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Abstract 

Introduction  Since 2000, the number and role of global health initiatives (GHIs) has been growing, with these 
platforms playing an increasingly important role in pooling and disbursing funds dedicated to specific global health 
priorities. While recognising their important contribution, there has also been a growth in concerns about distortions 
and inefficiencies linked to the GHIs and attempts to improve their alignment with country health systems. There 
is a growing momentum to adjust GHIs to the current broader range of global health threats, such as non-commu‑
nicable diseases, humanitarian crises and climate change, and against the backdrop of the recent aid cuts. However, 
reform attempts are challenged by the political economy of the current structures.

Methods  In this article, we draw on research conducted as part of the Future of Global Health Initiatives process. 
The study adopted a cross-sectional, mixed-methods approach, drawing from a range of data sources and data 
collection methods, including a global and regional level analysis as well as three embedded country case stud‑
ies in Pakistan, South Africa and Senegal. All data was collected from February to July 2023. 271 documents were 
analysed in the course of the study, along with data from 335 key informants and meeting participants in 66 countries 
and across a range of constituencies. For this paper, data were analysed using a political economy framework which 
focused on actors, context (especially governance and financing) and framing.

Findings  In relation to actors, the GHIs themselves have become increasingly complex (both internally and in their 
interrelations with other global health actors and one another). They have a large range of clients (including 
at national level and amongst multilateral agencies) which function as collaborators as well as competitors. Histori‑
cally there have been few incentives for any of the actors to maximise collaboration given the competitive funding 
landscape. Power to exert pressure for reforms sits ultimately with bilateral and private funders, though single-issue 
northern non-governmental organisations (NGOs) are also cited as important influencers. Funders have not collabo‑
rated to enable reforms, despite concerns amongst a number of them, because of the helpful functional role of GHIs, 
which serves funder interests. Some key global boards are reported to be engineered for stasis, and there are wide‑
spread concerns about lack of transparency and over-claiming (by some GHIs) of their results. Framing of narratives 
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about achievements and challenges is important to enable or block reforms and are vigorously contested, with stake‑
holders often selecting different outcomes to emphasise in justifying positions.

Conclusion  GHIs have played an important role in the global health ecosystem but despite formal accountabil‑
ity structures to include recipient governments, substantive accountability has been focused upwards to funders, 
with risk management strategies which prioritise tracking resources more than improved national health system 
performance. Achieving consensus on reforms will be challenging but current funding pressures and new threats 
are creating a sense of urgency, which may shift positions. Political economy analysis can model and influence these 
debates.

Keywords  Global health initiatives, Political economy analysis, Governance, Financing, South Africa, Pakistan, Senegal

Background
The global health system has undergone significant 
expansion over the past few decades, linked in part to 
efforts to reach the Millennium Development Goals 
(MDGs). This has included a continued increase in both 
the number and diversity of actors and the volume of 
funding. It is of note that there has also been a marked 
increase in the distribution of development assistance 
for health (DAH) through GHIs, which are international 
partnerships that aim to address specific goals in global 
health. Many GHIs have been established since the early 
2000 s, driven by the creation of the Global Fund to fight 
AIDS, Tuberculosis and Malaria (GFATM) and Gavi (the 
Vaccine Alliance), which accounted for 14% of DAH by 
2019 [1]. Four “mega-trends” in DAH of proliferation, 
verticalization, circumvention of government systems, 
and fragmentation have been identified, and these go 
beyond but include the role of the GHIs. In relation to 
health financing, it is also important to note that DAH 
still forms a large part of the health budgets for many 
low-income countries (LICs) in particular, and yet that 
the overall amount of financing for health is not adequate 
to fund the achievement of the Sustainable Development 
Goals (SDGs) [2].

Emerging challenges such as climate change, humani-
tarian crises, antimicrobial resistance, and a rise in non-
communicable diseases over this timescale also suggest a 
need to find ways of approaching global health which are 
less vertically focussed on infectious diseases. Reductions 
in DAH in the Trump era [3–5] and shrinking fiscal space 
post-COVID-19, a stormy geopolitical context, growing 
health needs and costly health technologies are amongst 
the additional stressors. These factors argue for an urgent 
review to ensure that all global health resources are used 
as effectively as possible. The mismatch of DAH overall 
to global and country burden of disease suggests scope 
for improvement.

The Future of Global Health Initiatives (FGHI) pro-
cess was a time-bound multi-stakeholder exercise to 
explore how GHIs contribute to progress towards Uni-
versal Health Coverage (UHC) and the broader SDGs 

2030 Agenda, and how this could be strengthened from 
the perspective of recipient countries. The process, which 
ran from 2022 to 2023, aimed to make recommendations 
on how GHIs could be more efficient, effective and equi-
table, and to catalyse collective action to ensure that they 
are fit for purpose through 2030 and beyond. It led to the 
endorsement of the Lusaka Agenda in December 2023, 
which outlined five key shifts and a call to action for all 
GHI stakeholders to strengthen the contribution of GHIs 
to achieving UHC [6].

This article draws from research commissioned as an 
input into that process [7]. It was focused on six GHIs, 
which differ in form and function: the Global Fund to 
Fight AIDS, Tuberculosis and Malaria (GFATM), Gavi, 
the Vaccine Alliance (Gavi), the Global Financing Facility 
for Women, Children, and Adolescents (GFF), Unitaid, 
the Foundation for Innovative New Diagnostics (FIND), 
and the Coalition for Epidemic Preparedness Innovations 
(CEPI) (for a summary of their roles, see Table  1), The 
functions of the six GHIs include:

1.	 market shaping (including pooled procurement) and 
advanced market commitment;

2.	 research and development (R&D) of new technolo-
gies and medicines;

3.	 grant giving and/or concessional and blended finance 
(with grant and loan components) to country pro-
grammes and actors, either directly or via a third 
party

4.	 provision of technical assistance (TA) for specific 
programmes or system strengthening;

5.	 purchase and supply of commodities and technolo-
gies on behalf of country programmes;

6.	 advocacy, especially for marginalised and disadvan-
taged groups

In this article, we focus on the three main GHIs which 
account for the majority of funding invested in low- and 
middle-income countries (GFATM, Gavi and the GFF). 
While UNITAID, FIND and CEPI focus on ‘upstream’ 
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investments (1–2 above), GFATM, Gavi and GFF work 
more downstream (3–6 above), with commodities pur-
chase a major component for GFATM and Gavi, but 
not GFF. The study adopted a UHC lens and focused on 
countries’ experiences with the GHIs as a group and the 
wider aid ecosystem.

