annual Rural Municipalities
convention. In 1938, he brought forward a resolution calling on the
provincial and federal governments to work together to implement a pub-
lic health care program based on taxes. The delegates discussed the reso-
lution but brushed it aside, saying it wasn’t possible.
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...to make ends meet. If you had
problems, and couldn’t pay the
nurses…then they would go some-
where else. You never knew what was
going to happen if you had a bad
crop. You couldn’t guarantee the
wages. People would only be able to
make small payments (health bills)…
and that would be over years…and if
you saw the conditions they lived in
and their children — you wondered if it
was right to try and collect from these
people…still you would be surprised
how much they did scrape up…you
would see the toddlers running
around with hardly no clothes on…it
makes you think…the hospital board
dealt with the hospital debt, but the
doctors had to collect their own
bills…a person who had a bit of prop-
erty was likelier to get care than those

who had nothing…I wouldn’t say
that people were ignored…but the
doctors would pick’em over and try to
pick those who had some money…all
of that created a lot of interest in hav-
ing everybody pay a bit…but once
the doctors got the drift of it and real-
ized that they were going to get paid
every month and they didn’t have to
go into the countryside to try and col-
lect, they liked it…there was a lot of
educational work — we had to build
up the region…people were a bit
against socialism…but a lot of people
realized it didn’t matter if it was a
socialist idea or whatever, everybody
ended up sick or in the hospital even-
tually...”

Sam Gill, the Mayor of the town of Leader
and chairman of the Hospital Board, as told to
Lois L. Ross during an interview, May 6, 1991,
Leader, Saskatchewan.

“As chairman of the board, you had to collect dues...



“On the way home from the convention, I felt both discouraged and
disappointed. As I was thinking of the problem, it came to me all at once
— why not do it myself instead of asking the government to do it?”20

Anderson decided to see if he could start a Medicare program within
his own municipality. As reeve, he approached the provincial government
and requested passage of a law to allow the Rural Municipality of
McKillop to levy a personal tax for the purpose. He went back to his
municipality and put forward a motion, noting the Order-in-Council that
made the personal levy by the municipality legal. While many had been
skeptical, the rural municipality supported Anderson’s Medicare plan.
The plan went into effect January 1, 1939. The initial tax was $5 per per-
son, with a maximum of $50 per family. The plan covered 2,350 people.
Soon after, the provincial government expanded the legislation to allow
other municipalities to levy personal taxes. As word spread, other rural
municipalities became interested in passing the plan. In essence, the
“Matt Anderson Plan” was the precursor to both provincial and later fed-
eral Medicare plans.

Due to changes in legislation similar to that which allowed local gov-
ernments to levy taxes for health care, voluntary insurance programs were
started through various associations. These plans grew slowly because
most people lived in the rural areas and could either not afford member-
ship in these associations or were lucky enough to be covered by a munic-
ipal doctor plan. But even in 1939, a cooperative medical insurance plan
set up by an association of consumers faced stiff opposition by doctors in
Regina. The health cooperative had hired a group of doctors to be on
salary and staff a clinic supported early on by more than 1,500 members.
The doctors were pressured not to join the co-op, and the group of doc-
tors in opposition quickly moved to set up their own private medical
insurance scheme. This was a sign of what was to come and the deep divi-
sions between the entrepreneurial view of health as a “commodity” and
health as a “social right”. Should health care be sold through private busi-
ness practices owned by doctors, and paid for on a fee-for-service basis?
Or should health care be publicly-funded with physicians on salary as part
of a government-sponsored system? This public/private dynamic is the
same struggle that permeates national and international arenas today. By
1939, in areas of the province where the municipal doctor system had not
taken hold, private insurance companies — often operated by doctors
themselves — were offering coverage. The debate between public and pri-
vate health care insurance was beginning to take shape.

In the first 40 years of the last century, the people of Saskatchewan
had already taken large steps and made inroads toward having health rec-
ognized as a right. And while both federal and provincial governments of
various stripes had noted the need for health care in their platforms, and
even promised to implement an adequate system, very many people were
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left out in the cold if they could not afford to pay for their own health care
costs. Municipalities that had adopted the municipal doctor systems were
under severe financial pressure to maintain basic health care in the face
of years of poor crops. As well, in many cases, the municipalities became
collection agents. While the concept of “pooling” was working, the size of
the “pool”, given the agrarian economic realities, was not large enough to
sustain the need. The burden of financing adequate health care had
fallen largely to municipal councils.

So when the young T.C. Douglas, with a decade of political and electoral
experience under his belt, campaigned on a provincial platform
providing public health and dental care, the people of Saskatchewan took
note and opted for the chance. In 1944, the Cooperative Commonwealth
Federation (CCF), led by Douglas, came to power — the first socialist gov-
ernment in North America. The new government took office on July 10
and wasted no time in planning to carry out its mandate. 

Within a few months a report, written by Dr Henry E. Sigerist,21 was
filed recommending regional health districts based on preventive medi-
cine, hospitals, rural health centres, and maintaining and developing the
system of municipal doctors. Sigerist also proposed free hospitalization.

Within three months of taking office, the Saskatchewan CCF had
introduced complete health treatment for those with cancer (diagnostic
and curative plans), and free care for the mentally ill and those suffering
from sexually transmitted diseases. Then a few months later, in January
1945, the province issued a blue card entitling old age pensioners, the dis-
abled, and those on mother’s allowance22 to complete health care includ-
ing medical, surgical, glasses, hearing aids, and prescription drugs.

In 1946, the Saskatchewan government passed legislation allowing for
the first universal hospitalization program in North America. Doctors in
Saskatchewan almost universally supported the creation of the program,
since they could now admit patients without concern for cost.

That year the CCF government created 14 health regions, selecting
one of those regions to embark on a pilot project to help build the provin-
cial plan. In that region, known as Swift Current Health Region #1, med-
ical and hospital care, as well as dental care for those 16 and under, would
be covered. The structure, data and experience of the Swift Current
Region would provide the province with a model on which to build a
provincial plan, just as Saskatchewan would later become the model for
Canada’s Medicare system.

But as the CCF government was speedily moving toward these new
programs, it was also facing tremendous financial pressures. The province
was saddled with the highest per capita debt in the country. In addition,

Passion and Persistence, Cooperation and Commitment: The Roots of Public Health Care in Canada

11

Free
hospitalization

comes to
Saskatchewan



though the federal government had indicated it would pay 50 per cent of
health programs initiated by the provinces, that promise would turn out
to be a hollow one for years to come. As Douglas noted: “We were confi-
dent…I was young and naïve…and of course the federal government
didn’t come with anything…and for 11 years the people of Saskatchewan
paid the entire costs of comprehensive hospital insurance.”23

Southwestern Saskatchewan was the poorest area of the province, and
had suffered drought throughout the 1930s. In the previous generation,
only one year in every seven had provided a return to farmers. For that
reason, many of the municipalities and residents were burdened with
debt due to unpaid health care bills — and were seeking solutions.

A full public program, which would “pool” funds from several munic-
ipalities drawing on a combination of land and personal taxes and provin-
cial support, seemed feasible. It took several meetings among at least 10
municipalities, combined with leadership at the local level, to engender
co-operation and overcome the competition that could exist between
towns and municipalities. There were heated debates and votes through-
out the region at municipal meetings, with some residents fearing that
taxes would rise exorbitantly. But on January 17, at the organizational
meeting for the newly-formed Swift Current Health Region #1, 60 dele-
gates from the municipalities instructed the regional health board to pro-
vide comprehensive hospital and medical care as well as limited dental care
“as soon as possible”. The doctors in the region, many having lived through
difficult times, saw the benefits of public and preventive health programs,
and worked in co-operation with residents to build the pilot project.

By July 1946, universal hospital and medical care came into force
throughout Swift Current Health Region #1, a full two years ahead of
Great Britain’s National Health Plan. It became the first region in Canada
to combine public health with preventive care, and its board was made up
of “staunch Liberals and Conservatives and CCFers, but they all left their
politics at the doorstep.”24 The region would soon have a medical officer,
seven public health nurses, a health educator, and three sanitary inspec-
tors. By 1948, the number of doctors in the region would have jumped
from 19 to 36. Over the course of the next 15 years the infant mortality
rate within Health Region #1 would drop from the highest in the province
to the lowest, achieving a rate of 14.4 per thousand live births by 1965.
The region’s infant mortality rate was far lower than that for Canada as a
whole, which in the early 1960s was almost double at 27 per 1,000 live
births.25

While the CCF government kept its promise, once the initial programs
were begun it was forced to pace the rate of change to the financial real-
ity of the province. Nonetheless, the public health programs available —
in particular universal hospitalization — were superior to all others in the
country and lifted the burden of health care from the shoulders of indi-
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viduals and families. Communities continued their development, and the
1950s are recalled by many as the first decade in which a relatively solid
bridge between prosperity and equity was created in one of the poorest
regions in the province. 

While the early public health care programs26 did not meet with
much opposition from the medical profession, by the mid-1950s there
were signs that some doctors saw health insurance more as a product to
be sold than as a public right. The Saskatchewan government, led by
T.C. Douglas, implemented crucial public health care programs through
the late 1940s and ’50s, but it was waiting on the federal government’s
promise of cost-sharing to implement a universal and comprehensive
province-wide Medicare program. By the late 1950s, while those areas
which had municipal doctor plans maintained their programs, the system
of municipal doctors was not being expanded. Meanwhile, for-profit
insurance plans operated by doctors were expanding quickly. By 1959,
more than 40 per cent of the Saskatchewan population was covered, in
varying degrees, by these private insurance schemes. 

While the Saskatchewan Medical Association had good relations with
the provincial government in the early years of Douglas’s mandate, and
had publicly noted its appreciation of the Premier and his role as Minister
of Health, there were also early signs of the diverging interests to come.
For one, the culture among prairie doctors was beginning to shift: those
doctors who had weathered the poverty and drought years of the 1930s
were retiring and younger doctors with less experience of hardship were
replacing them. Many more doctors were also moving to the cities, rather
than dedicate themselves to the seemingly more difficult life of a rural
physician. By 1961, 54 per cent of doctors would live in urban areas,
though only 22 per cent of the province’s population lived in cities. As
well, with private insurance plans operated by doctors, physicians’ ability
to essentially set and control their own fee structure was becoming
increasingly attractive. 

Meanwhile, Canada’s southern neighbours in the United States had
for several decades been trying to engage various levels of government to
adopt a publicly-funded system. In 1939, what is known as the ‘Wagner
Bill’ was introduced nationally. One purpose of the bill was to allow the
US to put a National Health Program into practice. And while consumer
groups supported the move, among those who attacked the bill was the
American Medical Association (AMA).27 In fact, during much of the last
century, the US citizenry has pressured at various times for public health
care, most recently during the Kennedy administration of the 1960s and
during the Clinton administration in the 1990s.

In 1957, the Conservative Party, led by Saskatchewan-born Prime
Minister John Diefenbaker, was elected to federal office in Canada.
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Within a year, Diefenbaker decided to make good on the idea of 50 per
cent cost sharing for those provinces wanting to set up and administer a
public health care program. While the idea of private insurance plans was
already well underway in many parts of Canada, more than 30 per cent of
Canadians had no health insurance at all. 

In April of 1959, Saskatchewan Premier Tommy Douglas announced
plans to implement Medicare across the province of Saskatchewan — a
program based on principles that would guarantee equity by being univer-
sal, comprehensive, affordable, portable, and publicly-administered. The
CCF provincial government decided to seek a fifth electoral mandate in
1960.  A major component of its election program was public medical
care. The Saskatchewan Medical Association (SMA) and the Chamber of
Commerce campaigned — along with the CCF’s main opposition, the
Liberal Party led by Ross Thatcher — against Medicare. 

The SMA was armed with tactics and resources from the American
Medical Association, which since the 1920s had been successful in
stymieing any moves toward public health care in the US. The SMA set up
a system of cells, with one doctor or “key man” whom they ensured would
distribute public relations material quickly and who could keep in regu-
lar contact with doctors in his area. The SMA also assessed a special $100
fee on each of the 900 doctors in the province and, with additional funds
directed from the coffers of the Association, managed to dedicate more
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...I fell and hurt my knee. A bone dis-
ease called osteomyelitis set in and for
three or more years I was in and out
of hospital. We had no money for
doctors, let alone specialists. After we
immigrated to Canada, the pain in
my knee came back. Mother took me
to the outdoor clinic of a Winnipeg
hospital. They put me in the public
ward as a charity patient and I still
remember the young house doctor
saying that my leg must be cut off.
But I was lucky. A brilliant orthopeodic
surgeon, whose name was Smith,
came through the wards looking for
patients he could use in teaching

demonstrations. He examined my
swollen knee and then went to see my
parents… Chance intervened and a
specialist cured me without thought of
a fee. I shall always be grateful to the
medical profession for the skill that
kept me from becoming a cripple, but
the experience of being a charity
patient remains with me. All my adult
life I have dreamed of the day when
an experience like mine would be
impossible and we would have in
Canada a program of complete med-
ical care without a price tag.”

Premier T.C. Douglas, as told to
the Star Weekly, June 4, 1960
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than $95,000 toward its campaign against Medicare. The Association was
not beyond pressuring, and purging, maverick doctors who did not see
public health care as a threat and challenged the SMA position. The
Association, borrowing a page from the AMA, worked hard to evoke the
US witch hunts of the McCarthy era by “red-baiting” in their publicity kits.
One piece of SMA propaganda emphasized: “The concept of universal
medical coverage is not new and the approach by government to seek sup-
port is just the same as it was when first enunciated by Karl Marx in his
Communistic theories of the last century literature…”28 Essentially, the
campaign was a dry run for things to come.

Nonetheless, the CCF was successfully re-elected on June 8, 1960, and
moved ahead to implement its main campaign platform, Medicare, and
the five key principles — universality, comprehensiveness, public adminis-
tration, portability, and accessibility.

Following the recommendations of the Thompson Committee29 — an
advisory planning committee whose 12 members included six physicians
— the Government of Saskatchewan moved to pass the Saskatchewan
Medical Care Insurance Act in November 1961. By this time, Woodrow
Lloyd was CCF Premier of Saskatchewan.30 The Thompson Committee
had accepted more than 50 briefs and had held fact-finding visits and
taken opinions from experts in more than seven countries including
Australia, Great Britain, Norway, and Denmark. Its main recommenda-
tion was the universal coverage of the entire population — rather than
universally available coverage on a voluntary basis. The committee
rejected what is now popularly known as a two-tier system, noting that it
would be difficult and costly to administer, and that a voluntary system
would lead to uneven coverage of the population; it would eventually cost
the government more because subsidies would have to be given to those
with inadequate health coverage.

Naturally those doctors who were accustomed to their own private
insurance schemes and who had campaigned hard against re-election of
the CCF were not happy. What is known as the “Doctors’ Strike” of 1962
took place during 23 days in June and July, after repeated impasses
between the doctors associations and the commission charged with imple-
menting health care.  

Essentially the College of Physicians and Surgeons and the
Saskatchewan Medical Association’s final position was that patients
should be reimbursed by the government for health care services and
charges administered by commercial companies or by doctors’ plans. The
public would buy insurance policies, if they chose to do so, and poor peo-
ple would have their premiums paid by the government at fee rates deter-
mined by doctors. In a nutshell, the doctors’ associations were pushing to
ensconce private insurance schemes, with rates determined by doctors
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and the government subsidizing those who could not afford the costs. By
May, the doctors had decided that if their proposal was not adopted, they
would begin to withdraw their services by going on strike — in effect,
refusing to provide service in hospitals and doctors’ offices. Some doctors
would be left to deal with emergencies, but only a skeletal service would
remain and some facilities would have to be closed.

The CCF government wasn’t prepared to accept a plan that would
endorse the “commodification” of health care — not when it had pledged
since the 1930s to bring in a public and comprehensive health care sys-
tem, and had just been re-elected with an increased majority on a plat-
form mandating that it implement a public system of Medicare across
Saskatchewan. 

The Doctors’ Strike in the summer of 1962 was hard fought. A system
of organizational “cells” was up and running. “Keep our Doctors” (KOD)
committees were set up by women who said that their group had been
formed spontaneously over a “cup of coffee” one morning. Interestingly,
the KOD committees were strikingly similar to Operation Coffee Cup, the
American Medical Association’s campaign of the late 1950s and early
1960s that opposed the Kennedy Democrats’ plan to extend Social
Security to include health insurance for the elderly, known as Medicaid.31

It is well-documented that in 1962, just as in ensuing years, the AMA
financed and encouraged, often surreptitiously, its Canadian counter-
parts to actively campaign against public, universal, health care.32

When the Doctors’ Strike began on July 1, the sides were deeply polar-
ized. The doctors were largely supported by the business community and
the Chamber of Commerce, as well as the pharmacists who stopped fill-
ing prescriptions during the strike. Meanwhile, organizations represent-
ing farmers and labour supported Medicare. Still, the withdrawal of serv-
ices worried many, and the province moved to accept the services of
British doctors who offered to come to Canada to provide medical serv-
ices in the interim. In some communities, medical practitioners who sup-
ported public health care banded together to form clinics. 

For 23 days the strike continued, often pitting family members and
neighbours against each other — but the provincial government led by
Premier Lloyd largely followed a strategy based on calm and silence. It was
a delicate, volatile situation — one that some feared could become vio-
lent. In the end, the strike lost momentum as it became clear that the doc-
tors could not garner the public support they had hoped for. On July 23,
1962, a negotiated settlement was signed in Saskatoon — one that pre-
served the five principles of Medicare (universal, comprehensive, publicly-
administered, portable and affordable), but which did not challenge doc-
tors’ privileges to determine fees nor close the door to public consulta-
tions on quality of care.  
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By August, the amendments to the legislation as outlined in the
Saskatoon Agreement were passed. These amendments, which allowed
for various methods of billing by doctors, included a clause allowing
physicians to opt out of the plan — one which would later meet with con-
troversy and open the door to extra-billing.33 These amendments also pre-
cluded having doctors on salary, instead allowing a fee-for-service billing
system, a point raised in the Romanow Commission report of 2002.
Nonetheless, the Saskatoon Agreement was a turning point not only for
the people of Saskatchewan, but also for Canada and other countries. It
meant that the day when a person’s health would no longer be deter-
mined by the thickness of their wallet was at hand.

Just as Swift Current Health Region #1 had been the pilot project for
the provincial plan, Saskatchewan’s public health care system would now
provide the example that, in a few short years, would be adopted nationally.

On the federal scene, as Saskatchewan was in the throes of its public
health care debate, Prime Minister John Diefenbaker announced a com-
mission to study the issue of a national health plan. During the course of
that announcement in the House of Commons in December 1960,
Diefenbaker made public a letter he had received from the Canadian
Medical Association (CMA) asking for the inquiry.34 As early as 1958, a
nationwide Gallup poll had found that more than half Canada’s popula-
tion was in favour of public health care. So, in January 1961, the prime
minister appointed a prominent Saskatoon judge, Emmett Hall, to lead a
Royal Commission on Health Services. The recommendations of the Hall
Commission have resonated across Canada for more than 40 years. All
major health organizations participated, and the Commission studied
first-hand health care systems from around the world;35 it wrote 26 back-
ground research reports, before presenting findings in June 1964 — two
years after the Commissioners had begun their inquiry.

The scene that the Hall Commission encountered as it prepared for
public hearings reflected in many ways the challenges that the
Saskatchewan government was encountering in its quest to establish pub-
lic health care in that province. Both the SMA and the CMA endorsed pub-
lic health care as early as 1933; the CMA, in 1934, had actually lobbied the
federal government, trying to convince the government of the day that
“medical care was as basic a need as clothing or food”.36 But by the time
the Hall Commission prepared to go on the road with public hearings,
the organization representing Canada’s doctors had changed its tune. In
the early 1950s, the CMA had entered the business of private health insur-
ance and created Trans-Canada Medical Services, a coordinating body for
doctor-sponsored provincial insurance plans. In 1960, while more than
7.5 million Canadians had no health coverage at all, another four million
were covered by 11 doctor-sponsored insurance plans. Those plans
melded with those of private insurance companies offering health cover-
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age, and in 1959 the two groups formed the Canadian Conference on
Health Care. The CMA and private insurers offered this organization as
being an adequate and satisfactory vehicle for national health insurance,
hoping that the Royal Commission would find in favour of the new organ-
ization. While the CMA had urged the Prime Minister to strike the Royal
Commission, it was hoping that public funds would be channeled
through private insurance schemes to pay for coverage of those who
could not afford to pay on their own — essentially public subsidization
and private control. 

Justice Hall was given free reign to choose his Commissioners — and
the views of the Commissioners were varied, with individuals from corpo-
rate, medical, and economic backgrounds. Hall also let it be known early
on that the commission had no intention of taking sides in the dispute in
Saskatchewan or of simply debating Medicare. He emphasized that the
commission was set to inquire into all health services, and he worked hard
to maintain its independence. He also refused to follow up on the CMA’s
suggestion that it would be pleased to secretly vet the reports prior to final
publication.

When the unanimous Report of the Royal Commission on Health
Services, now popularly referred to as the Hall Commission report, was
released in 1964, it gave the idea of public health care a stamp of
approval. Put simply, Hall noted that private health insurance plans
excluded millions of people: they charged too much for administration
and refused to cover some people, either because of pre-existing health
conditions, inability to pay, or because the contracts were simply termi-
nated by the insurance company. Hall’s proposal was essentially the
Saskatchewan model, allowing universal coverage on a fee-for-service
basis. Each province was encouraged to develop its own model, with the
federal government providing 50 per cent of the cost.

But the Royal Commission report went much further than basic public
health care. It included recommendations on prevention of disease, a
prescription drug plan, eye care and eye glasses, an air ambulance serv-
ice, and free dental care for expectant mothers and children under 18; it
also called for new university medical and dental schools. The report was
filled with statistical data that projected costs of public administration well
into the future — calculations that, while heavily criticized at the time,
were very close to what would actually be paid over the next 20 years.
While in 1961 all health services cost 5.2 per cent of Gross National
Product (GNP), Hall argued that more should be spent for a comprehen-
sive system; he predicted that his proposal for health coverage would cost
no more than 6.4 per cent in 1971 and 7.4 per cent in 1991. “The only
thing more expensive than good health care is inadequate or no health
care,”37 he pointed out.
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The Hall report also called for public administration, noting that it
was far cheaper and more efficient than if handled privately.
Administrative costs in Saskatchewan had always been below five per cent
— usually between 3.9 and 4.6 per cent — as compared to private admin-
istration which ranged from 16 to 24 per cent and did not cover all peo-
ple. The Saskatchewan data also noted that the length of hospital stay and
costs per patient were actually less when there were no deterrent fees, as
there were in British Columbia and Alberta. “And so,” noted T.C. Douglas
in a 1979 speech, “Mr. Justice Emmett Hall came to the same conclusion
that we in Saskatchewan had years before — that deterrent fees are noth-
ing else but a tax on the sick.” 

The report’s first volume also included a visionary Health Charter for
all Canadians.38 That Charter affirms the Hall Commission’s view that
health care is a right, but it also alludes to what we now call the “social
determinants of health” (see Chapter Two).  It notes that the primary
objective of national policy should be to achieve the highest standard of
health, and that would include improving on other factors that affect
health such as housing, nutrition, water, and air pollution. 

Despite the depth of its arguments, the Hall Report did not escape
severe criticism from the private sector, including the Canadian Medical
Association. But Hall often challenged his critics in public presentations.
He also went beyond a purely humanitarian view of health care and took
the view that improved health care was an investment in “human capital”,
essential for economic progress.

By the time the 1964 Commission report was released, the
Conservative government of John Diefenbaker had been replaced by a
Liberal federal government led by Lester B. Pearson. These changes, and
a split within the Liberal ranks, caused some delays. But legislation allow-
ing for Medicare passed the Canadian House of Commons in December
1966; enabling legislation came into effect July 1, 1967. British Columbia
joined the plan in 1968, with other provinces following suit between 1969
and 1971. Finally, in 1972, the Northwest Territories and the Yukon also
joined.

While more than 40 years after its release the Hall Report is still held
up as a beacon of what is possible, it also seems that the price paid for
hard-won rights is constant vigilance. During the course of the past 30
years, Canada’s Medicare system has been attacked in a number of ways
— some more transparent than others. In 1979, Canada’s national
Medicare program was little more than 10 years old but already problems
of underfunding — considered a main cause of the woes that the public
health system has faced over the years — were creating controversy.
Instead of continuing to fund health care at 50 per cent through block
funding, in 1977 Ottawa brokered a deal with the provinces to provide
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cash grants along with a share of income tax collected. In return,
provinces could disperse the money to health programs as they saw fit.
Those changes in the funding formula, and dealing with a system of fee-
for-service, are what many believe are at the root of health care problems
— and have largely led to the more recent controversies over the ade-
quacy of Canada’s public health care system. 

In 1980, Emmett Hall was called once again by the federal govern-
ment to report on the state of Medicare in Canada. Some doctors in
Saskatchewan had begun to extra-bill patients, and colleagues in other
provinces were following suit. While several issues arose during the less
than two years that Emmett Hall took to research and write this report,39

released in 1980, he focused on extra-billing. Hall found that provinces
had acted responsibly in the level and manner in which health money was
being spent, citing that administration fees in most provinces were at
2.5 per cent, but that doctors — through extra-billing — were opening
the door to expanding private health care; this was creating a two-tier
health care system, one for the rich and one for the poor.

Hall recognized the threat of extra-billing for what it was — and while
noting that doctors deserved “reasonable compensation,” he also noted
that, according to legislation, fee schedules were negotiated with the prac-
titioners and the state did not have the right to unilaterally determine
them. He also noted that in 1978 doctors were making four times the
wages of an industrial worker. Still, he ventured no further on challeng-
ing the levels of compensation for doctors. When negotiations on fee
schedules failed, Hall recommended that disputes be settled through
binding arbitration. While it took a few years for action on Hall’s contro-
versial recommendation, his report is credited with leading to the passage
of the 1983 Canada Health Act — federal legislation that effectively
banned user fees for hospital and physician services.

In 1964 and in 1980, just as now, doctors guarded the fee-for-service
structure jealously. Talk of putting doctors on salary surfaces from time to
time, but seems to be diverted by talk of public-private partnerships, doc-
tor shortages, and wait times for treatment. The Canadian Health
Coalition (CHC), a civil society organization that works to defend public
health care, emphasizes that health workers should be paid on a salaried
basis, not the fee-for-service system used by physicians, some health care
providers, and private laboratories. Fee-for-service (payment for the num-
ber and type of services provided) encourages over-booking, over-pre-
scribing, over-treating, and the concentration of physicians in urban areas
at the expense of rural areas, according to the CHC.

During the late 1980s and the 1990s, Canada’s national health plan
was ignored by successive federal governments and suffered from chronic
underfunding.40 Issues of cost-sharing and jurisdiction, as well as deficits
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and debt at both the federal and provincial levels during these decades,
may have been at the root of this incredible negligence and reluctance to
tackle health care issues head-on. Perhaps some hoped the neglect might
lead to the implosion of Canada’s public health care system — and the
example it could provide to those living in less fortunate regions of the
world of what is possible when effort and monies are pooled for the pub-
lic good.

Assessing the route traveled to achieve the right to health care in
Canada, it becomes increasingly clear that, in order to maintain that
right, a society must be constantly ahead of the challenges created by pri-
vate interests.

Since the late 1990s, there have been a number of worrisome trends
and episodes in our quest to improve Canada’s health care system, and
there is fear on the part of many that we may be in the process of throw-
ing the baby out with the bath water. Recent surveys have underscored
Canadians overwhelming support for public health care. More than
85 per cent of Canadians want the federal government to have a strong
role in developing common standards for health care delivery and serv-
ices.41 As well, 69 per cent of Canadians are willing to pay higher taxes to
improve the public health care system.42

While Canadians are barraged with constant reports of wait times,
doctor shortages, and excessive public health care costs, there are just as
many reports published that should allay those fears by spelling out solu-
tions to the problems and assessment of actual costs — all within the pub-
lic health system.

In April 2001, yet another Saskatoon lawyer and former Saskatchewan
premier, Roy Romanow, was called upon to lead a Royal Commission
Report into the state of health care in Canada. That eloquent report fur-
ther updated the Hall Commission reports and gathered health statistics
from across the country and the world. The Romanow Report43 under-
took extensive consultation with Canadians during its 18-month duration,
both in public hearings and through online forums. When the final
report was released in November 2002, Building on Values — The Future of
Health Care in Canada confirmed the value and future of Canada’s public
health care system. Romanow found that Canadians see a public health
care system as a right of citizenship, as a public good, and not as a “privi-
lege of status or wealth,” and that, in fact, Canadians are getting very good
value for their tax dollars. The report noted that “Medicare has served
Canadians extremely well” — both in terms of efficiency and costs of care.
Romanow compared Canada’s system to several countries around the
world, including the United Kingdom, Australia, and Japan, concluding
that our public health expenditures are in keeping with those of other
countries with public systems. 
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Health care statistics comparing Canada to other countries – 1993-2003*

Total Health Care Average Health Practising MRI Scanner Life
Health Funding Growth Rate Expenditures Physicians Units per Expectancy
Care from from 1998 per per 1000 Million at

Country Expenditures Public Sector to 2003 Capita Population Population Birth
% of gross
domestic per cent per cent $US number years
product

1993 2003

Canada 9.9 9.9 69.9 4.2 3,003 2.1 4.5 79.7

France 9.4 10.1 76.3 3.5 2,903 3.4 2.8 79.4

Germany 9.9 11.1 78.2 1.8 2,996 3.4 6.0 78.4

Italy 8.0 8.4 75.1 3.1 2,258 4.1 11.6 79.9

Japan 6.5 7.9 81.5 3.0 2,139 2.0 35.3 81.8

Switzerland 9.4 11.5 58.5 2.8 3,781 3.6 14.2 80.4

United 6.9 7.7 83.4 5.7 2,231 2.2 5.2 78.5Kingdom

United 13.2 15.0 44.4 4.6 5,635 2.3 8.6 77.2States

* Data are from the Organisation for Economic Co-operation and Development, Health Data 2005: 
Statistics and Indicators for 30 Countries. (Available at
http://www.oecd.org/document/30/0,2340,en_2825_495642_12968734_1_1_1_1,00.html). Data are
for 2003 or the most recent year available. The figure for magnetic resonance imaging (MRI) scan-
ners in the United States is an underestimate because it refers to the number of hospitals that have
at least one scanner, rather than the total number of scanners.

The cost of health care in the US is close to twice Canada’s per capita
cost, and an increasing number44 of Americans — close to 46 million —
have no health coverage at all.45 Romanow found that the public share of
health spending in the US “private” system is more than 60 per cent of
total health care expenditures. “This has been described as tantamount to
paying for national health insurance and, in return, getting a fragmented
system with significant gaps in coverage — the worst of both worlds. While
the United States’ health care system is usually portrayed as largely pri-
vate, a more apt description is ‘public money, private control’.”  

The Romanow report found that Canada’s public health care system
is “as sustainable as we want it to be” — and that governments have it in
their power to improve upon the system to ensure its future. It also
emphasized the need for a health care system based on preventing illness
— what T.C. Douglas called phase two of the public health care system —
rather than simply treating it. The debate should not be about whether or
not private health care would be better, but rather on how to innovate to
ensure an improved public system — one that is comprehensive and
cohesive across the country. Romanow challenged the use of private clin-
ics, particularly for diagnostic purposes, and recommended that these
services be included within the Canada Health Act. He found no evidence
to support further privatization of the system, either through user fees,
de-listing of services, or a parallel private system. 
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Whether the reports have been at the provincial or the federal level,
from the Sigerist report and the Thompson Commission in
Saskatchewan, to the Hall Reports of the 1960s and the 1980s, through to
the recent Romanow Commission Report, there have been few that have
promoted the “commodification” or “privatization” of health care. That
said, in the last few years there have been some reports or initiatives that
have pushed for “hybridization” of the public health care system. While in
the 1980s, the hot-button issue was user fees, the key issue these days is
wait times and medical human resources. Many Canadians live in fear, jus-
tified or not, of not being able to access necessary medical care in time to
deal with a personal health crisis. Waiting lists for diagnostic tests or sur-
gery, or simply not being able to find a family doctor, are now issues across
the country. As well, the costs of medical services that have been de-listed
by the provinces or medical services that have never been publicly funded
(such as prescription drugs) are on the rise.

Just as the Romanow Commission was wrapping up its work in
October 2002, the Kirby Report46 was released. For two years, the stand-
ing Senate committee on social affairs, science and technology studied
the state of the Canadian health-care system and the federal role in that
system. Its recommendations were wide-ranging and encouraged the
Canadian government to review the role of the Canada Health Act and
the five guiding principles of Medicare — public administration, univer-
sality, comprehensiveness, accessibility, and portability. More specifically,
the Kirby Report recommended that the federal government clarify the
principle of public administration, noting that the principle should cover
the administration, but not necessarily the delivery, of health care. In
keeping with that argument, the Kirby report makes several recommenda-
tions which would include “partnering” with private insurers or agencies
to deliver care or a prescription drug plan. One might well wonder how a
system set up using these recommendations would differ from the US
medical system criticized by Romanow — “public money, private control”.

Senator Michael Kirby’s role as chair and lead on the committee that
prepared the report has been challenged, since Senator Kirby is also on
the Board of Directors of Extendicare, a for-profit company based in
Markham, Ontario, that owns hundreds of nursing homes across North
America. Several groups, including the Canadian Health Coalition noted
Kirby’s participation as chair as a conflict of interest, and traced the qual-
ity of care provided by Extendicare to its elderly residents.47

There are, no doubt, those who yearn for the lucrative possibility of
doing business in health care. Canada spent approximately $130 billion
on health care in 2004.48 Just over $90 billion of that money was spent by
governments delivering public health care. Almost $40 billion was spent
on private health care. Shirley Douglas, spokesperson for the Canadian
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Health Coalition, Canadian actor, and daughter of Tommy Douglas, calls
the public portion of health care spending “a $90 billion golden egg”,
noting the health industry wants to get hold of it. “We in this country have
forgotten our history…we have forgotten what a medical bill is,” says
Douglas.  “We have this strange idea that health care is free…that the gov-
ernment gave it to us. It is not free — we have paid for it…we pay for it
— through our taxes. This health care system did not come out of senti-
mental times. This public health care system came out of fierce
battles…with tremendous opponents…and they are still here. You may
not have personally fought for it, but your family did.”

There has also been movement at the provincial level to pressure the
federal government to allow for private agencies to deliver medical care.
In Alberta, a plan called the “Third Way” would challenge the five princi-
ples of the Canada Health Act by allowing doctors to work in both the pri-
vate and public health care systems and by allowing patients to pay cash
or buy insurance to avoid wait times. Both recommendations are cur-
rently on hold by the federal government, which worries about the elec-
toral ramifications of such blatant moves toward privatization. 

In Quebec, the challenge to the Canada Health Act comes through
the establishment of private clinics. There are more than 90 operating in
Quebec, many offering diagnostic care — creating what is essentially a
“two-tier” system for those who can afford to pay for what is perceived to
be faster private care. Many believe such clinics are the beginning of pri-
vatization and of two health care systems, one for the rich and one for the
poor.

These provincial moves were given the green light on June 9, 2005,
when the Supreme Court of Canada ruled on what has become known as
the Chaoulli Decision.49 This ruling states that the Quebec charter allows
for the purchase of private health care for procedures already covered by
publicly-administered Medicare. The plaintiffs in the case — a Montreal
patient, George Zeliotis, and Dr Jacques Chaoulli, who wanted to set up a
private clinic — asked Canada’s top court to strike down sections of the
Quebec Hospital Insurance Act that prevent people from buying health
insurance for medical procedures covered by the public health plan.

The Kirby Report also recommended that the provinces pay for pri-
vate treatment if the patient isn’t treated within a certain timeframe.
While the ‘hot-button’ issue of wait times is of genuine concern, there is
sound analysis by several policy-makers providing information on how to
deal with the current hold-ups within the public system. Health policy
analyst Michael Rachlis50 compares the bottlenecks to a crowd trying to
get into a hockey arena. While there is a line-up at the door, once you
have your ticket and are past the gate, there is a seat for everyone. So it is
with health care wait lists. What is needed, according to Rachlis, is action
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to streamline minor and low-risk elective surgeries through specialized
publicly-funded clinics. Rachlis provides examples of two such clinics,
Toronto’s Queensway Surgicentre and Winnipeg’s Pan Am Clinic. “The
Canadian debate has wrongly assumed that the only such clinics are for-
profit businesses,” notes Rachlis. Rather than call for privatization of serv-
ices each time there is a problem to be solved in the public system, solu-
tions can be handled within Medicare, he suggests.

