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We are reaching the end of the initial USG MoU Negotiation and Planning
timelines—and Global Fund planning is accelerating.
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27 countries have sighed MoUs as of March 23—primarily in Africa and
Latin America and the Caribbean. Several are stalled or facing challenges.

Kenya

First country with sighed MOU but civil
society and local government authorities
have sued over data sharing terms putting
agreementon hold.

dor

m
Zambia
Signing of MoU delayed—contingent
on a separate mining agreement with
the U.S. and data/specimen sharing
terms.

Zimbabwe

Negotiations stopped over
data/specimen sharing terms that the
Government of Zimbabwe sees as a
threat to their sovereignty.

B sicneo

Under negotiation or planned



U.S. funding has dropped by 47% over the 5-year funding period
across 27 committed MOUs

Expected vs. MoU Funding for 2026-2030
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https://www.state.gov/wp-content/uploads/2024/04/State-and-USAID-Appendix-2.pdf

Projections of total decreased U.S. funding across the five-year
period vary but are significant across the board.

Change in Total Projected USG Funding for 2026-2030 (Millions)
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When accounting for both USG and co-financing commitments, projections vary from
significant reductions to potential increased spend over 5 years if aggressive co-
financing commitments are met and all co-financing is new funding

Total Projected Funding from All Sources for 2026-2030 (Millions)
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https://www.state.gov/wp-content/uploads/2024/04/State-and-USAID-Appendix-2.pdf

MoU Funding in US Dollars (Millions)

Co-financing commitments average 33%, with variable language on
monitoring and auditing of commitments

If co-financing agreements are not met- USG can reduce or cease funding by following year

Co-Financing Commitments
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priorities to meet MOU commitments. While this may not be the case, planning should include thinking about the source of thes e funds.
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Annualized domestic co-financing commitments represent 11% of 2023 domestic
health expenditures on average, with significant variation by country

Annualized Domestic Co-Financing Commitmnet as Percent of 2023 Government Health Expenditures (GHE)
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Note: GHE data not available for Botswana, Dominican Republic, ELSalvador, Guatemala, and Panama. Analysis subject to rounding errors. Source of Government Health Spending: WHO GHED Data for
2023. Increase by 2030 only estimated among countries with access to yearly co-financing estimates from MOU.



Co-financing commitments are varied relative to historical and projected
government health spending

Nigeria Co-Financing, 2026-2030

Increase in projected health spending*

- MOU Co- MOU vs. projected
4.000M Country Projected financing increase Debt Burden
3.500M Angola $780 $50 -94% NA
3,000m —_— Botswana $812 $380 -53% NA
2 500M Burundi $84 $26 -69% High
2 00OM Burkina Faso $562 $107 -81% Moderate
£ UL
Cameroon $81 $450 455% High
1,500m
) Cote d'Ivoire $659 $450 -32% Moderate
1.000m DRC $446 $300 -33% Moderate
S00m Dominican Republic $1,806 $14 -99% NA
Om El Salvador $407 $20 -95% NA
226 2027 M5 2029 2030 Eswatini $96 $37 61% Atrisk
Gow Projected (IHME) ——U Co-financing Ethiopia $491 $450 -8% In debt distress
— 3G MO Spending otal (USG and MOU co-financing] Guatemala $1,484 $2 -100% NA
Uganda's Cofinancing Deal, 2026-2030 Guinea $147 $51 -65% Moderate
Although Uganda's combined health funding is expected to remain steady year over year, the country's Honduras $545 $17 -97% Moderate
domestic spending is expected to accelerate Kenya $2,131 $850 -60% High
Overall Lesotho $60 $132 120% Moderate
$800M Total Liberia $43 $51 19% High
- 0,
700M Uganda's projected health Madagascar $189 $41 78% Moderate
spending without Malawi $195 $143 -27% In distress
600M cofinancing commitment
s00M veanc Mozambique $228 $71 -69% High
Nigeria $2,077 $2,976 43% AtRisk
400M
Niger $439 $72 -84% High
300M
Us. Panama $2,122 $11 -99% NA
200M
Rwanda $290 $70 -76% Moderate
100M
Senegal $203 $27 -87% Moderate
2026 2027 2028 2029 2030 ierra Leone $44 39% High