While the original study focused on analysis of percep-
tions of strengths and weaknesses of the GHIs and devel-
oping a vision and set of collective recommendations for 
strengthening their operation for the future, this article 
moves away from the technical issues to take a political 
economy perspective. It re-analyses data from the study 
with the objective of understanding how the position 
and power of key actors interacts with contextual factors 
(particularly governance and financing structures) and 
framing of issues to influence current operating modali-
ties of the GHIs, and how these might be reformed. 
While critiques of GHIs have been expressed and pub-
lished for decades [15–18] and incremental reforms 
undertaken within organisations, reforming fundamental 
aspects such as mandates, governance, transparency and 
priorities, and how GHIs and other DAH actors coop-
erate with one another and engage with national health 
systems, has been challenging. This indicates that the 
political economy aspects need to be better understood 
and addressed to be able to enact reforms successfully.

Methods
The study adopted a cross-sectional, mixed-methods 
approach, drawing from a range of data sources and data 
collection methods, including a global and regional level 
analysis as well as three embedded country case studies 
in Pakistan, South Africa and Senegal. Case study coun-
tries were selected based on offering a range of national 
government’s experiences with GHIs, having a variety 
of GHIs’ investments and having in-country strong aca-
demic partners.

Data sources
The study was conducted between February and July 
2023 and drew on a number of data sources, which are 
detailed more fully in  the study report [7]: 1) a rapid 
scoping review of available peer-reviewed and grey lit-
erature (271 documents in total), to provide background 
information on the roles of the GHIs, challenges related 
to them, and the history of previous reform attempts 
and why these were challenging to implement; 2) global 
and country level burden of disease and health financing 
data to provide contextual data on relationships between 
DAH financing by diseases and comparison with burden 
of disease; 3) global-level key informants (KIs) inter-
views to unpack stakeholder positions and power, as well 
as views on reform priorities and narratives relating to 

these, 4) three in-depth country case studies to provide 
a contextualised deep dive into the interaction of GHIs 
with domestic actors and institutions, 5) regional con-
sultations with key stakeholders in all six World Health 
Organization (WHO) regions to broaden the range of 
contexts studied, 6) an online survey targeted to KIs who 
could not join the interviews or consultations and Board 
members of the GHIs to broaden the range of stakehold-
ers consulted, and 7) consultative meetings, including 
one co-hosted by the Africa Centre for Disease Con-
trol and Prevention (CDC) in Addis Ababa in June 2023 
to discuss preliminary findings and present a range of 
reform options for feedback. The study participants (total 
of 335) were based in 66 countries (Table 2).

Study participants were purposely selected based on 
their level of experience working with GHIs and their 
membership of relevant constituencies (GHIs, academia, 
multilateral or bilateral donors, civil society organiza-
tions (CSOs), private sector and philanthropic founda-
tions). A first list of informants was drafted by the FGHI 
Secretariat and then completed by the professional net-
work of the research consortium. During the course of 
the study, new KIs were recruited based on suggestions 
from people interviewed (snowball technique).

Data analysis
All data sources were synthesised to inform this paper. 
The qualitative data were recorded, transcribed, and 
coded inductively and deductively by a team of three 
researchers trained in qualitative research. The researcher 
consortium convened frequently to discuss the emerging 
findings, and during analysis examined similarities and 
differences among GHIs and across participant catego-
ries. Political economy analysis (PEA)[19–22] was used 
throughout the study to inform the analysis and synthe-
sis. Such an approach meant that the data was re-coded 
using political economy-relevant themes (as detailed 
below), which in turn allowed the team to reflect on the 
dynamic interaction between actors, their relative power 
and respective interests and incentives, and elements of 
the broader context, and how the outcome of the interac-
tion affects the likelihood and content of future changes. 
In particular, the study focused on analysing actors, con-
text and framing related to the GHIs and the wider global 
health ecosystem (Fig. 1).

•	 Actors: a detailed analysis of the stakeholders was 
carried out in each country and at global level. We 
identified the following domains for the stake-
holder analysis: (i) interest and position in relation 
to changes (i.e.,  whether the stakeholder supports, 
opposes or is neutral about changes to status quo on 
GHIs and its motivations for this); and (ii) power and 
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Table 2  Number and category of study participants by data source

a some participants may have been counted twice (e.g. if they participated in both an interview and a consultation)

Source: [7]

Data Stream Number of participants Category of participants

Global-level interviews 76 GHI (n = 18), Academic (n = 11), Multilateral (n = 16), Bilateral 
donor (n = 15), CSO (n = 10), Private Sector (n = 4), Foundation 
(n = 2)

Country-level interviews (Pakistan, Senegal, South Africa) 63 Government (n = 22), CSO (n = 10), Academic (n = 10), Imple‑
mentation partner (n = 4), Technical/Financial partner (n = 6), 
National and provincial disease programme (n = 4), Technical 
Assistance provider (n = 1), Multilateral (n = 3), Regional organi‑
sation (n = 2), Private Sector (n = 1)

Regional consultations (all six WHO regions) 77 Multilateral (n = 23), CSO (n = 23), Implementing government 
(n = 17), Academic (n = 11), Implementation partner (n = 3)

Product Development Partnership Coalition Consultation 6 Product development partnership member (n = 6)

