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HEALTH FINANCING ISSUES 
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Society 

April 2026 | For Civil Society Organisations Engaging with the Global Fund 

EXECUTIVE SUMMARY 

Since 2025 the global aid landscape is undergoing its most severe disruption in a 
generation. The dismantling of USAID in 2025 and significant cuts by other major 
bilateral donors have left low- and lower-middle-income countries (LMICs) facing 
catastrophic funding gaps. Against this backdrop, the Global Fund's Eighth 
Replenishment (GC8, 2026-2028) raised US$12.64 billion — a substantial result in a 
difficult environment, but insufficient to fill the void.  
 
The Global Fund is now looking to domestic resource mobilisation (DRM) as the primary 
solution. This briefing explains what DRM is, why it is not a simple fix, and why and how 
it is vital that civil society’s perspective and insights are included in country dialogue to 
protect health services and the most vulnerable populations. 
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GC8 Replenishment 
raised 

Nov 2025 Summit + Board 
Feb 20261 

~20% 

Projected decline in 
development assistance 

for health by 2026 
vs 2023 levels2 

9.4M+ 

Projected additional 
deaths by 2030 

if aid cut trends continue 
(Lancet, 2026) 3 

40% 

Out-of-pocket share of 
health spending in 

LMICs4 
vs WHO target of <20% 

1. The Crisis: Why This Briefing Matters Now 

Since early 2025, the global health financing environment has deteriorated dramatically. The 
Trump administration's dismantling of USAID — which historically contributed over 40% of all 
international humanitarian funding — has been followed by cuts from the United Kingdom, 
Germany, France, and others. The combined effect represents an unprecedented shock to 
health financing in LMICs. 

Scale of the crisis. A landmark Lancet study published in 2026 estimated that, if current 
funding trends continue, global aid cuts could lead to at least 9.4 million additional deaths 
by 2030.¹ A parallel analysis by UCLA researchers projected more than 14 million additional 
deaths, including 4.5 million children under five.² These are not abstract projections: HIV 
clinics have already closed in South Africa, TB outreach programmes have halted in Cambodia 
and Pakistan, and maternal health services have collapsed in parts of West and Central Africa. 

 

 
1 Global Fund Board Welcomes Final Eighth Replenishment Outcome of US$12.64 Billion, Backs Strategic Shifts to Advance 

Countries’ Path to Self-Reliance - News Releases - The Global Fund to Fight AIDS, Tuberculosis and Malaria  
2 Impact of two decades of humanitarian and development assistance and the projected mortality consequences of current 
defunding to 2030: retrospective evaluation and forecasting analysis - The Lancet Global Health 
3 Impact of two decades of humanitarian and development assistance and the projected mortality consequences of current 
defunding to 2030: retrospective evaluation and forecasting analysis - The Lancet Global Health 
4Financial hardship associated with catastrophic out-of-pocket spending tied to primary care services in low- and lower-middle-
income countries: findings from a modeling study - PMC 

https://www.theglobalfund.org/en/news/2026/2026-02-18-global-fund-board-welcomes-final-eighth-replenishment-outcome/
https://www.theglobalfund.org/en/news/2026/2026-02-18-global-fund-board-welcomes-final-eighth-replenishment-outcome/
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(26)00008-2/fulltext
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(26)00008-2/fulltext
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(26)00008-2/fulltext
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(26)00008-2/fulltext
https://pmc.ncbi.nlm.nih.gov/articles/PMC10503078/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10503078/
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Specific Disease Impact — What Has Already Happened 

HIV/AIDS: PEPFAR-supported clinic closures across sub-Saharan Africa; models 
project 4.4-10.7 million new HIV infections 2025-2030 without restored funding (Lancet, 
2025). 

 

Tuberculosis: An estimated 10,566 additional TB-related deaths and 13,426 new TB 
infections were linked to funding discontinuation as of mid-2025, with projections of 2.2 
million additional TB deaths by 2030 if the freeze continues (Stop TB Partnership). 