Moderate

5 countries’ co-financing
commitments exceed
entire projected
increase in government
health spending over
next 5 years, highlighting
potentially unattainable
targets

*HME government health spending projections
over 5 yearsrelative to 2025 baseline. MOU co-
financingassumesincrease relative to 2025
spending baseline.

Debt burden based on debt sustainability
analysis from World Bank and IMF.



https://www.thinkglobalhealth.org/article/tracking-the-america-first-bilateral-health-agreements
https://ida.worldbank.org/en/financing/debt
https://ida.worldbank.org/en/financing/debt

Ethiopia and World Bank Compact commits to an increase in
spending to over $4B annually by 2030, a 2.4x increase

PROJECTED HEALTH EXPENDITURE AND FINANCING MIX
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Additional Co-Funding Commitments: RMNCH Compact commits to matching funding with donors, with currently

$171.2M pledge by development partners and matched by the government.

* Ethiopia World Bank Compact


https://thedocs.worldbank.org/en/doc/0273f33ab6ee48c5d842108b9b55c789-0140022025/original/National-Health-Compact-Ethiopia.pdf

Annualized figures mask funding cliffs and steep increases in domestic funding
commitments in out-years due to front loading USG funds
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https://www.state.gov/wp-content/uploads/2024/04/State-and-USAID-Appendix-2.pdf

Areas covered in MOU largely align with scope of previous funding commitments, however, reductions in non-HIV
areas likely unless advocated for by government and nutrition and family planning/reproductive health are
excluded across the board.
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Acronyms: TB(Tuberculosis), GHS (Global Health Security), MCH (Maternaland Child Health), FP/RH (Family Planning/Reproductive Health). Includesregional PEPFAR funding (primarily WCA, LAC, and Asia)

Source: L

£ State B ngressional Rudget Appropri ai ansand press releases from th e Depattment of State on the signed ageements for all five counties
Note: The Appropriated FY25 funding levels are what were approved by the US.

1 FY25for nutrition, MCH, HIV, malaria, andglobal health security. FY25funds are what the Department of State is currently using tofund the first year of the Mo U agreerrents. However, the initiallevels used here are prior 10 variou's as made in 2025, inclu ding formal recission s a dwithholding of funds. The figure uses a scenario of assuming if US. funding levels remaned un ch anged fro mFY25 throughout the MoU period.



https://www.state.gov/wp-content/uploads/2024/04/State-and-USAID-Appendix-2.pdf

Deep Dive on Available MoUs

13



Qualitative Takeaways: Variable terms across publicly available MOUs with
some countries negotiating more favorable terms, and others with greater

risks

Ethiopia

Kenya

Liberia

Mozambique

Nigeria

Rwanda

Uganda

FINANCING

G2G transition Co-financing

mechanism? penalty
Yes Standard
Yes Standard
None stated Standard
Unclear Standard
Yes Strictest
Yes Standard
Yes Strictest

Performance
incentive

Yes

Yes

Not stated

Yes

Yes

Partial

Yes

FDA

recognition

No

Yes

Yes

Partial

Yes

Yes

Partial

TERMS & CONDITIONS
us Specimen
commercial Termination peci
sharing
access Clauses D .
‘o uration
provisions
. Standard
mplicit 1 )sG decision) 1 BP
Explicit Standard TBD
None Standard TBD
None Standard TBD
None I._ong.er 5 years
timeline
Explicit Standard 5 years
Explicit Standard 5 years