Targeted online survey 46 Academic (n = 15), CSO (n = 11), GHI (n = 6), Implementing 
government (n = 4), Bilateral donor (n = 4), Multilateral (n = 4), 
Foundation (n = 1), Other (n = 2)

Hybrid Deliberative Discussion co-hosted by Africa CDC 45 (30 in-person, 15 online) In-person: Government (n = 9), FGHI (n = 4), CSO (n = 4), Multi‑
lateral, (n = 3), Regional organization (n = 3), Africa CDC (n = 3), 
Bilateral donor (n = 2), Foundation (n = 2)
Online: CSO (n = 2), Product development partnership (n = 1), 
Government (n = 2), Foundation (n = 5), Bilateral donor (n = 
2), Independent global health consultant from the African 
continent (n = 1), Multilateral (n = 1), Academic (n = 1)

FGHI Steering Group Consultative Meeting 22 Multilateral (n = 2), Recipient government (n = 3), CSO (n = 2), 
Bilateral donor (n = 8), Foundation (n = 5), FGHI (n = 2)

Total number of study participantsa 335 CSO (n = 62, 19%)
Government (n = 57, 17%)
Multilateral (n = 52, 16%)
Academic (n = 48, 14%)
Bilateral donor (n = 31, 9%)
GHI (n = 24, 7%)
Foundation (n = 15, 4%)
PDP (n = 7, 2%)
FGHI (n = 6, 2%)
Private Sector (n = 5, 1%)
Other (n = 29, 8%)

Fig. 1  Political economy framework guiding the qualitative analysis and synthesis. Source: adapted from [21]



Page 6 of 22Witter et al. Globalization and Health           (2025) 21:40 

influence (i.e., the potential ability of the stakeholder 
to affect implementation of changes to status quo). 
The stakeholder analysis was informed by  relevant 
guidance [23–25].

•	 Context: we collected and analysed information 
concerning the broader context in which the stake-
holders operate and how it can constrain or support 
change, focusing on governance structures and finan-
cial elements, which emerged from analysis as most 
relevant.

•	 Framing: building on recent literature [2] which 
acknowledges the critical influence of frames and 
framing in policy processes, we explored (but in 
less depth) the role and power of narratives and 
discourses, and how they shape the debate around 
GHIs.

Ethical considerations
The study was conducted in accordance with the Dec-
laration of Helsinki and was approved by the ethics 
review boards of University of Geneva, Cheikh Anta 
Diop University, Stellenbosch University, and Aga Khan 
University, Pakistan. Informed consent (oral and writ-
ten, according to the circumstances) was obtained from 
the study participants to participate, and to record the 
qualitative data, which was pseudonymised to protect 
the study participants from being identified. Clinical trial 
number: not applicable.

Study limitations
The study set out to capture the views of highly expert 
stakeholders with deep insights into the workings of the 
GHIs, but also different perspectives on the topic, repre-
senting all the key parts of the global health system. It is 
important to note several limitations in this work, largely 
as a result of a tight timeframe. The data we collected 
were qualitative and based on interviews, consultations 
and a rapid non-systematic literature review. It is also 
important to highlight that this is a contested area, and 
there were conflicting positions, which we reflect in this 
article.

The country case studies were not meant to be a rep-
resentative sample, but rather chosen due to strong 
research partnerships within the country, as well as to 
compare a range of contexts in which the GHIs of focus 
are active. Findings of one country are not meant to be 
generalisable to other contexts, but to shed light on the 
dynamics that occur around GHIs and different experi-
ences of country stakeholders. Regional consultations 
helped to bring perspectives from a wider range of 
settings.

Results
Actors
There has been a significant increase in the number 
and diversity of actors within the global health eco-
system [26]. Whilst 30 years ago, it comprised primar-
ily of bilateral and multilateral arrangements between 
nation-states, it is now a varied landscape, which also 
includes private firms, philanthropies, non-governmen-
tal organisations (NGOs) and GHIs [27]. The increase 
in DAH disbursements from 1990–2015 was accom-
panied by a five-fold increase in the number of actors 
involved in global health, with a particularly rapid rate 
of growth in the number of CSOs between 2005–2011 
[27]. In addition, there has been a marked increase in 
the distribution of DAH through GHIs, driven by the 
creation of the GFATM and Gavi [1].

There have also been changes to the GHI’s funding 
to partners: recent analysis suggested that GFATM’s 
share of disbursements to governmental organisations 
has been declining, from 80% in 2003 to 40% of all dis-
bursements in 2021 [28]. Many of the CSOs funded 
are focussed in specific health areas: separate work has 
found that over one-third of CSO channels are only 
providing funds for the implementation of programmes 
in one health area e.g. HIV/AIDS, malaria, child and 
maternal health or nutrition [27].

Over recent decades, many GHIs have grown rap-
idly and become major players in the system. They are 
active at global, regional and country level. Some of the 
longest-standing GHIs such as GFATM and Gavi have 
evolved into large and complex organisations with the 
size of their secretariats reflecting this institutional 
growth. They have inevitably developed their own 
internal dynamics and priorities. GHIs now raise and 
channel 14% of DAH [1, 29] and have taken on a grow-
ing range of roles, most recently including COVID-19 
responses.

Key stakeholder groups involved in this ecosystem 
include:

•	 GHIs, which are instrumental in creating and 
responding to specific agendas by mobilising funding 
and collective action. Within the GHIs themselves, it 
is useful to distinguish several potential loci of power 
and influence. The Boards are the official mechanism 
of governance, but other parts of the organisations 
such as the Secretariats or technical teams can also 
be important actors. In the case of the GFATM, for 
example, there are other bodies which act indepen-
dently, such as the Office of the Inspector General 
and the Technical Review Panel and Technical Evalu-
ation Reference Group, which has now been replaced 
by the Independent Evaluation Panel (IEP) [30];
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•	 Recipients of GHI funding include health ministries 
(national or sub-national), United Nations (UN) 
agencies, international and local NGOs, CSOs, 
private sector (e.g. consultancy, digital start-ups, 
pharmaceutical), higher education institutions and 
research institutions. Many actors are keen to con-
tinue to receive funding from GHIs;

•	 Donor agencies (bilateral, multilateral and private 
foundations), which constitute the main funders of 
the GHIs;

•	 Multilateral agencies (such as WHO, other UN) 
agencies, World Bank) and regional development 
banks, which work in the same field as the GHIs, 
often have country presence, and can act as collab-
orators or competitors (or hosts, in the case of the 
World Bank for the GFF).