 

Maternal health: Six West and Central African countries face a projected 45% increase 
in maternal mortality among populations in humanitarian need — over 1,000 additional 
deaths in a single year (Health Policy & Planning, 2026).³ 

 

Supply chains: The GHSC-PSM programme, covering 73 countries with US$1.15 billion 
in 2024 for HIV, malaria, and MNCH commodities, has been severely disrupted (Center 
for Global Development, 2025). 

Coming cuts to Global Fund Programs. The Eighth Replenishment fell short of its US$18 
billion target, and raise US$12.64 billion in total, a significant drop from the 7th Replenishment 
total. For that reason, most grants have been reduced5, and difficult prioritisation decisions 
will have to be made at the country level. The strategic response centres on accelerating 
transitions toward domestic financing and country self-reliance. Crucially during this time when 
“value for money” is a primary focus on how to allocate money to address the needs 
concerning HIV, TB and malaria it is imperative that resources, funding, support is recognised 
and provided to ensure community spaces, voices are understood and included in any 
decision making. 

2. Understanding Health Financing: A Framework for CSOs 

Health financing is the process by which money is collected, pooled, and used to pay for health 
services. It encompasses three core functions: 

Revenue 
Raising 

How funds are mobilised — taxes, insurance contributions, donor 
grants. Domestic Resource Mobilisation (DRM) refers specifically to 
funds raised from within a country's own economy through the public 
budget (taxes and public revenue), as distinct from donor grants or 
out-of-pocket payments. 

Pooling 

How risks and resources are shared across the population. Pooling 
mechanisms (including national health insurance schemes) spread 
the financial risk of ill-health so that individuals are not exposed to 
catastrophic costs. 

Purchasing 

How and what services are bought from providers. Strategic 
purchasing — choosing which services to fund, for whom, and from 
which providers — is critical to equity and efficiency. Benefit 
package design (what is covered, for whom, how) determines 
access in practice. 

 
5 https://resources.theglobalfund.org/en/updates/2025-11-25-gc8-key-messages/  

https://resources.theglobalfund.org/en/updates/2025-11-25-gc8-key-messages/


 
 

Health Financing & GF Grant Cycle 8 | Civil Society Briefing Paper | April 2026   3 

2.1 Key Benchmarks CSOs Should Know 

The following internationally agreed benchmarks provide the basis for advocacy. They are 
frequently cited in country dialogues and should be used to hold governments accountable: 

• WHO minimum spending benchmark: US$60-80 per person per year for LMICs. 
Current government and donor combined spending in low-income countries (LICs) is 
less than one-third of the US$60 minimum required. In LMICs it is approximately half 
of the US$90 benchmark.  

• Abuja Declaration (2001): Governments committed to allocating at least 15% of the 
national budget to health. Most LMICs remain well below this threshold. 

• Alma-Ata / SDG benchmark: 5% of GDP to health. LMICs average only 3%; LICs 
average 2%. 

• Out-of-pocket (OOP) spending: WHO sets a target of less than 20% of total health 
spending. The current figure in LMICs is approximately 40%, meaning 1.6 billion 
people risk impoverishments through health expenditure. The target for catastrophic 
health expenditure is a 2% rate; the current rate is 4.2%. 

• Progressive universalism: Priority should go first to those who are worst off, ensuring 
the poorest and most vulnerable access better services and financial protection 
before broader coverage is extended. 

CSOs should also be aware that national statistics present averages that mask profound 
geographic and population-level inequities. Budget figures are typically optimistic: 10-20% of 
health budgets commonly go unspent at year end, particularly at peripheral levels of care. 

2.2 What DRM Is — and What It Is Not 

CRITICAL FOR ADVOCACY: Out-of-Pocket Payments Are a tax on the sick NOT 
Domestic Resource Mobilisation 

DRM comes from the public/state budget — raised through taxation and public revenue. 

Patient co-payments, user fees, and other household out-of-pocket expenditure are NOT 
DRM. They represent taxation of the sick. 

 

The objective is always to REDUCE OOP spending. Public domestic resources should 
replace — not supplement — patient co-payments. 

 

Where governments or the Global Fund propose patient co-financing as a gap-filling 
measure, CSOs should push back firmly and consistently. 