There are also other pressures on the public system that need to be
dealt with if the commercialization of the health care system is to be
stemmed. For one, human resource needs have to be addressed. There
has been a reduction of 50 per cent in nursing graduates since the early
1990s and, with the average age of nurses increasing, there is a growing
shortage. This has led to criticism over Canada’s “poaching” of health
care workers from developing countries (see Chapter Four). Meanwhile,
there is no consensus on whether there is a shortage of physicians in
Canada, but the distribution of physicians across the country varies, often
leaving rural and remote communities without the necessary profession-
als to provide even basic health services.

To address issues of funding, the federal government signed a deal
with the provinces in September 2004 to provide an additional $41.3 bil-
lion in health care funding over 10 years. While this was touted as a plan
that would fix public health care, money is only one aspect. Equally
important are three other facets: ensuring that the Canada Health Act
and its five principles of Medicare are followed by the provinces,
increased training of health care professionals, and working to reduce the
skyrocketing costs of pharmaceuticals. Romanow noted that many fami-
lies face bankruptcy trying to cover the costs of expensive, but necessary,
prescription drugs. And there have been calls for governments to create
a publicly funded and controlled Pharmacare program51 to ensure equal
access to prescription drugs. 

The cost of prescription drugs is the fastest growing category of health
care spending, with drug costs having reached 17.5 per cent of total
health care expenditures in 2005 — almost double the 9.5 per cent
reported in 1985.52 In 2005 alone, costs of prescription drugs rose by 11
per cent to almost $25 billion. Since 1997, prescription drugs have
accounted for the second-largest share of health care spending, after hos-
pitals. If these costs are not brought under control, many believe they will
lead to a new health care crisis. In 2006, the Ontario provincial govern-
ment announced reforms to curb health care costs, in particular the spi-
raling costs of pharmaceuticals. But negotiating volume discounts,
encouraging pharmacists to stock less-expensive generics, and moving to
regulate the price of generics is seen as a challenge to the brand-name
drug industry. 
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The Canadian head of GlaxoSmithKline has warned the Ontario gov-
ernment that it might pull its branch plants out of Ontario if the reforms
go ahead.53

At the same time, there is growing concern about the health care
industry’s practice of marketing pharmaceuticals to healthy people
through fear-inducing advertising techniques, in order to expand the
reach and profit line.54 Access to medicine and exploitation by the phar-
maceutical industry — Big Pharma — is a global problem, no matter
whether we are discussing health catastrophes related to HIV/AIDS in
Africa, resistant strains of tuberculosis in Russia, or Fabry’s disease in
Canada.

While there are clearly challenges to preserving Canada’s publicly-
funded health care system — and the need for constant vigilance to main-
tain it — there is also an urgency to move forward, both here at home and
internationally, toward a more preventive and sustainable system based on
the social determinants of health.55 The existence of Medicare allows a
society to concentrate on the social determinants, and this is considered
by many to go hand-in-hand with a publicly-funded and administered
health care system. Ensuring that Canada’s health care system remains
firmly in the public sphere is seen as important to the development of
Canadian communities, as well as those communities in the South. 

In 2006, a group of Canadian medical doctors formed a national
organization – Canadian Doctors for Medicare (CDM) — calling on physi-
cians across the country to help strengthen and protect public access to
high-quality health care. “Physicians know that Medicare faces challenges
similar to those in many developed countries,” notes Dr Danielle Martin,
a Toronto family doctor and chair of the CDM’s Board.56 “Many
Canadians don’t have access to a family doctor. Many more know a friend
or a family member who has waited too long for a diagnostic test or treat-
ment. The emergence of a parallel private tier would only make these
problems worse for most of our patients. These problems are best solved
within the framework of universally accessible, publicly-funded Medicare.”

Dr Sylvia Estrada-Claudio, a doctor from the Philippines, agrees that
public health care is crucial to development. And she adds that further
privatization of Canada’s public system could have drastic consequences
in the South. Dr Estrada-Claudio is a co-founder of Likhaan, a national
women’s health organization, which, for several years, has partnered with
the Canadian non-governmental organization Inter Pares. 

She points out: “We have a saying back home, that when the over-
developed north sneezes, we get pneumonia. The recent attempts in
Canada to privatize health care by creating a two-tier system and to evade
the federal government’s accountability for enforcing the Canada Health
Act are the sneeze. Let me tell you what the pneumonia looks like…many



LOIS L. ROSS is Director of Communications and Publications for The
North-South Institute. Lois proudly notes that she was born in south-
western Saskatchewan — the area of Canada that is credited with creating
the first health projects in “social medicine”. For more than 20 years, Lois
has worked in the field of communications, as a writer, author, editor, jour-
nalist, broadcaster/webcaster, and photographer. Part of that time has
been spent working in the area of community and international develop-
ment in Canada and in Latin America. Prior to accepting the position with
The North-South Institute in December of 2000, Lois was Director of
Communications and Political Action with the Public Service Alliance of
Canada. Previous to that she spent several years as a National
Representative in Communications at the Canadian Labour Congress.
Lois is the author and co-author of three non-fiction books: Prairie Lives:
The Changing Face of Farming; Harvest of Opportunity: New Horizons
for Farm Women; and, Assault on the Worker: Occupational Health and
Safety in Canada. Her short fiction works have also been published in sev-
eral anthologies, and both national and international magazines have
published her feature articles.

Filipinos never have to deal with long wait times because they never get
into the system. It is obvious to me that many of our local struggles are
against a global problem. So I say resist the privatization of health care
services in Canada and hold the Minister of Health here accountable to
the Canada Health Act. Make Canada rebuke those who would take away
a high standard and universal health care. We will be grateful for your vic-
tories in the Philippines.”57
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Farmer, University of California Press,
2005.
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Produced by Minds Eye Entertainment,
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http://www.cbc.ca/tommydouglas/

4 Tommy Douglas – The Road to Jerusalem, by
Thomas H. McLeod and Ian McLeod,
Hurtig Publishers, Edmonton, 1987. 

5 Social determinants are social factors which
determine the quality of a person’s health.
Such factors include education, employ-
ment, income level and working condi-
tions, and the environment (such as air
and water quality). For more information
see: http://www.who.int/social_determi-
nants/strategy/QandAs/en/index.html

6 A “cutter” was a horse-drawn sled used by
rural residents during prairie winters
before the use of automobiles became
affordable and common.

7 That 12-year-old boy would eventually
become my father. 

8 Steps on the Road to Medicare – Why
Saskatchewan Led the Way, 
Stuart C. Houston., McGill-Queen’s
University Press, 2002. 

9 A homestead was a land grant of 160 acres.
A homesteader needed to live on the land
for six months of the year, erect a perma-
nent shelter, and farm at least 15 acres of
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Women were not allowed to apply for a
homestead.

9 Prairie Lives: The Changing Face of Farming,
by Lois L. Ross, Between the Lines, 1985.

10 On the prairies of western Canada, a
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run-off water, conserved in an area which
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11 British Captain John Palliser was sent to
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health care.
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Robert Steinbrook M.D. April 20, 2006,
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communicable diseases ranging from
typhoid fever to bovine tuberculosis, and
summer dysentery. In January of 1929,
Saskatchewan became the first province to
cover the health care costs of the diagnosis
and treatment of TB patients.

16 A township consists of 36 sections, with
each section being 640 acres. In the early
1930s Dr C. S. McLean, Dr Schmitt’s suc-
cessor in the municipality of Sarnia, drove
14,000 miles to make 1,400 house calls, saw
another 1,500 patients in his office, and
attended 50-70 maternity cases. (see Steps
on the Road to Medicare)

17 Houston, Steps, page 34.
18 Ibid., page 35.
19 Elected municipal officials.
20 Badgley & Wolfe, Doctors’ Strike, page 14.
21 Within two days of the election, the

Saskatchewan Premier — eager to put the
CCF campaign platform into practice —
had contacted Dr Henry E. Sigerist, a med-
ical physician and professor of Medical
History at John Hopkins University in the
US, to request that he head a health study
commission. Sigerist, who was originally
from Switzerland and had been to Canada
to speak on several occasions, supported



what he called “social medicine” — the
structure that determined the distribution
and delivery of care — and had followed
attempts to set-up state-supported medicine
in various parts of the world, including the
Soviet Union. Sigerist also believed very
strongly that the social and technological
advances in medicine needed to develop
together to avoid inequities. (See article
Sigerist in Saskatchewan.)

22 Public assistance provided for basic family
needs.
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in 1979.
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33 Extra-billing is when doctors choose to bill
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and the provincial medical care insurance
commission.
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This chapter will demonstrate how civil society has provided the main
venue for debate and mobilization around health. 

Over time, the organization of civil society has grown in intensity and
in sophistication and has responded to changing national and interna-
tional circumstances. In particular, national movements have joined
together to form global organizations that link to local efforts. This
requires contact with international institutions and engaging national
governments, as well as providing services and participation at the local
level. Only by combining these efforts can alternative visions of health be
developed to take into account specific cultural aspects, spiritual needs,
and basic rights to health. This approach is gaining strength, but it stands
in constant contrast and conflict with increasingly market-oriented and
unequal approaches to health. 

This first section will show how civil society organizations (CSOs),
responding to national crises, have built an international movement that
links global organization to grassroots mobilization. 

Health for All by the Year 2000, was the slogan of the first International
Conference on Primary Health Care in Alma Ata, USSR (now Almaty,
Kazakhstan), in September, 1978. It appeared to be an attainable dream
at the time of the signing of the Alma Ata Declaration.1 Convened by the
World Health Organization (WHO) and the United Nations Children’s
Fund (UNICEF), the conference included representatives from 134 coun-
tries, 67 international organizations, and many non-governmental organ-
izations who signed on to the final Declaration and its recommendations
— an ambitious agreement to embark on a process toward the social and
political goal of Health for All.

Actually, this conference at Alma Ata was the culmination of many
years of struggle for health rights over the last century, with different
countries and communities evolving their own systems to manage illness
and health. Primary health care programs were developed by national
and regional governments, by non-governmental organizations, and by
church-based groups. Community health centres were being set up in
many countries including Canada and the United States. Both profession-
als and communities were beginning to recognize the desperate need for
primary health care as a base for health services. Also, more groups were
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becoming aware of the non-biological causes of ill-health, including polit-
ical, economic, social, cultural, and environmental determinants.

Around the world, primary health care programs, particularly those
involving community-based health workers, were inspired by the
Declaration and the possibility of governmental commitment to the goals
and the program of integrated comprehensive primary health care.
Health for All by the Year 2000 was the rallying cry of so many organizations
and programs. They believed that the goal could be attained as they con-
tinued to implement participatory programs at the community level in
countries as diverse as Guatemala, India, the Philippines, Thailand, and
Bolivia.

The primary health care strategy proposed at Alma Ata took into
account the multiple determinants of health, not just those that are bio-
medical — an important and difficult concept. Unfortunately, most gov-
ernments and health ministries in the 1970s and ’80s were not oriented
toward intersectoral analysis and certainly not cross-sectoral planning and
program implementation. So, from the central government down to the
smallest districts, governments continued to work on health and educa-
tion, and other social and economic interventions, in a top-down and vir-
tually uncoordinated fashion. Governments and planners simply did not
have the political will to make that difficult transition to participatory
planning and empowerment of people. Civil society organizations evolved
faster and more progressively than governments at this stage, and it
became a challenge to persuade governments to change their perspec-
tive. Problems emerged as some governments saw the notion of change as
a threat.

In fact, in some regions, suggestions of carrying out horizontal,
broadly integrated, community-based programs were seen as supporting
radical change. Because the concept was revolutionary, it was thought to
be inspired by groups struggling for national liberation from dictator-
ships and was met with counterinsurgency measures. That was the case in
some Central American countries where non-governmental, usually
church-based, health programs were strongly involved in the promotion
of integrated, comprehensive, community health and development pro-
grams starting in the mid-1960s.

As the decades passed and the health crisis became more acute, indi-
viduals and groups in various parts of the world became interested in
monitoring the advances of the goal of Health for All. On the 10th anniver-
sary of the Alma Ata Declaration, the WHO convened a meeting in Riga,
Latvia, to discuss progress. In addition to the WHO and representatives of
national governments, civil society organizations participated. They also
took part in the 15th anniversary in 1993, and the 20th anniversary in
1998, both in Almaty. 
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Also in 1998, several networks working in health were invited by the
representative of Health Action International – Asia Pacific (HAIAP) to
meet in Penang, Malaysia, to discuss the possibility of an alternative global
people’s health assembly to be held in the year 2000. During the initial
planning session, they identified important characteristics of the ongoing
global health crisis:

• A retreat from the goal of national health and drug policies as part
of overall social policy.

• A lack of insight into the intersectoral nature of health problems
and the failure to make health a priority in all sectors of society.

• The failure to promote participation and genuine involvement of
communities in their own health development.

• Reduced state responsibility at all levels as a consequence of wide-
spread, and usually inequitable, health privatization.

• A narrow, top-down, technology-oriented view of health.

Eight networks and organizations decided to form a global organizing
group with national and regional coordinating committees and an analyt-
ical working group. The objective of the exercise was to give voice to those
who are unheard in the annual World Health Assembly of the Ministries
of Health and the WHO. To ensure that grassroots people were involved,
they began an intense process of organization at the community level.  

These committed individuals and organizations worked together over
a two-year period to organize the first People’s Health Assembly (PHA).
They included  the Asian Community Health Action Network (ACHAN),
Consumers International (CI), the Dag Hammarskjöld Foundation (DHF),
Gonoshasthaya Kendra (GK), Health Action International – Asia Pacific
(HAIAP), the International People’s Health Council (IPHC), the Third
World Network (TWN), and the Women’s Global Network for
Reproductive Rights (WGNRR).

The assembly was held from December 4-8, 2000, in Savar,
Bangladesh, on the campus of Gonoshasthaya Kendra (the People’s
Health Centre). Attended by more than 1,453 participants from 92 coun-
tries, it was the culmination of 18 months of preparatory action around
the globe. The objectives were to formulate a People’s Charter for Health
(PCH) and to share and increase knowledge, skills, motivation, and advo-
cacy for change, and so improve communications among concerned
actors.

The Charter was built on the views of popular movements and organ-
izations from around the world and was first approved and endorsed at
the Bangladesh assembly. It is a tool for advocacy and a rallying point for
the global health movement. The Charter expresses the common con-
cerns of the people and their vision of a better and healthier world, and
it calls for radical action (www.phmovement.org/resources/phcharter).
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To understand the nature of the current movement, it is useful to exam-
ine some of the core ideas and achievements of the movement in its first
years.

The Vision of the People’s Health Movement (PHM) states:

“Equity, ecologically-sustainable development and peace
are at the heart of our vision of a better world — a world
in which a healthy life for all is a reality; a world that
respects, appreciates and celebrates all life and diversity; a
world that enables the flowering of people’s talents and
abilities to enrich each other; a world in which people’s
voices guide the decisions that shape our lives.” 2

This statement has been the inspiration for the movement’s growth in
local communities and at the national level around the world. The move-
ment also reaches across continents, with thematic issues being dealt with
globally. Its growth has been uneven and driven by local concerns as well
as the commitment and actions of the organizations and individuals
involved. There are very different traditions and contexts informing the
national and regional manifestations. In some countries and regions,
such as India, Bangladesh, the Philippines, Central America, the Middle
East, and North Africa, there are strong activist cultures that have facili-
tated the growth of the movement. In other regions, like southern and
eastern Africa, characteristics such as hierarchical patterns of leadership
have resulted in less dynamic processes and growth.

There have been considerable achievements during the five-year
period from 2001 to 2005. The People’s Charter for Health has been
translated into more than 40 languages and disseminated around the
world through mass media and medical and social sciences curricula.
Local and national mobilization has taken place on every continent.  

The movement has joined alliances of groups concerned with global
health — for example through participation in the World Social Forums.
Lobbying actions on the Global Fund to Fight AIDS, Tuberculosis and
Malaria, on essential drug policies, breastfeeding, poverty reduction
strategies and health, and trade issues have targeted national govern-
ments and international actors such as the WHO.
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Development
of a fledgling

People’s Health
Movement

“Health is a reflection of a society’s commitment to equity and justice.

Health and human rights should prevail over economic and political concerns.” 

People’s Charter for Health



In Latin America, environmental activists and health workers have
successfully lobbied the members of the UN Conference of the Parties on
the Convention on Biodiversity to maintain a moratorium on use of the
terminator gene3 as part of the struggle for a Latin America free of genet-
ically modified organisms. Campaigns in such diverse places as Guatemala
and Australia are educating people about the devastating effects that free
trade agreements will have on the availability of essential drugs, while
demanding that their governments pass legislation to protect citizens’
access to medicines. And People’s Health Movement activists in India
have succeeded in preventing Novartis from exclusively marketing a can-
cer drug, and thus have made an important gain over the Indian Patent
Amendment Act of 2005 that favours transnational pharmaceutical com-
panies.

The acknowledgement of the movement extends to its recognition by
the Global Forum for Health Research which has involved PHM members
in its annual meetings since 2001. The former PHM global coordinator is
presently a member of the Forum’s Foundation Council.
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The People’s
Health

Movement 
and the 

World Health
Organization

To understand the way in which the People’s Health Movement is shap-
ing current debates around health, we must look more closely at the rela-
tionship between the movement and the WHO. 

“The Charter calls on people of the world to demand a
radical transformation of the World Health Organization,
so that it responds to health challenges in a manner which
benefits the poor, avoids vertical approaches, ensures
intersectoral work, involves people’s organizations in the
World Health Assembly, and ensures independence from
corporate interests.”4

The engagement of the movement with the WHO has been particu-
larly interesting. In spite of an invitation to attend the first People’s
Health Assembly in Bangladesh in 2000, the then Director-General of
the WHO, Dr Gro Harlem Brundtland, was conspicuous by her absence.
However, since 2001, a significant contingent of PHM representatives has
participated in the annual World Health Assemblies.  

Traditionally, these assemblies are held for WHO representatives
worldwide and the national health ministers. There has been very lim-
ited participation of selected non-governmental organizations or other
civil society organizations. However, since its inception, the PHM has
held working sessions and workshops within the World Health Assembly
and also at the NGO Forum for Health. Meetings have been held with the
respective Directors-General to inform them of the movement’s position
on the role of the WHO and its relationship with civil society organiza-



tions. Movement representatives have been invited on several occasions to
participate in formal dialogue with members of WHO units and teams —
for example, with the team responsible for the HIV/AIDS strategies.

During 2003, many activities were held around the 25th anniversary of
the Alma Ata Declaration and a large delegation of movement members
participated at the World Health Assembly. They also participated at
regional and national WHO anniversary events. Many carried out local
activities to renew and revitalize concepts around primary health care
strategies and their application today in the context of neo-liberal global-
ization. 

At the 2004 World Health Assembly, the WHO’s then Director-
General, Dr Lee Jong-wook, called for the formation of the Commission
on Social Determinants of Health. Launched in March 2005 for a three-
year period, the commission is charged with recommending interven-
tions and policies to improve health and narrow health inequities
through action on social determinants.5

The social determinants of health are the social conditions in which
people live and work, and action on these is the fairest and most effective
way to improve health for all and reduce inequalities. Good medical care
is vital, but unless the root social causes that undermine people’s health
are addressed, the opportunity for well-being will not be achieved.

The commission supports countries and global health partners that
take action on the social factors leading to ill health and health inequali-
ties. It brings together leading scientists and practitioners to provide evi-
dence on policies that improve health by addressing the social conditions
in which people live and work. It also collaborates with countries and civil
society organizations to support policy change and monitor results. 

Commissioners have been selected from the ranks of leading policy-
makers, scientists, practitioners and civil society. The commission plans to
hold three to four major meetings a year, mostly in low-to-middle income
countries, and has convened processes that organize knowledge,
strengthen country practice, and support leadership. These processes,
called knowledge hubs, have been structured around specific themes
such as early child development, urbanization and health systems; the
health challenges faced by particular communities such as informal work-
ers, indigenous peoples, and slum-dwellers; and opportunities for policy
and action. 

The commission is working closely with a group of countries where
there is a commitment to rapid action among political leaders, health offi-
cials, civil society groups, and other stakeholders to overcome the social
barriers to health.
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In 2005, Dr Fran Baum, a member of the People’s Health Movement,
was appointed to represent the movement on the commission. She has
been instrumental in the successful involvement of movement members
as facilitators of the consultation processes being held in different regions
of the world.  PHM members are also active in the commission’s knowl-
edge hubs. Dr Monique Bégin, a former federal health minister in
Canada and now with the University of Ottawa, is also a commissioner.
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Global Health 
Watch

Another way that PHM is influencing the global debate on health is
through its involvement in Global Health Watch, a broad collaboration of
public health experts, non-governmental organizations, civil society
activists, community groups, health workers and academics. Initiated by
the People’s Health Movement, Global Equity Gauge Alliance and
Medact, Global Health Watch publishes the Global Health Watch Report,
a collection of critical essays about health and health care around the
world. As the first issue, launched in July 2005, pointed out:

“The Global Health Watch is a call to all health workers to
broaden and strengthen the global community of health
advocates who are taking action on global ill-health and
inequalities, and their underlying political and economic
determinants.

The global community has failed to achieve ‘Health for All
by the Year 2000.’ New targets such as the Millennium
Development Goals look increasingly unachievable.
Questions need to be asked about whether current poli-
cies in global health are working. The Global Health
Watch for 2005-2006 looks at some of the most important
problems, suggests solutions, and monitors the efforts of
institutions and governments concerned with promoting
health world-wide.

This report arises out of many civil society and profes-
sional campaigns and struggles for better health, and was
released to coincide with the Second People’s Health
Assembly, held in Cuenca, Ecuador.” 6

People’s Health
Movement
Campaigns

In addition to the work related to multilateral health organizations, the
movement has also been involved in direct grassroots campaigns.

PHM’s initial campaign, Health for All Now, A Million Signature
Campaign, led up to the celebration of the 25th anniversary of the Alma
Ata Declaration. Its aim was educational, sharing the Alma Ata
Declaration and the People’s Charter for Health with people in commu-
nities all over the world and involving them in the movement in those
communities.  



Another global campaign, Health Now, No War, No WTO. Fight for Peoples
Health, was launched on March 20, 2004. It calls for the removal of the
occupying forces in Iraq, Palestine, and Afghanistan and for dismantling
of the World Trade Organization (WTO). The campaign considers wars
and the WTO to be the greatest threats to health and peace.

Two campaigns — Free Trade or Fair Trade and Stop the Free Trade
Agreements — are more regionally based and respond to the growing num-
ber of bilateral free trade agreements that are being signed, particularly
with the US. These campaigns allow for the building of the movement
through coalitions with other organizations and social movements work-
ing on trade issues. Only through the development of alliances and coali-
tions that cut across sectors and issues can we hope to limit the effects of
these agreements.   

The Women’s Access to Health Campaign (WAHC) was launched in 2003
by the Women’s Global Network for Reproductive Rights (WGNRR) and
PHM to raise awareness and strengthen efforts to promote women’s
health with a primary health care approach. This campaign functions,
among other things, as a tool to promote collaboration, experience and
information-sharing among WGNRR and PHM members. The campaign
adds to the Alma Ata slogan Health for All by explicitly addressing the par-
ticular situation women face in accessing health: Health for All — Health
for Women.

The Watch UNICEF campaign was launched because PHM members
and constituent organizations were so alarmed by the appointment of
Ms Ann Veneman as UNICEF’s next executive director. They wrote and
distributed a Letter of Concern, calling for a rethinking of both the
appointment and the appointment process. Ms Veneman has had close
relationships with industry and actively promoted the use of Genetically
Modified Organisms (GMOs) during her period as the US Secretary of
Agriculture. 
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Challenges for
the People’s

Health
Movement

As the People’s Health Movement evolves, its members are increasingly
aware of challenges that need to be overcome. A few of these include the
uneven development of the movement in the various regions of the
world, primarily due to differences in traditions and cultures of move-
ment-building. Provision needs to be made so that processes can move
forward and the more organized countries and regions can give support
to the others. 

In terms of language, the movement has been Anglocentric. Efforts
need to be made toward a more pluralistic approach in communications
and in the production of analytic documents.  



The fact that the forces of global capitalism are evolving through such
mechanisms as free trade agreements, means that the movement will
require new structures and ways of organizing to defend against these
renewed and invigorated incursions by market-oriented approaches to
health. 

Like any young movement, there are many questions related to lead-
ership, governance, global versus regional representation, decentraliza-
tion and regionalization, and gender sensitivity. Presently these are being
dealt with through the work of PHM’s newly established coordination
commission. 

The original eight organizations that were responsible for the first
People’s Health Assembly in Bangladesh and the subsequent promotion
of the movement between 2000 and 2005 continue to play an important
role.  Most still participate at the national or regional level but have ceded
their direct leadership to newer groups and younger persons. Their inten-
tion is to strengthen the movement by involving more groups and organ-
izations and encouraging activism among younger people. 
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Second People’s
Health Assembly

The Second People’s Health Assembly was held July 17-23, 2005, in
Cuenca, Ecuador, with 1,492 participants from 82 countries. They gath-
ered to discuss and debate strategies to overcome the political, economic,
and social barriers to better and fairer health and to develop strategies for
Health for All.

The objectives were to:

• promote and extend the People’s Health Movement as a space
that allows the revival of the spirit of “Health for All”;   

• strengthen global action on the right to health as a fundamental
human right; 

• enlarge the debate and resistance to all mechanisms that violate
the right to health of the people, many represented as neo-liberal
reforms, globalization or militarization;

• share knowledge and practices of alternative models for the pro-
motion and provision of community health.

“We thus find ourselves at a crossroads: health care can be considered a

commodity to be sold, or it can be considered a basic social right. It cannot

comfortably be considered both of these at the same time. This, I believe is the

great drama of medicine at the start of the century. And this is the choice before

all people of faith and good will in these dangerous times.”

“Pathologies of Power: Health, Human Rights, and the New War on the Poor,”  
by Paul Farmer



As an upcoming publication of the Europe-Third World Centre (CETIM)
points out:

“The Second People’s Health Assembly was the result of
intensive collective action, of planning and programming
coordinated and facilitated by the Secretariat, that sought
ways to overcome the existing limitations, accepted the
challenge for new opportunities for discussion, dialogue,
and construction of a movement based on the people, with
the people, and for the people.

The distinct thematic tracks — health as a fundamental
human right; militarism and military occupation;  environ-
mental degradation; emerging and re-emerging pan-
demics; equity, poverty, and health; critical intercultural
dialogue; Africa at the centre of the struggles for people’s
life and health; social and political violence; health in the
hands of the people; health and work; natural, traditional,
and bioenergetic practices; gender and health; health sec-
tor reform — were developed with a broad, integral, and
global vision. This was accomplished through analysis and
debate, histories, case studies, photographic exhibits,
drawings, paintings, and folk art.

In addition to the plenaries, workshops, forums, seminars,
and exhibits, ‘special events’ were organized such as the
Global Children’s Forum; the Festival of Hope and Joy; the
Ceremony and Declaration of the Native Peoples of the
World, the Youth Forum; and the March for Peace, Health
and the Dignity of all people. The objective of all these
events was to hear the voices of the people and to provide
encouragement to groups of marginalized and vulnerable
persons to take a more leading role.

The organizers included people who work side by side in
the struggle for a healthy world, who have opposed war,
militarism, the destruction of the environment, and who
work for the life and health of the people. They called the
people together and tried to include the voices of those
who are not heard, as much as was humanly possible.
Priority was given to representatives from popular organi-
zations, given the character of the movement, without
being compromised by the interests of international finan-
cial institutions or of those governments intent on the pri-
vatization of public services.

Spaces were provided for international organizations and
their representatives. Among the invited guests, there were
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representatives of the World Health Organization, includ-
ing Dr Mirta Roses, Director of the Pan American Health
Organization, Dr Michael Marmot, Head of the
Commission on Social Determinants of Health, and also
heads of humanist governments such as the Deputy
Minister of Health of Uruguay, and the Secretary of Health
of Rosario, Argentina. The intention was to convert the
assembly into an expression of the diversity, energy and
potential of the movement, and to a great extent we
succeeded.”7

The Cuenca Declaration reflects the results and conclusions of the
debates in the plenary and workshops, and other parallel events at the
Second People’s Health Assembly. It calls on the PHM and other move-
ments and organizations to demonstrate their solidarity with the struggles
in Ecuador. There is an analysis of global health conditions and the need
to establish the right to health in an era of hegemonic globalization. The
movement also recognizes that interculturality is a fundamental element
in the promotion of social equity and that health promotion must recog-
nize the cultural context of the people. The PHM calls for: the advance-
ment of the right to health for all in the context of gender and personal
diversity; for protection of the right to health in the context of environ-
mental degradation; for ensuring workers’ health in a globalized world;
for defence of the right to health in the face of war, militarization, and vio-
lence; and for comprehensive primary health care and sustainable, qual-
ity, local and national health systems.8

The Declaration also provides a summary of the PHM strategy for
the coming years. The movement will be linking grassroots activists and
national groups with global efforts by creating an awareness of burning
health issues and working together to build alliances and support
activists in their struggles. It will incorporate cultural and spiritual prac-
tices in all aspects of its work. It will share the results of research find-
ings on key issues pertaining to the principles in its Charter, especially
in relation to the efficacy and sustainability of initiatives in comprehen-
sive primary health care. The movement is also adopting an approach of
strengthening rights, and will support initiatives to achieve the “Right to
Health and Health Care” at the local, national and international levels
and will advocate with national governments, UN and other national
and international agencies to influence their decision-making.9

The Declaration emphasizes the need to work tirelessly to build inter-
national solidarity with the oppressed and with those affected by natural
disasters and civil strife, and to confront powerful forces of oppression in
the struggle for economic justice, in particular through support for debt
cancellation, the end of economic conditionalities, and the establishment
of a fair international tax regime.10
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This section sets forth a clear statement of the ideas and practices of the
People’s Health Movement and calls for an active, progressive, global ini-
tiative to defend the right to health. 

The PHM struggles for and demands the respect of all aspects of the
right to health. This is defined as the “right to the enjoyment of a variety of
facilities, goods, services and conditions necessary for the realization of the highest
attainable standard of health” in General Comment No.14 (GC 14), of the
International Covenant on Economic, Social and Cultural Rights of the
United Nations.11

Nearly 150 countries around the world are parties to the Covenant.
GC 14 of the Committee on Economic, Social and Cultural Rights (CESCR),
adopted in the year 2000, elaborates on and clarifies the Right to Health
by defining the content, the methods of operationalization, the violations,
and the suggested means to monitor the implementation of this right.
GC 14 is the most authoritative interpretation of international law relating
to the right to health. 

Now there is a need to launch a global process of mobilization to actu-
ally implement the provisions of GC 14 in all ratifying countries. This
clearly calls for measures to review and recast all global and national
health sector reform initiatives in the light of the framework of health as
a right, such as the recasting of reforms that is now being pursued to
achieve the Millennium Development Goals.

The PHM is launching a global initiative to strengthen the right to
health with a focus on defending and operationalizing the Right to
Health Care. Advocating for the fulfilment of children’s and women’s
right to health is central to this endeavour.  Therefore the campaign goes
far beyond the Millennium Development Goals.

The movement sees the challenge primarily, but not entirely, as secur-
ing primary health care for the majority. To attain the health-related
Millennium Development Goals what is actually needed is an acceleration
of the shift towards community-based and community-centred paradigms
in health. 

The Global Right to Health and Health Care Campaign will concen-
trate on strengthening the Right to Health Care since we argue that the
PHM has a primary responsibility regarding this issue. However, during
this campaign, the documenting of violations will not be restricted to
those in the sphere of health care, but will encompass denouncing viola-
tions of health rights related to the various determinants of health. The
campaign will focus on tasks in which the PHM, along with partners in the
global health movement, can take the lead and primary responsibility. 
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These two types of activities should be combined as part of a holistic
and comprehensive approach to the right to health. This strategy does
not reflect any judgment on the relative importance of health care versus
the underlying and basic determinants of people’s health; rather it is a
question of a strategic choice. The overall perspective about how the
global health movement should approach the right to health is depicted
in the following diagram:

Figure 1
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The campaign looks at what measures have to be taken now to tackle
human rights violations as seen in the broader analysis of power and
social inequalities. It seeks the social transformations that are necessary to
resolve these inequities as they affect health. One campaign focus aims to
change global and national health sector reform initiatives by putting in
place mechanisms to redistribute resources through a globally coordi-
nated effort. This should then affect the access to health care by the poor,
the disadvantaged, and marginalized populations.

The PHM will build the capacity of its constituency and other civil soci-
ety partners in order to document violations of the right to health and its
underlying determinants. They will then plan joint actions with the peo-
ple to place pressure on authorities to stop these violations.

With regard to strengthening the right to health, country-based PHM
groups may also continue to expand their involvement in other initiatives
to denounce violations of health rights related to the various determi-
nants of health. The movement will also co-initiate and support specific
international campaigns on particular health determinants other than



the right to health care proper — for instance, the campaign of Friends
of the Right to Water, of which PHM is a member. It is not strategically pos-
sible for a global health movement such as PHM to launch a global cam-
paign encompassing all health determinants.

The movement is convinced of the huge social mobilization potential
of a Right to Health and Health Care Campaign. They will be demanding that
decision-makers take responsibility for their actions or lack of response to
the real needs of the population. There is also the potential that there will
actually be favourable concrete outcomes for the benefit of the people
that will lead to people’s greater involvement in the struggle for the right
to health.

In the campaign’s first phase, PHM plans to carry out about 40 coun-
try assessments of the status of the right to health care. The countries will
be determined with the different donor organizations that are being
approached to co-finance this initiative. Later phases will include docu-
mentation and analysis, with preparation of country reports. This will be
followed by regional assemblies, culminating in the preparation of a
global action plan on the right to health care and, subsequently, a
Declaration of the Right to Health for All to be submitted to the World
Health Assembly.

PHM country circles — the local sectors of the movement that were
formed during or after the first People’s Health Assembly — will need to
move beyond discussions to develop forceful, shared advocacy activities.
This is crucial if they are to develop further and draw more groups into
the movement. There is now a need to develop and carry out shared and
more effective advocacy actions at the country level in an effort to bring
about needed changes in the existing, and often deteriorating, situation.

A Right to Health and Health Care Campaign could prove a catalyst and
unifying process, bringing together existing and new PHM circles as well
as involving new partner groups and networks. The campaign has the
potential to give space to new organizations and networks that have so far
not been active in the movement. As a start to assessing the campaign’s
viability, the existence of a minimum critical mass of PHM-and-partners’
strength and power in a substantial number of countries will be ascer-
tained. The movement should make use of the momentum achieved at
the Second People’s Health Assembly to crystallize and plan future
courses of action in the campaign, understanding that each country will
move at its best (individual) pace.12
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The Alma Ata primary health care strategy did not appear out of
nowhere. It was inspired by local initiatives, many of them in Latin
America and other parts of the developing world. The Alma Ata confer-
ence represented a turning point, recognizing the value of these initia-
tives and developing them into a strategy for governments and health
ministries. Primary health care, then, arose from experiences prior to
Alma Ata; it was systematized and theorized there, but has continued to
live on precisely among those who created it — the communities and
those excluded from the global feast.

The Central American experiences of community-based health pro-
grams arose in a similar context. There was a bloody armed conflict
against military dictatorships heavily backed by the US government.
Alongside the war in Central America came the economic crisis of the
1980s, resulting from the huge foreign debt accrued from loans made by
countries as a result of the oil boom. The costs of the crisis were trans-
ferred to the underdeveloped countries. Poverty and extreme poverty
were the norm in Central America, with profound political, economic
and social inequities locally, nationally, and internationally. In this con-
text, stabilization and structural adjustment programs laying the ground-
work for globalization were designed by international financial institu-
tions and executed through programs to modernize and reform the state.
To address health as part of “modernization,” nations also implemented
health sector reform processes headed by the World Bank, with the com-
plicity and subjugation of many governments and institutions.