•	 Political and interest groups, which exert pressure on 
donor governments and GHIs (lobby and campaign-
ing groups, international NGOs, transnational cor-
porations).

Historically there have been few incentives within any 
of the actors to maximise collaboration given the com-
petitive funding landscape, but recently interactions 
between actors are becoming increasingly intricate, with 
some GHIs as central players [26] and growing inter-
agency partnerships even between the GHIs. [31].

The types of power and influence wielded depends on 
the scope of the actor, which is summarised in Table  3 
with reference to broad categories (acknowledging that 
there are nuances within each). Methods of wielding 
power are diverse, including funding power, influenc-
ing through formal governance structures like Boards, 
and normative power from organisations like WHO. 
The funders of GHIs were identified as the most power-
ful actors in the global analysis; they are the only actors 
that hold the ultimate sanction of withdrawing funding 
from the GHI ecosystem. The Boards were identified as 
the principal mechanism through which they can wield 
that power, but it was observed that this was not always 
exercised successfully. Reasons for this include that bilat-
eral donors have diverse focal areas and tend to func-
tion in accordance with their own interests and values. 
This means that donor coordination and alignment can 
be weak. They are each accountable for their tax-payer-
funded investments, hence they seek reassurance on 
fiduciary risks, as well as measurable impact. This also 
makes them attentive to the views of interest groups 
within their own countries. In addition, DAH depart-
ments within high income country (HIC) governments 
are required to be accountable to the wider foreign and 
economic policies and objectives of the country, and this 
creates additional layers of tensions and compromises 

for a purely health agenda. Some bilateral donors favour 
disease-specific investments, while others are more sys-
tem-oriented. However, they too benefit from the GHIs 
as an efficient (for them) vehicle for aid spending. Some 
academic and CSO KIs perceived bilateral donors as pri-
oritizing visible and rapid results to safeguard the health 
security of their own citizens, such as addressing infec-
tious diseases and preventing their cross-border spread. 
Philanthropic foundations (which also fund GHIs) may 
have other interests, including using the GHIs as vehicles 
for projection of influence.

Within the GHIs, senior leadership was seen as highly 
influential, not least because of the challenges noted for 
Boards (further discussed in the context section below). 
Technical power also sits with the GHI Secretariats, and 
especially the country grant managers (more so than 
technical advisory staff), who are in charge of fund dis-
bursement, which is a key performance metric for GHIs, 
according to KIs.

“It’s the same program managers developing or hir-
ing the same consultants to write the same appli-
cations. With three-year funding cycles, everything 
is  short-term. Short-term money, short-term think-
ing and the grant managers…all of the incentives 
for the grant managers are to get the money out the 
door. That’s honestly the main key performance indi-
cator: Get the money out the door.” (Global KI).

The degree of financial dependency is a key variable in 
the position of national actors. In crisis-affected regions 
such as the Sahel, struggling with a reduction of domes-
tic funding for health and the withdrawal of the main 
technical and financial partners, dependence on GHIs 
has increased and their support is highlighted as critical. 
(Southern and East Africa regional consultation KI).

Many of the actor groups, as noted in Table  3, have 
mixed positions and incentives because of the different 
roles they are playing and resources they may receive 
from the GHIs. The variation can be between depart-
ments within organisations as much as between organi-
sations. Their levels of power or influence also varies. At 
country level, local NGOs were not reported to be influ-
ential on GHIs in general. South Africa presents a con-
trasting picture in that the Treatment Action Campaign 
was influential in improving access to prevention and 
treatment options for HIV in particular [32]. Globally, 
however the single interest lobby groups that campaign 
on certain health targets were viewed as highly influen-
tial in mobilising public opinion amongst voters and tax-
payers. They can effectively bring pressure upon bilateral 
donors about how DAH budgets are allocated. This is 
reported by KI as one reason why such a large proportion 
of the Global Fund’s budget (50%) is allocated to HIV.
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“The epidemiology suggests that there should be 
more money for TB than HIV, and there’s no addi-
tional money. It’s not like there’s another PEPFAR for 
TB.” (Global KI).

The GHIs, by holding a significant portion of global 
health resources, have had an impact on the role of 
actors within some countries. This is particularly true for 
NGOs and some UN agencies. At the country level, some 
UN agencies and large NGOs are reliant on GHIs for 
“soft-funding” to pay key members of staff on their pro-
grammes. For instance, there has been a transformation 
of the UN from primarily a normative agency to a sup-
plier and subcontractor, in many cases heavily dependent 
on GHI funding. The Pakistan case illustrates this phe-
nomenon. Pakistan receives extensive funding for polio 
eradication and much of the effort is invested in eradi-
cation campaigns. UN agencies manage the campaigns, 
deploying a large number of staff and consultants sup-
ported by GHI project funding. However, government 
stakeholders are of the opinion that direct delivery cam-
paigns, even if bringing good results, limit the develop-
ment of country ownership and leadership (Pakistan KI). 
At the same time, some NGOs have also experienced a 
shift from advocating for health issues to assuming sup-
ply roles in response to the influence of GHIs.

At country level, KIs often described  WHO as falling 
short in its coordination role, seen as weaker than desir-
able, absent from key  functions perceived to be part of 
its role, and ineffective in supporting progress towards 
UHC. There are also potential conflicts of interests and 
inefficiencies as WHO seeks funding from GHIs drawn 
from country budgets, while simultaneously acting as 
provider of technical assistance and services, particularly 
in settings with a  weaker government system. In such 
cases, there is a risk that national systems are bypassed 
rather than strengthened, with funding flows tilted more 
towards UN agencies and NGOs. Another influential 
actor in several countries is the World Bank, which  in 
some contexts leverages its financial and convening 
power to align bilateral donors and GHIs around specific 
national investment priorities.