 

In many countries, OOP payments are being proposed precisely because DRM is 
insufficient. This is the wrong solution and undermines both UHC and equity goals. 

3. Can Countries Realistically Replace Donor Financing? 

3.1 The Starting Point Is Very Weak 

The World Bank's 2025 Government Resources and Projections for Health (GRPH) series — 
the first in a new annual monitoring framework — offers a sobering baseline. Even before the 
2025 aid cuts, government health expenditure in LICs had stagnated. Since COVID-19, 
countries have spent less on health due to the requirements of debt repayment: many now 
spend more on debt servicing than on their entire health budget. 
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Projected domestic growth is insufficient. Government health expenditure is projected to 
grow by 14% in LICs and 17% in LMICs between 2024 and 2030 — but this will not close the 
UHC financing gap. More critically, combined government and donor health spending is 
expected to fall in 80% of LICs and 40% of LMICs by 2030, as sharp cuts to development 
assistance for health — projected to decline by around 20% — outpace domestic growth. 

3.2 The Limited Options for Increasing DRM 

General taxation and budget allocation 

Increasing a country's overall tax base or increasing the proportion of the budget allocated to 
health, is the most sustainable path to DRM. However, this requires significant political change 
and takes considerable time. Even if countries reach the Abuja (15% of budget) or Alma-Ata 
(5% of GDP) benchmarks, they often fall short of the minimum per capita spending required 
for a basic package of health services. 

Health taxes ("sin taxes") 

Taxes on tobacco, alcohol, and sugar are frequently proposed as revenue-raising tools for 
health. Evidence from LMICs shows their revenue impact is limited, contributing only 0.1-0.5% 
of GDP, with significant time investment and the need for difficult political alignment. They can 
still play a role, particularly because of their greater political acceptability stemming from 
alignment with public health goals, but they should not be presented as a primary solution. 

Social health insurance (SHI) 

Several countries have expanded social health insurance as a contributory mechanism. 
Evidence shows this takes time to establish and carries significant risks, including increased 
inequity in access to essential care. Coverage typically remains below 12.5%, particularly in 
LMIC economies with large informal sectors. Out-of-pocket expenditure reduction has not 
materialised in most countries, and specific population groups often face continued or 
increased exclusion.  

Debt relief and restructuring 

The debt burden has increased interest since COVID-19. In 2019, 54 LMICs spent more on 
servicing external debt than on their health systems. Debt-to-health (D2H) swaps — 
converting debt repayments into funding for health programmes — offer a potential tool for 
infectious disease control. International debt relief initiatives provide potential for money to 
become available for specific health interventions with proven positive impact on access to 
care and quality of care. 

What DRM cannot do 

The Evans Finding on DRM Limits 

A critical body of evidence (Evans and Pablos-Méndez; World Bank GRPH series) 
consistently shows that most LMICs and LICs cannot mobilise sufficient additional 
domestic resources within the short to medium term to compensate for significant donor 
reductions. Setting overoptimistic DRM targets creates additional funding and service 
gaps, with the worst consequences falling on the most vulnerable. In countries 
experiencing conflict, health emergencies, or acute economic crisis, increased DRM 
may be an unattainable illusion in the near term. 
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4. The GC8 Context: What Has Changed and What It Means 

4.1 GC8 Strategic Shifts 

The Global Fund launched Grant Cycle 8 in December 2025, with Allocation Letters sent to 
Country Coordinating Mechanisms (CCMs) from March 2026 onwards. The strategic shifts for 
GC8 represent a significant evolution in approach: 

• Accelerated transition timelines and pathways toward self-reliance, differentiated by 
country income level and disease burden 

• Differentiated co-financing requirements, with upper-middle-income countries 
expected to increase domestic investment in key populations, while lower-income 
countries have more flexibility to invest in health system objectives 

• Rigorous prioritisation of investments, with a strong focus on value for money, 
integration, and equitable access 

• A reduced overall allocation for most countries, requiring difficult decisions about 
which interventions to continue 