The 1993 World Bank report “Investing in Health”13 advocates a
threefold approach to health policy for governments in developing coun-
tries and in the former socialist countries. First, the fostering of an eco-
nomic environment that will enable households to improve their own
health; policies for economic growth that ensure income gains for the
poor are essential and so, too, is expanded investment in schooling, par-
ticularly for girls. Second, the redirection of government spending away
from specialized care and toward such low-cost and highly effective activ-
ities as immunization, programs to combat micronutrient deficiencies,
and control and treatment of infectious diseases; by adopting the pack-
ages of public health measures and essential clinical care described in the
report, developing countries could reduce their burden of disease by
25 per cent. Third, encouragement of a greater diversity and competition
in the provision of health services by decentralizing government services,
promoting competitive procurement practices, fostering greater involve-
ment by non-governmental and other private organizations, and regulat-
ing insurance markets; these reforms could translate into longer, health-
ier, and more productive lives for people around the world, and especially
for the more than one billion poor. 
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Basically the report recommends the introduction of market forces
into the health sector, and the “correct” assignment of public resources
with efficient technical criteria through highly effective low-cost interven-
tions. The neo-liberal logic is that the private sector is more efficient than
the public sector, therefore the state must be downsized and serve as a
regulator of the private sector, which will provide the services. 

Reforms in the health sector have resulted in many negative out-
comes. These include payment for health services and medicines, lack of
medical personnel, increased unemployment and underemployment, pri-
vatization of education, increased cost of living, and privatization of basic
services such as energy, water, and telecommunications, resulting in
higher costs to the consumer.14

Figure 2 
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Central America: Confrontation of two distinct models of health

Health sector reform in El Salvador, Central America, has occurred in
response to the directives of international institutions such as the World
Bank, the International Monetary Fund, the Inter-American Development
Bank, as well as the World Trade Organization, the Pan American Health
Organization, and USAID. In 1994, these organizations carried out an
analysis15 and defined four components to be considered in health sector
reform:

• Institutional reform of the health sector with a redefinition of the
role of the state that would result in a reduction of the administra-
tion of services and their transfer to municipal governments and
private institutions.



• Reform of primary health care, including the decentralization of
services. 

• Reform of the specialized hospital services and their transfer to
private organizations.

• Strengthening of the actions related to the environment.  Basically
the proposal was to free the National Water and Sewage
Administration from its function of providing services to the pop-
ulation — these would be privatized.

The Anàlisis del Sector Salud de El Salvador proposal was included in
the national agenda in 1998 and generated the formation of 10 working
groups. Only five groups presented concrete proposals: the National
Development Commission, the Salvadoran Development Foundation, the
National Health Commission, the Medical Society, and the Union of
Social Security Workers.  

During discussion of the proposals, the Social Security Institute began
a process of “modernization,” displacing administrative workers and
opening the doors to private entities for services such as security guards,
laboratories, and radiology, and even low-risk maternity care. This led to
a labour conflict with the social security workers and resulted in a strike
that lasted two months. As a result, the National Commission on Health
Sector Reform was created by governmental decree in July 1999. This
commission was to work toward harmonization of the proposals, but it was
clearly made up of sectors favourable to privatization.

The Social Security Institute continued implementing measures for
contracting out services such as food provision and housekeeping, as well
as prostate surgery and ophthalmologic care. This resulted in more job
losses and led to a second strike in late 1999 that lasted for four months.

In December 2000, the Reform Commission presented a controversial
proposal. It contemplated the consolidation of a public/private mix for
the provision of services. It did not resolve issues of the legal framework
for the reform or financing, but it clearly recognized the need to establish
the ability of the population to pay for services. 

In January and February 2001, two earthquakes struck El Salvador and
destroyed hospitals and health service infrastructure. This provided the
government with the opportunity to justify further privatization of services.  

When two Social Security hospitals were reopened, it was with new
labour models that included individual contracts that were not bound by
the laws governing wages in the sector. This generated a new conflict in
September 2003 that lasted for nine months.  The strike, in contrast to the
earlier two conflicts, was led by the Physicians Union of the Social Security
Institute; the physicians were highly affected by the new labour condi-
tions, even though they were specialists.  
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The strike was built upon a strategic alliance among the health unions,
the health movement, and many other sectors affected by the series of neo-
liberal measures. These included coffee producers, the transport sector,
merchants in the markets and ambulatory vendors, churches, trade unions
of privatized enterprises, and public employees at the national and munic-
ipal levels. A minimum agenda was established that included forms of
struggle, a minimum platform of demands, mechanisms for direction of
the struggle, spokespersons, and an inventory of resources.16

The resistance during the nine-month strike included legislative
action, street action, denunciations, and medical brigades for raising
awareness among the population.

The legislature passed a decree to guarantee public health in El
Salvador and another to return labour guarantees to all the workers of the
Social Security Institute. They also passed a legislative request that none
of the President’s privatization proposals be approved.

Street action included the blocking of key points on major highways
at the national level. Transnational companies such as Coca Cola and
gasoline service stations were shut down. There were seven massive “white
marches” involving health workers and populist support groups. Hospitals
and the Cathedral were taken over by the strikers.

Cases of corruption in the procurement of services in the Social
Security Institute were reported to the Attorney General’s Office. Corrupt
functionaries were denounced and their removal demanded. Cases of
medical malpractice because of the strike were also reported.

Medical brigades were organized to provide specialized consultations
for the population, with medicines donated by local laboratories. These
brigades also carried out programs to raise public awareness about their
demands through distribution of educational materials and through
events.

The achievements were considerable. This was the largest social mobi-
lization since the signing of the Peace Accords in 1992. The population
became aware of the impact of health care privatization, and there was a
political cost to the government party in the elections of March 2003.
Most important, a Citizen’s Alliance against Privatization was organized at
the national level to coordinate with other social sectors.

There were, however, certain repercussions. Many activists were
arrested by the National Civilian Police, and police repression and surveil-
lance continues today. Thirty activists are facing multiple criminal charges
laid by the Attorney General’s Office. NGOs were threatened with seizure
and closure, one nurse committed suicide, and dozens of people died of
malpractice. Thirty administrative workers have been fired, and a new
right-wing medical society has been established. 
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The challenges for the future are considerable. The social organiza-
tions that formed in resistance to health care privatization still need to be
consolidated, and they have to become more articulate in order to pre-
vent further privatization. Government activity around privatization
needs to be monitored constantly and protest actions should be strength-
ened, with development of a greater capacity for making proposals.

In conclusion, the experience of resistance in El Salvador demon-
strates that neo-liberal globalization places market interests before
human rights and results in divisions in society between those that defend
the market and those that defend life. This is true in all countries, rich
and poor. The only way to insure the right to health is to globalize the
struggle of organized peoples everywhere.17
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Conclusions Together let us challenge the unhealthy global model of development.

As the worldwide crisis deepens and more people become aware that
the current global economic system has fatal flaws, there is a need for an
alternative vision of development that promotes human and environmen-
tal well-being.

Such a vision has been taking shape among many people’s organiza-
tions around the world. Despite their diversity, there are common
threads. These include an attempt to increase public participation to
counter the concentration of economic, political and corporate power;
an effort to establish healthy communities; reshaping of the global eco-
nomic order to ensure environmental sustainability, equity and social jus-
tice; a call for a closer and more spiritual relationship with nature and
communities; and a commitment to collective solutions that maintain
considerable individual freedom.18

Through emphasis on the right to health and health care, the
People’s Health Movement hopes to use different types of action to raise
awareness and empower people towards change, as well as to promote
better coping strategies and to develop alternative solutions. Solidarity
between and among people’s organizations will be required to exert polit-
ical pressure to counter policies and decision-making that benefits the
few.  Action should be taken in the villages, regions, nations and interna-
tionally to claim rights and to force those in power to listen.  Development
depends on rallying behind the call of “Health for all now!”
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S o what is “public health”? This is a frequently asked question, and my
usual answer is: “It is everything to do with medicine and health that

does not involve direct contact with patients.” 

But exactly what do you do? My answer: “Well, I have an interest in
how health care systems are organized and financed…” At this, eyes start
to glaze over. I should have said that I work on AIDS and avian flu. That
sounds more exciting. The problem is that health care financing is both
interesting and important. The challenge of this article is to demonstrate
that. 

There are a number of dimensions to health care financing. The most
obvious is the question of how money is raised, organized, and managed
to pay for health care. Figure 1 illustrates three primary sources of finance
in any given country: individuals/households, businesses, and various
external sources of finance. 

Figure 1: Representation of the different sources, channels and actors 
involved in the health care financing landscape
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Funds can be raised from these sources through tax; insurance premi-
ums, which may be mandatory or voluntary; or as out-of-pocket payments.
And they can be organized and managed by different actors (shown in
Figure 1). Individuals manage their own “out-of-pocket payments”; gov-
ernment departments manage tax revenue and some external sources of
funding; communities manage community-based health financing pro-
grams; and private actors manage private medical insurance schemes. 

A variety of permutations are possible in arranging the source of
financing with its management. For example, public financing of health
can be managed by a statutory, non-profit organization that is given the
mandate to run a national social health insurance scheme; and tax subsi-
dies for private insurance can be viewed as a form of public financing
managed by private companies. Furthermore, all health care systems
exhibit mixed systems of health financing, which makes health care
financing a complicated subject matter. A full discussion of health care
financing requires a detailed understanding of the specific characteristics
and structure of the health system in each country, as well as its social,
economic, and political context. 

This article will be able to draw out only very broad themes and prin-
ciples about health care financing across the spectrum of high-, middle-
and low-income countries. It begins by discussing tax-based financing and
social health insurance, and the concepts of pooling and cross-subsidiza-
tion. This is followed by a discussion of private forms of health insurance
in which the concept of “segmented” systems of health care and the issue
of commercialization is introduced. The third section discusses out-of-
pocket finance and external sources of financing — key issues in develop-
ing countries. The article ends with some conclusions and recommenda-
tions about the world’s challenge to finance, repair, and develop health
care systems in the poorest countries of the world.
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Tax is a mandatory form of raising funds, from individuals or businesses,
for health care. There are various ways of raising tax, which determine the
extent to which public revenue is raised regressively or progressively.
Progressive taxation means that richer, higher-income groups contribute
proportionally more of their income to public budgets. 

Tax is also a key instrument of social policy. It allows public spending
on public goods and enables wealth redistribution and the cross-subsi-
dization of services from the rich to the poor. It forms the basis of and
finances the “social contract” between the state and its citizens. It is also
an important instrument of economic and development policy — public
investments in schools, universities, roads, effective policing, a legal and
judicial system, research and science, and health care help form the foun-
dations for socio-economic development. These investments also help



support the institutions and practices required to prevent corruption,
financial mismanagement, and the inappropriate use of public revenue
by the state.

Tax-based finance requires good tax-collecting infrastructure. In poor
countries, inadequate tax-collecting infrastructure and the informal
nature of much of the economy mean that a small proportion of a coun-
try’s Gross Domestic Product (GDP) is “captured” as public revenue. Total
tax revenue as a percentage of GDP in the high-income countries of the
Organisation for Economic Co-operation and Development (OECD) is
about 35 per cent on average, and can be as high as 44 per cent.1 In low-
income countries, tax revenue as a percentage of GDP is usually less than
20 per cent, and may be as low as 10 per cent. Poor countries therefore
tend to have a low percentage of a low GDP available for public budgets.
Table 1 illustrates this, comparing a “typical” high-income country with a
typical low-income Sub-Saharan African country. 

Table 1: Comparing macroeconomic and tax indicators
in the United Kingdom and Malawi

Per capita % of GDP Per capita % of government Per capita

GDP 2003 captured as public revenue government

(PPP $US) public revenue revenue allocated to health expenditure 
on health

High-income country 30,000 30% 9,000 12% 1,080

Low-income country 600 15% 90 9% 8.1

(Figures based on data obtained from UNDP Human Development Report 2005; 
Global Development Finance 1999, IMF Country Reports; and World Health Statistics, WHO 2005)

A rough estimate of public revenue per capita (Column 3) is obtained
by multiplying per capita GDP with the percentage of GDP captured as
public revenue (Columns 1 and 2). In this example, per capita public rev-
enue is $9,000 in a high-income country and $90 in a low-income coun-
try. When this is multiplied with the proportion of government revenue
allocated to the health sector, typically 12 per cent in a European country
and 9 per cent in Africa, one derives an estimation of the level of govern-
ment expenditure on health: $1,080 in a high-income country and $8.1
in a low-income country.

If this hypothetical low-income country increases total government
revenue to 20 per cent of GDP and then increases the allocation of gov-
ernment revenue to health to 12 per cent, government expenditure on
health would increase by 78 per cent from $8.1 to $14.4 per capita. This
suggests that in poor countries, there is a potential for increasing the
amount of government revenue allocated to health although, in this
hypothetical case, the amount available would still remain insufficient to
meet the core health challenges of most poor countries. 
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Social health insurance (SHI) is another form of financing that raises
public funding for health care. Typically, employees and employers within
the formal economy are obliged to make mandatory contributions to an
SHI scheme that is usually managed by a parastatal agency or statutory
non-profit public organization. The number of schemes in a country can
vary. Where there are multiple schemes, mechanisms are often used to
compensate for different risk profiles across the spectrum. In some coun-
tries, SHI is universal. In these instances, governments add to the SHI
scheme to cover those who are unemployed or unable to make contribu-
tions.

SHI is a limited form of health care financing in low-income countries,
accounting for only 2 per cent of total health expenditure. However, in
low and high middle-income countries, it accounts for 15 per cent and 30
per cent of health expenditure respectively, reflecting the fact that larger
shares of the total population work in the formal economy which allows
financing to be deducted directly from the payroll.2

Health care systems predominantly based on tax or SHI are often
grouped together as national or socialized systems of health care financ-
ing. The pooling of health finance at the national level allows for the risk
of paying for health care (when one is ill or injured) to be borne collec-
tively by all in society. It enables cross-subsidization and risk sharing
between rich and poor, young and old, and sick and healthy (see Figure 2),
particularly if tax or SHI contributions are progressive. 

Figure 2: Pooling to redistribute risk, and cross-subsidy for greater equity
(arrows indicate flow of funds)
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Source: World Health Organization, World Health Report 2000 (Geneva: World Health
Organization), p. 100.
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Size and number are important — the bigger the pool, the more it
can spread the financial risk of illness and injury, enable effective cross-
subsidization and equitable access to health care, and take advantage of
economies of scale and strong market power when negotiating with
health care providers about service quality, prices, and costs. The ultimate
pool is a single nation-wide pool, such as the one that exists in the United
Kingdom’s National Health Service and the Costa Rican social security
organization.

The higher the number of schemes, the higher the administrative
costs. In Argentina prior to 1996, there were more than 300 pooling
organizations for formal sector workers and their families, some with no
more than 50,000 members. The administrative costs and financial
reserves required to ensure financial viability for the small ones, together
with the low wages of their beneficiaries, meant that benefit packages
were very limited.3 This changed when smaller pools were amalgamated
into fewer but larger pools. 

Socialized systems of health care financing are dominant in most
developed countries where they constitute between 60 per cent and 90
per cent of total health expenditure. Among rich countries, only the
United States and Singapore have private expenditure shares over 50 per
cent.4 On the other hand, higher shares of private financing are associ-
ated with lower-income countries. Countries with private health expendi-
ture shares over 70 per cent are virtually all low-income countries. And yet
these are the countries most in need of functioning public institutions.

Socialized systems of health care financing are distinct in that health
care finances fall under the stewardship of the government or state. They
are public systems of financing and managing health care resources. Most
importantly, they allow for the public allocation of health care resources
to shape the configuration of the health care system — for example, by
directing health care resources to ensure an equitable distribution of doc-
tors, nurses, and clinics across the country, or increasing primary care
expenditure relative to hospital expenditure. These objectives are more
difficult and costly to achieve through multiple and fragmented pools of
financing, and when finances are not linked to a coherent and integrated
system of health planning.5

The importance of “the public” within health care systems is also
understood when these systems are seen not only as a method of deliver-
ing health services, but also as a means of performing broader social func-
tions. These include acting as an instrument for mitigating socio-eco-
nomic and political disparities, promoting social solidarity, reflecting and
shaping relationships between individuals within society, enabling citizens
to make claims on their entitlements to health care, and manifesting the
social contract between state and citizen. 
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However, there is no consensus about the role, responsibility, or
authority of the state in providing health care. There is no agreement on
what rights people have to health care, and what the obligations of the
state and other actors are in fulfilling these rights. Nor is there consensus
on the “acceptable” level of disparities in access to health care and the
role of government in ensuring equitable access to and consumption of
health care. These issues are central to the subject of health care financ-
ing and highlight the centrality of normative positions on the role of gov-
ernment and the nature of society.

But there may be more to the issue. How do socialized systems of
health care financing compare with systems that are more reliant on pri-
vate health care financing? According to Mackintosh and Koivusalo,
countries that spend more of their GDP on health through public expen-
diture or social insurance have better health outcomes as measured by
healthy life expectancy and child mortality indicators.6 Figure 3 compares
the proportion of GDP spent on health care through government and
social insurance funding against healthy life expectancy. Health outcomes
in richer countries are positively associated with higher incomes but also
with more public and social health expenditure relative to GDP. Other
data from low- and middle-income countries find that “better care at birth
is associated with more of GDP spent by government or social insurance
funds on health care, but not with more private health spending/GDP.” 

Figure 3: Healthy life expectancy (HALE) and government expenditure on health
as per cent of GDP 2000 

CANADIAN DEVELOPMENT REPORT 2007 – THE GLOBAL RIGHT TO HEALTH

64

50

30

0 2 4 6 8

40

60

70

H
A

LE
 2

00
0

/
Fi

tt
ed

 V
al

ue
s

• HALE 2000               Fitted values

Government expenditure on health % GDP



Private health insurance is a form of pooling for individuals who con-
tribute regular premiums, often for a specified amount of health care cov-
erage. It may also be financed or co-financed by employers, and/or
through a public subsidy in the form of tax exemptions. In some coun-
tries, government employees (including doctors and nurses) are provided
with state-subsidized private medical insurance. And in a few countries,
the purchase of private coverage is mandatory for parts of the population. 

These pools of health care finance are managed privately, in parallel
to the public management of public finances. However, private insurance
exists in different guises and forms. Insurance provided by mutual aid
organizations or non-profit organizations with a public ethos may be
established to provide health care and financial protection for the poor,
elderly, and chronically unwell. These forms of insurance often arise as a
consequence of the failure of the state to provide basic health care. In
some instances, such as with community-based health financing (CBHF)
schemes that have been promoted as a strategy to improve access to
health care for poor communities in developing countries, the contribu-
tions made to the scheme may be used explicitly to augment and support
struggling public sector services.7

Many other private insurance schemes, however, are run as businesses
that seek to maximize income and minimize expenditure. In order to
achieve these commercial objectives,8 they may exclude high-risk clients
and “cherry pick” or “cream skim” younger or healthier low-risk clients,
and place caps on spending. Instead of augmenting public services, they
often encourage the growth of private provision whilst increasing the bur-
den upon the public sector — by leaving it to finance and provide care for
segments of the population with the greatest health care needs and the
least income.

Private medical insurance, which is often only affordable to higher-
income groups, opens the door for the exit of the voice, commitment,
and financial contributions of higher-income, younger or low-risk individ-
uals from a socialized system of public health care financing and provi-
sion, effectively “segmenting” the health care system into different age,
socio-economic and health risk groups. There is a great irony therefore in
civil servants working in the Ministry of Health being provided state-sub-
sidized private medical insurance that allows them to seek health care in
the private sector. 

An exaggerated and simplistic illustration of “segmentation” is shown
in Figure 4. It illustrates different financing and provision arrangements
for different socio-economic groups, the outcome of which is to struc-
turally differentiate the quantity and quality of health care provided to
different income groups.
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Figure 4: A diagrammatic representation of health care systems “segmentation”

Health care systems are obviously more complex than portrayed in
Figure 4, but the purpose of the diagram is to illustrate the way in which
socio-economic disparities create demands on the health care system to
mirror those disparities rather than to mitigate them. Higher-income
groups typically want more than what can be provided universally through
a publicly financed system. They may expect better “hotel” facilities in
hospital; faster and more convenient access to care and treatment; or
access to treatment which is not affordable universally. And the young and
healthy may be tempted to exit a health care system in which they are sub-
sidizing the elderly. 

In apartheid South Africa, private medical insurance helped to place
the rich, white population in a privately-financed health care system,
effectively leaving the rest of the population with a comparatively under-
resourced publicly-financed system.9 The white population also benefited
from considerable public financing in the form of tax subsidies and pref-
erential access to publicly-financed secondary and tertiary hospitals.
Public and private health care financing as well as public and private pro-
vision were thereby shaped to benefit the ruling white population of
apartheid South Africa, aggravating existing socio-economic inequalities
(Table 2). This is an extreme version of a segmented health care system
but illustrates the point about private financing potentially undermining
equity and social solidarity, particularly when associated with commercial
actors.
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Table 2: Health care indicators in South Africa, 1992

White population group Black population group

Per capita health care expenditue (Rand) 591 55

Doctor: population ratio 1 : 282 1 : 53,000

Infant mortality rate per 1000 live births 7 55

Source: Health Systems Trust, South African Health Review 1995. (Durban: Health Systems Trust)

Private insurance schemes can be shaped by legal and regulatory
frameworks to maximize risk-sharing and cross-subsidization across soci-
ety and to minimize any harm to the public system of health care financ-
ing. For example, in post-apartheid South Africa, legislation was passed to
prohibit medical insurance schemes from providing health coverage on
the basis of individual risk. Laws were also passed to enforce “prescribed
minimum benefits” to stop insurance companies from “dumping”
patients on to the public sector once health care costs began to threaten
their balance sheets.10

However, laws to regulate the private insurance market are often met
with opposition. In addition to high-income groups wanting more than is
universally available, other actors have a stake in promoting private
financing and segmentation. The pharma-biomedical industrial complex,
bolstered by a monopoly-friendly patent regime, wishes to expand
demand for and consumption of its products and does not want to be lim-
ited to a publicly financed market, particularly if this is accompanied by
regulation and guidelines to rationalize the consumption of medicines
and new technologies, whether for safety, equity, or efficiency reasons.
Private insurance companies and health care providers want to see more
private financing because it opens up commercial opportunities. And for
some health care providers, the creation of a privileged and better-
resourced market, with higher than average levels of health care expendi-
ture, offers opportunities for either profits or higher levels of income.

The way in which health care financing is organized and managed
doesn’t just influence patterns of expenditure and health care consump-
tion, but can also influence the pattern and size of the income of
providers within the system — a point that is far too often overlooked in
public debates about health financing.

Segmentation has also been accompanied by the argument that
organized and managed systems of public or non-commercial provision
lack the market competition and financial incentives to motivate
providers to act efficiently and responsively to “consumers”. It is also
claimed that unless public sector providers are forced to compete with
private providers, the system is monopolistic and “unfair”, resonating with
the neo-liberal view that health care is a commodity that falls best under
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the jurisdiction of trade rules. As a result, there has been a trend toward
creating a market of public and private providers who must compete for
public finance. In some countries, legislative changes have been made to
remove public health facilities from civil service rules so that they can take
on the characteristics of independent providers and compete for public
financing. 

Large health care corporations that view health care and medicine as
business are now aggressively seeking entry into the largely publicly
financed multi-billion-dollar-a-year European health care system. Thus
far, the system has mainly been seen as a social not-for-profit enterprise
that belongs under public control rather than as a market-driven institu-
tion that encourages the entry of commercial actors. 

However, the arguments in favour of liberalizing the provider market
to encourage competition and greater patient choice do not always hold
up in practice, particularly in low- and middle-income countries where
there is simply not the multiplicity of services and facilities required for
competition and choice. Health care is also a service that most people do
not want to choose or “shop around” for. What most people want is a
locally available health service that they can trust. In contrast to other
services or commodities, information asymmetry between provider and
patient and the vulnerability that accompanies illness or injury require a
trust-based relationship between “consumer” and provider. Trust, sympa-
thy, and care are also therapeutic elements of health care which can be
harmed by policies that shape the relationship between provider and
patient as a commercial one.

There is also little evidence that such a system creates efficiency. The
process of contracting out services to the private sector, managing a com-
petitive provider market, and monitoring private sector providers is costly,
and also administratively and technically complex.11 A fragmented and
competitive provider system also undermines systems-wide planning.
Instead of an integrated system able to respond to changes in policy and
circumstances, there is an unwieldy system of multiple organizations with
large costs involved in ensuring coordination. For example, reforms that
resulted in competition within the public sector harmed the cooperation
that was necessary for effective disease surveillance in China.12

The problems associated with competition and markets are com-
pounded by the presence of income-maximizing and shareholder compa-
nies within the system that will look to maximize income and profits by
over-charging, over-servicing, or under-providing at the expense of
patients and the public good. To counteract this, purchasers have to
spend larger amounts of money on monitoring and regulation.13

Government capacity to control overall health care costs also becomes
weakened. 
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The business-oriented health care system of the United States, charac-
terized by a complicated and fragmented mix of private insurers (with lit-
erally thousands of different individual health insurance plans), private
providers and health maintenance organizations, has resulted in a huge
administrative bureaucracy which cost US residents $294.3 billion in
1999.14 The $1,059 per capita spent on health care administration was
more than three times the per capita administrative costs of Canada’s sin-
gle-payer national health insurance system, highlighting the point about
large pools of health care financing being more efficient than multiple,
fragmented pools. 

In high-income countries, one argument for the expansion of private
health care financing is that tax-based revenue is unable to meet the grow-
ing demand for and cost of health care. Private financing will allow more
to be raised for health care spending in total. This may be true — the US
spends a very high proportion of its GDP on health care. However, in
doing so, it has not created just an inefficient system, but one that is also
ravaged by huge inequalities in health care consumption (with millions of
families uninsured) and in the income of health care providers; and there
is also the loss of resources from the health care system into shareholder
profits. The size of the cake is only a part of the equation — how the cake
is managed, apportioned amongst citizens, and used to remunerate and
reward providers is equally important. 

While it may be possible to increase private financing (for example, in
the form of co-payments) in a way that would be equitable and augment
a public or universal system of health care, this is different from private
financing that segments the health care system and opens the door to
commercialization, differential levels of health care consumption, and
higher transaction costs. Ultimately, the view that increases in private
financing are required to increase overall levels of funding portrays a
political choice about “who pays and who benefits” as an economic neces-
sity.15

The issue of increasing overall levels of health care spending in high-
income countries also raises other controversial and morally complex
issues. One is the issue of raising levels of expenditure to respond to the
needs created by earlier health gains and advances in medical technology.
Improved nutrition, safer environments, and better health care have
resulted in longer and longer life-spans and an increasing number of eld-
erly people. While many individuals in their 70s, 80s, and 90s lead inde-
pendent and productive lives, these demographic changes are ultimately
accompanied by a growing need and demand for complex and costly
medical interventions as well as more nursing care to respond to the
frailty and loss of function that accompanies the process of aging.
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The difficult question that often doesn’t get asked is whether we need
to contain these escalating cost pressures, and if so, how? How much
health care is enough? How far do we allow science and technology to
lengthen lifespans? Developments in the fields of nanotechnology,
genetic engineering, and robotics have now brought “normal“ lifespans
of 100-120 years well into the realms of possibility. Are the pressures in
high-income countries to increase even further already high levels of
health care expenditure accompanied by an unhealthy over-medicaliza-
tion of life and mortality?

These are not just abstract, philosophical questions. Neither is it just
a question of managing the pressure on health budgets within high-
income countries. They also carry implications for the health of people in
low-income countries. The longer lifespans of people who consume a dis-
proportionate amount of the world’s natural resources, along with the
planet’s finite capacity to absorb carbon emissions, results in profound
ecological threats to health that fall disproportionately upon the world’s
poor. Secondly, the need to expand the health workforce in high-income
countries to cope with the growing need for health care is a potent driver
for the continuation of the out-migration of health workers from poor to
rich countries, to the detriment of local health care systems. It has been
estimated that Ghana has foregone around £35 million of its training
investment in health professionals as a result of the brain drain to the UK,
while the UK has saved £65 million in training costs by recruiting
Ghanaian doctors since 1998.16 By one calculation, Ghanaian-trained doc-
tors and nurses deliver services that the UK National Health Service
(NHS) values at around £39 million a year.17

In a way, what we now face is an increasingly globalized and seg-
mented health care system that transcends national boundaries, particu-
larly when one considers the additional impact of “health tourism”, with
high-income consumers traveling to middle-income countries to receive
cheaper health care. In India, Mexico, and South Africa, private providers
now cater to foreign “medical tourists” from high-income countries. At
the same time, the wealthy elite in low-income countries seek health care
in high- and middle-income countries. 

The situation in most low-income countries is different. Public financ-
ing makes up a low proportion of total health care expenditure. Much
health care provision is already commercialized and privatized, often a
consequence of the collapse of public services. Here, the World Bank and
others have encouraged private health care financing as a way of allowing
the diminished public sector to concentrate on providing comprehensive
coverage for a “basic” or “minimum” package of services. By segmenting
out middle- and high-income groups, it is argued that public sector health
services can focus on the poorest in society.18
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While this sounds fine in theory, the greater likelihood is increased
inequality as higher-income groups take their financial resources and
stronger political voice with them, and leave the public service as a “poor
service for poor people”. Even if private medical services are entirely pri-
vately financed, they draw on a limited pool of health professionals and,
in developing countries, on limited foreign exchange for the import of
drugs and equipment. A significant private medical sector weakens the
public provision of health care, especially as the ratio of resources to
patient load is more favourable in the private sector — it sucks out more
health care resources than it relieves the public sector of workload. 
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Out-of-pocket financing is not pooled and usually refers to “user fees”
paid directly to health care providers. It is the most inequitable form of
health care financing. User fees tend to make only a small contribution of
total health care expenditure in high-income countries, but in middle-
and low-income countries, they represent a substantial proportion. In
Malawi, one of the poorest countries in the world, 26 per cent of total
health care expenditure is in the form of out-of-pocket expenditure by
households (Figure 5).19

Figure 5: Source of health expenditure in Malawi, 2002/2003
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In poor countries, user fees are a considerable barrier to health care
access. In one Caribbean study, between 14 per cent and 20 per cent of
people who reported illness indicated that they did not seek care because
of lack of funds for treatment or transport.20 In household surveys in
rural China, 60 per cent of those referred to hospital by a doctor never
follow through because they cannot afford the high user charges.21

According to the WHO, there is evidence that out-of-pocket payments
undermine adherence to anti-retroviral treatment and increase the risk of
drug resistance.22



User fees are also a major cause of household impoverishment and
indebtedness.23 Poor households may resort to selling off assets such as
land or cattle to pay for health care, or withdraw children from school to
save on school fees or so that children can help with household chores
while adults seek temporary jobs.24 Although the pernicious effect of user
fees is felt most acutely in poor countries, in high-income countries with
an inadequate publicly financed system such as the US, health care costs
are a known cause of bankruptcies.25

Furthermore, for large swaths of the human population, user fees are
applied within an unregulated, unlicensed and, at times, anarchic private
sector of primary care providers.26 Many patients are not only impover-
ished by paying for health care, but are also paying for inappropriate or
poor quality services. 

Arguments that user fees can be means-tested to exempt or protect
the poor do not stand up to scrutiny.27 One reason is the difficulty and
cost involved in effectively applying means testing, especially in low- and
middle-income countries. The belief that fees increase the public’s appre-
ciation of services and prevent their “overuse” is also based on weak evi-
dence. User fees are a blunt instrument for rationalizing health care-seek-
ing behaviour. For most people, the high costs of seeking care results in
an under-use of services.

In spite of their well-known negative effects, user fees remain a com-
mon feature of developing countries. It is, however, difficult to eradicate
this barrier to health care because in situations where there is inadequate
public or pooled revenue to pay for free care, user fees can be an impor-
tant source of income to sustain the quality and uptake of any services.28

In fact, they may be the lesser of two evils. In these circumstances, com-
munity-based health financing (CBHF) can help establish a local pool of
funds to mitigate the harms of user fees. However, the budgetary limita-
tions of CBHF — small pool size and the difficulty of setting up well-man-
aged schemes — means that CBHF is only a partial solution to the
absolute lack of resources for providing essential health care for all, free
at the point of use. 

Health care financing in developing countries is also characterized by
a high dependency on external sources of finance. Figure 5 illustrates the
importance of this source of financing in Malawi where it amounted to
29 per cent of total health care expenditure in 2002 (see Table 3 for fig-
ures from other countries). In spite of these funds, total health expendi-
ture remained abysmally low and insufficient to provide a minimum pack-
age of essential care. Malawi has a doctor-to-population ratio of about one
per 100,000, with the few doctors concentrated in urban centres.29 By
contrast, total per capita health expenditure in Canada was $2,222, with a
doctor-to-patient ratio of about one per 500.30
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Table 3: External sources of finance as % of total expenditures on health

Country Year Percentage

Afghanistan 2002 42.6%

Ethiopia 2002 29.5%

Gambia 2002 40.6%

Malawi 2002 37.6%

Source: World Health Statistics

There are several sources of external funding in developing countries.
Official development assistance (ODA) from donor countries is one.
Private foundations such as the Gates and Rockefeller Foundations are
another. International non-governmental organizations (NGOs), such as
CARE International and Save the Children, also finance health care across
the world — their funds come from a variety of sources: individual dona-
tions, fundraising campaigns, as well as from private foundations and
ODA programs. The World Bank (as well as other regional development
banks) provides grants and soft loans to the health sector. Finally, there
are a growing number of global health initiatives (GHIs) or global public-
private partnerships such as the Global Fund for HIV/AIDS, TB and
Malaria; Roll Back Malaria; Stop TB; Global Alliance for Vaccines and
Immunization; and the Global Polio Eradication Initiative.31 These are
funded from ODA budgets, private foundations, and private companies,
and tend to be focused on selective interventions or services related to a
specified disease. 

In Sub-Saharan Africa, ODA accounts for 55 per cent of all external
health financing. However, the new GHIs are responsible for the bulk of
the recent increase in external health assistance, representing 15-20 per
cent of development assistance for health.32

These external sources of health financing are channeled into devel-
oping country health care systems in a variety of ways. In some instances,
funds go into government budgets, thereby augmenting the public health
care system. In other instances, funds are channeled through private
organizations, mostly non-profit, to provide services directly. Funds may
also be used in different ways, including supporting policy development,
training, research activities, and basic service delivery. 

For millions of people, services funded by sources of external financ-
ing are a lifeline. However, there are a number of problems associated
with this. The first is with the very institution of “aid” within the context
of a failing global poverty reduction paradigm. Poverty has actually grown
worldwide at the same time that wealth has increased. Between 1981 and
2001, the number of people living in poverty in Sub-Saharan Africa
increased from 289 million to 514 million.33 And yet during the same
period, world GDP increased by $18,691 billion. 
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Trade rules, the deregulation of finance, the global property rights
regime, and the liberalization and integration of the world’s economy
have contributed in different ways to propping up a system that traps
many poor countries in poverty and under-development, whilst allowing
the accumulation of greater amounts of wealth among a small global
elite.34 The failure to live up to the promises made at the G8 meeting in
2005 to further cancel debt and increase the volume of ODA, following
the high-profile Make Poverty History campaign, places question marks
against the international commitment toward global development and
poverty eradication. The whole concept of “aid”, when divorced from this
broader context, may serve only to paper over the cracks of a problem
that requires more fundamental political and economic solutions, includ-
ing efforts to pro-actively promote a fairer global redistribution of eco-
nomic and political power.

Secondly, there is a need to question the effectiveness of aid. Much
aid still comes tied to inappropriate obligations on recipient countries to
procure from donors or to liberalize their economies in ways that are
harmful. Funds are not reliably committed to developing country health
sectors for long enough periods of time. There is still too much spent on
expensive, short-term consultants of dubious quality and experience. The
recent Paris Declaration on Aid Effectiveness is a welcome step in the
right direction: taken by donor nations, it calls for developing countries
to exercise greater control over their development policies and strategies,
and for donor countries to operate in a more harmonized and transpar-
ent manner. However, many development NGOs feel that it does not go
far enough, and does not outline the robust monitoring and reporting
mechanisms required to ensure that the Declaration is acted upon.35

Finally, within the health sector, coordination between different
donors, international NGOs, and GHIs is inadequate. Too often,
Ministries of Health are forced to dance to the tunes of an uncoordinated
orchestra of competing donors and fragmented initiatives. The selective
nature of GHIs also creates a piecemeal and unsustainable approach to
health improvement and health systems development. On the ground,
the proliferation of external non-government initiatives aimed at shoring
up the gaps in the public health system, while helpful in their own right,
also create competition with the public sector for the setting of policy and
priorities and for the scarce human resources within countries. Instead of
supporting the development of public health care systems, independent
“projects” run by non-governmental organizations can actually drain the
public sector of capacity. 
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This article has been a whirlwind tour of several issues: the concept of
pooling to optimize risk-sharing and cross-subsidization; the link between
the size, number, and management of pools of finance with rational
health planning, economies of scale and control over the provider system;
the distinction between public and private, as well as the notion of com-
mercialization which transcends the public-private dichotomy; the impor-
tance of cooperation and trust; the political and commercial forces that
lie behind the trend toward greater marketization and health systems seg-
mentation; and the inter-connections between health care financing and
provision with provider/shareholder income.