Finally, more peripheral actors include the academic 
community, which is generally minimally involved in the 
implementation of GHI grants, though some contribute 
through evaluations of  their impact. Academics were 
amongst the most critical  voices, highlighting funda-
mental problems with the whole current model of exter-
nal aid and conflicts of interest across the aid landscape. 
This is also echoed in the literature which questions the 
influence of “philanthrocapitalism” [33, 34], the role of 
for-profit consulting firms [35], and the pharmaceutical 
sector’s impact on GHIs.

A particular facet of the current complex global health 
funding environment around which there was consid-
erable tension is the use of short-term consultants, par-
ticularly at country level where this is seen as boosting 
private interests and incomes over public service devel-
opment [35] and again bypassing the strengthening of 
national health systems. Domestically there is often a 
revolving door of knowledgeable and skilled individu-
als between government, NGOs, GHIs and independ-
ent advisory work. This may also contribute to a brain 
drain from central government institutions.

In addition, there can be a plethora of technical assis-
tance both from the region and globally, often funded 
by GHIs or other partners, sometimes with unclear 
terms of reference, possibly overlapping activities and 
not aligned to country needs. The interests of interna-
tional consultants versus local ones also emerged as a 
tension in all three country case studies.

“The Global Fund and other partners are helping 
Senegal to apply for grants and submit high-qual-
ity applications. Unicef, for example, recruits a 
consultant to support the country, notably at coun-
try coordinating mechanism level, as part of the 
elaboration of the GCS7. They have procedures, 
which require specific expertise, maintain the con-
sultancy market and do not necessarily encourage 
local capacity building” (Senegal KI).

Some country KIs highlighted the way in which the 
complex systems operated by GHIs privilege experts 
and the disempowering effects this has on government 
staff.

“The experts are in charge and have taken total 
control of the organization. In some countries, 20 
experts come and write a concept note … No concept 
note is written without experts.” (SEARO KI).

Health staff are another constituency, which often ben-
efits from GHI funds in the form of per diems and sal-
ary supplements, which can however have very distorting 
effects on the health workforce [36–40]. In-country 
health staff who are highly trained and knowledgeable 
about GHIs are sometimes recruited by the GHIs and 
assume roles as experts responsible for monitoring grant 
implementation, either in-country or at the GHI head-
quarters (Senegal KI). In South Africa, health staff are 
often recruited from the same geographical areas where 
GHIs support service delivery, and are paid higher sala-
ries than those working within the public sector, leading 
to weaknesses within the system (South African KI).

Private sector KIs at global and country levels were 
willing to be more engaged with the GHIs but did not feel 
very much so at present.
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“Engagement of private sector is important. All ini-
tial GHIs gave less importance to the private sector. 
The common notion was that private sector is not 
permanent and can go away. However, it is there to 
stay. Private sector and government sector are there 
to complement each other. Strengths of the private 
sector can  be better used to find an out of the box 
solution” (Pakistan KI)

Context
Governance
The Boards of some of the GHIs were seen as innovative 
when first set up, with representatives from a range of 
constituencies, including implementing countries, donor 
countries, CSOs and the private sector. The GFATM’s 
Board has equal voting seats for donors and implement-
ers, with 10 constituencies respectively. Within the 10 
voting implementer constituencies, seven are imple-
menter governments. Gavi also has representation from 
the vaccine industry and research and technical health 
institutes. Instead of a traditional board, the GFF estab-
lished an Investors Group [41], which includes a range 
of actors, including UN agencies, recipient and donor 
governments, CSO, private sector, and youth representa-
tives, and a Trust Fund Committee.

While the Boards of the GHIs are designed to monitor 
and ensure performance, there were varying perspectives 
on where the authority to challenge and rectify issues 
actually resided and how it was effectively exercised. 
Despite being theoretically representative, several KIs 
indicated that the Boards of some bigger GHIs have been 
structured in a way that fosters a balance of constituen-
cies, resulting in rather slow and inefficient decision-
making. Furthermore, KIs highlighted that the boards of 
GHIs can be very large and unwieldy, and this can also 
make consensus for change harder to reach. In addition, 
Boards can be at a disadvantage as Board members typi-
cally have short tenures, and this maintains an asymme-
try in organisational knowledge and skills between the 
Boards and Secretariat, which has institutional memory.

In addition, KIs noted that there is a mismatch in the 
profiles of board members from the Global South and 
Global North, impacting their ability to effectively con-
tribute and engage in decision-making processes. There 
are two key elements to this that came up in our inter-
views. The first is that the people sitting on Boards from 
the Global North are not of equivalent seniority to those 
representing the Global South—the example of govern-
ment ministers representing the South whilst the North 
is represented by ‘bureaucrats’ from donor agencies was 
given. Second, the nature of the interaction appears to be 
unequal, with several KIs stating that it was not possible 

to “speak out” in Board meetings. Concerns were raised 
regarding the effectiveness of Board processes in facili-
tating active and open debates, especially for country 
representatives. It was observed that specific influential 
bilateral organisations, as well as certain large NGOs, 
hold more power than the recipient countries them-
selves. At county level, NGOs represented on boards 
may sometimes represent their own interests, more than 
those of the recipient communities (South African KI).

“On paper [GHI Boards are] diverse but I don’t think 
that the practical spaces that they provide actually 
allow people to speak in the way that they need to 
speak. It’s all muted and it all becomes politics and 
corridor speak. This is why I don’t go to [GHI] meet-
ings anymore.” (Global KI).

These “corridors” (physical spaces for informal infor-
mation sharing and influencing) are shared by GHIs 
and bi/multilaterals in Geneva and Washington DC, but 
not with the Southern representatives, so it is more dif-
ficult for them to informally influence decision making. 
In addition, the lines of accountability are reported to 
be skewed towards funders, more than country health 
systems.