Data
sharing
duration

7 years

TBD

10 years

TBD

5 years

25 years

7 years

OTHER
Governance Key
body populations
New Implicit
Not
New mentioned
Not
New mentioned
Not
New mentioned
Existing Not
Committee mentioned
Not
New mentioned
Not
New mentioned




Qualitative Takeaways (1/2): Ethiopia has uniquely negotiated a midterm co-

financing review and clearer timelines for G2G transition

+<mm Key Takeaways from Ethiopia

Funding

Data
Systems

Health
Workforce

* Lower average funding cuts (-12%) with stable USG funding
across first 3 years, reachinga 41% declinein 2030

* Co-financing projected as an increase from baseline domestic
government health expenditure but leaves defining this and
setting baseline levels to the implementation period

* Co-financing commitments firm for 2026-2027 and subsequent
years (86% of co-financing) to be confirmed after review in 2028

* Numerous data systems identified for support (EMR, PHEM,
LMIS Dagu, eCHIS, iHRIS, etc.)

* No clear strategy development component to reduce
fragmentation beyond a data warehouse to be developed for data
exchange and reporting on MoU indicators and phaseout of parallel
EMRs with an integrated EMR

* Commits to absorption of allU.S. government funded health
workers plus additional GoE funded HRH increases

* Timeline to transition not until Oct 2029, and mentions absorption
by the public or private health systems

Common Trends Across Other MoUs

* Frontloading USG funding with steep funding cliffs in outyears (range from 42%-
96% drops in 2030 with Panama and Botswana zeroing out in 2028), posing major
risks to the health sector particularly in domestic co-financing is not met.

* Domestic co-financing is 41% of the total MoU amount on average (ranges from
4-78%), with countries such as Nigeria, Cameroon, and Botswana all committing
greater than half of the MoU envelope.

* Co-financing requirements are generally not well defined in terms of how they
will be tracked and counted—some explicitly speak to increasing domestic health
expenditures (e.g., Ethiopia, Nigeria, Mozambique) from baseline but not all.

* Electronic medical records (EMRs) prioritized across most countries, and countries
have varying details on specific data systems being supported.

* Some countries detail more robust plans forimproved interoperability across
national health data architecture (Kenya, Uganda, Rwanda) and others focus on
ways to scan and digitize existing paper systems (e.g., Mozambique)

* All MoUs commit to some absorption of US-funded health workers overtime
and most specifically state realighment with national salaries, some with more
attention to review and alignment with national cadres and via formal channels for
expanding the establishment (e.g., Uganda)

* Kenya and Rwanda commit to the most aggressive HRH absorption, projecting all of
the majority to be absorbed starting in Y3.

* Uganda, Ethiopia, and Zambia are projectingto hire more health workers than
funded by USG, and some will not transition all US-funded HRH (e.g., Moza mbi%le)



Qualitative Takeaways (2/2): Negotiated down terms for data sharing, but
generally accepted U.S. favorable terms on U.S. companies and penalties

Common Trends Across Other MoUs

* Data sharing typically 5-7 years and 5 years for specimen, but some were much
longer (e.g., data for 25 years in Rwanda and 10 years in Liberia). These agreement

Key Takeaways from Ethiopia

* Data sharing agreement for 7 years and specimen sharing term not

specified
Terms and

R * Standard U.S. terms around unilateral termination by the U.S.,

accepting FDA approval for EUA, creating opportunities for the U.S.
private sector,1:1 penalty if co-financing targets not met, etc.

* Commitment to enact policy to enable use of PrEP by anyone
identifying as high-risk for HIV, including long-acting injectables
* No mention of key populations, but does speak to improving case
Other Areas finding and care for “underserved populations”
* Outcomes survey planned in 2027 and 2029
* Specified some G2G transition timelines, startingin 2027 at the
earliest

are separate annexes to the MoUs and terms not included in all countries. Most
include requirement to align with national law.