• A set-aside of US$20-45 million specifically for DRM-related transition support, and 
US$50-75 million for Resilient and Sustainable Systems for Health (RSSH) 

• Community health systems and sustainable financing explicitly included as GC8 
investment priorities 

4.2 The Co-Financing Policy 

Due to the shortfalls in pledges for GC8 the revised Sustainability, Transition, and Co-
Financing (STC) Policy has resulted in an increased emphasis on the total domestic health 
contributions to the quality and strategic direction of co-investments. The policy now asks 
countries to pool resources strategically and focus on impactful interventions under 
sustainability goals, rather than meeting a single aggregate co-financing threshold. CSOs 
should scrutinise whether co-financing plans genuinely protect equitable access and avoid 
simply shifting costs onto patients. 

4.3 The Critical Risk: Premature Transition 

Advocacy Priority: Guard Against Premature and Excessive Transition 

(to be adapted according to context – transitioning in GC8, GC9 or not)  

Transition from international funding requires a realistic, adapted timeline with 
appropriate target levels. 

Premature or excessive shifts will result in significant losses in health outcomes for 
patients, people, and disease burden. 

Overoptimistic DRM targets create funding gaps, service disruptions, and setbacks that 
fall hardest on the most vulnerable. 

The GC8 three-year cycle is an opportunity to insist on realistic DRM expectations and 
avoid permanent damage to programmes that have taken decades to build. 

CSOs should resist pressure to accept transition timelines that are driven by donor 
budget constraints rather than evidence of country readiness. 
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5. The Role of Community and Civil Society 

Community contributions to health delivery are substantial and frequently invisible – but critical 
- in national statistics. Community health workers, voluntary community organisations, faith-
based providers, and informal caregivers form a fundamental insight into the success of health 
system infrastructure — particularly in rural and underserved areas. Any assessment of health 
system capacity must prioritize and include community contributions to be successful. To do 
so adequate, consistent and concrete resourcing — including salaries, transport, and supplies 
must be actively identified and provided for community health systems. 

CSOs bring essential capabilities to country dialogue that governments, donors, and technical 
partners may lack: 

• Granular, real-world knowledge of how budget decisions translate into access at the 
facility and community level 

• Insight into how national statistics mask inequities among specific regions, population 
groups, and vulnerable communities 

• Ability to hold governments and the Global Fund accountable against internationally 
agreed benchmarks 

• Connections to the people who are most directly affected by financing decisions — 
and who often have no other voice in these processes 

• Independence from the financial relationships that can distort the positions of 
governments and implementing partners 

 

The Global Fund's Community Engagement Strategic Initiative provides technical assistance 
to communities and civil society organisations, delivered peer-to-peer through 19 prequalified 
NGO providers including key population networks. CSOs can request this support at any stage 
of the funding cycle, including for situational analysis, engagement in country dialogue, and 
programme design.¹² 

6. What CSOs could ask for in GC8 Country Dialogue 

Based on the analysis above, the following advocacy positions are recommended for CSOs 
engaging in GC8 country dialogue processes: 

6.1 On the Scale and Pace of Transition 

• Demand evidence-based transition timelines. Transition plans must be based on 
verified domestic financing trajectories, not aspirational targets. Require the Global 
Fund and governments to demonstrate what specific financing will replace each 
programme component preferably before transition is agreed. 

• Challenge overoptimistic DRM projections. Use the World Bank GRPH data, WHO 
global health expenditure reports, and the Evans evidence base to contest 
assumptions that domestic resources can quickly compensate for donor reductions. 

• Protect services for key and vulnerable populations during transition. Ensure that 
GC8 co-financing and prioritisation decisions do not lead to the exclusion of 
populations who face structural barriers to accessing care. 

6.2 On Out-of-Pocket Payments 

• Oppose any proposal to introduce or expand patient fees as a gap-filling measure. 
This is incompatible with UHC goals and is particularly harmful during a period of 
economic difficulty for households. 
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• Track OOP expenditure levels. CSOs should monitor whether OOP costs are rising 
in their country and use this as evidence in advocacy with the Ministry of Finance and 
Ministry of Health. 