‘The accountabilities are to the capital donors and 
to getting the money out of the door. And there’s not 
enough accountability to real results in country or to 
efficiency-oriented concerns.’ (Global KI).

The boards were also seen as not having the right tech-
nical expertise to address the challenges that the GHIs 
and the global health system now need to face, in particu-
lar those of strengthening health systems and achieving 
UHC.

“When you talk to [GFATM] about the importance 
of working with others to strengthen health systems 
in a way that’s not specific to HIV, you tend to get 
pretty blank looks… That’s not what they’re there 
for… They’re there to finish the job on HIV, and 
maybe TB and malaria.” (Global KI).

Another aspect of unclear accountability at the global 
level was raised by some KIs in relation to the lack of 
transparency of reporting by some GHIs on their activi-
ties and investments as well as lack of independent evalu-
ations of their effect and cost efficiency.

The fragmented funding landscape (discussed below) 
leads to the proliferation of plans, funds, reporting mech-
anisms, and auditing processes. Such fragmentation not 
only contributes to inefficiency but also proves to be inef-
fective, overwhelming the capacity of the recipient coun-
try to effectively manage these resources.
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“You know there are multiple reporting channels. It’s 
a complete nightmare (South African KI)

“Gavi has its immunisation financing, technical 
support and then polio has its polio transition. And 
GFF has its UHC alignment. And we’re just all pull-
ing the same people to the same meetings. And the 
organisations themselves aren’t accountable for the 
fact we just distract and are selling our own products 
and justifying our own existence through these pro-
cesses.” (Global KI)

Governance challenges were highlighted in the case stud-
ies—for example, in Senegal, where the presence of mul-
tiple governance structures across GHIs generates high 
transaction costs and risks of uncoordinated initiatives for 
the government (120) (see also Tables 4, 5 and 6). Each GHI 
has its own operating methods, procedures, contracts and 
coordinating bodies.

In the case of the GFATM’s Country Coordinating 
Mechanism (CCM), some concerns regarding its current 
make-up and operations were also raised, as it is typically 
representative of specific interest groups who may also 

be funding recipients, aligned to the three diseases, while 
they may lack the technical expertise needed to develop 
strong health system strengthening (HSS) proposals. 
Other concerns relate to the possible blurring of roles 
and responsibilities, and potential conflicts of interest. 
For example, in South Africa, the Department of Health 
is both a member of the CCM and a principal recipient. 
Furthermore, the South African National AIDS Coun-
cil (SANAC) runs the CCM, which is positively viewed 
by some as indicating local leadership. SANAC is how-
ever also a recipient of GFATM money and implements 
programmes within health facilities. The Secretariat for 
SANAC is also the Secretariat of the GFATM. There is 
however strong CSO representation and SANAC is co-
chaired by the country’s deputy President [48].

New institutional interests can also be set up as a result 
of siloed planning and funding:

“The Global Fund model and the Gavi models are 
interesting. They claim they won’t establish an in-
country presence, but they have created institutional 
monsters of their own. In some cases, it’s like we have 
‘ministries of AIDS’ (Global KI)

Table 4  Country Case Study: Pakistan

Donor financing in Pakistan, inclusive of bilateral agencies, multilaterals and GHIs, has typically been less than 2 percent of the total health expenditure 
[42, 43]. Gavi finances vaccines, cold chain, advocacy and community outreach support for immunization for Polio eradication. GFATM extends the larg‑
est support to TB diagnostics, which includes integration of the private sector. It also makes contributions towards malaria control and HIV prevention 
through community-based outreach information systems strengthening, and awareness[44]. GFF has recently started contributing to Pakistan and will 
be contributing to maternal care as part of pooled financing with the World Bank [45]

  Challenges

 Governance, coordination and alignment • Competing technical assistance plans between donor agencies and GHIs, and between govern‑
ment and GHIs, resulting in duplication of assistance and divergent priorities
• Weak country capacity for aid coordination, realistic target setting and planning but little invest‑
ment in capacity building
• Lack of coordination between federal and provincial governments, exacerbated by fragmented 
projectized funding by GHIs, constrains cohesive country planning
• Leadership erosion with frequent leadership changes of health secretaries and disease managers

 Health Systems Strengthening and integration • Several ongoing local health reforms but GHI funding not integrated into reform planning, 
hence constraining cohesion and sustainability
• Uneven capacity of disease planners and health system managers
• GHI prioritization of disease control programmes is insufficiently backed with local health sys‑
tems strengthening support
• Disease control efforts are not framed within the larger ambit of Primary Health Care
• Large private sector but not effectively harnessed for disease control and PHC

 GHI financing • Funding and disbursement is driven by donor-led burden of disease analysis with less considera‑
tion of local health systems realities
• Ad hoc use of external finance as standalone projects rather than integration into ongoing initia‑
tives for sustainability and efficiency
• Multiple parallel funding streams by GHI constrains oversight and coordination of external 
financing
• World Bank aspirations to leadership under pooled funding but lack of integration of lessons 
learned from past attempts at pooled funding

 Monitoring and performance accountability • Overambitious targets set by GHIs, not contextualised to local health systems realities 
and opportunities within existing reforms
• Low political voice of the government to articulate accountability needs as well as weak systems 
and staffing limits accountability and counter correction measures
• Accountability constrained by lack of a central accessible repository of funding/projects data
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At the  country level, accountability to GHIs, primar-
ily focused on financial risk management, often take 
precedence over accountability to national institutions 
and communities for health system performance.