* Penalty for not meeting co-financing targets is typically $1:$1, but Uganda has
the steepest penalties ($2:$1) and Nigeria has a co-financing table of thresholds
of domestic co-financing required to unlock USG funding levels

* Some countries have negotiated more favorable terms around penalties and
termination (e.g., joint reviews and remediation plans in Uganda), whereas the
standard terms were a unilateral decision by USG.

* Nigeria is the only MoU that indicates an existing structure in the government
will be used for oversight, all others will form a Joint Health Steering Committee
forthe MoU

* Empasis on creating opportunities for U.S. companies very explicit in Ethiopia,
Rwanda and Kenya

* Role of faith-based actors most prominent in Uganda

* Financing for G2G has mixed levels of details in terms of timelines for
transitions and mechanisms for funding (e.g., Uganda and Kenya specifically
note on-budget support via Treasury, Ethiopia to using existing pooled
funding/compacts)
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Takeaways from different country MOUSs suggest various areas for wider
systems investments that could be taken up through USG investment

Human
Resources

Supply Chain

Data Systems

Other Areas

. . Nigeria

Commits to 1:1 absorption of USG-funded HRH, with
caveats that only roles that exist in national structures will be
absorbed

Will use Medipool for pooled procurement: a new national
public-private partnership for pooled procurement that was first
announced in 2025

Includes language to meet targets for local procurement, as
appropriate, and limit U.S. or international procurement.

Alignment with national digital health architecture plan:
focus on data exchange and interoperability across key areas
(health information, health services, and insurance)

Strategic investments have strong focus on MNCH and social
health insurance protections

Only MoU to use an existing national oversight body -
Ministerial Oversight Committee- instead of MoU JHSC

Largest co-financing commitment (~$3B), with $345M in 2026
alone, and USG commitment prorated depending on Nigeria
meeting targets.

E Ethiopia

Commitment to absorbing USG-funded HRH and
additional roles: alignment with national cadres
and needs not specified; investing in pre-service and
eLearning

Strengthening Ethiopia’s Pharmaceutical Supply
Service: transitioning procurement overtime to
EPSS, strengthening Ethiopia’s FDA

Investments across many individual data systems
with a national warehouse: EMR, DHIS, PHEM, LIS,

eCHIS, iHRIS, sentinel surveillance and longer-term

strategy less clear

Programmatic investment in MCH and Nutrition:
quality of care

Health financing reforms: improving public
financial management sub nationally and
expansion/improvements of community-based
health insurance
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Takeaways from different country MOUs suggest various areas for wider
systems investments that could be taken up through USG investment

*
F Mozambique L Rwanda

Human * Strategic investments around HRH (polyvalent CHWSs, * Rapid absorption of HRH: nearly all positions
eLearning) transition to government starting in 2028
Resources o . ,
* Prohibition on funding MCH nurses with USG funds.
* Vision of strengthening the Central Medicines and Medical * Transition to Govt Systems: Committing to fund
Supply Chain Supplies Agency (CMAM). Lab commodities procured through 100% of HIV and malaria commodities by the end
implementing partners with no GoM co-financing, however non- of the MOU

lab commodities will transition to government co-financing.
Procurement mechanisms are not clearly specified.

* Establish a health data exchange by 2026 and transition * Major focus on MOU, and particularly around
Data Systems previous HIV-specific systems into an EMR system. Will rollout a improvements and rollout of national EMR
scannable data capture solution for facilities maintaining paper- (eBuzima), in addition to Al and other data
based systems. investments

* Investments in surveillance, lab and logistics data systems.

* Cofinancing stated as a % increase from baseline domestic * Establishing Rwanda to be aregional hub for outbreak
Other Areas health expenditures, and at a modest 2% increase from 2025 surveillance
baseline by 2030. Over half of the $70M is estimated to be HRH * Strong language on private sector investment
($46M). opportunities (with specific U.S. commercial
* Largest survey investment - up to $35M: with additional details opportunities)
on scope of the outcomes survey. * Indicates future investment opps beyond the MoU

(e.g., medical tourism)



Takeaways from different country MOUs suggest various areas for wider
systems investments that could be taken up through USG investment

Human
Resources

Supply Chain

DEIEISYRIGINE

Other Areas

=E o

Can include supportive systems
for HRH (e.g. e-learning, integration
models, etc)

Improvements to supply chain/
vendor management: including
national supply chain platform
improvement.