• Advocate for OOP reduction as an explicit GC8 outcome. Country dialogue 
processes should set targets for reducing OOP spending, not simply for increasing 
health budget lines. 

6.3 On Budget Transparency and Execution 

• Monitor budget execution, not just allocation. Advocate for the regular publication of 
health expenditure data disaggregated by level of care and population group. The 10-
20% unspent health budget problem is a key equity issue. 

• Engage with the national budget cycle. Health financing advocacy cannot be 
confined to Global Fund country dialogue — it must extend to engagement with 
Ministries of Finance during budget preparation and approval. 

• Use resilience testing tools. The European Observatory on Health Systems and 
Policies has developed a field manual on resilience testing that can help assess how 
robust health financing systems are to shocks. CSOs should apply this lens in their 
monitoring. 

6.4 On Debt and Fiscal Space 

• Advocate for debt restructuring and relief. High debt servicing costs are the primary 
constraint on fiscal space for health in many LMICs. CSOs should join international 
advocacy for debt relief initiatives, including D2H swaps, as a route to creating 
genuine domestic fiscal space. 

• Monitor the IMF's role. IMF conditionality requirements — particularly fiscal austerity 
measures — can directly constrain government health spending. Engage with IMF 
country dialogues (the Fund reviewed its civil society engagement guidelines in 
October 2025) and document the health impact of any IMF-recommended fiscal 
measures. 

6.5 On Community Contributions 

• Ensure community health financing is documented and valued. Community 
contributions — including unpaid labour by community health workers and caregivers 
— represent a significant, invisible form of health system financing. Push for their 
recognition in national health accounts and sustainability assessments. 

• Resist frameworks that treat communities primarily as substitutes for formal health 
workers. Community health systems require adequate, predictable resourcing — 
including salaries, transport, and supplies — to function sustainably. 
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7. Key Terms and Definitions 

DRM — Domestic 
Resource 
Mobilisation 

The process by which governments raise and deploy their own financial 
resources — primarily through taxation and public revenue — for health. 
Does NOT include out-of-pocket payments or donor funds. 

Fiscal Space for 
Health 

A country's capacity to increase public health spending without 
compromising fiscal sustainability. Determined by economic growth, 
budget size, allocation choices, and debt levels. 

OOP — Out-of-
Pocket Expenditure 

Direct payments made by households to health providers at the point of 
care. WHO target: below 20% of total health spending. Current LMIC 
average: approximately 40%. 

Catastrophic 
Health Expenditure 

Health spending that forces a household into poverty or depletes a 
household's capacity to meet basic non-health needs. WHO target: below 
2% of households. Current global rate: 4.2%. 

Progressive 
Universalism 

The principle that in expanding universal health coverage, priority should 
go first to those who are worst off and most in need, rather than 
extending coverage from the top down. 

STC Policy — 
Sustainability, 
Transition & Co-
Financing 

The Global Fund's policy framework governing how countries move 
toward self-reliance. Updated ahead of GC8 to emphasise quality co-
investment and strategic prioritisation rather than aggregate co-financing 
thresholds. 

CCM — Country 
Coordinating 
Mechanism 

The national multi-stakeholder platform responsible for developing Global 
Fund funding requests and overseeing grant implementation. CSOs and 
communities should be represented on CCMs. 

GC8 — Grant Cycle 
8 

The Global Fund's 2026-2028 funding cycle. Allocation letters were 
issued from March 2026. GC8 is characterised by tighter funding, 
accelerated transition emphasis, and a focus on integration and 
prioritisation. 

Abuja Declaration A 2001 commitment by African Union governments to allocate 15% of 
their national budgets to health. Used as a benchmark in advocacy, 
though most countries remain below this level. 

Sin Taxes Taxes on products with negative public health impact — tobacco, alcohol, 
sugar-sweetened beverages, fossil fuels. Advocated as a source of 
additional health financing, but evidence suggests limited revenue impact 
in LMICs (0.1-0.5% of GDP). 
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For further information and support, contact GFAN and the health financing experts in the CSO and 
academic network. [Contact details to be inserted] 