"Within the countries we lose a lot of efficiency 
because country teams must set up no-objection 
procedures, and fiduciary agencies have to vali-
date  every step of implementation. As a result, 

Table 5  Country case study: South Africa

GHIs contribute less than 5% towards health financing in South Africa. PEPFAR and GFATM are the largest donors. FIND, Unitaid and CEPI fund non-state 
actors. Gavi and GFF have no in-country presence. South Africa is a donor to Gavi and GFATM

  Challenges

 Governance, coordination, and alignment • Lack of in-country alignment of GHIs’ priorities and activities with country health plans and priori‑
ties
• Separate in-country GHI coordination and resource mobilisation mechanisms
• GHIs tend to by-pass government structures and directly fund non-state actors
• Civil society not sufficiently active or strong to hold GHIs accountable for in-country activities

 Health Systems Strengthening and integration • Prioritized disease control programme by GHIs; lack of support for local health systems strength‑
ening (HSS) (e.g. Universal Health Care) reforms, resulting in fragmentation
• Duplication of systems (information, health financing, etc.) resulting in increased burden 
on health managers
• Bypassing of local experts in favour of international ones who do not understand the local 
contexts

 GHI financing • Funding in areas of donor interest with little consideration of local health systems realities
• Funding for implementation not always strategic or sustainable (e.g. use of funds for specific line 
items/activities)
• Bypassing of national government financing system/lack of reporting transparency; therefore, 
government cannot account for all GHI funding
• Donor funding tend to have conditionalities or restrictions attached to them which may be 
at odds with country priorities

 Monitoring and performance accountability • No formal in-country governance or accountability mechanisms that mandate that GHIs first 
report findings and challenges to country before reporting to their stakeholders (e.g. Boards)
• Limited evidence of the real effect or impact of GHIs on health outcomes or whole-system 
effects
• Large GHI datasets and multiple reporting systems undermines the country’s health information 
system processes; insufficient coordination, integration/alignment thereof

Table 6  Country Case Study: Senegal

According to the most recent National Health Accounts (NHA 2017–2021), donors finance almost as much as the state (22.7% vs. 25.7%) for all 
health expenditure, while households support 43.5%. [46] However, the Senegalese government finances less than 10% of healthcare expendi‑
ture for the three GFATM diseases. For malaria, USAID is also heavily involved in funding. Under GFF investment plan, the government of Senegal 
was expected to contributed 34% of funding by the end of 2021 [47]

  Challenges

 Governance, coordination and alignment • Lack of communication and coordination between the GHIs in Senegal
• Lack of comprehensive understanding of the overall landscape of GHIs by national 
stakeholders,
• National experts leave the civil service to become consultants to GHIs
• Coordination bodies and platforms are not dynamic and effective (“lethargy”)
• Global actors are far from the real world and population needs/lives
• Power imbalance in term of establishment of priorities
• Language barriers (almost exclusive use of English)

 Health Systems Strengthening and integration • Fragmentation of initiatives; program verticalization
• Implementation gap (delays in implementation of interventions)
• Insufficient investment and impact of GHIs on health system strengthening, 
despite recent efforts
• Investments in specific diseases inadequately benefit the broader healthcare system

 GHI financing • Cumbersome procedures
• Multiplicity of windows, interlocutors, and methods of financing
• Funding spread over activities instead of building sustainability
• Over-funding for certain sectors

 Monitoring and performance accountability • Discrepancy between resources invested and impact
• Weak monitoring mechanisms and information systems
• Weak capacity for performance accountability (by GHIs and also more generally)
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implementers  spend more time  figuring out how to 
comply with financial management directives  than 
actual delivering. The focus ends up being regard is 
more focused more on satisfying Geneva than serv-
ing communities” (SEARO KI)

Other concerns included that reports are sent to 
‘Geneva’ or to GHIs’ funders or stakeholders, but not 
necessarily to the local policy-makers responsible for 
delivering health services (Addis consultative meeting 
KI). Multiple KIs urged better country engagement and 
transparency regarding funding to enable collaborative 
action plans.

“From a country perspective, I would give them 4/10 
for improving health outcomes; 2/10 for improving 
the health system capacity, 1/10 for graduating from 
dependence on international finance, and 0/10 for 
ownership by the government and supporting their 
policies.” (Global KI)

Financing
In a context of rapidly reducing DAH [49], the overall 
environment is marked by competition between GHI 
actors for funds, which drives expanding mandates to 
ensure continued relevance, for example in the face of 
new threats such as COVID-19, counterbalanced by 
long-standing initiatives to improve alignment between 
GHIs (Fig. 2).

Global KIs perceived competition for funding between 
GHIs and other global-level organisations, creating a 
sense of a zero-sum game, where funds may also not 
align with the actual needs in terms of disease burden or 
the functional role of different organisations. The compe-
tition for funding from the same pot of money was per-
ceived to be likely to contribute to a perceived eagerness 
of GHIs to take on new roles and expand their mandate, 
as organisations jostle for roles and funding. The exist-
ing system of staggered replenishments by GHIs was 
perceived as challenging for bilateral donors and govern-
ments of LMICs to manage [50–52] and there were con-
cerns regarding the overall financial sustainability of the 
repeated, increasing GHI requests for replenishment.

At country level, dependence on GHI resources can 
lead to imbalances in relation to priority areas and loss 
of alignment. In Senegal, for example, despite low preva-
lence, HIV programmes continue to receive substantial 
funding, whereas non-communicable diseases, which are 
more prevalent, lack sufficient resources (KII and [46]). 
This was echoed in the South African case study, where 
despite the high HIV prevalence concerns were raised 
that not enough finances were being directed to non-
communicable diseases and strengthening of primary 
health care.