Investment in broader data
systems: operationalize national
digital health architecture and
funding county data-banks and
national data-lake

Local manufacturing partnerships
for US companies and building out
national leadership program

National financing Initiatives:
strengthening Social health Agency
(SHA)’s institutional capacity &
systems

I

Liberia

Can include supportive systems
for HRH: including training of HRH
and annual performance monitoring,
as well as goal of increasing MCH
cadres

Improving supply chain systems:
improve and scale-up mSupply for
commodity management

Prioritization of data systems:
>20% of USG funding to support data
system scale-up (open-source EMR,
elLlS, etc)

Programmatic investment in MCH:
equipment for pediatric and
neonatal facilities for MCH

Internet and electricity: support for
communication tools, internet, data
sharing

Uganda

Expansion of CHW network: U.S.-
funded training and scale-up of
CHEWSs

Transition to Govt Systems:
National Medical Stores and Joint
Medical Stores to gradually take on
government and US procurement

Investment in system
improvements: funding for scale-up
of National EMR and national health
data warehouse

Uganda to develop a “Public Health
Emergency Account” with USG
support

Inclusion of contracted partners:
Funding for Faith-Based

Organizations (FBOs) 19



Preliminary analysis - to be validated

USG’s funding for commodities in FY2026 is split between Labs (32%) and other
commodities (68%) with HIV at 57% of total spending across 8 countries

USG Commodity Funding for FY2026 ($M USD)

$16M $24M

$179M

Labs (34%)

Non-Labs

*based on 8 country MOUs

KEY RISKS

m HIV

mTB
Malaria

m MCH

B GHS

B Other

$25M $9M

$375M
(68%)

FP and Nutrition spending largely absent, with just one

country (Uganda) including nutrition-related spend

YA Unclear coverage: generic commodity lists makes gap
analyses between historical and future spend challenging
Ll Year 1 reductions: individual country analyses show

reductions and/or removal of specific commodities that may

Abt have alternative funding identified

Key Funding Takeaways

TOTAL $ (USD Commodity Details
$353M HIV: VL and EID testing, HIV rapid test kits, ARVs, and
(56%) PrEP among highest commodity spends.
$23M TB: Includes various commodities including molecular
(4%) testing and TB preventive therapy
Reagents and consumables required for front-
line diagnostic and clinical testing at public health
facilities
$25M Maternal and Child health: variety of MCH
(4%) commodities, equipment, and infrastructure costs
$1.4M Global Health Security: Primarily surveillance and
(<1%) outbreakrelated reagents
$32M Other: includes in-country logistics, CHW kits, and
(6%) variety of unclassified commodities




Kenya: Funding within non-HIV health areas have been deprioritized—lower levels for
malaria/MCH and no family planning/nutrition, but MCH can be included

Distribution of USG spending by

. Distribution of Spending by Program Area Progran‘! Afea between FY2025 and
within the 5-Year MOU
FY2025 5-Year MOU
o HIV 78% 91%
B 2% 1%
o Malaria 8% 4%
MCH 4% 3%
20% FP/RH 4% 0%
Nutrition 1% 0%
0% Other 0% 0.3%

FY2025 5-Year MOU

EH|V ETB ®Malaria B GlobalHealth Security (GHS) ® MCH B FP/RH B Nutrition B Other

Note: The publicly released Kenya MoU does not provide data on funding by health area. This analysisis based on data obtained from Emily Bass To End a Plague, Again. Final figures 21
may vary, and this data is not currently publicly available for other countries.



https://emilysbass.substack.com/p/lessons-from-americas-health-agreements
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