This section, however, is focused on a set of recommendations for
developing the health systems of low-income countries. Since the Health
for All Declaration of 1978, many health care systems, especially in Sub-
Saharan Africa, have been weakened by chronic under-investment, struc-
tural adjustment policies, and uncoordinated and piecemeal vertical
interventions; a growing burden of disease, particularly in relation to
HIV/AIDS; and the out-migration of skilled workers. Reversing these
effects will require a coherent and long-term health systems development
agenda that will require sustained political and social action, as well as
technocratic reforms. 

There are no quick-fix solutions. Neither are there any simplistic
recipes for the restoration of effective and equitable health systems — any
health systems development agenda would need to be tailored according
to country- and region-specific contexts. For example, in countries in a
state of civil conflict or ruled by oppressive governments, an external
health systems development agenda would need to involve a more promi-
nent role for non-governmental organizations. The recommendations
that follow here refer to those countries in which there is relative stability
and a democratic government. 
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Recommendations
for low-income

countries

Universalism 
and socialized

systems of health
care financing 

According to the World Health Report 2000, “…single national pools, as
the largest pools attainable and as non-competing organizations, might
be seen as the most efficient way to organize pooling,”36 and thereby to
achieve risk-sharing, cross-subsidization, and more rational and coordi-
nated health planning. The health sector plans of governments and the
international health community should make the attainment of such
socialized systems of health care financing an explicit aim. Different
countries would require different timeframes depending on the institu-
tional capacity of the state, the number of existing pools of health care
finance, and the potential barriers to such reforms. 

For those countries dependent on external sources of finance, this
would imply revitalizing sector-wide approaches to pool donor and exter-
nal health financing into a single basket that can then be amalgamated



with public finance and brought under national stewardship. Some of this
external health financing should be used as a source of direct budget sup-
port to developing country Ministries of Health, whilst a proportion of it
could be ear-marked toward specific programs and services. The point
would be to bring available public and donor financing under a coherent
planning framework. 

A system of monitoring would need to be applied to the process of sec-
tor-wide planning and decision-making, and codes of conduct developed
for donors and other external actors to encourage commitment toward
the sector-wide approach and the institutional development of Ministries
of Health. Independent research could be commissioned to monitor
progress toward improved coordination and national leadership. Within
donor countries, local public health associations could take on a pro-
active role in monitoring, evaluating, and debating the extent to which
official development assistance to the health sector of developing coun-
tries is provided as budget support or through sector-wide approaches,
and follows the principles of “good aid”.

One of the biggest challenges for developing a sector-wide approach
to planning and health systems development will be to shift the balance
between the current trend toward multiple, selective health care interven-
tions (many of which are implemented through vertical and parallel
structures) and the need for a single, cross-cutting health systems plan
designed to meet all the priority health needs of a country. Although
selective and vertical interventions make important and urgent health
gains, the present configuration of multiple, fragmented, and selective
funding channels and programs acts as a hindrance to coherent health
systems development. Shifting toward a more explicit sector-wide
approach to health planning, with more funds being pooled nationally to
develop the core, cross-cutting infrastructure of the health care system,
will help improve this situation.

In order to assist in moving forward, the many new sources of financ-
ing from selective global health initiatives should gradually allocate an
increasing proportion of their funds to a sector-wide budget for financing
the core infrastructure of a functional health care system and developing
a shared set of health systems goals. These would include agreement on
the principle that certain dimensions of health systems, such as the sup-
ply and distribution system of medicines and laboratory services, should
never be duplicated so that parallel systems exist for different diseases or
programs.

At the global level, there is a need to debate the current architecture
of global health policy making and governance; this would include a dis-
cussion as to whether there are too many separate international and
global health initiatives adding to the uncoordinated field of official
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donor agencies, and whether there is a need for a shift in the way the
international community responds to the health crisis in Sub-Saharan
Africa and other poor regions/countries. For example, rather than mul-
tiple strands of health funding attached to disease-based or selective inter-
ventions, there could be a single fund for comprehensive health systems
financing that would then form the platform for disease-based or selective
interventions.

As far as existing private pools of finance are concerned, these are
generally not very significant in the poorest countries. However, where
they exist, steps should be taken to ensure effective regulation of these
schemes in a way that maximizes customer protection, efficiency, and
equity. Regulations to ensure a prescribed set of minimum benefits and
prohibit individual rating may help pave the way for the amalgamation of
smaller pools of private financing into more efficient and equitable larger
pools. 

Finally, indicators and targets to monitor progress toward effective
socialized systems of health financing could be developed — for example,
the proportion of total health expenditure that comes from a single sec-
tor-wide budget that falls under national public stewardship, or targets to
reduce the number of small and fragmented pools of private finance. 
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Restoring 
commitment 
to the public

Socialized systems of health care finance require effective and account-
able national stewardship by Ministries of Health, which in turn requires
a committed plan of action to resurrect and revitalize the “public” within
health care systems and ensure that governments are able to secure the
fulfilment of rights to health care (but without public services becoming
marginalized as “poor care for the poor”). 

The goal of achieving socialized systems of health care financing is
inextricably linked to the challenge of public institution building.
However, many developing countries have become tarnished by a reputa-
tion of bureaucratic mismanagement, corruption, and shortcomings in
democracy that have bred skepticism toward the use of official develop-
ment assistance to support public sector budgets; this has entrenched a
view that government bureaucracies in developing countries are inher-
ently inefficient or corrupt. However, the problem of poorly functioning
governments does not negate the principle and purposes of socialized
forms of health care financing. 

A holistic health systems development agenda must therefore incor-
porate initiatives to combat mismanagement and improve the accounta-
bility and efficiency of state bureaucracies. For example, funds could be
allocated toward financing independent budget-monitoring initiatives.
One example of this is the work of the Institute for Democracy in South



Africa (IDASA), an independent public interest organization that moni-
tors government budgetary allocations. Through its innovative applied
budget research, it has contributed to the development of budget literacy
amongst advocacy organizations and citizens, and provided training to
elected representatives and government officials on various aspects of
public finance.37

A commitment toward revitalizing the “public” within health care sys-
tems does not imply a diminished role for non-government actors. On the
contrary, those that operate with a public ethic have an important role in
developing public sector capacity to provide more effective health care, as
well as providing services where there is a lack of functioning government
infrastructure. In addition, non-government actors can help enhance
community involvement within health programs as well as public sector
accountability. 

There is also a need to shift the characterization of the public sector
as rigid and monolithic bureaucracies toward systems that are decentral-
ized, involve “public-public partnerships” within the public sector as well
as between government and non-governmental organizations, and apply
effective non-market incentives to encourage innovation and enterprise.
A public ethos of service provision can be encouraged through peer
recognition, public praise of good performance, and opportunities to
advance career and learning prospects. Non-financial rewards can be
used as incentives for public sector managers and clinicians to act ethi-
cally, effectively, efficiently, and accountably if there is also a program to
make up lost ground in the deterioration of public service salaries, both
in absolute terms as well as relative to the private sector.

Finally, revitalizing the “public” in health care systems requires a
renewed appreciation of public administrations and bureaucracies. The
view that the private sector is better than the public sector and that mar-
kets result in better and more efficient performance than hierarchies is
not borne out by evidence. Public sector social welfare has been the
bedrock of European social and economic development since the Second
World War and many low-income countries, including Sri Lanka, Costa
Rica, and Cuba, have had well-performing public health services for
decades. 

To help achieve the goal of a strong, effective, and publicly-based
health care system, more investment needs to be directed at strengthen-
ing public sector health management capacity at all levels. Human
resource planning and management requires particular attention.
Improving financial management capacity within the health sector also
needs to be strengthened; this could be assisted by the regular production
of national health accounts to describe the way in which health care is
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financed, as well as the pattern of health care expenditure, including
measurements of the per capita expenditure variations between geo-
graphic areas, between socio-economic groups, and between secondary/
tertiary hospitals and district health services. 

Expenditure targets could be set over three- to five-year timeframes
and monitored to ensure the most effective equitable use of public
finance. These could include: 

• expenditure on district health services to be at least 50 per cent of
total public health expenditure, of which half (25 per cent of
total) should be on primary level health care;

• expenditure on district health services to be at least 40 per cent of
total public and private health expenditure; and

• a ratio of total expenditure on district health services in the high-
est spending district to that of the lowest spending district to be
less than 1.5.
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Reining in 
commercialization

Efforts to revitalize the “public” in health care systems must be accompa-
nied by efforts to rein in commercialization. In most of the poorest coun-
tries, the bulk of health care provision is carried out by the private sector
— much of it in the form of small-scale, disorganized private dispensaries
and clinics. Many governments do not have the capacity either to regulate
the sector or improve the quality and safety of care provided.
Governments (and donors) must give issues of private sector regulation
and quality assurance a much higher profile in their health policies and
plans, and use their political and legal muscle to shift disorganized and
commercialized health care markets toward a more equitable and effi-
cient direction. Policy instruments to regulate the private sector include
licensing requirements, formal accreditation, and price controls. 

Health systems research to describe and study the interface between
the public and private sector is also important and should be used to pro-
mote greater public discussion of health systems and financing reforms,
while ensuring the presence and voice of the poor in such discussions.
Ultimately, it is important to consider ways of breaking the link between
the income of health care providers and the delivery of health care —
arguably one of the most critical conditions for the development of ethi-
cal and cost-effective behaviour within health systems. Public service
offers the one means of achieving this, but only if public sector health
workers are paid a living wage and operate within an institutional context
that rewards and encourages ethical behaviour and a public service ethos. 



Low-income countries face an absolute resource shortage. The WHO’s
Commission for Macroeconomics and Health reported in 2002 that the
minimum expenditure for scaling up essential interventions was on aver-
age US$34 (current US$) per person/year. At the time, among the 48
least-developed countries, average total spending for health was only
US$11 per person/year of which US$5 came from out-of-pocket expendi-
tures (1997).

As a first step, there is a need for every country to develop an indica-
tive budget of what is required to finance essential health care; this would
then be used to measure the financing gap between it and current expen-
diture. This should be followed by a country-specific plan to plug the gap
with additional domestic and external financing.

Within countries, governments must be enabled to strengthen their
capacity to increase tax revenue in a fair manner, and prevent unethical
capital flight. Countries should set a target to raise at least 20 per cent of
their GDP as tax revenue, and to allocate at least 15 per cent of total gov-
ernment expenditure to health. A complementary target would be for
public health expenditure (government and donor finance) to be at least
5 per cent of GDP. 

As far as external sources of financing are concerned, high-income
countries should rapidly reach the long-standing target of allocating 0.7
per cent of GDP to ODA. Donors should commit to long-term and reliable
funding for periods of five to 10 years to allow predictable budgeting and
stable planning cycles. At the same time, the international community
must recognize the limitations of aid programs and voluntary “public-pri-
vate partnerships” to finance health systems development. New strategies
and sources of public financing are required to fund global health, as well
as enable a more effective means of resource redistribution globally. 

This should include the development of an international tax author-
ity to assist countries to reduce the hundreds of billions of dollars of lost
public revenue due to tax avoidance (and tax competition). Global eco-
nomic transactions now make it harder and harder for the poorest coun-
tries to raise public revenue through national tax authorities. In addition
to generating public revenue, the more effective regulation of capital
flight, tax havens, and secret bank accounts will contribute toward the
cleaning of corruption and bribery within governments. Other sources of
global public financing could include the introduction of a currency
transaction tax, and airline, arms trade, or fuel taxes.  
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At the same time, the global public health community needs to
engage much more forcefully and robustly with the political and struc-
tural determinants of poverty, given that the current development para-
digm is failing to lift countries and households out of poverty. The out-
right cancellation of unpayable debt, fair trade reform, increased and
improved levels of overseas development assistance, and new forms of
global financing, such as currency transaction taxes, have to be part of the
global agenda for health systems development. 
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Canada and the
Global Right to Health

Chantal Blouin1

The implementation of the right to health is a legal obligation of the
Canadian government, a commitment to ensure that all citizens

achieve the highest attainable standards of health. This obligation derives
from Canada’s ratification of the International Covenant on Economic,
Social and Cultural Rights and several other international and regional
treaties, as well as customary international law. What are the implications
of this legal obligation? How can it guide the decisions of policy-makers
in Canada and around the world?

A first element to understand about the right to health is that it is con-
strained by the availability of financial and human resources. National
and local governments in poor countries are not in a position to offer a
wide range of excellent health care services to their citizens. Human
rights law reflects this reality and allows for the progressive realization of
the right to health, based on the capacity of government to offer these
services. However, as Paul Hunt points out: “…progressive realization is
subject to various conditions, otherwise pursuit of the right to health
might be constantly postponed, emptying the right of any meaning... The
right to health imposes various other obligations of immediate effect,
notwithstanding resource constraints and progressive realization. These
immediate obligations include the guarantees of non-discrimination and
equal treatment, as well as the obligation to take deliberate, concrete and
targeted steps towards the full realization of the right to health.”2

National governments are accountable to their citizens to adopt poli-
cies leading to rapid progress in terms of the availability, accessibility, and
quality of health facilities, goods and services.3 Access to health care is
therefore one important part of the equation. But we should note that the
right to health also includes the underlying determinants of health (such
as access to safe drinking water and adequate sanitation) and the socio-
economic conditions of the population (such as housing, working condi-
tions, and poverty) that have significant impacts of health outcomes.4 The
World Health Organization (WHO) is currently examining how the
improvement of social and economic conditions can contribute to the
achievement of the right to health. Indeed, the Commission on Social
Determinants of Health has been mandated to identify and promote the
most effective policies to improve health through action on social deter-
minants.5
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The actual means and instruments used to achieve progress on the
right to health will vary from one country to another, as populations with
different social and political preferences will adopt different strategies.
But the right to health means that policy-makers have to consider how
and to what level the allocation of public expenditures for health can be
increased, as well as developing and implementing a national action plan
to work toward progress. By stressing non-discrimination as a key princi-
ple, a right to health approach also tells us that examining the impact of
policies focusing on the average condition of the whole population can
be misleading: it can hide a decline in availability and access for some
groups. Therefore, policy-makers have to focus on the rights of vulnera-
ble and marginalized people, including poor women, minority groups,
and Indigenous People.

The accountability of national governments to fulfill the right can be
envisioned in a legal as well as political way. The right to health has been
recognized in more than 100 national constitutions. In many of these
countries, citizens have used domestic courts to challenge their govern-
ment’s action or inaction.6 The constitutional right to life has also been
interpreted by some domestic courts as implying the right to health. In Sri
Lanka, for example, the Supreme Court stated that the government could
not apply a very high level of patent protection on pharmaceutical drugs
if it meant reducing access. National governments can also be held
accountable for their fulfilment of the right to health through interna-
tional monitoring. Such monitoring takes place through the treaty-com-
pliance monitoring bodies of the United Nations (UN), in particular the
Committee on Economic, Social and Cultural Rights, and through
regional intergovernmental bodies, including the Inter-American
Commission on Human Rights and the related court.7 As we can see in
the paper from María Zúñiga, the right to health is not only a legal instru-
ment, but also a political instrument in the hands of citizens’ groups to
remind their governments of their obligations.

What are the implications of the right to health for Canada’s role in
global health? Human rights are first about the obligation of a state vis-à-
vis its own citizens, but international cooperation to achieve human rights
is also an obligation included in the UN Charter.8 Beyond that legal obli-
gation, one has to see that the achievement of the right to health around
the globe is in Canadians’ own interests. As the Romanow Commission on
the Future of Health Care in Canada noted, “…in an increasingly inter-
connected world, Canada cannot isolate itself from the health issues in
other countries.”9 Given that reality, the commission recommended that
the federal government play a leadership role in global health.

How is the health of Canadians affected by the health of other
nations?  First, the cross-border transmission of infectious diseases is one
concern that has put global health increasingly high on the foreign pol-
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icy agenda. The 2003 SARS epidemic and the ongoing international sur-
veillance of the recent strain of the avian flu are just two cases that high-
light how infectious diseases do not stop at the border. Moreover,
Canadians themselves are crossing borders by traveling, working, and
studying abroad and are therefore directly affected by the health situation
in nations across the globe. With more than 18 per cent of the Canadian
population born outside Canada, our close ties to families, friends, and
communities in our places of origin breach the walls between what is con-
sidered global health and health at home.

In addition to these direct impacts on the health of Canadians, the
health of other nations matters to us because of its impact on world pros-
perity and security. As the policy statement of the Canadian International
Development Agency (CIDA) put it, “Canada cannot be safe in an unsta-
ble world or healthy in a sick world.”10 Indeed, our development assis-
tance policy is, in part, inspired by our self-interest, as we realize that our
long-term prosperity and well-being benefit from supporting human
development abroad. Assisting in the realization of the right to health
globally is a very effective means of reducing poverty in developing coun-
tries and supporting social and economic development. Indeed, research
undertaken by the WHO Commission on Macroeconomics and Health
clearly shows that ill-health is an important obstacle to economic develop-
ment. “Until recently, economic growth was seen as a precondition for
real improvements in health. But the Commission turned this notion
around and provided evidence that improvements in health are impor-
tant for economic growth. […] The Commission showed that increased
life expectancy and low infant mortality are linked to economic growth.
Healthy people are more productive; healthy infants and children can
develop better and become productive adults. And a healthy population
can contribute to a country’s economic growth. The Commission says that
increased investment in health would translate into hundreds of billions
of dollars per year of additional income which could be used to improve
living conditions and social infrastructure in poorer countries.”11

Finally, the health of developing nations also matters for Canada in
terms of its broader impact on global security and political stability.
Increasing levels of disease are linked to a decline in state capacity, and
can lead to state failure and national and regional conflict. As Price-Smith
points out, “State failure frequently produces chaos in affected regions...
An example of this is the wide-ranging conflict in Central Africa, where
the collapse of governance in Zaire has generated a wide conflict.”12 In a
context where pandemics like HIV/AIDS can destabilize whole regional
systems, preventing disease and improving health becomes a security issue
of direct interest to Canadians. 

Canadians and their national government are already involved in
working to achieve the right to health globally, but their contribution
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could be much more significant. This essay examines three areas for
action: our financial support for health initiatives in developing coun-
tries, our policies regarding the cross-border movement of health profes-
sionals, and our political positions on issues related to the right to health
in international forums. The right to health is more than a slogan: it
could translate into concrete changes in Canadian foreign policy. The
conclusion will highlight the steps that we can take collectively to become
leaders on the global right to health.
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Canada doing

globally for the
right to health?
What should we

be doing?

Development assistance for health

Through its financial support to health systems and health interventions
in developing countries, Canada can contribute to the achievement of the
right to health at the global level. And indeed, the Canadian government
has recently put greater emphasis on health in its development assistance:
financial support for health-related assistance has increased 44 per cent
in the last five years. Bilateral programs focusing on health have gone
from $78 million in 1999 to $118 million in 2003-04. This number rises to
$268 million if we include those that are health-related, such as popula-
tion, water, and sanitation programs (see Tables 1 and 2).

Table 1: Country-to-country health-related ODA disbursements 
by sector and percentage, 2003-2004 (C$ million)

Sector Geographic
Canadian Canadian

IDRC TotalPrograms 
Partnership Partnership

(voluntary sector (Private
and others) sector)

Health $90.46 $20.85 $0.86 $5.89 $118.06

Population $65.88 $31.17 $0.07 $1.91 $99.03
programs

Water, supply $48.20 $5.42 $4.93 $2.25 $60.80
and sanitation

Source: CIDA, Statistical Report on Official Development Assistance, annual.

Table 2: Country-to-country health-related ODA disbursements 
by sector and percentage, 1999-2000 (C$ million)

Sector Geographic
Canadian Canadian

IDRC TotalPrograms 
Partnership Partnership

(voluntary sector (Private
and others) sector)

Health $37.42 $26.32 $0.36 $14.72 $78.82

Population $24.21 $10.93 $0.18 $13.19 $48.51
programs

Water, supply $26.27 $6.19 $4.34 $3.24 $40.04
and sanitation

Source: CIDA, Statistical Report on Official Development Assistance, annual.



Moreover, funding for multilateral activities focusing on health has
also increased in recent years. New high-profile initiatives such as the
Global Fund to Fight AIDS, Tuberculosis and Malaria and the WHO’s 3 by
5 Initiative are due to receive more than $600 million between 2001 and
2007.13 In addition to these new projects, Canadian multilateral assistance
for health is now more than $100 million per year (see Table 3).14

Table 3: Multilateral assistance health-related disbursements – funds coming 
from CIDA envelope unless otherwise noted (C$ million)

1999-2000 2000-2001 2001-2002 2002-2003

WHO 12.32
– from the Canada Fund for Africa 20.00

– from DFAIT funds 12.5 12.22 11.23

WHO Tropical Disease Program 1.40 1.40 1.40 1.83

WHO Canadian International Immunization 4.10 4.35 9.65 4.15
Initiative

PAHO (from DFAIT funds) 15.07 16.74 15.57

UN Fund for Population Activities (UNFPA) 10.00 9.10 13.70

UN Program for HIV/AIDS 3.40 3.55 3.50 5.95

UNICEF 13.50 14.00 13.50 15.00
– from the Canada Fund for Africa 28.40 11.5

UNICEF – Canadian Immunization Initiative 4.10 4.35 9.15 4.15

UNICEF – Global Alliance for Vaccines and 3 3
Immunization

Other UNICEF health-related initiatives 1.12 1.55 1.36 0.96

Micronutrient Initiative 28.37 28.16

International Union against TB and lung 2.76 19.09
disease – DOTS expansion

TOTAL 27.62 66.77 151.47 154.29

Source: CIDA, Statistical Report on Official Development Assistance, annual.

This increase in funding for health reflects that this sector has been
identified as a priority for Canadian development assistance. In 2000,
CIDA launched a framework for action on social development to double
the funding allocated to basic health, nutrition, and education in the next
five years. This focus on basic human needs results from the foreign pol-
icy framework issued in 1995 by the Government of Canada. A clear man-
date was given to CIDA to support poverty reduction in developing coun-
tries by concentrating at least 25 per cent of its official development assis-
tance (ODA) on basic human needs — defined as primary health care,
family planning, basic education, nutrition, water and sanitation, and
shelter. According to CIDA, social development now represents more than
40 per cent of its funding.15

In addition to more traditional assistance to health programming,
Canada created the innovative Global Health Research Initiative in 2001.
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Four Canadian agencies — CIDA, the International Development
Research Centre (IDRC), Health Canada, and the Canadian Institutes of
Health Research (CIHR) — are now collaborating to address the gaps in
health research that are relevant to the needs of developing countries.
Indeed, as CIHR points out, “…an enormous discrepancy exists between
the magnitude of disease burden in the world and the allocation of
research funding. The discrepancy is now widely recognized as the ‘10/90
Gap.’ Of the approximately US$73.5 billion invested in health research
and development worldwide in 1998, only 10 per cent was allocated to 90
per cent of the world’s health problems, which are concentrated in poor
countries.”16 The Global Health Research Initiative aims to harness
Canadian research capacity and funding toward the health needs of devel-
oping countries. Up to now, the agencies have committed more than
C$8.5 million to this initiative.

In addition to giving consideration to ways of increasing our bilateral
funding for health systems in developing countries, Canada should take a
more active interest in the various innovative development financing
mechanisms that are being discussed on the international stage and, in
some cases, implemented. For instance, the French government has
announced that, starting July 1, 2006, all passengers taking off from
France will pay an air-ticket levy; the funds will be used for the purchase
of pharmaceutical drugs for the battle against HIV/AIDS, tuberculosis,
and malaria in developing countries. Chile, Brazil, Norway, and others
have already stated their intention to follow suit. Many of the innovative
financing mechanisms being discussed are focusing on the health needs
of poor people; these would not only mobilize more resources to finance
the achievement of the right to health, but also more predictable sources
of financing than current development assistance. Canada has been
almost invisible in these discussions up to now.

Amid the talks about scaling-up assistance for health in poor coun-
tries, some have expressed concerns about its potential impact on macro-
economic stability. More precisely, some are worried that a large increase
in aid for health may lead to an appreciation in the currency of the recip-
ient countries (the so-called Dutch disease) and impede their capacity to
export, thereby reducing economic growth. In policy circles, these con-
cerns have been especially present within the International Monetary
Fund (IMF) and the World Bank. There have been cases in African coun-
tries, such as Uganda and Mozambique, where these concerns appear to
have translated into ceilings on health spending; such ceilings would be
real obstacles to the fight against HIV/AIDS and the achievement of the
health Millennium Development Goals (MDGs).17 The IMF formally
denies that concerns with macroeconomic stability led to recommenda-
tions regarding health caps.18 This controversy about what the
International Financial Institutions (IFIs) have been saying to Ministries
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of Finance in Africa regarding the Dutch disease continues.19 Meanwhile,
given that reliable evidence on this issue is limited, donors like the United
Kingdom’s Department for International Development (DFID) have
stated that these risks are manageable with proper monetary policy and
are relatively limited in the face of the costs of not scaling-up.20 Indeed,
health crises such as the HIV/AIDS pandemic have large negative impacts
on economic growth and human development. Canadians need to ask
whether the costs of illness and premature deaths are included in IFI cal-
culations. The Canadian Ministry of Finance should also suggest to the
IMF and the World Bank Boards that when the risks of macroeconomic
instability are real, the focus should be on intervention to the adjustments
of scaling-up rather than on limiting financial resources available for
health.

The brain drain in health personnel

The progressive realization of the right to health in developing countries
is impeded in many instances by shortages of health personnel. The
WHO’s most recent World Health Report estimated that there is a world
shortage of 4.3 million nurses, midwives and physicians, with the most
critical shortages in Sub-Saharan Africa.21 The migration of physicians
and nurses from developing countries to industrial countries is a key fac-
tor in understanding these shortages. For example, USAID reported in
2003 that “…in Zambia, out of more than 600 doctors trained in the coun-
try since independence, only 50 remain. In Zimbabwe, out of 1,200 doc-
tors trained in the 1990s, only 360 are reported to be practising domesti-
cally. The Government of Kenya advertised 100 doctor vacancies in 2001,
but only eight applied.”22 The situation with nurses is also critical. The
vacancy rate for nurses stands at 35 per cent in the Caribbean, with at least
500 nurses a year leaving the region to work in Canada, the US or the
UK.23 Canada may not be the main destination country for these health
professionals but it is nevertheless an important actor.  For instance, 1,845
physicians trained in South Africa worked in Canada in 2003; this repre-
sents 7.7 per cent of the physicians remaining in South Africa.24

This migration has many negative impacts on the health systems of
these countries: patients refused access to services and care, long wait
times, low morale among the remaining health workers, and lower qual-
ity of services. It also translates into loss of fiscal resources for developing
countries — public funds invested in the training of the health profes-
sionals leave the country. Unless, the professionals return to work in their
country of training after some years working abroad, the investment in
high-skilled training is lost. As Chanda points out, “The estimated costs of
health worker emigration for South Africa range between $500 million to
$1 billion a year. Between 1999 and 2000, the cost of nurses migrating
from Caribbean countries was estimated at 16.7 million dollars.”25
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What could Canada do to confront this brain drain and its negative
consequences for access to health services in developing countries? The
key policy action here is improved planning of health human resources in
Canada.26 If Canadian universities and colleges could train sufficient
numbers of health professionals for the growing needs of the aging
Canadian population, it would reduce the “pull factors”. This human
resources planning toward self-sufficiency also needs to include measures
to increase retention of health personnel within the professions, espe-
cially in the case of nurses. This is a clear example of the international
implications of the policies we adopt at home.

Another Canadian response to this problem could be adoption of a
strategy of managed migration of health personnel from developing
countries. Some examples of this already exist. Indeed, the negative
impact of recruitment of nurses and physicians from developing coun-
tries has been recognized by many organizations around the world, and
actions undertaken to limit the adverse effects. For example, in 1999, the
UK Department of Health adopted guidelines on international recruit-
ment of nurses which state that it “is essential that all employers ensure
that they do not actively recruit from developing countries who (sic) are
experiencing nursing shortages of their own.” In 2001, a code of practice
was developed for all health care professionals; recruitment should be
undertaken only as part of government-to-government cooperation
agreements that encourage the temporary exchange of personnel and
formal training.27 The UK now has bilateral agreements with India,
China, and the Philippines, each with different conditions. Cuba, as a
sending country, also has bilateral agreements on the provision of physi-
cians with Botswana, South Africa, Namibia, Zimbabwe, and Guyana, and
is developing new agreements with Venezuela and Bolivia.

The objective of a Canadian strategy of managed migration of health
personnel would be to increase the likelihood that their stay is of a tem-
porary nature rather than permanent migration. One recent proposal
along these lines was developed in a study prepared for the
Commonwealth Secretariat, with Canada creating a bilateral program for
nurses from the Caribbean region.28 This proposal would set up a special
“Canada Bound” training and placement program for Caribbean nursing
graduates, with participants paying market-based tuition fees to remove
the drain on public resources. The Canadian government would offer stu-
dent loans to the participants but, as an incentive for the nurses to return
to work in their home country, the loans would be partially forgiven after
a certain work period in Canada. The Canadian government should seri-
ously consider this proposal, as well as other models, with a view to creat-
ing an institutional framework that allows both sending and receiving
countries to reduce the negative impacts of the migration of health per-
sonnel and maximize its potential benefits (for example, improved skills),
while respecting the rights of individuals who wish to work abroad.  
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The combination of improved human resources planning at home
and the creation of institutions to better manage migratory movement
could improve policy coherence. We all want to avoid having a develop-
ment assistance agency from a particular country spend millions of dol-
lars every year to support health systems in developing countries, while
health establishments from that same country potentially sabotage efforts
by “raiding” the human resources. Finally, developing countries’ govern-
ments also have a responsibility to improve the health system and infra-
structures, as well as the working conditions of health workers in their
countries, in order to reduce the likelihood that their health workers will
want to leave.

Canada’s political role in international forums

In addition to financial contributions for the improvement of health con-
ditions and a strategy on health human resources, Canada could promote
the right to health through political leadership on the international stage
in several multilateral, regional, or bilateral forums. One area of interna-
tional policy where the right to health has received attention is the impact
of trade agreements on access to essential medicines. In the last decade,
a number of international trade agreements have included the protection
of intellectual property, including the protection of patents on pharma-
ceutical drugs. The first major agreement to do so is the Agreement on
Trade-related Aspects of Intellectual Property Rights (TRIPs), adopted in
1995 by the World Trade Organization (WTO). The level of protection
offered to intellectual property in this agreement, such as a 20-year
monopoly for patent-holders, reflects the standards already established in
industrialized countries.29 However, this regime of protection is a major
change for most developing countries that previously have had little or no
patent protection.  

The problem with the TRIPs agreement is that mandating patent pro-
tection for pharmaceutical drugs increases prices and reduces access to
essential drugs. Patents increase the price of drugs by reducing or pre-
venting competition in the manufacturing of medicines. Competition
usually brings down the prices. For instance, “…generic competition
reduced the price of a triple-combination of antiretrovirals from $10,000
to $300 in one year. When patent protection is too strict in a developing
country, and does not balance the rights of the patent holder with the
public interest, patents can block access to medicines.”30

Reducing accessibility, instead of increasing it, violates the principle of
progressive realization. Some argue that patents are important incentives
for research and innovation and therefore contribute to making life-sav-
ing drugs more available. However, this argument is invalid when it comes
to drugs for diseases of the poor. The British Commission on Intellectual
Property Rights found that “all the evidence we have examined suggests
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Is Canada 
implementing

the Covenant on
Economic, Social

and Cultural
Rights?

Canada’s fulfilment of Covenant rights,
including the right to health, has just been
reviewed by the United Nations
Committee on Economic, Social and
Cultural Rights. A significant number of
Canadian organizations submitted testi-
mony to the committee and several were
present when Canadian officials had to
defend Canada’s record at committee
hearings in Geneva in May 2006.31 This
review provides a useful window through
which to see Canada’s current Covenant
status. Among the concerns raised by
Canadian groups regarding Canada’s
implementation of the Covenant as it
relates to the health are:

• The rise of privatization, which makes
the Government of Canada “ineffective
in ensuring access to adequate health
care without distinction based on ability
to pay.”

• The continued lack of a universal, acces-
sible, comprehensive, and portable drug
plan (such as the Catastrophic Drug
Transfer proposed by the Romanow
Report).

• The Charter Committee on Poverty
Issues raised a number of dimensions
of the Chaoulli decision of the Supreme
Court, including the fact that it ignored
arguments for interpretations consistent
with the UN Committee’s General
Comment No. 14.32

The Committee on Economic, Social and
Cultural Rights, having studied the
Canadian government’s reports on imple-
mentation, examined submissions from
non-governmental organizations (NGOs)
and heard answers from Canadian officials
as well as concerns from NGO spokespeo-
ple. It was quite specific in its critique of
Canada’s record in fulfilling its Covenant
obligations. Positively, it noted the govern-
ment’s announced plans to strengthen
health care and the launch of the Public
Health Agency. It welcomed extension of
maternal and parental benefits from six
months to one year, greater pay equity,
and reduced unemployment. However, it
also noted that Canada takes a “restrictive
interpretation” of its obligations. The
Committee concluded that Canada has
not enacted legislation recognizing eco-
nomic, social, and cultural rights, with the
consequence that there is a lack of aware-
ness in provinces and territories of legal
obligations under the Covenant. There is
lack of legal redress for individuals and
governments that encourage courts to
deny protection of Covenant rights.

The lack of a legally-enforceable right to
adequate social insurance is fundamental,
and while contributions through the
Canada Health Transfer have been
increased, support for social assistance and
social services through the Social Transfer
have not been restored to even 1994-
1995 levels.  The right to water (see the
Committee’s General Comment No.15 –
2002) is not recognized as a legal entitle-
ment in Canada. The Committee also
notes the possible impact of other interna-
tional agreements, such as the North
American Free Trade Agreement (NAFTA),
on the ability of Canada to fulfill its obliga-
tions, stating that trade liberalization may
have a wealth-generating potential, but
does not necessarily lead to a positive
environment for the realization of eco-
nomic, social and cultural rights.

The Committee’s “Concluding
Observations” ought to elicit action by
Canadian authorities. However, the repeti-
tion of concerns in the 2006 report that
were raised in their last review (1998)
means that serious consideration of the
recommendations is in question.33

A key opening for individuals who have
suffered violations of their rights and
found no recourse in domestic legal
processes is the complaints mechanism of
the relevant international body.  Canada
has, for example, ratified the Optional
Protocol to the UN Covenant on Civil and
Political Rights, which provides this
option.34 A similar provision has been
under discussion for some time with
regard to economic, social and cultural
rights, in what is called the Open Ended
Working Group on an Optional Protocol.

While the US, Poland and Australia have
opposed the Protocol, Canada calls itself a
“skeptic state”, not openly opposed but
raising concerns, including restricting the
clauses of the Covenant that would be
open to complaints or an “à la carte”
approach which would leave it up to
states which complaints they accept.

A number of Canadian NGOs have pressed
Canada to move forward on the Protocol,
and to make it applicable to all Covenant
rights. Until it does, no Canadian individ-
ual or group will have the right to seek
redress internationally under the
Covenant.

Prepared by John Foster,
The North-South Institute



that it hardly plays any role at all, except for those diseases where there is
a large market in the developed world (for example, diabetes or heart dis-
ease) […] Therefore, we believe that presence or absence of IP protection
in developing countries is of at best secondary importance in generating
incentives for research directed to diseases prevalent in developing coun-
tries.”35 When most patients are poor and do not have the capacity to buy
drugs, there is no market, even if millions suffer from a disease.

What role can Canada play on the international scene to ensure that
patents do not impede access to drugs? First, Canada should ensure that
developing countries are in a position to use the flexibilities embedded in
the 1995 TRIPs agreement. One example of these is the right of govern-
ments to issue compulsory licences. These are licences to a third-party to
produce or import a drug that is still under patent, without the consent
of the patent-holder. Such measures are not restricted to cases of national
emergencies, but can also be used when deemed necessary by the public
authorities. The legal right of countries to resort to the flexibilities of
TRIPs, such as the issuance of compulsory licences, was reaffirmed by the
members of the WTO in 2001 in the Declaration on TRIPs and Public
Health adopted at the meetings of trade ministers in Doha, Qatar.

However, the flexibilities included in TRIPs did not meet the needs of
the poorest countries because these countries lacked the domestic manu-
facturing capacity to produce drugs. There is no point in issuing a com-
pulsory licence if there is no organization able to produce the drugs
under patent. Moreover, TRIPs included provisions which restricted the
capacity of these countries to import generic drugs. After very long nego-
tiations, WTO members agreed in 2003 to remove these restrictions and
allow countries to produce generic drugs to be exported to those coun-
tries without manufacturing capacity. Canada was the first country to
implement this decision and adopt legislation in 200436 that allows
Canadian generic companies to produce drugs still under patent in
Canada for export to developing countries.

Despite the delays and the problems identified with the details of the
legislation, we can applaud this initiative as a contribution to improving
access to drugs and to achieving the right to health.  The mechanisms cre-
ated by the legislation have yet to be used by any developing country or
generic producer, so the impact of this initiative is yet to be measured. To
ensure that developing countries are taking advantage of the existing
TRIPs flexibilities, including the importation of generic drugs from
Canada or other countries, we should also ensure that ongoing and future
capacity-building activities on intellectual property supported by CIDA
clearly explain how to resort to these safeguards. This should also apply
to capacity-building activities provided by regional and multilateral organ-
izations such as the WTO or the World Intellectual Property Organization
(WIPO). Knowledge about TRIPs provisions may not be sufficient in some
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cases. Indeed, the capacity to resort to these flexibilities can be con-
strained by political pressures by foreign governments or large pharma-
ceutical companies, as was seen in the case of South Africa.37 In these
cases, Canada has to be willing to move away from the passive stance
adopted up to now.

The second element of a Canadian strategy to limit the impact of
patents on access to drugs is to resist the wave of bilateral treaties with
TRIPs-plus protection — that is, patent protection even stronger than in
the WTO agreement. In recent years, we have seen a number of bilateral
trade treaties, often signed between the US and developing countries,
such as the US-Central American free trade agreement (CAFTA), which
includes TRIPs-plus provisions.38 If this trend is not curbed, the expansion
of the global regime of protection will become an increasingly important
obstacle to achieving the right to health in developing countries. The
position of the Canadian government on this is that we do not seek higher
norms in protection of intellectual property. Therefore, bilateral treaties
between Canada and developing countries do not include TRIPs-plus pro-
visions. Nevertheless, Canada could play an international role to limit the
expansion of the global regime of patent protection. One option is to
engage in a dialogue with our trade partners, and especially US officials
and business representatives, to discuss the problems linked to higher
protection of drug patents in developing countries. Another option is to
support the work of organizations and actors who monitor and assess
trade negotiations. For example, when discussing the US-Peru bilateral
trade negotiations after his mission to Peru, the UN Special Rapporteur
on the Right to Health recommended that “the United States should not
apply pressure on Peru to enter into commitments that either are incon-
sistent with Peru’s constitutional and international human rights obliga-
tions or by their nature are ‘WTO-plus.’”39 Such monitoring may help
counterbalance the pressures from patent-holders on the governments of
industrial countries to strengthen patent protection. Finally, Canadian
support for capacity building of trade and health officials involved in
negotiations of “TRIPs-plus” provisions can enable them to better assess
the impact of these provisions and offer alternatives at the negotiating
tables.
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Promoting the
right to health 

Canadians across the country have already embarked in many activities to
promote the right to health globally. Some are directly involved in the
delivery of health care in developing countries through organizations
such as Médecins Sans Frontières or the Red Cross. Academics in
Canadian universities are involved in health research relevant to the needs
of the poor, or in training and exchange programs to build capacity in
health systems in the South. Canadian aid workers are involved in the
improvement of the underlying determinants of health, such as access to



clean water. Canadian civil society organizations are advocating here and
abroad for more respect for human rights, including the right to health. 

Our national government is also engaged in global health through its
financial support for health programs and its actions on the international
stage. This essay has identified many steps that we should take to become
leaders on the global right to health. Whether it is through supporting
and implementing an innovative development financing mechanism, bet-
ter management of our health human resources at home, or a more active
role at the UN and in trade forums, our guiding principles remain the
same. What can we do to ensure that the citizens of the poorest countries
gain better access to health care services, to essential drugs, and to the liv-
ing conditions that lead to good health? The HIV/AIDS pandemic is the
most powerful reminder that health can no longer be considered at the
margins of our foreign policy. The right to health, which is implicitly rec-
ognized in our domestic policy on the health care system through the
principles of universality and accessibility, should guide our actions as we
re-position global health as a key element of our foreign policy.
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Canada’s Relations with Developing Countries
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Figure 1.2 Total DAC Countries
Gross Bilateral ODA, 2002-03 average, unless otherwise shown

Change
Net ODA 2002 2003 2002/03

Current (USD m) 58,292 69,029 18.4%
Constant (2001 USD m) 58,292 61,062 4.8%

ODA/GNI 0.23% 0.25%
Bilateral share 70% 72%

Net Official Aid (OA)
Current (USD m) 6,317 7,106 12.5%

Top Ten Recipients of Gross ODA/OA 
(USD million)

1 Congo, Dem. Rep. 2,760
2 China 2,028
3 India 1,680
4 Indonesia 1,596
5 Pakistan 1,420
6 Serbia and Montenegro 1,387
7 Egypt 1,268
8 Mozambique 1,232
9 Afghanistan 1,110
10 Russia (OA) 1,108

By Region

Source: OECD, Development Assistance Committee (DAC), The DAC Journal: Development Co-operation Report 2004.
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Table 1 Canada and Other High Human Development Economies (2003)
Selected indicators of relations with developing countries

Table 1.1 High Income OECD Countries

Net Private
Share of Share of Financial

UNDP Total Total Flows to
UNDP Gender- Exports Imports Developing

Human Related GNI Net Previous Rank Share as Grant Net ODA to from Countries
Develop- Develop- Per ODA Year ODA/ Among % of Share of to Low Develop- Develop- (long-term)

ment ment Capita (US$ (real GNI DAC Net Total Income ing ing (US$
Index Index (PPP$) millions) terms) Ratio Countries ODA ODA Countries Countries Countries millions)

Countries 1 2 3 4 5 6 7 8 9 10 11 12 13

Canada 0.949 0.946 30,040 2,031 -12.7 0.24 14 33.6 99.6 63.7 5.7 20.0 2,711

Australia 0.955 0.954 28,780 1,219 0.4 0.25 13 20.0 100.0 77.6 48.3 41.2 1,374

Austria 0.936 0.926 29,740 505 -20.5 0.20 20 54.7 100.0 53.0 25.2 23.9 824

Belgium 0.945 0.941 28,920 1,853 40.7 0.60 6 20.8 99.6 79.1 14.5 16.9 -1,752

Denmark 0.941 0.938 31,050 1,748 -12.8 0.84 2 41.0 98.5 74.7 16.3 19.1 106

Finland 0.941 0.940 27,460 558 0.3 0.35 10 44.8 98.8 67.2 31.3 26.2 -622

France 0.938 0.935 27,640 7,253 8.7 0.41 7 28.1 89.0 65.7 23.3 20.3 -3,123

Germany 0.930 0.926 27,610 6,784 5.3 0.28 12 40.2 91.9 61.6 27.0 31.5 -519

Greece 0.912 0.907 19,900 362 5.7 0.21 18 37.0 100.0 29.6 43.0 34.5 33

Iceland 0.956 0.953 30,570 ~ ~ ~ na ~ ~ ~ 7.8 21.5 ~

Ireland 0.946 0.939 30,910 504 3.8 0.39 8 30.2 100.0 79.0 9.5 14.8 1,547

Italy 0.934 0.928 26,830 2,433 -15.3 0.17 21 56.4 87.7 73.6 29.4 31.5 2,044

Japan 0.943 0.937 28,450 8,880 -9.2 0.20 19 28.7 57.1 67.4 55.3 63.7 -731

Korea, Rep. 0.901 0.896 18,000 ~ ~ ~ na ~ ~ ~ 56.2 49.0 ~

Luxembourg 0.949 0.944 55,500 194 8.4 0.81 3 22.7 100.0 62.7 7.9 19.0 0

Netherlands 0.943 0.939 28,560 3,981 -3.2 0.80 4 25.9 100.0 72.9 13.6 30.4 7,766

New Zealand 0.933 0.929 21,350 165 6.9 0.23 16 21.8 100.0 59.7 34.1 31.7 21

Norway 0.963 0.960 37,910 2,042 4.6 0.92 1 28.4 98.2 68.1 9.6 20.7 1,264

Portugal 0.904 0.900 17,710 320 -19.4 0.22 17 42.9 99.8 82.2 11.2 16.6 823

Spain 0.928 0.922 22,150 1,961 -7.8 0.23 15 41.3 78.0 38.0 20.1 25.6 4,633

Sweden 0.949 0.947 26,710 2,400 -2.8 0.79 5 25.9 98.7 72.6 20.3 17.0 -1,153

Switzerland 0.947 0.946 32,220 1,299 19.7 0.39 9 27.3 97.6 68.0 23.0 12.1 2,104

United Kingdom 0.939 0.937 27,690 6,282 14.0 0.34 11 38.5 92.8 69.6 20.8 25.3 -1,016

United States 0.944 0.942 37,750 16,254 20.4 0.15 22 10.2 99.7 53.4 45.0 52.0 14,147

Average or Total 0.938 0.935 30,215 69,029 4.8 0.25 27.8 90.0 63.9 24.9 27.7 30,481
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Table 1 (continued)

Note: LDCs represent the 50 countries classified by the UN as Least Developed Countries

Source: OECD, Development Assistance Committee (DAC), The DAC Journal: Development Co-Operation Report 2004.

Figure 1.3 
DAC Members’ ODA: 1990-2003 and Simulations to 2006 and 2010
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Table 1.2 Other High Income Countries

Share of
UNDP UNDP Share of Total

Human Gender-Related GNI Total Exports Imports from
Development Development Per Capita to Developing Developing

Index Index (PPP$) Countries Countries

Countries 1 2 3 4 5

Antigua and Barbuda 0.797 ~ 9,730 ~ ~

Bahamas 0.832 ~ ~ 26.3 43.6

Bahrain 0.846 0.837 ~ 21.1 52.2

Barbados 0.878 0.876 15,060 59.6 35.3

Brunei 0.866 ~ ~ 40.2 62.9

Cyprus 0.891 0.884 19,600 30.4 28.0

Hong Kong, China 0.916 0.912 28,680 59.4 71.7

Israel 0.915 0.911 19,440 24.1 22.4

Kuwait 0.844 0.843 19,480 56.4 34.9

Malta 0.867 0.858 17,780 45.5 30.3

Qatar 0.849 ~ ~ 42.9 38.4

Singapore 0.907 ~ 24,180 60.9 57.2

Slovenia 0.904 0.901 19,100 35.6 26.5

United Arab Emirates 0.849 ~ ~ 46.8 46.9

Average or Total 0.892 0.897 18,796 42.2 42.3

Sources: UNDP, Human Development Report 2005; World Bank, World Development Indicators 2005; OECD, Development Assistance Committee (DAC), The DAC Journal:
Development Co-operation Report 2004; IMF, Direction of Trade Statistics Yearbook 2004.
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Human Development Index (2003)

Figure 2.1
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Table 2 The Developing Countries: Selected Social and Economic Indicators (2003)

GDP/
Capita Under-5

UNDP Growth Years
UNDP Gender- Average Mortality Total

Human Related GNI Over Adult Rate External Debt
Develop- Develop- Per Previous Literacy (per Debt/ Service/

ment ment Capita GDP (US$ Year Population Rate 1,000 live GNI GNI Aid/GNI
Index Index (PPP$) millions) (%) (millions) (%) births) (%) (%) (%)

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11

SUB-SAHARAN AFRICA
Angola 0.445 0.438 1,910 13,189 1.4 13.5 66.8 260 104.0 12.5 4.6
Benin 0.431 0.419 1,110 3,476 2.2 6.7 33.6 154 65.0 1.7 8.5
Botswana 0.565 0.559 8,370 7,530 4.8 1.7 78.9 112 9.0 0.7 0.4
Burkina Faso 0.317 0.311 1,170 4,182 4.1 12.1 12.8 207 54.0 1.2 10.8
Burundi 0.378 0.373 630 595 -3.1 7.2 58.9 190 210.0 5.1 39.0
Cameroon 0.497 0.487 1,990 12,491 2.6 16.1 67.9 166 96.0 3.8 7.5
Cape Verde 0.721 0.714 5,130 797 2.4 0.5 75.7 35 74.0 2.8 18.3
Central African Republic 0.355 ~ 1,080 1,198 -8.8 3.9 48.6 180 125.0 0.1 4.2
Chad 0.341 0.322 1,080 2,608 8.2 8.6 25.5 200 75.0 2.0 10.6
Comoros 0.547 0.541 1,720 323 0.1 0.6 56.2 73 109.0 0.8 7.6
Congo, Dem. Rep. 0.385 0.373 660 5,671 3 53.2 65.3 205 222.0 2.7 99.9
Congo, Rep. 0.512 0.507 730 3,564 -0.1 3.8 82.8 108 242.0 2.3 2.6
Côte d'Ivoire 0.420 0.403 1,400 13,734 -5.6 16.8 48.1 192 107.0 4.4 1.9
Equatorial Guinea 0.655 0.641 ~ 2,915 11.9 0.5 84.2 146 ~ ~ ~
Eritrea 0.444 0.431 1,020 751 0.8 4.4 56.7 85 76.0 1.3 34.2
Ethiopia 0.367 0.355 710 6,652 -5.6 68.6 41.5 169 112.0 1.4 22.8
Gabon 0.635 ~ 5,500 6,057 0.6 1.3 71.0 91 87.0 7.2 -0.2
Gambia 0.470 0.464 1,740 395 4.3 1.4 37.8 123 170.0 5.4 16.2
Ghana 0.520 0.517 2,190 7,624 3.3 20.7 54.1 95 128.0 6.5 12.2
Guinea 0.466 ~ 2,080 3,630 -0.9 7.9 41.0 160 106.0 3.6 6.6
Guinea-Bissau 0.348 0.326 680 239 -2.3 1.5 39.6 204 369.0 6.7 63.6
Kenya 0.474 0.472 1,030 14,376 0.0 31.9 73.6 123 54.0 4.0 3.4
Lesotho 0.497 0.487 3,100 1,139 2.4 1.8 81.4 84 66.0 4.8 5.7
Liberia ~ ~ ~ 442 -31.1 3.4 55.9 235 603.0 0.1 28.3
Madagascar 0.499 0.483 800 5,474 6.8 16.9 70.6 126 105.0 1.3 10.0
Malawi 0.404 0.396 590 1,714 2.3 11.0 64.1 178 181.0 2.1 29.8
Mali 0.333 0.323 960 4,326 3.5 11.7 19.0 220 97.0 1.8 12.7
Mauritania 0.477 0.471 1,870 1,093 2.6 2.8 51.2 183 218.0 4.7 20.9
Mauritius 0.791 0.781 11,280 5,224 2.2 1.2 84.3 18 54.0 4.5 -0.3
Mozambique 0.379 0.365 1,060 4,321 5.1 18.8 46.5 158 139.0 2.1 25.1
Namibia 0.627 0.621 6,660 4,271 2.2 2.0 85.0 65 ~ ~ 3.2
Niger 0.281 0.271 830 2,731 2.3 11.8 14.4 262 93.0 1.2 16.7
Nigeria 0.453 0.439 900 58,390 8.0 136.5 66.8 198 78.0 3.3 0.6
Rwanda 0.450 0.447 1,290 1,637 0.3 8.4 64.0 203 91.0 1.3 20.0
São Tomé and Principe 0.604 ~ ~ 59 2.4 0.2 83.1 118 723.0 13.1 75.0
Senegal 0.458 0.449 1,620 6,496 4.0 10.2 39.3 137 84.0 3.8 7.0
Seychelles 0.821 ~ ~ 720 -6.4 0.1 91.9 15 87.0 11.7 1.4
Sierra Leone 0.298 0.279 530 793 4.6 5.3 29.6 284 216.0 3.3 39.0
Somalia ~ ~ ~ ~ ~ 9.6 ~ 225 ~ ~ ~
South Africa 0.658 0.652 10,130 159,886 0.8 45.8 82.4 66 23.0 2.8 0.4
Sudan 0.512 0.495 1,760 17,793 3.6 33.5 59.0 93 123.0 0.2 3.8
Swaziland 0.498 0.485 4,850 1,845 0.6 1.1 79.2 153 27.0 1.5 1.4
Tanzania 0.418 0.414 620 10,297 5.0 35.9 69.4 165 77.0 0.9 16.3
Togo 0.512 0.491 1,640 1,759 0.5 4.9 53.0 140 116.0 1.0 2.6
Uganda 0.508 0.502 1,430 6,297 1.9 25.3 68.9 140 78.0 1.4 15.6
Zambia 0.394 0.383 850 4,335 3.5 10.4 67.9 182 172.0 9.3 13.4
Zimbabwe 0.505 0.493 ~ ~ ~ 13.1 90.0 126 50.0 ~ ~
Total Sub-Saharan Africa 0.449 0.438 1,724 413,039 2.4 704.5 59.7 165 65.8 3.2 6.0



MIDDLE EAST and NORTH AFRICA
Algeria 0.722 0.706 5,930 66,530 5.1 31.8 69.8 41 41.0 6.7 0.4
Djibouti 0.495 ~ 2,140 625 1.8 0.7 65.5 138 65.0 2.4 12.1
Egypt 0.659 ~ 3,940 82,427 1.4 67.6 55.6 39 35.0 3.4 1.1
Iran 0.736 0.719 7,000 137,144 5.2 66.4 77.0 39 9.0 1.2 0.1
Iraq ~ ~ ~ ~ ~ 24.7 ~ 125 ~ ~ ~
Jordan 0.753 0.74 4,290 9,860 0.5 5.3 89.9 28 90.0 11.8 12.6
Lebanon 0.759 0.745 4,840 19,000 1.4 4.5 86.5 31 104.0 17.9 1.3
Libya 0.799 ~ ~ ~ ~ 5.6 81.7 16 ~ ~ ~
Morocco 0.631 0.616 3,940 43,727 3.6 30.1 50.7 39 51.0 10.0 1.2
Oman 0.781 0.759 ~ ~ ~ 2.6 74.4 12 19.0 ~ ~
Saudi Arabia 0.772 0.749 13,230 214,748 4.1 22.5 79.4 26 ~ ~ 0
Syria 0.721 0.702 3,430 21,499 0.1 17.4 82.9 18 112.0 1.6 0.8
Tunisia 0.753 0.743 6,850 25,037 4.4 9.9 74.3 24 74.0 6.7 1.3
West Bank and Gaza 0.729 ~ ~ 3,454 -5.6 3.4 91.9 24 ~ ~ 25.3
Yemen 0.489 0.448 820 10,831 0.7 19.2 49.0 113 57.0 1.8 2.4
Total Middle East and North Africa 0.693 0.682 5,488 634,882 3.0 311.6 67.6 47 40.0 4.8 0.8

SOUTH ASIA
Afghanistan ~ ~ ~ 4,708 ~ 28.0 ~ 257 ~ ~ ~
Bangladesh 0.520 0.514 1,870 51,914 3.4 138.1 41.1 69 37.0 1.2 2.5
Bhutan 0.536 ~ ~ 697 3.9 0.9 47.0 85 79.0 1.2 13.2
India 0.602 0.586 2,880 600,637 7.1 1,064.4 61.0 87 22.0 3.4 0.2
Maldives 0.745 ~ ~ 715 6.8 0.3 97.2 72 45.0 3.1 2.6
Nepal 0.526 0.511 1,420 5,851 0.8 24.7 48.6 82 57.0 1.9 8.0
Pakistan 0.527 0.508 2,040 82,324 2.6 148.4 48.7 103 50.0 3.8 1.3
Sri Lanka 0.751 0.747 3,740 18,237 4.7 19.2 90.4 15 62.0 3.3 3.7
Total South Asia 0.587 0.571 2,677 765,083 6.1 1,424.0 57.9 89 27.3 3.3 0.6

EAST ASIA and the PACIFIC
Cambodia 0.571 0.567 2,000 4,228 3.3 13.4 73.6 140 82.0 0.6 12.5
China 0.755 0.754 4,980 1,417,000 8.6 1,288.4 90.9 37 15.0 2.6 0.1
Indonesia 0.697 0.691 3,210 208,312 2.7 214.7 87.9 41 80.0 9.3 0.9
Korea, Dem. Rep. ~ ~ ~ ~ ~ 22.6 ~ 55 ~ ~ ~
Laos 0.545 0.540 1,730 2,122 2.6 5.7 68.7 91 155.0 2.4 14.3
Malaysia 0.796 0.791 8,970 103,737 3.3 24.8 88.7 7 55.0 9.7 0.1
Mongolia 0.679 0.677 1,820 1,274 4.3 2.5 97.8 68 127.0 23.0 19.7
Myanmar 0.578 ~ ~ ~ ~ 49.4 89.7 107 ~ ~ ~
Papua New Guinea 0.523 0.518 2,250 3,182 0.4 5.5 57.3 93 87.0 10.8 8.1
Philippines 0.758 0.755 4,640 80,574 2.5 81.5 92.6 36 77.0 11.9 0.9
Thailand 0.778 0.774 7,450 142,953 6.2 62.0 92.6 26 41.0 10.7 -0.7
Timor-Leste 0.513 ~ ~ 341 -7.0 0.9 58.6 124 ~ ~ 47.9
Vietnam 0.704 0.702 2,490 39,164 6.1 81.3 90.3 23 45.0 2.1 4.5
Oceania 0.706 0.742 4,401 3,533 2 2.1 87.4 26 67.0 1.9 11.9
Total East Asia and the Pacific 0.740 0.742 4,733 2,006,420 7.2 1,854.7 90.3 39 29.2 4.6 0.3

EUROPE and CENTRAL ASIA
Albania 0.780 0.776 4,710 6,124 5.4 3.2 98.7 21 28.0 0.9 5.4
Armenia 0.759 0.756 3,790 2,805 14.4 3.1 99.4 33 45.0 3.3 8.5
Azerbaijan 0.729 0.725 3,390 7,138 10.4 8.2 98.8 91 28.0 3.7 4.4
Belarus 0.786 0.785 6,050 17,493 7.3 9.9 99.6 17 18.0 1.5 0.2
Bosnia and Herzegovina 0.786 ~ 6,250 6,973 2.0 4.1 94.6 17 48.0 2.5 7.4
Bulgaria 0.808 0.807 7,540 19,860 4.9 7.8 98.2 15 83.0 6.0 2.1
Croatia 0.841 0.837 10,610 28,797 4.2 4.4 98.1 7 102.0 12.3 0.4
Czech Republic 0.874 0.872 15,600 89,715 3.1 10.2 99.0 4 48.0 6.4 0.3
Estonia 0.853 0.852 12,680 9,082 5.5 1.4 99.8 9 100.0 14.3 1.0
Georgia 0.732 ~ 2,610 3,988 12.2 5.1 100.0 45 54.0 4.5 5.5
Hungary 0.862 0.860 13,840 82,732 3.4 10.1 99.3 8 73.0 19.3 0.3
Kazakhstan 0.761 0.759 6,280 29,749 9.2 14.9 99.5 73 94.0 18.9 1.0
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Table 2 (continued)

GDP/
Capita Under-5

UNDP Growth Years
UNDP Gender- Average Mortality Total

Human Related GNI Over Adult Rate External Debt
Develop- Develop- Per Previous Literacy (per Debt/ Service/

ment ment Capita GDP (US$ Year Population Rate 1,000 live GNI GNI Aid/GNI
Index Index (PPP$) millions) (%) (millions) (%) births) (%) (%) (%)

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11
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Table 2 (continued)

Kyrgyzstan 0.702 0.700 1,690 1,909 5.7 5.1 98.7 68 125.0 7.4 10.7
Latvia 0.836 0.834 10,210 11,073 8.2 2.3 99.7 12 93.0 8.5 1.0
Lithuania 0.852 0.851 11,390 18,215 9.4 3.5 99.6 11 58.0 37.4 2.1
Macedonia, FYR 0.797 0.794 6,750 4,666 2.7 2.0 96.1 11 47.0 5.3 5.0
Moldova 0.671 0.668 1,760 1,964 6.7 4.2 96.2 32 100.0 7.0 5.1
Poland 0.858 0.856 11,210 209,563 3.8 38.2 99.7 7 49.0 9.3 0.6
Romania 0.792 0.789 7,140 56,951 5.2 21.7 97.3 20 45.0 6.5 1.1
Russia 0.795 ~ 8,950 432,855 7.8 143.4 99.4 21 50.0 4.6 0.3
Serbia and Montenegro ~ ~ ~ 20,729 3.7 8.1 96.4 11 94.0 4.5 6.4
Slovakia 0.849 0.847 13,440 32,519 4.0 5.4 99.6 8 72.0 10.8 0.5
Tajikistan 0.652 0.650 1,040 1,553 9.5 6.3 99.5 118 96.0 6.1 9.9
Turkey 0.750 0.742 6,710 240,346 4.2 70.7 88.3 39 77.0 11.8 0.1
Turkmenistan 0.738 ~ 5,860 6,201 15.2 4.9 98.8 102 ~ ~ 0.4
Ukraine 0.766 0.763 5,430 49,537 10.2 48.4 99.4 20 38.0 7.5 0.7
Uzbekistan 0.694 0.692 1,720 9,949 3.1 25.6 99.3 69 49.0 8.3 2.0
Total Europe and Central Asia 0.782 0.773 7,580 1,402,486 6.6 472.2 99.2 29 59.1 8.8 0.7

LATIN AMERICA and the CARIBBEAN
Argentina 0.863 0.854 11,410 129,596 8.0 36.8 97.2 20 104.0 11.5 0
Belize 0.753 0.734 6,320 988 6.0 0.3 76.9 39 125.0 15.0 1.3
Bolivia 0.687 0.679 2,490 7,867 0.5 8.8 86.5 66 74.0 5.6 12.3
Brazil 0.792 0.786 7,510 492,338 -1.4 176.6 88.4 35 50.0 12.0 0.1
Chile 0.854 0.846 9,810 72,415 2.1 15.8 95.7 9 66.0 12.2 0
Colombia 0.785 0.780 6,410 78,651 2.2 44.6 94.2 21 43.0 11.2 1.1
Costa Rica 0.838 0.829 9,140 17,427 4.8 4.0 95.8 10 34.0 5.1 0
Cuba 0.817 ~ ~ ~ ~ 11.3 96.9 8 ~ ~ ~
Dominica 0.783 ~ 5,020 259 -0.8 0.1 88.0 14 123.0 7.0 4.6
Dominican Republic 0.749 0.739 6,310 16,541 -1.8 8.7 87.7 35 34.0 6.0 0.5
Ecuador 0.759 ~ 3,440 27,201 1.1 13.0 91.0 27 74.0 9.4 0.7
El Salvador 0.722 0.715 4,910 14,879 0.0 6.5 79.7 36 50.0 3.6 1.3
Grenada 0.787 ~ 7,030 439 4.6 0.1 96.0 23 99.0 7.9 3.0
Guatemala 0.663 0.649 4,090 24,730 -0.5 12.3 69.1 47 22.0 1.9 1.0
Guyana 0.720 0.716 3,980 742 -1.1 0.8 96.5 69 215.0 8.3 12.4
Haiti 0.475 ~ 1,730 2,921 -1.4 8.4 51.9 118 39.0 1.8 6.9
Honduras 0.667 ~ 2,590 6,978 0.5 7.0 80.0 41 87.0 6.1 5.7
Jamaica 0.738 0.736 3,790 8,147 1.4 2.6 87.6 20 73.0 11.0 0.0
Mexico 0.814 0.804 8,980 626,080 -0.2 102.3 90.3 28 23.0 6.6 0
Nicaragua 0.690 0.683 3,180 4,083 -0.3 5.5 76.7 38 178.0 5.2 21.0
Panama 0.804 0.800 6,420 12,887 2.5 3.0 91.9 24 75.0 7.9 0.3
Paraguay 0.755 0.742 4,690 6,030 0.1 5.6 91.6 29 52.0 5.1 0.8
Peru 0.762 0.745 5,080 60,577 2.2 27.1 87.7 34 54.0 4.4 0.9
St. Kitts and Nevis 0.834 ~ 10,740 346 0.0 0.0 97.8 22 102.0 14.5 0.0
St. Lucia 0.772 ~ 5,310 693 0.8 0.2 90.1 18 59.0 5.1 2.3
St. Vincent and the Grenadines 0.755 ~ 5,870 371 4.0 0.1 88.1 27 67.0 4.0 1.8
Suriname 0.755 ~ ~ 1,154 4.0 0.4 88.0 39 ~ ~ 0.9
Trinidad and Tobago 0.801 0.796 10,390 10,511 12.4 1.3 98.5 20 31.0 2.4 0.0
Uruguay 0.840 0.836 7,980 11,182 1.9 3.4 97.7 14 86.0 8.1 0.2
Venezuela 0.772 0.765 4,750 85,394 -11.0 25.7 93 21 35.0 10.7 0.1
Total Latin America and 
the Caribbean 0.786 0.784 7,222 1,721,427 0.0 532.4 89.3 31 44.5 9.0 0.3

Total Developing Countries 0.666 0.627 4,320 6,943,337 5.2 5,299.4 77.0 68 41.8 6.4 0.8
Of which:
LDCs 0.459 0.426 1,273 201,939 1.7 701.0 53.3 145 85.0 2.3 11.2
Low Income Countries 0.560 0.540 2,242 1,275,799 4.8 2,538.7 62.9 105 49.6 4.3 2.7
Middle Income Countries 0.762 0.700 6,180 5,667,538 5.7 2,760.7 89.7 34 40.0 6.8 0.4

High Income Countries 0.938 0.935 30,215 29,340,557 1.5 944.3 98.7 6 na na na

Sources: UNDP, Human Development Report 2005; World Bank, World Development Indicators 2005; World Bank, Global Development Finance 2005.

Note: Bold-italicized countries are not ODA eligible (see Technical Notes) but official assistance (OA) to these countries was used in constructing Column 11. Data for External
Debt/GNI (%) included in Column 9 represents an average for the years 2001-03.

GDP/
Capita Under-5

UNDP Growth Years
UNDP Gender- Average Mortality Total

Human Related GNI Over Adult Rate External Debt
Develop- Develop- Per Previous Literacy (per Debt/ Service/

ment ment Capita GDP (US$ Year Population Rate 1,000 live GNI GNI Aid/GNI
Europe and Central Asia (cont’d) Index Index (PPP$) millions) (%) (millions) (%) births) (%) (%) (%)

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11
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Total Canadian Bilateral Allocated ODA (2003-04) 

Figure 3.1
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Figure 3.2
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Figure 3.3

Top 10 Recipients of Total Canadian Allocated ODA (2003-04)

Countries C$ millions %

1 Iraq 117.29 6.74
2 Afghanistan 102.35 5.88
3 Ethiopia 87.58 5.04
4 Bangladesh 86.36 4.96
5 Poland 74.11 4.26
6 Tanzania 69.04 3.97
7 Ghana 66.32 3.81
8 Mali 57.04 3.28
9 China 53.60 3.08
10 Cameroon 51.40 2.96

Top 10 Total 765.09 43.99
Total Canadian ODA Allocated 1,739.38
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Table 3 Canadian Official Development Assistance: Basic Data (2003-04)
(In millions of Canadian dollars)

Bilateral
Rank of

Rank of Recipient
Canada Country

Among DAC for Total
Real Bilateral Canadian Aid

Percent Donors in Total Total (including
Total Total Change Recipient Multilateral Canadian Aid multilateral)

Bilateral Bilateral Per Year Country (all agencies) (all sources) (if in top 50)

2003-04 1993-94 1993-2003 2003 2003-04 2003-04 2003-04
(2003 prices)

Regions and Countries 1 2 3 4 5 6 7

SUB-SAHARAN AFRICA
Angola 9.14 21.23 -8.08 14 1.91 11.05 49
Benin 7.47 5.31 3.47 10 3.29 10.76
Botswana 1.46 8.28 -15.93 7 1.41 2.87
Burkina Faso 19.51 15.91 2.06 8 9.53 29.04 16
Burundi 5.73 8.55 -3.92 6 2.70 8.43
Cameroon 47.07 20.18 8.84 4 4.33 51.40 10
Cape Verde 0.60 0.44 3.05 12 2.42 3.02
Central African Republic 1.20 0.36 12.78 5 1.12 2.32
Chad 1.28 0.76 5.40 8 7.07 8.35
Comoros 0.26 0.12 8.03 4 1.06 1.32
Congo, Dem. Rep. 28.53 3.01 25.20 8 8.64 37.17 14
Congo, Rep. 0.66 0.30 8.19 9 1.32 1.98
Côte d’Ivoire 12.38 7.41 5.27 5 2.91 15.29 40
Equatorial Guinea 0.62 0.12 17.84 4 0.31 0.93
Eritrea 6.86 3.77 6.17 10 3.95 10.81
Ethiopia 66.70 25.13 10.26 7 20.88 87.58 3
Gabon 2.41 4.72 -6.50 3 0.65 3.06
Gambia 1.05 1.03 0.16 6 3.24 4.29
Ghana 48.48 43.97 0.98 7 17.84 66.32 7
Guinea 10.73 14.28 -2.82 5 5.15 15.88 39
Guinea-Bissau 0.78 0.46 5.51 9 2.29 3.07
Kenya 21.29 17.97 1.71 8 7.22 28.51 18
Lesotho 0.58 1.80 -10.72 7 2.15 2.73
Liberia 3.09 5.39 -5.42 8 0.44 3.53
Madagascar 2.60 1.19 8.14 9 9.48 12.08 48
Malawi 21.31 2.55 23.67 6 7.05 28.36 19
Mali 40.86 34.58 1.68 4 16.18 57.04 8
Mauritania 3.24 1.02 12.24 6 4.39 7.63
Mauritius 0.44 0.44 -0.10 4 0.83 1.27
Mozambique 33.81 29.38 1.42 10 14.52 48.33 12
Namibia 0.82 1.26 -4.21 14 0.32 1.14
Niger 10.72 8.32 2.56 8 10.07 20.79 27
Nigeria 23.25 2.87 23.27 3 4.96 28.21 20
Rwanda 9.72 15.15 -4.34 7 4.60 14.32 43
São Tomé and Principe 0.81 0.16 17.90 7 0.52 1.33
Senegal 22.37 28.50 -2.39 6 12.46 34.83 15
Seychelles 0.41 0.14 11.02 3 0.99 1.40
Sierra Leone 5.61 0.41 29.95 14 4.16 9.77
Somalia 1.35 5.69 -13.40 11 0.87 2.22
South Africa 17.09 21.32 -2.19 12 0.28 17.37 34
Sudan 19.33 14.95 2.60 9 2.87 22.20 25
Swaziland 0.85 1.25 -3.78 5 0.70 1.55
Tanzania 36.61 14.47 9.72 9 32.43 69.04 6
Togo 7.41 1.02 21.92 4 0.97 8.38
Uganda 13.38 7.09 6.56 12 14.73 28.11 21
Zambia 24.35 5.91 15.21 11 14.21 38.56 13
Zimbabwe 14.67 19.35 -2.73 5 1.75 16.42 37
Total Sub-Saharan Africa 608.89 427.53 3.60 271.17 880.06

MIDDLE EAST and NORTH AFRICA
Algeria 3.14 2.10 na 8 0.37 3.51
Djibouti 0.61 0.30 7.35 5 1.21 1.82
Egypt 13.54 35.76 -9.25 7 4.12 17.66 33
Iran 1.30 0 na 14 0.71 2.01
Iraq 115.86 1.20 57.92 5 1.43 117.29 1
Jordan 7.79 8.13 -0.43 7 2.48 10.27
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Lebanon 2.79 2.64 0.55 8 1.58 4.37
Libya 0 0 0 na 0 0
Morocco 8.34 14.15 -5.15 7 0.78 9.12
Oman 0 0 0 na 0 0
Saudi Arabia 0 0 0 na 0.99 0.99
Syria 2.03 1.23 5.18 14 4.09 6.12
Tunisia 2.33 0.52 16.26 6 0.49 2.82
West Bank and Gaza 16.11 1.77 24.74 11 0.00 16.11 38
Yemen 0.94 0.52 6.17 9 4.47 5.41
Total Middle East and North Africa 174.78 68.30 9.85 22.72 197.50

SOUTH ASIA
Afghanistan 99.38 8.56 27.78 6 2.97 102.35 2
Bangladesh 66.31 82.09 -2.11 6 20.05 86.36 4
Bhutan 1.14 0.88 2.66 9 0.63 1.77
India -388.72 70.29 na 21 36.63 -352.09
Maldives 0.33 0.04 24.79 5 0.34 0.67
Nepal 9.32 10.23 -0.93 9 4.89 14.21 44
Pakistan 17.81 1.86 25.34 4 6.62 24.43 24
Sri Lanka 8.74 7.67 1.31 8 7.76 16.50 36
Total South Asia -185.69 181.62 na 79.89 -105.80

EAST ASIA and the PACIFIC
Cambodia 11.29 7.34 4.40 8 2.76 14.05 45
China 46.07 85.62 -6.01 6 7.53 53.60 9
Indonesia 24.08 46.18 -6.30 6 4.95 29.03 17
Korea, Dem. Rep. 8.79 0 na 4 0.53 9.32
Laos 2.69 0.97 10.71 13 2.25 4.94
Malaysia 0.57 8.47 -23.65 8 0.86 1.43
Mongolia 1.77 0 na 12 1.14 2.91
Myanmar 1.68 0.32 17.88 10 0.90 2.58
Papua New Guinea 0.55 0.11 17.67 6 0.43 0.98
Philippines 19.09 46.02 -8.42 7 1.19 20.28 28
Thailand 6.17 22.06 -11.96 6 0.81 6.98
Timor-Leste 7.31 na na 7 0.21 7.52
Vietnam 31.31 13.74 8.58 9 19.78 51.09 11
Oceania 1.42 0.47 11.73 na 3.83 5.25
Total East Asia and the Pacific 162.79 231.31 -3.45 47.17 209.96

EUROPE and CENTRAL ASIA
Albania 2.00 0.04 49.43 15 2.52 4.52
Armenia 1.00 0.68 3.86 13 3.05 4.05
Azerbaijan 1.20 0.82 3.92 8 2.83 4.03
Belarus 0.01 na na na 0 0.01
Bosnia and Herzegovina 7.82 na na 11 0 7.82
Bulgaria 2.47 na na na 0 2.47
Croatia 1.42 na na 8 0 1.42
Czech Republic 0.87 na na na 0 0.87
Estonia 0.74 na na na 0 0.74
Georgia 2.65 2.40 0.99 10 1.73 4.38
Hungary 1.03 na na na 0 1.03
Kazakhstan 0.83 0.55 4.15 9 0.08 0.91
Kyrgyzstan 0.60 0.12 17.45 10 1.27 1.87
Latvia 0.61 na na na 0 0.61
Lithuania 0.46 na na na 0 0.46
Macedonia, FYR 1.30 na na 15 0 1.30
Moldova 0.75 na na 13 0.75 1.50
Poland 74.11 na na na 0 74.11 5

Table 3 (continued)

Bilateral
Rank of

Rank of Recipient
Canada Country

Among DAC for Total
Real Bilateral Canadian Aid

Percent Donors in Total Total (including
Total Total Change Recipient Multilateral Canadian Aid multilateral)

Bilateral Bilateral Per Year Country (all agencies) (all sources) (if in top 50)

Middle East and 2003-04 1993-94 1993-2003 2003 2003-04 2003-04 2003-04
North Africa (cont’d) (2003 prices)

Regions and Countries 1 2 3 4 5 6 7
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Romania 2.61 na na na 0 2.61
Russia 18.86 na na na 0 18.86 31
Serbia and Montenegro 14.60 na na 14 0 14.60 42
Slovakia 1.68 na na na 0 1.68
Tajikistan 7.88 na na 5 0.60 8.48
Turkey -1.14 -2.99 -9.19 18 0.45 -0.69
Turkmenistan 0.11 na na 6 0.08 0.19
Ukraine 21.26 na na na 0 21.26 26
Uzbekistan 0.97 na na 10 0.13 1.10
Total Europe and Central Asia 41.99 1.62 38.46 13.49 55.48

LATIN AMERICA and the CARIBBEAN
Argentina 3.28 5.32 -4.72 7 0.57 3.85
Belize 0.89 0.73 1.96 2 0.92 1.81
Bolivia 19.36 17.62 0.95 11 6.32 25.68 23
Brazil 10.70 9.43 1.27 6 9.23 19.93 30
Chile 3.94 5.10 -2.56 5 0.16 4.10
Colombia 10.52 8.26 2.44 9 0.50 11.02 50
Costa Rica 3.59 10.88 -10.50 6 0.55 4.14
Cuba 10.26 0.34 40.75 3 0.05 10.31
Dominica 0.43 2.44 -15.93 3 2.40 2.83
Dominican Republic 2.58 1.31 7.02 6 0.51 3.09
Ecuador 8.02 9.60 -1.78 8 0.58 8.60
El Salvador 7.41 4.25 5.71 7 0.69 8.10
Grenada 0.62 0.19 12.43 3 1.35 1.97
Guatemala 13.34 4.20 12.24 8 0.69 14.03 46
Guyana 10.19 14.82 -3.68 3 4.71 14.90 41
Haiti 26.31 22.89 1.40 3 1.20 27.51 22
Honduras 17.18 11.06 4.50 6 3.06 20.24 29
Jamaica 10.98 20.51 -6.06 1 2.29 13.27 47
Mexico 6.69 7.30 -0.87 5 0.87 7.56
Nicaragua 11.68 17.13 -3.76 12 5.01 16.69 35
Panama 1.47 0.25 19.28 5 0.33 1.80
Paraguay 2.22 0.59 14.20 5 0.16 2.38
Peru 17.14 31.50 -5.91 7 1.45 18.59 32
St. Kitts and Nevis 0.09 0.19 -7.31 1 0.59 0.68
St. Lucia 0.69 9.88 -23.37 2 1.48 2.17
St. Vincent and the Grenadines 0.46 1.83 -12.88 3 0.65 1.11
Suriname 0.48 0.04 29.56 5 0.03 0.51
Trinidad and Tobago 1.27 1.67 -2.70 3 0.33 1.60
Uruguay 2.23 2.22 0.04 5 0.15 2.38
Venezuela 1.24 3.36 -9.50 6 0.31 1.55
Total Latin America and the Caribbean 205.26 224.93 -0.91 47.14 252.40

Regional Programs 190.40 315.15 -4.91 59.38 249.78

Total ODA Allocated 1,198.42 1,448.85 -1.88 540.96 1,739.38
Of which:
LDCs 637.61 408.44 4.55 267.33 904.94
Low Income Countries 532.50 669.01 -2.26 386.30 918.80
Middle Income Countries 665.92 779.83 -1.57 154.66 820.58

Countries not Specified 102.58 278.77 -9.51 205.70 308.28
Unallocable by Country 668.21 700.96 -0.48 1.65 669.86

Total ODA 1,969.21 2,428.57 -2.07 748.31 2,717.52

Notes: Bold-italicized countries are not included in Canadian ODA totals (see Technical Notes).

Sources:
CIDA, Statistical Report on ODA 2003-2004; CIDA, Statistical Report on ODA 1993-1994; OECD, Geographical Distribution of Financial Flows to Aid Recipients, 1999-2003.

Bilateral
Rank of

Rank of Recipient
Canada Country

Among DAC for Total
Real Bilateral Canadian Aid

Percent Donors in Total Total (including
Total Total Change Recipient Multilateral Canadian Aid multilateral)

Bilateral Bilateral Per Year Country (all agencies) (all sources) (if in top 50)

2003-04 1993-94 1993-2003 2003 2003-04 2003-04 2003-04
Europe and Central Asia (cont’d) (2003 prices)

Regions and Countries 1 2 3 4 5 6 7
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Canadian Bilateral Allocated ODA by Channel (2003-04) 

Figure 4.1
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Figure 4.2

Top 3 Recipients of Canadian Bilateral ODA in Each Region (2003-04)
C$ millions

Sub-Saharan Africa
1 Ethiopia 66.70
2 Ghana 48.47
3 Cameroon 47.07

Middle East and North Africa
1 Iraq 115.86
2 Egypt 13.55
3 Morocco 8.35

South Asia
1 Afghanistan 99.37
2 Bangladesh 66.31
3 Pakistan 17.81

East Asia and the Pacific
1 China 46.07
2 Vietnam 31.30
3 Indonesia 24.09

Europe and Central Asia
1 Poland 74.11
2 Ukraine 21.26
3 Russia 18.86

Latin America and the Caribbean
1 Haiti 26.31
2 Bolivia 19.36
3 Honduras 17.18



Table 4 Canadian Bilateral Official Development Assistance by Channel and by Country (2003-04)
(In millions of Canadian dollars)

Partnership Branch

International
Centre

International for Human
Rank of International Development Rights and

Government-to Recipient Bilateral Official Voluntary Humanitarian Research Democratic CIDA and
Government Country Food Bilateral Sector Private Assistance Centre Development Commonwealth

Aid (if in top 30) Aid Debt Relief and Others Sector (IHA) (IDRC) (ICHRDD) Scholarships Total

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11

SUB-SAHARAN AFRICA
Angola 0.41 3.00 0 0.53 0.11 5.07 0.02 0 0 9.14
Benin 4.33 0 0 2.83 0.21 0 0.09 0 0.01 7.47
Botswana 0.17 0 0 1.16 0.06 0 0 0 0.07 1.46
Burkina Faso 13.54 22 0.88 0 4.41 0.44 0 0.24 0.01 0 19.52
Burundi 2.10 0.02 0 0.88 0.01 2.72 0 0 0 5.73
Cameroon 6.30 0 39.28 1.33 0.03 0 0 0 0.13 47.07
Cape Verde 0.60 0 0 0 0 0 0 0 0 0.60
Central African Republic 0.46 0 0 0.74 0 0 0 0 0 1.20
Chad 0.77 0.11 0 0.05 0.10 0.25 0 0 0 1.28
Comoros 0.24 0 0 0.01 0 0 0 0 0 0.25
Congo, Dem. Rep. 11.31 26 8.76 1.61 1.29 0.86 4.70 0 0 0 28.53
Congo, Rep. 0.37 0 0 0.17 0 0 0.02 0.10 0 0.66
Côte d’Ivoire 3.60 1.38 5.44 0.77 0.39 0.75 0.04 0.02 0.01 12.40
Equatorial Guinea 0.35 0 0 0 0.26 0 0 0 0 0.61
Eritrea 0.79 5.00 0 0.19 0 0.88 0 0 0 6.86
Ethiopia 30.14 8 27.29 0.01 3.51 0.10 5.59 0.04 0 0.02 66.70
Gabon 1.86 0 0 0.10 0.45 0 0 0 0 2.41
Gambia 0.30 0.09 0 0.61 0 0 0 0 0.04 1.04
Ghana 39.49 4 0.48 4.54 3.51 0.15 0 0.07 0 0.23 48.47
Guinea 8.22 0 0 0.85 0.48 1.13 0.04 0 0.01 10.73
Guinea-Bissau 0.55 0 0 0.20 0.03 0 0 0 0 0.78
Kenya 13.00 23 1.27 0 4.73 0.06 0 1.99 0.03 0.21 21.29
Lesotho 0.21 0 0 0.34 0 0 0 0 0.02 0.57
Liberia 0.17 0.75 0 0.18 0 2.00 0 0 0 3.10
Madagascar 0.45 0 1.38 0.56 0 0.20 0 0 0 2.59
Malawi 15.88 18 1.60 0 3.39 0 0.19 0.20 0 0.05 21.31
Mali 33.47 6 1.32 0 4.86 1.07 0 0.14 0 0 40.86
Mauritania 2.42 0 0 0.68 0.13 0 0 0 0.01 3.24
Mauritius 0.31 0 0 0.08 0 0 0 0 0.05 0.44
Mozambique 30.51 7 0.54 0 2.55 0 0 0.21 0 0 33.81
Namibia 0.04 0 0 0.77 0 0 -0.01 0 0.01 0.81
Niger 7.68 0.75 0 2.24 0.03 0 0.01 0.01 0 10.72
Nigeria 21.58 11 0 0 1.00 0.16 0 0.31 0.06 0.14 23.25
Rwanda 8.03 0 0.06 1.48 0 0 0.14 0.01 0.01 9.73
São Tomé and Principe 0.35 0 0 0.02 0.43 0 0 0 0 0.80
Senegal 17.46 15 0.39 0.29 2.92 0.41 0 0.89 0 0.01 22.37
Seychelles 0.35 0 0 0.02 0 0 0 0 0.04 0.41
Sierra Leone 1.48 0 0 2.11 0 1.89 0.02 0.03 0.08 5.61
Somalia 0.31 0 0 0.14 0 0.87 0.02 0 0 1.34
South Africa 10.95 29 0 0 2.67 1.40 0 1.96 0.01 0.08 17.07
Sudan 2.95 7.54 0 0.21 0 8.61 0 0 0 19.31
Swaziland 0.30 0 0 0.60 0 0 0 0 0.05 0.95
Tanzania 29.23 9 0.62 0 4.13 0.01 1.25 1.27 0 0.10 36.61
Togo 1.40 4.37 0 1.54 0.02 0 0.06 0.03 0 7.42
Uganda 4.37 2.21 0 4.14 0.18 1.32 1.00 0 0.16 13.38
Zambia 8.51 1.66 11.67 1.89 0 0.50 0.02 0 0.10 24.35
Zimbabwe 7.70 4.31 0 2.06 0 0.21 0.34 0 0.04 14.66
Total Sub-Saharan Africa 345.01 74.34 64.28 68.45 7.58 38.13 9.13 0.31 1.68 608.91
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Table 4 (continued)

Canadian Bilateral ODA Allocated to the Voluntary Sector 
and Others (2003-04)

Figure 4.3
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MIDDLE EAST and NORTH AFRICA
Algeria 1.21 0 0 0.01 1.72 0.20 0 0 0 3.14
Djibouti 0.50 0 0 0 0.11 0 0 0 0 0.61
Egypt 11.19 27 0 0 0.66 1.50 0 0.20 0 0 13.55
Iran 0 0.25 0 0 0 1.05 0 0 0 1.30
Iraq 65.85 2 19.30 0 0.01 0 30.70 0 0 0 115.86
Jordan 6.44 0 0 0.45 0.51 0 0.39 0 0 7.79
Lebanon 1.44 0 0 0.57 0.49 0 0.30 0 0 2.80
Libya 0 0 0 0 0 0 0 0 0 0
Morocco 5.56 0 0 1.22 0.90 0.15 0.41 0.11 0 8.35
Oman 0 0 0 0 0 0 0 0 0 0
Saudi Arabia 0 0 0 0 0 0 0 0 0 0
Syria 2.00 0 0 0.02 0 0 0.02 0 0 2.04
Tunisia 0.92 0 0 0.31 1.02 0 0.07 0 0 2.32
West Bank and Gaza 11.54 25 0 0 1.10 0 2.70 0.77 0 0 16
Yemen 0.44 0 0 0.05 0.20 0.16 0.09 0 0 0.94
Total Middle East and 
North Africa 107.09 19.55 0 4.40 6.45 34.96 2.25 0.11 0 174.81

SOUTH ASIA
Afghanistan 86.39 1 3.46 0 0.31 0.27 8.56 0.24 0.14 0 99.37
Bangladesh 53.25 3 10.00 0 2.31 0.33 0 0.17 0 0.25 66.31
Bhutan 0.86 0 0 0.13 0.02 0 0 0 0 1.01
India -407.08 3.12 0 9.32 4.53 0 1.07 0 0.32 -388.72
Maldives 0.15 0 0 0.01 0.06 0 0 0 0.11 0.33
Nepal 5.15 0.12 0 1.99 0.73 0.90 0.41 0 0.01 9.31
Pakistan 16.55 17 0 0 0.41 0.14 0 0.50 0 0.21 17.81
Sri Lanka 3.34 0 0 2.01 1.55 1.44 0.25 0 0.15 8.74
Total South Asia -241.39 16.70 0 16.49 7.63 10.90 2.64 0.14 1.05 -185.84

EAST ASIA and the PACIFIC
Cambodia 6.97 0.94 0 1.70 1.32 0 0.37 0 0 11.30
China 33.85 5 0.15 0 3.65 7.66 0 0.64 0.07 0.05 46.07
Indonesia 18.69 13 0.81 0 2.13 1.47 0.87 0.09 0.03 0 24.09
Korea, Dem. Rep. 0 8.74 0 0.01 0 0 0.03 0 0 8.78
Laos 1.27 0 0 0.68 0.31 0.24 0.18 0 0 2.68
Malaysia 0 0 0 0.14 0.36 0 0 0 0.06 0.56
Mongolia 0.80 0 0 0.62 0.17 0 0.18 0 0 1.77
Myanmar 0.96 0 0 0.03 0 0.60 0 0.09 0 1.68
Papua New Guinea 0 0 0 0.39 0.12 0 0 0 0.05 0.56
Philippines 14.13 20 0 0 2.89 1.47 0 0.49 0 0.10 19.08
Thailand -0.26 0.70 0 2.31 3.34 0 0.07 0 0 6.16
Timor-Leste 3.67 0 0 2.29 0 1.34 0 0 0 7.30
Vietnam 23.07 10 0 0 6.17 1.05 0 0.99 0 0.02 31.30
Oceania 0 0 0 1.31 0 0 0 0 0.11 1.42
Total East Asia and 
the Pacific 103.15 11.34 0 24.32 17.27 3.05 3.04 0.19 0.39 162.75

EUROPE and CENTRAL ASIA
Albania 1.97 0 0 0.02 0.01 0 0 0 0 2.00
Armenia 0.96 0 0 0.04 0 0 0 0 0 1.00
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Partnership Branch

International
Centre

International for Human
Rank of International Development Rights and

Government-to Recipient Bilateral Official Voluntary Humanitarian Research Democratic CIDA and
Government Country Food Bilateral Sector Private Assistance Centre Development Commonwealth

Aid (if in top 30) Aid Debt Relief and Others Sector (IHA) (IDRC) (ICHRDD) Scholarships Total

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11

Table 4 (continued)



Azerbaijan 1.18 0 0 0.02 0 0 0 0 0 1.20
Belarus 0 0 0 0 0 0 0 0 0 0
Bosnia and Herzegovina 6.42 0 0 0.10 0.01 1.28 0 0 0 7.81
Bulgaria 2.46 0 0 0.02 0 0 0 0 0 2.48
Croatia 1.31 0 0 0.01 0.10 0 0 0 0 1.42
Czech Republic 0.79 0 0 0.01 0 0.07 0 0 0 0.87
Estonia 0.72 0 0 0.02 0 0 0 0 0 0.74
Georgia 2.21 0 0 0.24 0 0.20 0 0 0 2.65
Hungary 0.69 0 0 0.05 0.30 0 0 0 0 1.04
Kazakhstan 0.75 0 0 0.07 0 0.02 0 0 0 0.84
Kyrgyzstan 0.58 0 0 0.01 0 0 0 0 0 0.59
Latvia 0.60 0 0 0 0 0 0 0 0 0.60
Lithuania 0.42 0 0 0.03 0 0 0 0 0 0.45
Macedonia, FYR 1.30 0 0 0 0 0 0 0 0 1.30
Moldova 0.74 0 0 0.01 0 0 0 0 0 0.75
Poland 0.88 0 73.05 0.01 0.17 0 0 0 0 74.11
Romania 2.57 0 0 0.03 0.01 0 0 0 0 2.61
Russia 16.61 16 0 0 0.15 0.10 2.00 0 0 0 18.86
Serbia and Montenegro 14.56 19 0 0 0.02 0 0.02 0 0 0 14.60
Slovakia 1.68 0 0 0 0 0 0 0 0 1.68
Tajikistan 4.44 0 0 0.07 0 3.37 0 0 0 7.88
Turkey -1.43 0 0 0.03 0.26 0 0 0 0 -1.14
Turkmenistan 0.11 0 0 0 0 0 0 0 0 0.11
Ukraine 21.07 12 0 0 0.19 0 0 0 0 0 21.26
Uzbekistan 0.92 0 0 0.06 0 0 0 0 0 0.98
Total Europe and Central Asia 36.02 0 0 0.70 0.38 4.89 0 0 0 41.99

LATIN AMERICA and the CARIBBEAN
Argentina 2.66 0 0 0.46 0.01 0 0.15 0 0 3.28
Belize 0.43 0 0 0.34 0.06 0 0.04 0 0.02 0.89
Bolivia 13.85 21 0 0 4.33 0.68 0 0.50 0 0 19.36
Brazil 5.13 0 0 3.75 1.29 0 0.51 0 0.01 10.69
Chile 1.19 0 0 1.68 0.88 0 0.16 0 0.02 3.93
Colombia 5.56 0 0 1.24 0.29 2.93 0.43 0.03 0.04 10.52
Costa Rica 0.58 0 0 2.08 0.76 0 0.17 0 0 3.59
Cuba 4.33 0 0 4.28 1.37 0 0.23 0 0.04 10.25
Dominica 0.36 0 0 0.06 0 0 0 0 0.02 0.44
Dominican Republic 0.69 0 0 0.66 1.21 0 0.02 0 0 2.58
Ecuador 4.33 0 0 2.38 0.63 0 0.69 0 0 8.03
El Salvador 3.23 0 0 3.23 0.52 0.37 0.06 0 0 7.41
Grenada 0.07 0 0 0.40 0.07 0 0 0 0.08 0.62
Guatemala 9.56 30 0 0 3.22 0.16 0 0.36 0.04 0 13.34
Guyana 9.42 0 0.04 0.63 0.01 0 0 0 0.09 10.19
Haiti 17.54 14 1.17 0 4.92 0.02 2.65 0 0.01 0 26.31
Honduras 12.42 24 0 0 3.01 1.64 0 0.11 0 0 17.18
Jamaica 9.33 0 0 1.39 0.14 0 0.02 0 0.09 10.97
Mexico 0.50 0 0 4.20 1.56 0 0.35 0.07 0.01 6.69
Nicaragua 6.03 0 0 5.24 0.29 0 0.11 0 0 11.67
Panama 0.55 0 0 0.74 0.07 0 0.11 0 0 1.47
Paraguay 1.39 0 0 0.69 0 0 0.14 0 0 2.22
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Table 4 (continued)

Partnership Branch

International
Centre

International for Human
Rank of International Development Rights and

Government-to Recipient Bilateral Official Voluntary Humanitarian Research Democratic CIDA and
Government Country Food Bilateral Sector Private Assistance Centre Development Commonwealth

Aid (if in top 30) Aid Debt Relief and Others Sector (IHA) (IDRC) (ICHRDD) Scholarships Total

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11



Peru 11.12 28 0 0 4.49 0.97 0.20 0.35 0.02 0 17.15
St. Kitts and Nevis 0.04 0 0 0.01 0 0 0 0 0.03 0.08
St. Lucia 0.41 0 0 0.10 0.11 0 0 0 0.08 0.70
St. Vincent and 
the Grenadines 0.09 0 0 0.34 0 0 0 0 0.03 0.46
Suriname 0.35 0 0 0.13 0 0 0 0 0 0.48
Trinidad and Tobago 0.37 0 0 0.43 0.36 0 0.04 0 0.07 1.27
Uruguay 0.59 0 0 0.86 0.40 0 0.37 0 0.01 2.23
Venezuela 0.59 0 0 0.05 0.60 0 0.01 0 0 1.25
Total Latin America and 
the Caribbean 122.71 1.17 0.04 55.34 14.10 6.15 4.93 0.17 0.64 205.25

Regional Programs 119.66 7.18 0 21.17 0.02 11.77 22.74 0.57 7.39 190.50

Total ODA Allocated 592.25 130.28 64.32 190.87 53.43 109.85 44.73 1.49 11.15 1,198.37
Of which:
LDCs 412.47 82.59 15.02 61.61 8.25 50.28 5.87 0.33 0.99 637.41
Low Income Countries 175.06 102.70 64.28 102.16 16.64 57.02 11.61 0.57 2.24 532.28
Middle Income Countries 417.19 27.58 0.04 88.71 36.79 52.83 33.12 0.92 8.91 666.09

Countries not Specified 0 19.10 0 26.63 1.14 9.07 38.89 4.22 3.54 102.59
Unallocable by Country na na na na na na na na na 668.21

Total ODA 592.25 149.38 64.32 217.50 54.57 118.92 83.62 5.71 14.69 1,969.17

Note: Bold-italicized countries are not included in Canadian ODA totals (see Technical Notes).

Source: CIDA, Statistical Report on ODA 2003-2004.
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Partnership Branch

International
Centre

International for Human
Rank of International Development Rights and

Government-to Recipient Bilateral Official Voluntary Humanitarian Research Democratic CIDA and
Latin America and Government Country Food Bilateral Sector Private Assistance Centre Development Commonwealth
the Caribbean (cont’d) Aid (if in top 30) Aid Debt Relief and Others Sector (IHA) (IDRC) (ICHRDD) Scholarships Total

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11
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Canadian Bilateral ODA Allocated by Sector (2003-04)
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Table 5 Canadian Bilateral Official Development Assistance by Sector (2003-04)
(In millions of Canadian dollars)

Geographic TOTAL Country 
Programs Canadian Partnership IDRC to Country

Industrial
SECTOR NGOs, INGOs, ICD Cooperation

$ % $ % $ % $ % $ %

SOCIAL INFRASTRUCTURE/SERVICES
Education 168.03 10.44 42.86 19.80 2.52 4.63 1.89 3.10 215.30 11.09

Education Level Unspecified 66.01 4.10 13.74 6.35 1.37 2.52 1.54 2.53 82.66 4.26
Basic Education 80.32 4.99 15.16 7.00 0 0 0.10 0.16 95.58 4.92
Secondary Education 12.75 0.79 4.07 1.88 0.05 0.10 0 0.01 16.88 0.87
Post-Secondary Education 8.96 0.56 9.88 4.56 1.09 2.01 0.25 0.41 20.18 1.04

Health 90.46 5.62 20.85 9.63 0.86 1.58 5.89 9.68 118.07 6.08
Health General 26.00 1.61 7.19 3.32 0.58 1.06 4.62 7.58 38.38 1.98
Basic Health 64.46 4.00 13.67 6.31 0.28 0.52 1.28 2.10 79.69 4.10

Population Programs 65.88 4.09 31.17 14.40 0.07 0.12 7.91 3.13 99.02 5.10
Water Supply and Sanitation 48.20 2.99 5.42 2.50 4.93 9.06 2.25 3.70 60.80 3.13
Government and Civil Society 279.47 17.36 57.03 26.34 2.74 5.03 9.79 16.08 349.03 17.97
Other Social Infrastructure and Services 59.00 3.66 5.48 2.53 0.91 1.68 1.71 2.80 67.10 3.46
Employment 12.54 0.78 1.34 0.62 0.27 0.50 0.72 1.18 14.88 0.77
Housing 2.88 0.18 0.88 0.41 0.34 0.62 0 0 4.10 0.21
Other Social Services 43.58 2.71 3.25 1.50 0.30 0.56 0.99 1.62 48.12 2.48
Sub-Total 711.04 44.16 162.81 75.20 12.03 22.10 23.44 38.50 909.32 46.82

ECONOMIC INFRASTRUCTURE/SERVICES
Transport and Storage 3.76 0.23 0 0 6.63 12.18 0 0 10.39 0.54
Communications 11.47 0.71 1.61 0.74 2.43 4.47 9.73 15.99 25.25 1.30
Energy 20.85 1.29 0.18 0.08 6.66 12.23 0 0 27.68 1.43
Banking and Financial Services 27.88 1.73 7.04 3.25 0.86 1.58 0.58 0.95 36.35 1.87
Business and Other Services 15.82 0.98 2.71 1.25 2.55 4.68 0.73 1.20 21.81 1.12
Sub-Total 79.78 4.95 11.54 5.33 19.12 35.13 11.04 18.14 121.49 6.26

PRODUCTION SECTORS
Agriculture 61.75 3.83 15.43 7.13 2.46 4.51 7.85 12.89 87.48 4.50
Forestry 8.26 0.51 2.21 1.02 0.69 1.27 1.21 1.98 12.36 0.64
Fishing 1.52 0.09 0.47 0.22 0.63 1.17 0.69 1.13 3.31 0.17
Industry 25.32 1.57 2.50 1.15 12.79 23.50 1.70 2.80 42.31 2.18
Mining 4.71 0.29 0.23 0.11 0.97 1.79 0.82 1.35 6.74 0.35
Construction 0.50 0.03 0 0 0.80 1.47 0 0 1.31 0.07
Trade 14.68 0.91 0.75 0.35 0.30 0.56 4.07 6.69 19.81 1.02
Tourism 0.25 0.02 0.58 0.27 0 0 0.02 0.04 0.85 0.04
Sub-Total 117.00 7.27 22.17 10.24 18.65 34.27 16.36 26.88 174.18 8.97

MULTISECTOR/CROSSCUTTING
General Environment Protection 46.38 2.88 8.28 3.82 3.94 7.24 4.30 7.06 62.89 3.24
Women in Development 0.36 0.02 0 0 0 0 0.52 0.85 0.88 0.05
Other Multisector 72.34 4.49 4.59 2.12 1.13 2.08 3.43 5.63 81.48 4.20
Sub-Total 119.08 7.39 12.86 5.94 5.07 9.31 8.24 13.54 145.25 7.48

COMMODITY GENERAL PROGRAMME ASSISTANCE
Structural Adjustment Assistance with World Bank/IMF 0.01 0 0 0 0 0 0 0 0.01 0
Food Aid Excluding Relief Food Aid 170.53 10.59 0.05 0.02 0 0 0.11 0.17 170.68 8.79
Other General Programme and Commodity 2.64 0.16 0.33 0.15 0 0 0 0 2.97 0.15
Sub-Total 173.17 10.75 0.38 0.18 0 0 0.11 0.17 173.66 8.94

ACTION RELATING TO DEBT 64.33 4.00 0 0 0 0 0 0 64.33 3.31

EMERGENCY ASSISTANCE
Relief Food Aid 0.51 0.03 0 0 0 0 0 0 0.51 0.03
Non Food Emergency and Distress Relief 337.95 20.99 0 0 0 0 0.03 0.06 337.99 17.40
Sub-Total 338.46 21.02 0 0 0 0 0.03 0.06 338.46 17.43

ADMINISTRATIVE COSTS OF DONORS SUPPORT 
TO NON-GOVERNMENTAL ORGANIZATIONS 7.40 0.46 7.26 3.35 0.14 0.25 1.69 2.76 16.50 0.84

TOTAL ALLOCATED BY SECTOR 1,610.26 100.00 216.50 100.00 54.43 100.00 60.88 100.00 1,942.07 100.00

Note: For convenience, figures on food aid channelled through NGOs are added to NGOs.

Source: CIDA, Statistical Report on ODA 2003-2004.
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Experts on Assignment Abroad (2003)

Figure 6.1
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Table 6 Canadian Technical Assistance to Developing Countries (1998-2003)
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Area of Expertise Total Experts 2003

Women Men Total

Government and Civil Society 883 1,136 2,019
Education 902 765 1,667
Multi-sector 400 596 996
Health 523 418 941
Agriculture 135 338 473
Business and Other Services 118 248 366
Support to NGOs 192 136 328
Industry 44 273 317
Social Infrastructure and Services 160 150 310
Energy 45 259 304
Banking and Financial Services 79 194 273
Water Supply and Sanitation 78 192 270
Communications 60 107 167
Transportation 10 136 146
Other 201 338 539
Total 3,830 5,286 9,116

Area of Expertise Total Experts 1998

Women Men Total

Institutional Support and Management 614 1,304 1,918
Education 601 749 1,350
Human Resources Development 526 494 1,020
Environment 215 652 867
Industry 136 582 718
Agriculture 156 504 660
Energy 73 499 572
Population and Human Settlements 243 326 569
Health and Nutrition 300 206 506
Communications 124 179 303
Transportation 25 231 256
Women in Development 201 22 223
Water Sanitation and Infrastructure 29 190 219
Forestry 38 148 186
Other 80 446 526
Total 3,361 6,532 9,893

Region of Assignment Total Experts 2003

Women Men Total

Americas 1,375 1,562 2,937
Africa and Middle East 1,173 1,452 2,625
Asia 864 1,459 2,323
Europe 352 693 1,045
Multinational 39 99 138
Oceania 27 21 48
Total 3,830 5,286 9,116

Region of Assignment Total Experts 1998

Women Men Total

Americas 1,080 1,785 2,865
Asia 895 1,947 2,842
Africa and Middle East 961 1,812 2,773
Europe 386 947 1,333
Multinational 20 32 52
Oceania 19 9 28
Total 3,361 6,532 9,893

Table 6.1a Experts on Assignment Abroad by Area of Expertise and Duration

Table 6.1b Experts on Assignment Abroad by Region of Assignment and Duration

Notes:
Experts, either fully or partially supported by CIDA, working for CIDA directly, or through private firms, institutions, associations, and non-governmental organizations.

Tables 6.1a and 6.1b for 2003 include 1,667 experts from developing countries, 710 experts sent to non-ODA countries in Central and Eastern Europe as well as 8 experts sent to
non-ODA more advanced developing countries.

Tables 6.1a and 6.1b for 1998 include 831 experts from developing countries, 1,177 experts sent to non-ODA countries in Central and Eastern Europe as well as 48 experts sent to
non-ODA more advanced developing countries.
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Table 6 (continued)

Students and Trainees by Field of  Study (2003)

Figure 6.2
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Total Students 
Field of Study and Trainees 2003 

Women Men Total

Environment 3,019 2,849 5,868
Education 1,959 1,685 3,644
Health and Nutrition 1,697 995 2,692
Multi-Course 1,123 747 1,870
Management and Administration 881 887 1,768
Social Sciences 856 833 1,689
Agriculture, Animal Husbandry 359 1,052 1,411
Economics 375 654 1,029
Human Settlements, Urban Development 334 346 680
Law 313 260 573
Transportation 104 439 543
International Trade 123 192 315
Communications 93 213 306
Engineering and Technology 97 204 301
Computer Science 72 145 217
Other 1,386 1,290 2,676
Total 12,791 12,791 25,582

Total Students 
Field of Study and Trainees 1998 

Women Men Total

Management and Administration 1,052 2,091 3,143
Social Sciences 623 511 1,134
Engineering and Technology 234 836 1,070
Environment 241 457 698
Education 314 305 619
Health and Nutrition 289 214 503
Communications 171 314 485
Agriculture, Animal Husbandry 166 269 435
Law 83 274 357
Fisheries 86 258 344
Computer Science 107 209 316
Energy 44 262 306
Finance and Credit 151 141 292
International Trade 103 160 263
Human Settlements, Urban Development 86 172 258
Other 327 612 939
Total 4,077 7,085 11,162

Table 6.2a CIDA’s Investment in Training and Education by Field of Study

Total Students and Trainees 2003

Location Africa and Asia and Multi-
of Study Middle East Americas Oceania Europe national Total

Country of Origin 2,736 8,927 5,667 1,741 0 19,071
Canada 1,173 747 1,198 626 125 3,869
Third Country 1,216 852 173 256 145 2,642

Total 5,125 10,526 7,038 2,623 270 25,582
Of which:
Women 2,816 5,569 2,936 1,371 99 12,791
Men 2,309 4,957 4,102 1,252 171 12,791

Total Students and Trainees 1998

Location Africa and Asia and 
of Study Middle East Americas Oceania Europe Total

Country of Origin 944 1,113 2,313 284 4,654
Canada 1,567 1,144 1,626 969 5,306
Third Country 556 361 236 49 1,202

Total 3,067 2,618 4,175 1,302 11,162
Of which:
Women 806 1,060 1,602 609 4,077
Men 2,261 1,558 2,573 693 7,085

Table 6.2b CIDA’S Investment In Training and Education by Region of Origin and Location of Study

Notes:

Tables 6.2a and 6.2b include both fully and partially supported students and trainees. 

The total for 2003 includes 30 students and 1,861 trainees from non-ODA countries in Central and Eastern Europe as well as 1 student and 8 trainees from 
non-ODA more advanced developing countries. 

The total for 1998 includes 11 students and 1,182 trainees from non-ODA countries in Central and Eastern Europe as well as 2 students and 37 trainees from 
non-ODA more advanced developing countries. 

Sources:

CIDA, Statistical Report on ODA 2003-2004; CIDA, Statistical Report on ODA 1998-1999.
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Canadian Multilateral ODA Allocated by Agency (2003-04)

Figure 7.1
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Table 7 Canadian Multilateral Official Development Assistance by Agency and by Country (2003-04)
(Estimated in millions of Canadian dollars)

International
Financial Institutions UN Agencies

Total
International World Regional Other

Financial Bank IMF Development Total UN Other UN Multilateral
Institutions (IDA) (PRGF) Banks Agencies WFP UNDP UNICEF Agencies Channels Total

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11

SUB-SAHARAN AFRICA
Angola 0.18 0.16 0 0.02 0.87 0 0.20 0.09 0.59 0.86 1.91
Benin 2.39 1.17 0 1.22 0.67 0 0.26 0.02 0.40 0.23 3.29
Botswana 0.02 0 0 0.02 0.16 0 0.02 0.01 0.12 1.23 1.41
Burkina Faso 6.70 2.12 0 4.58 0.70 0 0.30 0.05 0.35 2.13 9.53
Burundi 1.36 1.36 0 0 0.82 0 0.31 0.03 0.47 0.53 2.70
Cameroon 2.62 1.22 0 1.41 0.38 0 0.10 0.02 0.25 1.33 4.33
Cape Verde 1.40 0.64 0 0.75 0.09 0 0.02 0 0.06 0.93 2.42
Central African Republic 0 0 0 0 0.23 0 0.11 0.02 0.11 0.88 1.12
Chad 5.02 3.34 0 1.69 0.41 0 0.27 0.03 0.12 1.64 7.07
Comoros 0.30 0.30 0 0 0.07 0 0.02 0.01 0.05 0.69 1.06
Congo, Dem. Rep. 6.27 5.87 0 0.40 1.72 0 0.46 0.15 1.11 0.64 8.63
Congo, Rep. 0.81 0.81 0 0 0.37 0 0.10 0.02 0.25 0.16 1.33
Côte d'Ivoire 1.90 1.75 0 0.15 0.61 0 0.22 0.04 0.35 0.40 2.91
Equatorial Guinea 0.13 0 0 0.13 0.06 0 0.03 0.01 0.03 0.12 0.31
Eritrea 3.22 1.96 0 1.26 0.73 0 0.17 0.02 0.54 0.00 3.95
Ethiopia 10.01 7.76 0 2.25 9.25 7.12 0.55 0.13 1.46 1.62 20.88
Gabon 0 0 0 0 0.14 0 0.01 0.01 0.13 0.51 0.65
Gambia 2.56 0.46 0 2.10 0.22 0 0.12 0.01 0.10 0.45 3.24
Ghana 16.15 8.12 0 8.03 0.84 0 0.18 0.03 0.63 0.84 17.84
Guinea 3.30 1.50 0 1.80 0.98 0 0.05 0.03 0.91 0.87 5.15
Guinea-Bissau 1.54 0.55 0 0.99 0.14 0 0.12 0.01 0.01 0.61 2.29
Kenya 4.42 4.07 0 0.35 1.36 0 0.32 0.06 0.98 1.43 7.22
Lesotho 1.03 0.53 0 0.50 0.15 0 0.03 0.01 0.11 0.97 2.15
Liberia 0 0 0 0 0.32 0 0.05 0.05 0.22 0.12 0.44
Madagascar 8.44 7.07 0 1.37 0.66 0 0.25 0.04 0.37 0.38 9.48
Malawi 6.02 2.55 0 3.47 0.53 0 0.24 0.04 0.25 0.50 7.05
Mali 9.14 3.57 0 5.57 5.34 4.68 0.20 0.05 0.42 1.69 16.18
Mauritania 3.46 1.61 0 1.85 0.26 0 0.11 0.01 0.14 0.67 4.39
Mauritius 0 0 0 0 0.06 0 0.01 0 0.04 0.77 0.83
Mozambique 9.32 5.48 0 3.85 4.15 2.88 0.46 0.07 0.75 1.04 14.52
Namibia 0.00 0 0 0 0.10 0 0 0.01 0.09 0.21 0.32
Niger 7.37 2.81 0 4.56 0.57 0 0.29 0.06 0.22 2.13 10.07
Nigeria 2.33 2.12 0 0.22 1.83 0 0.25 0.19 1.40 0.80 4.96
Rwanda 2.42 1.29 0 1.14 0.71 0 0.18 0.03 0.50 1.47 4.60
São Tomé and Principe 0.35 0.07 0 0.28 0.05 0 0.02 0.01 0.03 0.12 0.52
Senegal 5.67 4.05 0 1.62 3.78 3.15 0.14 0.02 0.47 3.00 12.45
Seychelles 0 0 0 0 0.00 0 0.00 0 0.00 0.98 0.99
Sierra Leone 2.17 1.06 0 1.11 1.17 0 0.19 0.03 0.95 0.82 4.16
Somalia 0 0 0 0 0.53 0 0.22 0.04 0.26 0.35 0.87
South Africa 0 0 0 0 0.28 0 0.11 0.01 0.16 0.00 0.28
Sudan 0 0 0 0 1.25 0 0.22 0.05 0.98 1.62 2.87
Swaziland 0.15 0 0 0.15 0.06 0 0.02 0.01 0.03 0.50 0.70
Tanzania 20.69 14.80 0 5.90 8.99 7.17 0.35 0.07 1.40 2.74 32.43
Togo 0.05 0 0 0.05 0.18 0 0.14 0.01 0.03 0.74 0.97
Uganda 11.62 9.34 0 2.27 1.11 0 0.23 0.05 0.83 2.01 14.73
Zambia 4.99 3.34 0 1.65 7.36 6.48 0.13 0.03 0.72 1.86 14.21
Zimbabwe 0 0 0 0 0.33 0 0.13 0.02 0.18 1.42 1.75
Total Sub-Saharan Africa 165.54 102.84 0 62.70 60.62 31.48 7.91 1.67 19.56 45.00 271.16

MIDDLE EAST and NORTH AFRICA
Algeria 0 0 0 0 0.26 0 0.05 0.01 0.20 0.12 0.37
Djibouti 0.94 0.87 0 0.07 0.12 0 0.01 0 0.11 0.15 1.21
Egypt 2.81 1.10 0 1.70 0.62 0 0.06 0.02 0.53 0.70 4.12
Iran 0 0 0 0 0.71 0 0.04 0.02 0.65 0 0.71
Iraq 0 0 0 0 1.43 0 0.08 0.03 1.32 0 1.43
Jordan 0 0 0 0 2.25 0 0.03 0.01 2.22 0.23 2.48
Lebanon 0 0 0 0 1.47 0 0.03 0.01 1.43 0.12 1.58
Libya 0 0 0 0 0 0 0 0 0 0 0
Morocco 0.13 0 0 0.13 0.26 0 0.04 0.01 0.20 0.38 0.77
Oman 0 0 0 0 0 0 0 0 0 0 0
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International
Financial Institutions UN Agencies

Total
International World Regional Other

Middle East and Financial Bank IMF Development Total UN Other UN Multilateral
North Africa (cont’d) Institutions (IDA) (PRGF) Banks Agencies WFP UNDP UNICEF Agencies Channels Total

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11
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Saudi Arabia 0 0 0 0 0.87 0 0 0 0.87 0.12 0.99
Syria 0 0 0 0 3.98 0 0.06 0.01 3.91 0.12 4.09
Tunisia 0 0 0 0 0.04 0 0.02 0.01 0.02 0.45 0.49
West Bank and Gaza 0 0 0 0 0 0 0 0 0 0 0
Yemen 2.97 2.97 0 0 0.69 0 0.24 0.03 0.42 0.81 4.47
Total Middle East and North Africa 6.85 4.95 0 1.90 12.70 0 0.66 0.16 11.88 3.18 22.73

SOUTH ASIA
Afghanistan 1.17 1.17 0 0 0.64 0 0.03 0.13 0.48 1.16 2.97
Bangladesh 17.33 17.33 0 0 2.22 0 0.81 0.10 1.31 0.51 20.05
Bhutan 0.23 0.23 0 0 0.17 0 0.06 0.01 0.10 0.23 0.63
India 30.91 30.91 0 0 3.27 0 1.00 0.23 2.04 2.45 36.63
Maldives 0.12 0.12 0 0 0.05 0 0.04 0.00 0.01 0.18 0.34
Nepal 3.42 3.41 0 0 0.79 0 0.28 0.04 0.47 0.70 4.90
Pakistan 3.95 3.94 0 0 1.99 0 0.38 0.11 1.50 0.70 6.63
Sri Lanka 6.74 6.74 0 0 0.60 0 0.16 0.01 0.42 0.42 7.76
Total South Asia 63.84 63.84 0 0 9.72 0 2.77 0.62 6.33 6.34 79.90

EAST ASIA and the PACIFIC
Cambodia 2.08 2.09 0 0 0.67 0 0.21 0.03 0.43 0 2.75
China 4.72 4.72 0 0 1.42 0 0.44 0.11 0.87 1.39 7.53
Indonesia 3.04 3.04 0 0 1.21 0 0.30 0.05 0.86 0.70 4.95
Korea, Dem. Rep. 0 0 0 0 0.41 0 0.08 0.02 0.31 0.12 0.53
Laos 1.61 1.61 0 0 0.30 0 0.11 0.01 0 0.35 2.26
Malaysia 0 0 0 0 0.06 0 0.02 0.00 0.04 0.80 0.86
Mongolia 0.97 0.97 0 0 0.17 0 0.05 0.01 0.11 0.00 1.14
Myanmar 0 0 0 0 0.56 0 0.30 0.06 0.20 0.35 0.90
Papua New Guinea 0.00 0 0 0 0.08 0 0.05 0.01 0.03 0.35 0.43
Philippines 0.00 0 0 0 0.61 0 0.10 0.02 0.48 0.58 1.19
Thailand 0 0 0 0 0.23 0 0.02 0.01 0.20 0.58 0.81
Timor-Leste 0 0 0 0 0.21 0 0.11 0.02 0.08 0.00 0.21
Vietnam 18.96 18.96 0 0 0.51 0 0.02 0.04 0.45 0.31 19.78
Oceania 0.09 0.09 0 0 0.04 0 0.02 0.02 0.01 3.69 3.82
Total East Asia and the Pacific 31.48 31.48 0 0 6.48 0 1.84 0.40 4.24 9.21 47.18

EUROPE and CENTRAL ASIA
Albania 2.03 2.03 0 0 0.50 0 0.08 0.01 0.41 0 2.52
Armenia 2.58 2.58 0 0 0.47 0 0.04 0.01 0.42 0 3.05
Azerbaijan 2.51 2.51 0 0 0.32 0 0.13 0.01 0.19 0 2.83
Belarus 0 0 0 0 0 0 0 0 0 0 0
Bosnia and Herzegovina 0 0 0 0 0 0 0 0 0 0 0
Bulgaria 0 0 0 0 0 0 0 0 0 0 0
Croatia 0 0 0 0 0 0 0 0 0 0 0
Czech Republic 0 0 0 0 0 0 0 0 0 0 0
Estonia 0 0 0 0 0 0 0 0 0 0 0
Georgia 1.45 1.45 0 0 0.28 0 0.08 0.01 0.20 0 1.73
Hungary 0 0 0 0 0 0 0 0 0 0 0
Kazakhstan 0 0 0 0 0.08 0 0.03 0.01 0.04 0 0.08
Kyrgyzstan 1.08 1.08 0 0 0.19 0 0.08 0.01 0.09 0 1.27
Latvia 0 0 0 0 0 0 0 0 0 0 0
Lithuania 0 0 0 0 0 0 0 0 0 0 0
Macedonia, FYR 0 0 0 0 0 0 0 0 0 0 0
Moldova 0.53 0.53 0 0 0.22 0 0.05 0.01 0.16 0 0.75
Poland 0 0 0 0 0 0 0 0 0 0 0
Romania 0 0 0 0 0 0 0 0 0 0 0
Russia 0 0 0 0 0 0 0 0 0 0 0
Serbia and Montenegro 0 0 0 0 0 0 0 0 0 0 0
Slovakia 0 0 0 0 0 0 0 0 0 0 0
Tajikistan 0.44 0.44 0 0 0.17 0 0.10 0.02 0.05 0 0.60
Turkey 0 0 0 0 0.21 0 0.04 0.01 0.16 0.23 0.45
Turkmenistan 0 0 0 0 0.08 0 0.04 0.01 0.03 0 0.08
Ukraine 0 0 0 0 0 0 0 0 0 0 0
Uzbekistan 0 0 0 0 0.13 0 0.07 0.02 0.04 0 0.13
Total Europe and Central Asia 10.61 10.61 0 0 2.65 0 0.75 0.10 1.80 0.23 13.49

Table 7 (continued)



International
Financial Institutions UN Agencies

Total
International World Regional Other

Financial Bank IMF Development Total UN Other UN Multilateral
Institutions (IDA) (PRGF) Banks Agencies WFP UNDP UNICEF Agencies Channels Total

Regions and Countries 1 2 3 4 5 6 7 8 9 10 11

LATIN AMERICA and the CARIBBEAN
Argentina 0.15 0 0 0.15 0.19 0 0.01 0 0.18 0.23 0.57
Belize 0.53 0 0 0.53 0.01 0 0 0 0 0.39 0.92
Bolivia 5.63 5.20 0 0.43 0.35 0 0.09 0.01 0.24 0.35 6.32
Brazil 0.28 0 0 0.28 8.37 0 0.05 0.01 8.31 0.58 9.23
Chile 0.01 0 0 0.01 0.04 0 0.01 0 0.02 0.12 0.16
Colombia 0.07 0 0 0.07 0.31 0 0.06 0.01 0.25 0.12 0.50
Costa Rica 0.01 0 0 0.01 0.07 0 0.02 0.01 0.04 0.46 0.55
Cuba 0 0 0 0 0.05 0 0.03 0.01 0.02 0 0.05
Dominica 1.34 0 0 1.34 0.01 0 0 0 0.01 1.05 2.40
Dominican Republic 0.16 0 0 0.16 0.24 0 0.02 0.01 0.21 0.12 0.51
Ecuador 0.16 0 0 0.16 0.30 0 0 0.01 0.29 0.12 0.58
El Salvador 0.18 0 0 0.18 0.40 0 0.02 0.01 0.37 0.12 0.69
Grenada 0.83 0.05 0 0.78 0 0 0 0 0.02 0.50 1.35
Guatemala 0.11 0 0 0.11 0.34 0 0.03 0.01 0.31 0.23 0.69
Guyana 3.30 0.76 0 2.55 0.10 0 0.05 0.01 0.04 1.31 4.71
Haiti 0.21 0 0 0.21 0.25 0 0.16 0.02 0.07 0.73 1.20
Honduras 2.13 1.50 0 0.64 0.70 0 0.04 0.01 0.65 0.23 3.06
Jamaica 1.31 0 0 1.31 0.04 0 0.02 0.01 0.00 0.94 2.29
Mexico 0.02 0 0 0.02 0.51 0 0.04 0.01 0.46 0.35 0.87
Nicaragua 4.30 4.03 0 0.27 0.25 0 0.12 0.01 0.13 0.46 5.01
Panama 0.01 0 0 0.01 0.20 0 0.02 0 0.18 0.12 0.33
Paraguay 0.13 0 0 0.13 0.03 0 0.01 0.01 0.01 0 0.16
Peru 0.04 0 0 0.04 0.72 0 0.04 0.01 0.67 0.70 1.45
St. Kitts and Nevis 0.44 0 0 0.44 0 0 -0.01 0 0 0.17 0.59
St. Lucia 1.23 0.05 0 1.19 0.01 0 0 0 0.01 0.23 1.48
St. Vincent and the Grenadines 0.31 0.02 0 0.29 0.00 0 0 0 0 0.33 0.65
Suriname 0 0 0 0.00 0.02 0 0.02 0 0.01 0 0.03
Trinidad and Tobago 0.01 0 0 0.01 0.07 0 0.01 0 0.06 0.24 0.33
Uruguay 0 0 0 0.01 0.02 0 0.01 0 0.01 0.12 0.15
Venezuela 0.01 0 0 0.01 0.19 0 0.02 0.01 0.16 0.12 0.31
Total Latin America and the Caribbean 22.94 11.60 0 11.34 13.80 0 0.89 0.17 12.75 10.42 47.16

Regional Programs 2.85 0 0 2.85 22.80 15.12 0.03 0.05 7.60 33.73 59.38

Total ODA Allocated 304.10 225.31 0 78.79 128.76 46.60 14.85 3.17 64.15 108.12 540.99
Of which:
LDCs 167.21 114.54 0 52.66 60.55 31.48 8.67 1.68 18.72 39.58 267.33
Low Income Countries 261.11 198.85 0 62.26 75.42 31.48 12.53 2.59 28.81 49.79 386.31
Middle Income Countries 42.99 26.47 0 16.53 53.35 15.12 2.32 0.58 35.33 58.33 154.68

Countries not Specified 30.48 0 0 0 130.11 115.09 0 2.28 12.73 45.11 205.70
Unallocable by Country 0 0 0 0 0 0 0 0 0 0 1.65

Total ODA 334.58 225.31 0 78.79 258.87 161.69 14.85 5.45 76.88 153.24 748.34

Note: Bold-italicized countries are not included in Canadian assistance totals (see Technical Notes).

Source: CIDA, Statistical Report on ODA 2003-2004.
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Canadian Balance of  Merchandise Trade with Developing Countries (2004)

Figure 8.1
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Figure 8.2

Top 10 Export Countries in 2004

Countries C$ millions %

1 China 6,002 30.1
2 Mexico 2,852 14.3
3 Brazil 919 4.6
4 India 828 4.2
5 Indonesia 652 3.3
6 Saudi Arabia 562 2.8
7 Venezuela 480 2.4
8 Thailand 457 2.3
9 Philippines 401 2.0
10 Colombia 386 1.9

Top 10 Total 13,539 67.9
Total Canadian Exports 19,935

Figure 8.3

Top 10 Import Countries in 2004

Countries C$ millions %

1 China 24,084 35.9
2 Mexico 13,404 20.0
3 Algeria 3,109 4.6
4 Malaysia 2,633 3.9
5 Brazil 2,341 3.5
6 Thailand 2,015 3.0
7 India 1,576 2.3
8 Russia 1,384 2.1
9 Venezuela 1,311 2.0
10 Chile 1,308 1.9

Top 10 Total 53,165 79.2
Total Canadian Imports 67,109



Table 8 Canadian Balance of Merchandise Trade with Developing Countries (2004)
(In thousands of Canadian dollars)

Real % Real % Total
Balance of Balance of Change Change Tariff Average

Total Total Merchandise Merchandise Per Year Per Year Revenue Tariff Rate
Exports Imports Trade Total Exports Total Imports Trade Exports Imports Collected (%)

2004 2004 2004 1994 1994 1994 1994-2004 1994-2004 2004 2004
(2004 prices) (2004 prices) (2004 prices)

Regions and Countries 1 2 3 4 5 6 7 8 9 10

SUB-SAHARAN AFRICA
Angola 21,945 48 21,897 5,435 5,225 209 15.0 -37.4 0.05 0.11
Benin 5,512 4 5,508 4,904 5 4,899 1.2 -2.1 0.03 0.69
Botswana 16,187 22,721 -6,534 2,931 107 2,823 18.6 70.8 32.19 0.14
Burkina Faso 7,928 188 7,740 18,317 46 18,272 -8.0 15.2 0.43 0.23
Burundi 722 234 488 399 0 399 6.1 na 10.84 4.63
Cameroon 9,819 14,169 -4,350 19,564 9,819 9,745 -6.7 3.7 12.75 0.09
Cape Verde 43 19 24 99 ~ na -8.0 na 0.09 0.46
Central African Republic 667 84 583 148 413 -265 16.3 -14.7 0.66 0.78
Chad 3,362 100 3,262 49 62 -13 52.7 5.0 0.43 0.43
Comoros 231 88 143 19 593 -574 28.1 -17.4 0.10 0.11
Congo, Dem. Rep. 9,220 256 8,964 8,397 22,532 -14,135 0.9 -36.1 0.19 0.08
Congo, Rep. 10,243 4,915 5,328 377 140 237 39.1 42.7 19.79 0.40
Côte d’Ivoire 9,589 113,706 -104,117 9,284 40,454 -31,169 0.3 10.9 145.73 0.13
Equatorial Guinea 1,576 340,849 -339,273 0 ~ ~ na na 0.13 0
Eritrea 613 20 593 ~ ~ ~ na na 0.01 0.04
Ethiopia 12,760 6,405 6,355 22,197 7,848 14,349 -5.4 -2.0 7.49 0.12
Gabon 10,240 833 9,407 2,539 358 2,181 15.0 8.8 0.25 0.03
Gambia 206 63 143 105 188 -83 7.0 -10.3 0.36 0.57
Ghana 64,218 30,637 33,581 22,200 6,166 16,034 11.2 17.4 63.49 0.21
Guinea 4,803 23,520 -18,717 2,845 19,823 -16,978 5.4 1.7 0.48 0
Guinea-Bissau 14 0 14 6 1 5 9.4 -100.0 0 0
Kenya 21,392 15,085 6,307 21,476 18,944 2,531 0.0 -2.3 611.70 4.08
Lesotho 27 13,997 -13,970 108 3,777 -3,668 -13.0 14.0 272.32 1.95
Liberia 2,424 8,544 -6,120 1,100 45 1,055 8.2 69.1 0.11 0
Madagascar 836 27,840 -27,004 398 10,336 -9,937 7.7 10.4 306.37 1.10
Malawi 2,491 1,525 966 399 2,428 -2,029 20.1 -4.5 24.07 1.58
Mali 7,328 410 6,918 3,604 2,771 833 7.4 -17.4 2.46 0.60
Mauritania 5,339 436 4,903 5,662 389 5,273 -0.6 1.1 11.86 2.72
Mauritius 3,504 10,427 -6,923 2,667 11,316 -8,649 2.8 -0.8 998.87 9.58
Mozambique 18,436 248 18,188 18,246 284 17,962 0.1 -1.3 0.65 1.16
Namibia 1,260 40,516 -39,256 1,396 37,752 -36,356 -1.0 0.7 31.95 0.08
Niger 1,592 2,188 -596 945 5,864 -4,919 5.3 -9.4 434.44 19.84
Nigeria 74,843 94,137 -19,294 17,494 627,298 -609,804 15.6 -17.3 18.12 0
Rwanda 607 56 551 1,907 87 1,819 -10.8 -4.4 0.05 0.08
São Tomé and Principe 11 140 -129 39 3,657 -3,619 -11.8 -27.8 0.48 0.34
Senegal 24,630 674 23,956 9,297 177 9,120 10.2 14.3 6.14 0.91
Seychelles 412 4,031 -3,619 155 72 82 10.3 49.5 0.71 0.02
Sierra Leone 3,105 3,838 -733 635 7,490 -6,855 17.2 -6.5 64.03 1.67
Somalia 66 81 -15 10,356 62 10,295 -39.7 2.8 0.32 0.40
South Africa 351,636 648,193 -296,557 324,222 303,669 20,553 0.8 7.9 3,810.22 0.62
Sudan 75,559 15,015 60,544 11,845 554 11,291 20.4 39.1 0.67 0
Swaziland 2,643 2,692 -49 146 5,724 -5,578 33.6 -7.3 194.61 7.23
Tanzania 30,230 13,501 16,729 6,953 1,666 5,287 15.8 23.3 20.75 0.15
Togo 5,248 689 4,559 2,083 32,357 -30,273 9.7 -32.0 0.11 0.02
Uganda 5,465 4,926 539 10,732 4,951 5,780 -6.5 -0.1 19.01 0.38
Zambia 16,475 213 16,262 6,835 2,970 3,865 9.2 -23.2 0.31 0.15
Zimbabwe 7,101 3,348 3,753 9,989 33,026 -23,037 -3.4 -20.5 22.14 0.82
Total Sub-Saharan Africa 852,558 1,471,609 -619,051 588,503 1,231,446 -642,943 3.8 1.8 7,147.98 0.49

MIDDLE EAST and NORTH AFRICA
Algeria 276,391 3,108,632 -2,832,241 547,874 252,356 295,518 -6.6 28.5 6.74 0
Djibouti 1,933 183 1,750 504 ~ ~ 14.4 na 0.07 0.04
Egypt 194,783 199,385 -4,602 109,142 14,910 94,233 6.0 29.6 3,743.68 1.88
Iran 169,548 77,401 92,147 508,594 115,802 392,791 -10.4 -3.9 350.81 0.46
Iraq 21,648 1,101,570 -1,079,922 0 15 -15 na 206.8 1.01 0
Jordan 38,862 6,723 32,139 16,073 659 15,413 9.2 26.1 852.45 12.68
Lebanon 36,719 9,907 26,812 35,664 3,703 31,961 0.3 10.3 201.82 2.26
Libya 98,348 85,560 12,788 86,983 1 86,982 1.2 211.6 ~ ~
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Table 8 (continued)

Morocco 155,093 92,490 62,603 84,180 49,458 34,722 6.3 6.5 1,990.82 2.16
Oman 52,561 7,282 45,279 12,645 170 12,475 15.3 45.6 ~ ~
Saudi Arabia 561,919 1,227,999 -666,080 677,579 537,152 140,427 -1.9 8.6 ~ ~
Syria 33,834 24,448 9,386 20,878 995 19,883 4.9 37.7 330.97 1.35
Tunisia 30,751 23,915 6,836 32,801 2,825 29,976 -0.6 23.8 2,063.29 8.67
West Bank and Gaza na na na na na na na na ~ ~
Yemen 34,238 173 34,065 19,914 4,205 15,709 5.6 -27.3 1.01 0.59
Total Middle East and North Africa 1,706,628 5,965,668 -4,259,040 2,152,830 982,250 1,170,076 -2.3 19.8 9,542.66 0.16

SOUTH ASIA
Afghanistan 8,637 371 8,266 190 345 -155 46.5 0.7 11.58 3.27
Bangladesh 108,958 490,545 -381,587 115,496 73,655 41,841 -0.6 20.9 4,294.46 0.88
Bhutan 78 19 59 25 ~ ~ 12.0 na 0.11 0.58
India 827,667 1,576,252 -748,585 321,148 455,593 -134,445 9.9 13.2 98,732.00 6.26
Maldives 4,076 3,131 945 5,015 234 4,780 -2.1 29.6 112.75 3.60
Nepal 11,655 14,795 -3,140 4,531 4,813 -282 9.9 11.9 523.04 3.54
Pakistan 341,735 244,997 96,738 79,769 197,253 -117,484 15.7 2.2 30,335.55 12.38
Sri Lanka 44,278 114,056 -69,778 18,088 67,192 -49,104 9.4 5.4 13,310.34 11.67
Total South Asia 1,347,084 2,444,166 -1,097,082 544,262 799,085 -254,849 9.5 11.8 147,319.83 6.03

EAST ASIA and the PACIFIC
Cambodia 1,281 139,984 -138,703 6,363 177 6,186 -14.8 94.9 1,753.04 1.25
China 6,002,170 24,084,411 -18,082,241 2,418,738 3,829,307 -1,410,569 9.5 20.2 936,824.59 3.89
Indonesia 652,257 930,072 -277,815 513,208 518,570 -5,362 2.4 6.0 41,264.26 4.43
Korea, Dem. Rep. 30,545 46 30,499 489 207 283 51.2 -13.9 ~ ~
Laos 668 8,719 -8,051 51 980 -929 29.3 24.4 144.95 1.66
Malaysia 386,199 2,632,705 -2,246,506 308,893 1,205,390 -896,497 2.3 8.1 27,014.05 1.03
Mongolia 7,557 56,004 -48,447 ~ ~ ~ na na 3,373.81 6.02
Myanmar 1,646 24,703 -23,057 543 16,690 -16,148 11.7 4.0 ~ ~
Papua New Guinea 3,383 1,588 1,795 2,342 1,906 437 3.7 -1.8 0.21 0.01
Philippines 400,511 954,841 -554,330 220,189 465,913 -245,724 6.2 7.4 23,502.07 2.46
Thailand 457,495 2,014,511 -1,557,016 453,105 889,371 -436,267 0.1 8.5 56,520.46 2.81
Timor-Leste 60 398 -338 na na na na na 0.01 0
Vietnam 101,503 449,801 -348,298 27,510 34,148 -6,638 13.9 29.4 36,180.54 8.05
Oceania 4,933 6,934 -2,001 3,337 29,673 -26,337 4.0 -13.5 246.73 3.56
Total East Asia and the Pacific 8,050,208 31,304,717 -23,254,509 3,954,768 6,992,332 -3,037,564 7.4 16.2 1,126,824.72 3.60

EUROPE and CENTRAL ASIA
Albania 2,261 2,736 -475 84 59 26 39.0 46.9 ~ ~
Armenia 2,564 1,979 585 67 97 -30 43.9 35.2 230.26 12.53
Azerbaijan 9,135 816 8,319 7 0 7 105.4 na 4.51 0.55
Belarus 4,433 11,159 -6,726 1,618 5,668 -4,051 10.6 7.0 482.40 4.32
Bosnia and Herzegovina 1,747 3,930 -2,183 ~ ~ ~ na na ~ ~
Bulgaria 44,851 81,721 -36,870 7,844 38,064 -30,219 19.0 7.9 6,053.00 7.53
Croatia 17,825 24,724 -6,899 ~ ~ ~ na na 1,110 4.63
Czech Republic 103,236 235,569 -132,333 42,499 59,043 -16,543 9.3 14.8 2,928.48 1.27
Estonia 9,658 24,163 -14,505 4,537 2,788 1,748 7.8 24.1 866.06 3.58
Georgia 8,342 11,002 -2,660 0 432 -432 na 38.2 10.49 0.10
Hungary 40,172 209,717 -169,545 33,134 46,300 -13,166 1.9 16.3 5,061.98 2.46
Kazakhstan 66,969 48,098 18,871 7,881 30,445 -22,564 23.9 4.7 70.07 0.15
Kyrgyzstan 4,004 103 3,901 627 5,273 -4,646 20.4 -32.5 16.16 15.65
Latvia 26,615 12,176 14,439 1,881 312 1,569 30.3 44.3 534.33 4.91
Lithuania 20,422 154,618 -134,196 3,028 7,320 -4,291 21.0 35.7 1,908.36 1.24
Macedonia, FYR 6,108 3,212 2,896 ~ ~ ~ na na 378.13 12.28
Moldova 2,851 2,476 375 255 2,124 -1,869 27.3 1.5 356.72 14.47
Poland 201,452 387,911 -186,459 62,127 101,337 -39,209 12.5 14.4 11,087.30 2.92
Romania 85,403 169,136 -83,733 135,977 72,473 63,505 -4.5 8.8 7,840.55 4.66
Russia 361,064 1,384,489 -1,023,425 209,761 359,966 -150,205 5.6 14.4 5,328.70 0.40
Serbia and Montenegro 10,361 10,055 306 ~ ~ ~ na na ~ ~
Slovakia 28,729 115,001 -86,272 7,341 34,090 -26,749 14.6 12.9 5,292.12 4.63
Tajikistan 875 78 797 163 2,704 -2,541 18.3 -29.9 3.02 3.84
Turkey 350,358 609,263 -258,905 159,283 118,980 40,303 8.2 17.7 28191.01 4.63

Real % Real % Total
Balance of Balance of Change Change Tariff Average

Total Total Merchandise Merchandise Per Year Per Year Revenue Tariff Rate
Exports Imports Trade Total Exports Total Imports Trade Exports Imports Collected (%)

Middle East and 2004 2004 2004 1994 1994 1994 1994-2004 1994-2004 2004 2004
North Africa (cont’d) (2004 prices) (2004 prices) (2004 prices)

Regions and Countries 1 2 3 4 5 6 7 8 9 10



Turkmenistan 15,861 4,506 11,355 692 4 688 36.8 102.1 505.63 11.22
Ukraine 50,950 160,898 -109,948 9,309 17,494 -8,184 18.5 24.8 1615.54 1.01
Uzbekistan 4,118 36,309 -32,191 17,805 15,209 2,597 -13.6 9.1 857.19 2.36
Total Europe and Central Asia 1,480,364 3,705,845 -2,225,481 705,922 920,181 -214,259 7.7 14.9 80,732.21 2.18

LATIN AMERICA and the CARIBBEAN
Argentina 118,412 287,754 -169,342 221,766 131,816 89,949 -6.1 8.1 1,815.12 0.68
Belize 5,384 8,356 -2,972 5,433 17,484 -12,050 -0.1 -7.1 58.57 0.70
Bolivia 10,833 23,143 -12,310 21,342 11,307 10,036 -6.6 7.4 163.10 0.70
Brazil 918,846 2,340,629 -1,421,783 1,087,061 953,868 133,194 -1.7 9.4 39,869.81 1.73
Chile 337,797 1,307,966 -970,169 340,794 236,522 104,272 -0.1 18.7 841.78 0.07
Colombia 386,462 416,961 -30,499 462,766 255,636 207,130 -1.8 5.0 8,440.96 2.02
Costa Rica 70,711 315,641 -244,930 40,755 149,696 -108,941 5.7 7.7 1,527.16 0.48
Cuba 239,101 590,117 -351,016 133,039 193,066 -60,027 6.0 11.8 354.00 0.06
Dominica 4,945 312 4,633 1,835 420 1,415 10.4 -2.9 9.07 2.90
Dominican Republic 95,023 128,171 -33,148 71,102 51,514 19,588 2.9 9.5 5,753.34 4.60
Ecuador 160,480 125,202 35,278 93,730 126,397 -32,667 5.5 -0.1 2,867.38 2.29
El Salvador 50,138 53,324 -3,186 20,608 39,797 -19,190 9.3 3.0 4,857.12 9.10
Grenada 5,976 1,259 4,717 2,203 440 1,763 10.5 11.1 1.90 0.15
Guatemala 140,684 181,310 -40,626 41,915 72,227 -30,313 12.9 9.6 5,946.54 3.28
Guyana 10,563 197,703 -187,140 6,276 205,020 -198,743 5.3 -0.4 12.12 0.01
Haiti 17,025 22,787 -5,762 7,392 486 6,907 8.7 46.9 2,049.67 9.00
Honduras 22,860 133,095 -110,235 16,643 39,247 -22,604 3.2 13.0 12,093.68 9.15
Jamaica 158,552 347,626 -189,074 101,909 209,982 -108,073 4.5 5.2 164.82 0.05
Mexico 2,852,430 13,404,300 -10,551,870 1,200,074 4,493,918 -3,293,844 9.0 11.5 14,638.04 0.11
Nicaragua 16,259 61,244 -44,985 10,167 8,949 1,218 4.8 21.2 580.35 0.95
Panama 63,814 46,916 16,898 32,562 11,447 21,115 7.0 15.1 110.88 0.24
Paraguay 5,147 18,405 -13,258 26,274 1,720 24,554 -15.0 26.7 56.31 0.31
Peru 156,826 456,722 -299,896 95,307 95,661 -354 5.1 16.9 4,578.36 1.00
St. Kitts and Nevis 3,856 8,189 -4,333 4,662 1,883 2,779 -1.9 15.8 162.58 1.99
St. Lucia 8,040 366 7,674 11,860 483 11,377 -3.8 -2.7 0.65 0.18
St. Vincent and the Grenadines 5,092 123 4,969 3,430 252 3,178 4.0 -6.9 0.26 0.21
Suriname 12,182 142,332 -130,150 4,188 431 3,757 11.3 78.6 5.05 0.00
Trinidad and Tobago 120,786 156,286 -35,500 74,166 16,244 57,922 5.0 25.4 247.64 0.16
Uruguay 19,763 130,185 -110,422 24,871 23,827 1,044 -2.3 18.5 12,320.55 9.47
Venezuela 480,199 1,310,967 -830,768 344,701 504,121 -159,420 3.4 10.0 719.03 0.05
Total Latin America and 
the Caribbean 6,498,186 22,217,391 -15,719,205 4,508,833 7,853,862 -3,345,029 3.7 11.0 120,245.81 0.54

Total Developing Countries 19,935,028 67,109,396 -47,174,368 12,490,871 18,857,717 -6,324,568 4.8 13.5 1,491,813.20 2.22
Of which:
LDCs 459,666 1,171,609 -711,943 314,089 238,185 75,276 3.9 17.3 10,076.13 0.86
Low Income Countries 2,661,110 4,815,459 -2,154,349 1,382,345 2,216,165 -833,845 6.8 8.1 219,197.96 4.55
Middle Income Countries 17,273,918 62,293,937 -45,020,019 11,108,526 16,641,552 -5,490,723 4.5 14.1 1,272,615.24 2.04

Total Other Countriesa

(excluding US) 38,526,593 79,255,091 -40,728,498 33,279,129 46,079,589 -12,842,738 1.5 5.6 1,291,720.46 1.63
Total Emerging Market 
Economiesb 15,579,972 55,392,618 -39,812,646 8,885,420 14,980,848 -6,095,428 5.8 14.0 1,314,911.89 2.37
United States 325,991,283 208,873,078 117,118,205 196,880,919 136,390,492 60,490,428 5.2 4.4 279,231.85 0.13

Total World 384,452,904 355,237,565 29,215,339 242,650,919 201,327,797 41,323,122 4.7 5.8 3,062,765.52 0.86

Notes: Bold-italicized countries are not ODA eligible -see Technical Notes.
a Export and Import totals for the former Yugoslavia have been added to the developing country total for 1994.
b See the Technical Notes for a description of the country group.

Sources: Statistics Canada, Exports by Country January-December 2004, Imports by Country January-December 2004, Exports by Country January-December 1995, Imports by
Country January-December 1995; Finance Canada, International Trade Policy Division.
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Real % Real % Total
Balance of Balance of Change Change Tariff Average

Total Total Merchandise Merchandise Per Year Per Year Revenue Tariff Rate
Exports Imports Trade Total Exports Total Imports Trade Exports Imports Collected (%)

2004 2004 2004 1994 1994 1994 1994-2004 1994-2004 2004 2004
Europe and Central Asia (cont’d) (2004 prices) (2004 prices) (2004 prices)

Regions and Countries 1 2 3 4 5 6 7 8 9 10

Table 8 (continued)
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Official and Commercial Debt Owed to Canada by Region (2004) 

Figure 9.1
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Figure 9.2
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Figure 9.3

Top 10 FDI Countries in 2004

Countries C$ millions %

1 Hungary 10,049 18.1
2 Chile 6,571 11.8
3 Brazil 6,402 11.5
4 Argentina 4,368 7.9
5 Indonesia 3,547 6.4
6 Mexico 2,755 5.0
7 Peru 2,121 3.8
8 Turkey 766 1.4
9 Thailand 740 1.3
10 Malaysia 651 1.2

Top 10 Total 37,970 68.4
Total Canadian FDI 43,923 
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Table 9 Finance and Investment Flows Between Canada and Developing Countries (2004)
(In millions of Canadian dollars)

Private or 
Public or Official Debt Commercial Debt

Stock of Stock of
Total Canadian Total Canadian Foreign Direct Foreign Direct

Total Official Chartered Bank Debt Claims Investment Investment
Non-Concessional Concessional Debt Claims (Estimate) Abroad in Canada

31-Mar-2005 31-Mar-2005 31-Mar-2005 31-Mar-2005 31-Mar-2005 2004 2004

Regions and Countries 1 2 3 4 5 6 7

SUB-SAHARAN AFRICA
Angola 3.9 0 3.9 ~ 3.9 ~ 0
Benin 0 0 0 ~ ~ 0 0
Botswana 0 0 0 ~ ~ ~ ~
Burkina Faso 0 0 0 ~ ~ ~ 0
Burundi 0 0 0 ~ ~ ~ ~
Cameroon 245.8 15.3 261.1 ~ 261.1 ~ 0
Cape Verde 0 0 0 ~ ~ ~ ~
Central African Republic 0 0 0 ~ ~ ~ 0
Chad 0 0 0 ~ ~ ~ ~
Comoros 0 0 0 ~ ~ ~ ~
Congo, Dem. Rep. 46.1 0 46.1 ~ 46.1 ~ 0
Congo, Rep. 47.9 0 47.9 ~ 47.9 0 0
Côte d'Ivoire 151.5 0 151.5 ~ 151.5 ~ 0
Equatorial Guinea 0 0 0 ~ ~ ~ ~
Eritrea 0 0 0 ~ ~ ~ 0
Ethiopia 0 0 0 ~ ~ ~ 0
Gabon 43.1 11 53.8 ~ 53.8 ~ ~
Gambia 0 0 0 ~ ~ 0 0
Ghana 0.3 0 0.3 ~ 0.3 79 ~
Guinea 0 0 0 ~ ~ ~ 0
Guinea-Bissau 0 0 0 ~ ~ ~ 0
Kenya 20.0 7.4 27.4 ~ 27.4 ~ ~
Lesotho 0 0 0 ~ ~ ~ 0
Liberia 0 0 0 ~ ~ ~ ~
Madagascar 32.1 0 32.1 ~ ~ ~ 0
Malawi 0 0 0 ~ ~ 0 0
Mali 0 0 0 ~ ~ ~ 0
Mauritania 0 0 0 ~ ~ ~ 0
Mauritius 0 0 0 ~ ~ 10 0
Mozambique 27.4 0 27.4 ~ 27.4 0 0
Namibia 0 0 0 ~ ~ 10 0
Niger 0 0 0 ~ ~ ~ 0
Nigeria 0.1 0 0.1 ~ 0.1 ~ ~
Rwanda 0 3.1 3.1 ~ 3.1 0 0
São Tomé and Principe 0 0 0 ~ ~ ~ ~
Senegal 7.1 0 7.1 ~ 7.1 ~ 0
Seychelles 0 0 0 ~ ~ 0 0
Sierra Leone 0 0 0 ~ ~ ~ 0
Somalia 0 0 0 ~ ~ ~ ~
South Africa 98.4 0 98.4 1,076 1,174.4 304 266
Sudan 11.2 0 11.2 ~ 11.2 ~ ~
Swaziland 0 0 0 ~ ~ ~ ~
Tanzania 0 0 0 ~ ~ ~ ~
Togo 0 0 0 ~ ~ 0 0
Uganda 0 0 0 ~ ~ ~ 0
Zambia 67.5 0 67.5 ~ 67.5 ~ 0
Zimbabwe 0 0 0 ~ ~ 27 0
Sub-Saharan Africa unspecified 0 0 0 24 24.0 1,922 14
Total Sub-Saharan Africa 802.4 36.5 838.9 1,100 1,906.8 2,352 280

MIDDLE EAST and NORTH AFRICA
Algeria 601.9 45.5 647.4 173 820.4 3 ~
Djibouti 0 0 0 ~ ~ ~ ~
Egypt 236.8 56.2 293.0 ~ 293.0 ~ ~
Iran 19.5 0 19.5 ~ 19.5 ~ ~
Iraq 715.3 0 715.3 ~ 715.3 ~ 0



Private or 
Public or Official Debt Commercial Debt

Stock of Stock of
Total Canadian Total Canadian Foreign Direct Foreign Direct

Total Official Chartered Bank Debt Claims Investment Investment

Middle East and Non-Concessional Concessional Debt Claims (Estimate) Abroad in Canada

North Africa (cont’d) 31-Mar-2005 31-Mar-2005 31-Mar-2005 31-Mar-2005 31-Mar-2005 2004 2004

Regions and Countries 1 2 3 4 5 6 7
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Table 9 (continued)

Jordan 29.3 0 29.3 ~ 29.3 ~ 0
Lebanon 0.5 0 0.5 ~ 0.5 0 ~
Libya 0 0 0 ~ ~ ~ 0
Morocco 4.6 113.6 118.2 ~ 118.2 ~ ~
Oman 0 0 0 ~ ~ ~ ~
Saudi Arabia 1.5 0 1.5 216 217.5 4 ~
Syria 0 0 0 ~ ~ ~ 0
Tunisia 18.7 61.8 80.5 ~ 80.5 191 0
West Bank and Gaza 0 0 0 ~ ~ ~ ~
Yemen 0 0 0 ~ ~ ~ 0
Middle East and North Africa unspecified 0 0 0 671 671.0 ~ ~
Total Middle East and North Africa 1,628.1 277.1 1,905.2 1,060 2,965.2 198 0

SOUTH ASIA
Afghanistan 0 0 0 ~ ~ ~ ~
Bangladesh 0 0 0 ~ ~ 0 0
Bhutan 0 0 0 ~ ~ ~ ~
India 308.1 59.8 367.9 1,720 2,087.9 251 62
Maldives 3.7 0 3.7 ~ 3.7 ~ ~
Nepal 0 0 0 ~ ~ 0 0
Pakistan 136.0 447.5 583.5 ~ 583.5 ~ ~
Sri Lanka 0 99.2 99.2 ~ 99.2 1 ~
South Asia unspecified 0 0 0 ~ ~ ~ ~
Total South Asia 447.8 606.5 1,054.3 1,720 2,774.3 252 62

EAST ASIA and the PACIFIC
Cambodia 0 0 0 ~ ~ 0 ~
China 2,231.1 561.6 2,792.7 1,205 3,997.7 647 220
Indonesia 548.1 244.4 792.5 ~ 792.5 3,547 ~
Korea, Dem. Rep. 0 0 0 ~ ~ 0 0
Laos 0 0 0 ~ ~ ~ ~
Malaysia 0 2.2 2.2 1,428 1,430.2 651 102
Mongolia 0 0 0 ~ ~ ~ 0
Myanmar 0 8.3 8.3 ~ 8.3 ~ 0
Papua New Guinea 0 0 0 ~ ~ 448 ~
Philippines 169.7 1.9 171.6 238 409.6 131 1
Thailand 3.0 31.4 34.4 313 347.4 740 3
Timor-Leste 0 0 0 ~ ~ ~ ~
Vietnam 4.7 0 4.7 ~ 4.7 5 ~
Oceania 0 0 0 ~ ~ ~ ~
East Asia and the Pacific unspecified 0 0 0 746 746.0 ~ ~
Total East Asia and the Pacific 2,956.6 849.8 3,806.4 3,930 7,736.4 6,169 326

EUROPE and CENTRAL ASIA
Albania 0 0 0 ~ ~ ~ 0
Armenia 0 0 0 ~ ~ ~ 0
Azerbaijan 0 0 0 ~ ~ ~ ~
Belarus 0 0 0 ~ ~ ~ ~
Bosnia and Herzegovina 4.9 0 4.9 ~ 4.9 ~ ~
Bulgaria 0 0 0 ~ ~ ~ ~
Croatia 30.6 0 30.6 ~ 30.6 ~ 0
Czech Republic 10.3 0 10.3 ~ 10.3 111 ~
Estonia 0 0 0 ~ ~ ~ ~
Georgia 0 0 0 ~ ~ ~ 0
Hungary 1.0 0 1.0 ~ 1.0 10,049 ~
Kazakhstan 4.0 0 4.0 ~ ~ ~ ~
Kyrgyzstan 0 0 0 ~ 0.0 ~ ~
Latvia 0 0 0 ~ ~ ~ 0
Lithuania 0 0 0 ~ ~ 0 0
Macedonia, FYR 0 0 0 ~ ~ ~ ~
Moldova 0 0 0 ~ ~ ~ ~
Poland 1,736.7 0 1,736.7 148 1,884.7 192 6



Private or 
Public or Official Debt Commercial Debt

Stock of Stock of
Total Canadian Total Canadian Foreign Direct Foreign Direct

Total Official Chartered Bank Debt Claims Investment Investment
Non-Concessional Concessional Debt Claims (Estimate) Abroad in Canada

Europe and Central Asia (cont’d) 31-Mar-2005 31-Mar-2005 31-Mar-2005 31-Mar-2005 31-Mar-2005 2004 2004

Regions and Countries 1 2 3 4 5 6 7
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Romania 424.7 0 424.7 ~ 424.7 7 ~
Russia 1,878.6 0 1,878.6 50 1,928.6 188 ~
Serbia and Montenegro 190.1 0 190.1 ~ 190.1 0 ~
Slovakia 0 0 0 ~ ~ 9 ~
Tajikistan 0 0 0 ~ ~ ~ 0
Turkey 101.8 123.9 225.7 ~ 225.7 766 ~
Turkmenistan 0 0 0 ~ ~ 0 0
Ukraine 1.3 0 1.3 ~ 1.3 ~ 0
Uzbekistan 0 0 0 ~ ~ ~ ~
Europe and Central Asia unspecified 0 0 0 993 993.0 ~ ~
Total Europe and Central Asia 4,384.0 123.9 4,507.9 1,191 5,694.9 11,322 6

LATIN AMERICA and the CARIBBEAN
Argentina 341.4 0.2 341.6 139 480.6 4,368 5
Belize 0 0 0 ~ ~ ~ 0
Bolivia 0.8 0.7 1.5 ~ 1.5 64 ~
Brazil 507.6 3.3 510.9 1,744 2,254.9 6,402 2,055
Chile 476.1 1.2 477.3 4,078 4,555.3 6,571 ~
Colombia 40.4 0.3 40.7 ~ 40.7 261 3
Costa Rica 0.1 0 0.1 ~ 0.1 82 ~
Cuba 24.4 9.5 33.9 ~ 33.9 ~ ~
Dominica 0 0 0 ~ ~ ~ 0
Dominican Republic 140.6 4.4 145.0 ~ 145.0 88 0
Ecuador 35.4 5.1 40.5 ~ 40.5 292 ~
El Salvador 17.4 0.1 17.5 ~ 17.5 58 0
Grenada 0 0 0 ~ ~ 0 0
Guatemala 10.4 2.2 12.6 ~ 12.6 ~ ~
Guyana 0 0 0 ~ ~ 58 ~
Haiti 2.4 0 2.4 ~ 2.4 ~ 0
Honduras 10.4 0 10.4 ~ 10.4 ~ 0
Jamaica 81.0 7.4 88.4 ~ 88.4 ~ ~
Mexico 1,001.4 0 1,001.4 22,289 23,290.4 2,755 427
Nicaragua 0 0 0 ~ ~ ~ 0
Panama 18.2 0 18.2 721 739.2 146 45
Paraguay 0 0.2 0.2 ~ 0.2 ~ 0
Peru 562.2 0 562.2 331 893.2 2,121 ~
St. Kitts and Nevis 0 0 0 ~ ~ ~ ~
St. Lucia 0 0 0 ~ ~ ~ 0
St. Vincent and the Grenadines 0 0 0 ~ ~ ~ ~
Suriname 0 0 0 ~ ~ ~ 0
Trinidad and Tobago 41.5 0 41.5 1,480 1,521.5 111 ~
Uruguay 0 0 0 ~ ~ 1 ~
Venezuela 517.6 0 517.6 367 884.6 252 ~
Latin America and the 
Caribbean unspecified 0 0 0 8,153 8,153.0 ~ ~
Total Latin America and the Caribbean 3,829.3 34.6 3,863.9 39,302 43,165.9 23,630 2,535

Total Developing Countries 14,048.2 1,928.4 15,976.6 48,303 64,243.5 43,923 3,209
Of which:
LDCs 201.4 11.4 212.8 ~ 187.7 ~ ~
Low Income Countries 1,660.2 785.8 2,446.0 1,720 4,166.0 3,904 62
Middle Income Countries 12,388.0 1,142.6 13,530.6 35,996 49,526.6 38,097 3,133
Unspecified Countries 0 0 0 10,587 10,587.0 1,922 14

Sources: Finance Canada, International Finance and Economic Analysis Division; Bank of Canada, Banking and Financial Statistics, July 2005; Statistics Canada, 
Balance of Payments Division.

Table 9 (continued)
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Immigration by Top Five Source Countries (2004)

Figure 10.1
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Table 10 Immigration to Canada from Selected Countries (1995-2004)

Table 10.1 Immigration Summary by Source Area 

Principal Applicants and Dependants

1995 1999 2004
REGION # % # % # %

Africa and the Middle East 32,928 15.5 33,548 17.7 49,520 21.0
Asia and Pacific 112,891 53.0 96,554 50.8 114,544 48.6
South and Central America 20,464 9.6 15,273 8.0 22,248 9.4
United States 5,195 2.4 5,532 2.9 7,494 3.2
Europe 41,351 19.4 38,982 20.5 41,848 17.7
Not Stated 40 0.0 77 0.0 170 0.1

Total 212,869 100 189,966 100 235,824 100

Table 10.2 Immigration by Top Ten Source Countries

Principal Applicants and Dependants

1995 1999 2004
COUNTRY # % Rank # % Rank # % Rank

China 13,309 6.3 4 29,138 15.3 1 36,411 15.4 1
India 16,261 7.6 2 17,452 9.2 2 25,569 10.8 2
Philippines 15,160 7.1 3 9,202 4.8 4 13,301 5.6 3
Pakistan 4,002 1.9 10 9,303 4.9 3 12,796 5.4 4
United States 5,195 2.4 9 5,532 2.9 7 7,494 3.2 5
Iran 3,692 1.7 15 5,909 3.1 6 6,063 2.6 6
United Kingdom 6,170 2.9 8 4,479 2.4 10 6,058 2.6 7
Romania 3,851 1.8 14 3,467 1.8 14 5,655 2.4 8
Korea, Republic of 3,467 1.6 17 7,216 3.8 5 5,337 2.3 9
France 3,894 1.8 12 3,919 2.1 11 5,026 2.1 10
Sri Lanka 8,938 4.2 5 4,726 2.5 9 4,134 1.8 13
Russia 1,726 0.8 31 3,781 2.0 12 3,683 1.6 14
Taiwan 7,690 3.6 6 5,481 2.9 8 1,992 0.8 27
Hong Kong 31,769 14.9 1 3,670 1.9 13 1,544 0.7 33
Yugoslavia (former) 2,987 1.4 18 1,492 0.8 29 708 0.3 59
Bosnia and Herzegovina 6,295 3.0 7 2,809 1.5 17 181 0.1 109
Total for Top Ten only 114,789 53.9 98,438 51.8 123,710 52.5
Total Other Countries 98,080 46.1 91,528 48.2 112,114 47.5

Total 212,869 100 189,966 100 235,824 100

Table 10.3 Immigration by Gender and by Class

Principal Applicants and Dependants

1995 1999 2004
CLASS/GENDER # % # % # %

Family Class
Male 32,249 41.7 21,463 38.8 23,712 38.1
Female 45,134 58.3 33,803 61.2 38,533 61.9
Total 77,383 36.4 55,266 29.1 62,245 26.4

Economic Immigrants
Male 53,727 50.4 57,835 52.9 70,073 52.4
Female 52,907 49.6 51,422 47.1 63,673 47.6
Total 106,634 50.1 109,257 57.5 133,746 56.7

Refugees
Male 15,437 55.0 13,205 54.1 16,978 51.9
Female 12,649 45.0 11,192 45.9 15,708 48.1
Total 28,086 13.2 24,397 12.8 32,686 13.9

Other Immigrants
Male 477 62.7 539 52.3 3,392 47.5
Female 284 37.3 492 47.7 3,754 52.5
Total 761 0.4 1,031 0.5 7,146 3.0

Not Stated 5 0 15 0 1 0

Total
Male 101,890 53.8 93,042 41.2 114,155 45.8
Female 110,974 58.6 96,909 42.9 121,668 48.8
Grand Total 212,869 100 189,966 100 235,824 100
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Table 10.4 Immigration by Level of Education

1995 1999 2004
EDUCATION• # % # % # %

0 to 9 years of schooling 32,753 19.7 22,483 15.3 25,354 13.7
10 to 12 years of schooling 48,221 29.1 27,859 18.9 30,219 16.3
13 or more years of schooling 16,015 9.7 12,471 8.5 15,817 8.6
Trade Certificate 15,230 9.2 11,162 7.6 9,334 5.0
Non-university diploma 12,304 7.4 13,397 9.1 19,868 10.7
Bachelor's degree 31,563 19.0 43,963 29.8 59,740 32.3
Master's degree 7,714 4.6 13,135 8.9 20,861 11.3
Doctorate 2,138 1.3 2,931 2.0 3,714 2.0

Total 165,938 100 147,401 100 184,907 100

*Applies to those 15 years of age or older.

Table 10.5 Immigration by Labour Market Intention and Occupational Skill Level

1995 1999 2004
OCCUPATIONAL SKILL LEVEL # % # % # %

Managerial 3,287 3.0 2,865 2.8 5,798 4.7
Professionals 22,164 20.2 32,781 32.6 35,941 28.9
Skilled and technical 21,352 19.4 14,499 14.4 13,683 11.0
Intermediate and clerical 8,385 7.6 5,065 5.0 5,752 4.6
Elemental and labourers 10,137 9.2 1,153 1.1 649 0.5
Total occupational skill level identified 65,325 59.5 56,363 56.1 61,823 49.7
New workers (>15 years) 41,432 37.7 42,485 42.2 61,463 49.4
Industrial codes (>15 years) 3,062 2.8 1,709 1.7 1,156 0.9
Total occupational skill level not identified 44,494 40.5 44,194 43.9 62,619 50.3
Total intending to work 109,819 100 100,557 100 124,442 100
Children, students, retirees and others 103,050 89,409 111,382

Total immigrants 212,869 189,966 235,824

Table 10.6 Refugees by Source Area

Principal Applicants and Dependants

1995 1999 2004
REGION # % # % # %

Africa and the Middle East 7,143 25.4 8,499 34.8 12,593 38.5

Asia and Pacific 9,608 34.2 7,260 29.8 12,158 37.2

South and Central America 2,087 7.4 1,417 5.8 4,597 14.1

United States 53 0.2 30 0.1 132 0.4

Europe and the United Kingdom 9,195 32.7 7,182 29.4 3,172 9.7

Not Stated 1 0.0 9 0.0 34 0.1

Total 28,087 100 24,397 100 32,686 100

Source: Citizenship and Immigration Canada, Facts and Figures 2004: Immigration Overview.
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TTeecchhnniiccaall  NNootteess

General Comments

Virtually all data in these tables is available or derived
from existing, publicly accessible information issued
by the Government of Canada, the Organization for
Economic Co-operation and Development (OECD),
the World Bank, and United Nations agencies. The
North-South Institute selects the data for this annex
chiefly for its development interest. However, data
availability, including annual updates, also is an impor-
tant factor. Some additions (and deletions) have been
made to this year’s report.

Selection of Developing Countries 

The statistical annex lists developing countries under
country groupings which reflect the six Millennium
Development Goal (MDG) reference regions as set
by the World Bank. The country groupings are the
following: Sub-Saharan Africa, Middle East and North
Africa, South Asia, East Asia and the Pacific, Europe
and Central Asia, Latin America and the Caribbean.
Tables 2 through 4 and 7 through 9 list this common set
of developing countries. The Europe and Central Asia
grouping includes 12 countries that are ineligible for
official development assistance (ODA) according to the
criteria of the OECD Development Assistance
Committee (DAC). The treatment of these countries is
discussed below. 

None of the countries on the list is a dependent or
colonial territory. However, the entities listed in these
tables and identified in italics—Hong Kong, the West
Bank and Gaza, Oceania, Taiwan, and former
Yugoslavia—are not “independent countries.” Hong
Kong became the Hong Kong Special Administrative
Region (SAR) of China on 1 July, 1997. The West
Bank and Gaza, at the time of writing, had not yet been
granted independent status. Oceania comprises the Cook
Islands, Fiji, Kiribati, the Marshall Islands, Micronesia,
Nauru, Palau, Samoa, the Solomon Islands, Tonga,
Tuvalu, and Vanuatu.

ODA Ineligible Countries

There are 12 countries categorized as “developing” that
were ineligible for official development assistance in

2003-04. These are Belarus, Bulgaria, the Czech
Republic, Estonia, Hungary, Latvia, Lithuania, Poland,
Romania, the Russian Federation, the Slovak Republic,
and Ukraine. Although these countries may receive
“official assistance” from Canada and other donors, that
aid is not included in calculations of ODA. Statistics for
these countries are excluded from regional, world, and
income-based totals in Tables 3, 4, and 7.

Year of Coverage

Data generally is given for the latest calendar year for
which complete information exists—normally 2003.
However, in the case of Official Development
Assistance in Tables 3 through 7, the figures are for
fiscal year 2003-04 (April 1, 2003, to March 31, 2004).
In other cases where the data is not for calendar year
2003, the relevant date is indicated.

Symbols 

na = “not applicable”

~ = “not available”

0 = zero

Unless otherwise indicated, figures are in Canadian dollars.

Income-Grouped Totals

Sub-totals for country income-groupings can be found
at the bottom of columns in Tables 2 through 4, and 7
through 10. These groupings follow the World Bank’s
classification of countries by income level, as listed in
the UNDP Human Development Report and in the
Canadian International Development Agency’s (CIDA)
Statistical Report on Development Assistance for fiscal
year 2003-04. The list of least developed countries
(LDCs), low income countries, and middle income
countries is provided below. 

LDCs: Afghanistan, Angola, Bangladesh, Benin,
Bhutan, Burkina Faso, Burundi, Cambodia, Cape Verde,
Central African Republic, Chad, Comoros, Democratic
Republic of Congo, Djibouti, Equatorial Guinea, Eritrea,
Ethiopia, Gambia, Guinea, Guinea-Bissau, Haiti,
Kiribati, Laos, Lesotho, Liberia, Madagascar, Malawi,
Maldives, Mali, Mauritania, Mozambique, Myanmar,
Nepal, Niger, Rwanda, Samoa, Sao Tome and Principe,
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Senegal, Sierra Leone, the Solomon Islands, Somalia,
Sudan, Tanzania, Timor-Leste, Togo, Tuvalu, Uganda,
Vanuatu, Yemen, and Zambia.

Low-income countries: Afghanistan, Angola,
Azerbaijan, Bangladesh, Benin, Bhutan, Burkina Faso,
Burundi, Cambodia, Cameroon, Central African
Republic, Chad, Comoros, Democratic Republic of
Congo, Republic of Congo, Côte d’Ivoire, Equatorial
Guinea, Eritrea, Ethiopia, Gambia, Georgia, Ghana,
Guinea, Guinea-Bissau, Haiti, India, Indonesia, Kenya,
Democratic Republic of Korea, Kyrgyzstan, Laos,
Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania,
Moldova, Mongolia, Mozambique, Myanmar, Nepal,
Nicaragua, Niger, Nigeria, Pakistan, Papua New Guinea,
Rwanda, Sao Tome and Principe, Senegal, Sierra Leone,
the Solomon Islands, Somalia, Sudan, Tajikistan,
Tanzania, Timor-Leste, Togo, Uganda, Uzbekistan,
Vietnam, Yemen, Zambia, and Zimbabwe.

Middle-income countries: Albania, Algeria, Argentina,
Armenia, Belarus, Belize, Bolivia, Bosnia and
Herzegovina, Botswana, Brazil, Bulgaria, Cape Verde,
Chile, China, Colombia, Costa Rica, Croatia, Cuba,
Czech Republic, Djibouti, Dominica, Dominican
Republic, Ecuador, Egypt, El Salvador, Estonia, Fiji,
Gabon, Grenada, Guatemala, Guyana, Honduras,
Hungary, Iran, Iraq, Jamaica, Jordan, Kazakhstan,
Kiribati, Latvia, Lebanon, Libya, Lithuania, Macedonia
FYR, Malaysia, Maldives, the Marshall Islands,
Mauritius, Mexico, Micronesia, Morocco, Namibia,
Northern Mariana Islands, Oman, Palau, Panama,
Paraguay, Peru, Philippines, Poland, Romania, Russia,
Saint Kitts and Nevis, Saint Lucia, Saint Vincent and
the Grenadines, Samoa, Saudi Arabia, Serbia and
Montenegro, Seychelles, Slovakia, South Africa, Sri
Lanka, Suriname, Swaziland, Syria, Thailand, Tonga,
Trinidad and Tobago, Tunisia, Turkey, Turkmenistan,
Ukraine, Uruguay, Vanuatu, Venezuela, and the West
Bank and Gaza. 

Note that totals by income-group may differ from
totals for all developing countries because income-group
totals are based on country-specific information only,
while overall totals for developing countries also
include allocations to regions that cannot be attributed
to specific countries.

Emerging Market Economies

In Table 8 this country grouping is included alongside
the income-based grouping. This grouping is not, strictly
speaking, income based because it includes low, middle,
and high-income countries (but no LDCs). These are
countries that are considered to have fairly dynamic
economies, which have already undergone significant
levels of industrial and financial development, and
achieved substantial integration into international capital
markets. The countries (included in the “Emerging-
market indicators” section of The Economist) are:
Argentina, Brazil, Chile, China, Colombia, the Czech
Republic, Egypt, Hungary, India, Indonesia, Malaysia,
Mexico, Peru, Philippines, Poland, Russia, South Africa,
Thailand, Turkey, and Venezuela. 

Table 1 
Canada and other High Human Development
Economies: Selected Indicators (2003)

Table 1.1 includes the 22 OECD DAC Member
Countries and two other high-income OECD Member
Countries (Iceland and the Republic of Korea).
Table 1.2 includes 14 other high-income countries. The
HDI and gender-related development index (GDI) are
from the UNDP’s Human Development Report 2005.
The GNI per capita (PPP$) figures are from the World
Bank’s World Development Indicators 2005. Data on
foreign aid and net private financial flows are taken
from the OECD’s DAC Development Cooperation
Report 2004. Numbers for the shares of exports to and
imports from developing countries are from the IMF’s
Direction of Trade Statistics Yearbook 2004. 

Again, per capita incomes were reported in PPP$ rather
than US$ and this will continue into the future. The
PPP$ is a more accurate standardization of the ‘value in
consumption’ of income across all reporting countries.
This denomination, therefore, forms a better basis for
comparing incomes across countries. In addition,
exchange rate changes can significantly alter the
recorded US$ incomes of countries from year to year,
even when it is averaged (as in the World Bank’s Atlas
method) and can therefore give misleading information
about actual changes in domestic income.



Table 2
The Developing Countries: Selected Social and
Economic Indicators (2003)

Figures on the GDI, HDI, Adult Literacy, and Under-5
Mortality rates are taken from the UNDP’s Human
Development Report 2005. Figures on GNI per capita,
total GDP, annual GDP per capita growth rate, popula-
tion, external debt/GNI and aid/GNI are taken from the
World Bank’s World Development Indicators 2005.
Figures on total debt service/GNI (a new column) are
taken from the World Bank’s Global Development
Finance 2005.

Country groupings totals for columns 1, 2, 3, 5, 7, and 8
are weighted by population. Country groupings totals
for columns 9, 10, and 11 are weighted by GNI (current
$US).

As in Table 1, per capita estimates are also reported in
PPP$. The justification given above applies here as well.

Table 3 
Canadian Official Development Assistance:
Basic Data (2003-04)

Table 4 
Canadian Bilateral ODA by Channel and by
Country (2003-04)

Table 5 
Canadian Bilateral ODA by Sector (2003-04)

Table 6 
Canadian Technical Assistance to Developing
Countries (1998-2003)

Table 7 
Canadian Multilateral ODA by Agency and by
Country (2003-04)

The basic data on Canadian official development
assistance in Tables 3 through 7 are taken or derived
from the “Statistical Report on Development
Assistance” for fiscal year 2003-2004, published by
CIDA’s International Development Information Centre.
Information in the tables is taken from “Table L:

Country-to-Country ODA Disbursements by Sector and
Percentage”, “Table M: Total Disbursements by
Country”, “Table N: Experts on Assignment Abroad by
Area of Expertise”, “Table O: Experts on Assignment
Abroad by Region of Assignment”, “Table P: Students
and Trainees supported by CIDA by Region of Origin
and Location of Study” and “Table Q: Students and
Trainees supported by CIDA by Field of Study”. To
ensure conformity with CIDA totals, aid allocations for
developing countries, which do not match NSI criteria
(such as South Korea and Bahamas), are included as
Regional Africa, Caribbean, Latin America, and Asia,
and as Other Americas, Asia, and Europe. Information
on Canada’s rank among other bilateral donors in
recipient countries is derived from the OECD’s
Geographic Distribution of Financial Flows to Aid
Recipients 1999-2003. 

In Table 3, for better comparison purposes the 1993-94
total bilateral ODA flows have been translated into 2003
prices using the Consumer Price Index (CPI). Included
under the classification “Unallocable by Country” at the
bottom of Tables 3, 4 and 7 are imputed administrative
costs, interest costs, other government department costs
and services, provincial government support to develop-
ment, CIDA’s Public Outreach (Development
Information) Program as well as other costs.

Finally, in table 7, the imputed shares of Canadian
Multilateral Assistance by Agency and Country were
computed from supplementary information provided to
The North-South Institute by CIDA. These figures only
estimate the allocation of Canadian funds to particular
countries by multilateral agencies. The figures under-
state the amount of multilateral aid going to relatively
small developing countries. 

Table 8 
Canadian Balance of Merchandise Trade with
Developing Countries (2004)

The data on exports and imports are obtained from
Statistics Canada Catalogues # 65-003 and # 65-006 for
2004 and 1995. Export and import prices for 1994 were
translated into real terms using the respective implicit
price indices (Fisher index formula). The Department of
Finance provided the information on customs revenue
on imports from developing countries. 
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Table 9 
Finance and Investment Flows between
Canada and Developing Countries (2004)

Data on the stock of public Canadian claims were
made available by Finance Canada’s International
Finance and Economic Analysis Division and by
Export Development Canada (EDC). Data on the
stock of private Canadian claims were taken from the
Bank of Canada’s Banking and Financial Statistics,
July 2005.

Public or official debt is constituted by non-conces-
sional and concessional loans.

Non-concessional loans are: EDC’s Corporate
Account (sovereign and commercial) loans which
include principal outstanding, recognized accrued
revenue, and unrecognized accrued revenue; EDC’s
non-concessional loans under the Canada Account;
Department of Finance loans; and the Canadian Wheat
Board loans (sovereign and commercial).

Concessional loans are: CIDA loans; and EDC’s con-
cessional loans under the Canada Account.

Private or commercial debt includes total claims
booked worldwide vis-à-vis non-residents by Canadian
chartered banks. 

Statistics Canada’s Balance of Payments Division
provided the figures on Canadian direct investment
abroad in developing countries and foreign direct
investment by developing countries in Canada. The
symbol “~” in the two columns relating to foreign direct
investment signals that data are not available in order to
protect confidentiality. Hence, country-grouping and
income-grouping totals underestimate the total stock of
foreign investment. 

Table 10 
Immigration to Canada from Selected
Countries (1995-2004)

The Department of Citizenship and Immigration was the
source of information on immigration to Canada from
developing countries. Facts and Figures: Immigration
Overview 2004 provided figures on immigration by
level of education, by source area, by top ten source
countries, by gender and by class, by labour market

intention and occupational skill level, as well as on
refugees by source area. Definitions of immigrant cate-
gories and occupational skill levels are the following:

Family class: Permanent residents sponsored by a
Canadian citizen or a permanent resident living in
Canada who is at least 19 years of age. Family class
immigrants include spouses and partners (i.e., spouse,
common-law partner, or conjugal partner); parents and
grandparents; and others (i.e., dependent children,
children under the age of 18 whom the sponsor intends
to adopt in Canada, children of whom the sponsor is the
guardian, as well as brothers, sisters, nephews, nieces,
and grandchildren who are orphans under the age of 18,
or any other relative if the sponsor has no relative as
described above, either abroad or in Canada).

Economic immigrants: Permanent residents selected
for their skills and ability to contribute to Canada’s
economy. The economic immigrant category includes
skilled workers, business immigrants, provincial or
territorial nominees, and live-in caregivers.

Refugees: Permanent residents in the refugee category
include government-assisted refugees, privately spon-
sored refugees, refugees landed in Canada, and refugee
dependants (i.e., dependants of refugees landed in
Canada, including spouses and partners living abroad
or in Canada).

Other immigrants: Permanent residents in the other
immigrant category include post-determination refugee
claimants, deferred removal orders, retirees, temporary
resident permit holders, and humanitarian and compas-
sionate cases.

Occupational skill level: Five skill levels, based on the
National Occupational Classification, have been deter-
mined for permanent residents 15 years of age or older
as well as for foreign workers.

• Skill level O (management): management occupa-
tions.

• Skill level A (professional): professional occupations
in business and finance; natural and applied sciences;
health; social science, education, government service,
and religion; and art and culture.
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Educational or training requirements: university
degree.

• Skill level B (technical and skilled): technical or
skilled occupations in administration and business;
natural and applied sciences; health; law, social
service, education, and religion; art, culture, recre-
ation and sport; sales and service; as well as trades
and skilled transport and equipment operators; skilled
occupations in primary industries; and processing,
manufacturing and utilities supervisors and skilled
operators.

Educational or training requirements: two to three
years of post-secondary education, or two to five
years of apprenticeship training, or three to four years
of secondary school and more than two years of on-
the-job training, occupation-specific training courses
or specific work experience.

• Skill level C (clerical and intermediate): clerical
occupations; assisting occupations in health services;
intermediate occupations in sales and services; trans-
port, equipment operations, installation and mainte-
nance; primary industries; as well as processing and
manufacturing machine operators and assemblers.

Educational or training requirements: one to four
years of secondary school education, or up to two years
of on-the-job training, training courses or specific work
experience.

• Skill level D (elemental and labourers): elemental
sales and service occupations and labourers in
construction; primary industries; and processing,
manufacturing and utilities.

Educational or training requirements: no formal
educational requirements; short work demonstration
or on-the-job training.