At the country level, some GHIs wield considerable 
power, depending on their contribution to the coun-
try’s domestic funding. GFATM and Gavi are important 
funders to governments, NGOs and civil society. A com-
parison of WHO’s Global Health Expenditure Database 
(April 2023 update) [53]and OECD Creditor Reporting 
System [54] data indicates that Gavi and GFATM gross 
disbursements accounted for a larger combined budget 
than domestic government funding in seven sub-Saharan 
African countries1 in 2020, giving these two institutions 
considerable influence. As an interesting contrast, in 
South Africa DAH constitutes less than 5% of total health 
expenditure, with the GFTAM providing the largest 
share of funding for HIV and to a lesser degree TB and 
malaria.[53] KIs reported that this small contribution to 
the overall budget does limit their power at governmental 
level. As in other countries, GFATM and Gavi also work 
through a variety of channels and by empowering non-
state actors or disease-specific programmes they are still 
capable of creating advocates for them. Lack of transpar-
ency can also cause challenges for managers at devolved 
levels:

“In Ghana, in talking to district managers, they 
were so frustrated because these donors were com-
ing in, running their funding off budget and basically 
bypassing them… The district managers have very 
little power in how these resources are allocated, but 
they’re held accountable for delivering within their 
districts. It’s crazy, right? And there’s so much frus-
tration at that level. I think from a governance side 
they should be very transparent.” (Global KI).

There are also imbalances within government, as funds 
go disproportionately to some programmes (such as 
HIV/AIDS and malaria), which creates inequities and 
also vested interests amongst some Ministry depart-
ments. For instance, in Mozambique, a KI reported that 
80% of the funding received is for HIV, which creates a 
set of vested interests out of balance with the rest of 
the health system, and little incentive for these recipi-
ents to support a more integrated system. The ability to 
gain such disproportionate benefits from GHI funding, 
including as a result of the opaque mapping of funding to 
public expenditure, creates pockets of strong resistance 
to reforming the GHIs as they are currently functioning 
at country level.

By contrast, GFF works through more an integrated 
funding mechanism, which raise different concerns about 
fungibility.

1  Central African Republic, Democratic Republic of the Congo, Eritrea, 
Guinea, South Sudan, Uganda, Zimbabwe.
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Fig. 2  Creation of GHIs and some alignment initiatives, 2000–2023. Source: Witter et al. 2023[7]. Image credit: Claudia Molina
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“Financing takes the form of budgetary support or 
trust funds, producing a substitution effect between 
donors and governments. How can we explain the 
fact that, while budget support increases, health 
expenditures and needs remain unmet?” (SEARO 
consultation KI).

Moreover, provision of funding is perceived as not tied 
to a country plan led and owned by Ministers of Health 
and instead is tied to programmatic funding cycles of 
Gavi and GFATM, with an imperative to disburse funds 
rather than support national planning. This results in the 
provision of fragmented ad hoc funding and exacerbates 
frustration within country governments, which feel dis-
empowered to direct resources or ensure accountability:

“The power lies with GHIs so far. They send you the 
support but you do not have a say. If you do not have 
a say, you do not have power” (Pakistan KI; see also 
Tables 4, 5 and 6).

Some countries have shown notable progress in adopt-
ing a more integrated approach – for example, Malawi 
is currently making progress on greater integration 
[55]; additionally, Ethiopia, Rwanda, Somalia, and cer-
tain provinces of South Africa have been recognised as 
enforcing a more harmonised approach across funders, 
including GHIs [56]. There is scope for countries to shape 
GHI support, where will and capacity exist, but this is not 
always facilitated by the GHI requirements.

According to South African KIs, GHIs and larger 
donors often by-pass government, due to lack of trust, 
instead  providing direct funding to NGOs, CSOs, Par-
liament and higher education and research institutions, 
undermining control and overview of central institutions 
such as the Department of Health and Treasury. Report-
edly, approximately half of the GFATM funds are allo-
cated to government recipients, but even among those, a 
significant portion remains off-budget [54, 57]. In pursuit 
of their goal to channel 55% of funding through govern-
ment systems by the end of 2021, Gavi has made strides 
in increasing the share. However, as of 2021, only 41% of 
the (non-commodity) funding had been directed through 
these systems.

Country KIs are also sceptical about the small propor-
tion of funding that is expended within countries. Only 
operational funds of country grants are actually spent in 
the country whereas the bulk of the funding often com-
prises supplies which are internationally procured as 
local vendors are not pre-qualified for GHI procurement. 
There have been long-standing concerns of lack of inter-
national community support to boost the local industry 
for supplies production, which leads to a cycle of depend-
ency on GHI funding.

“Local vendors are not pre-qualified, so we end 
up  sending back 70% of the funding to donors 
through international procurement and that at a 
much higher cost compared to the local purchase”. – 
(Pakistan KI).

Despite the focus on minimising fiduciary risks, there 
are also concerns that the GHIs (GFATM and Gavi in 
particular) may inadvertently contribute to or escalate 
corruption risks. This concern stems from the use of mul-
tiple independent bank accounts and off-budget systems, 
which can create opportunities for financial irregulari-
ties. Periodic crises have been linked to poor accounting 
practices and inadequate tracking of fund usage [58–62].

Narratives and framing
Performance narratives
GHIs justify their existence based on results achieved in 
their focal areas, but there is considerable  contestation 
about how those results are generated and whether they 
reflect others’ investments along the results chain. While 
the GHIs are recognised to have made substantial con-
tributions to the results chain for their focal areas, many 
global KIs and the literature [17, 63, 64] reported that 
some of them over-claim results, especially on blunt indi-
cators such as ‘lives saved’. Specifically, they are perceived 
to claim credit for the entire outcome of broader invest-
ments, which encompassed contributions from LMIC 
governments and from other funders. In some cases, 
reported results have been primarily based on modelling, 
rather than comprehensive evaluations.

“They collect the receipts for inputs, but they don’t really 
know what those inputs are producing.” (Global KI).

The GFF has moved away from this model and reports 
on assessed contribution to national/country results, 
with a clear line of sight to the nature and value add of 
the GFF contributions, which made their reported results 
less questioned by KIs. However, this was mentioned by 
some KIs as having weakened their case for impact in 
comparison to some other GHI claims. This shows the 
pressure that GHIs are under to compete and ‘out claim’ 
one another in order to attract or maintain funding.

In response to concerns about health system impacts 
[65, 66], there has been an increased focus in GHI poli-
cies on ‘HSS’ investments. However, with GFATM the 
classification of spending as supporting resilient and sus-
tainable systems for health (RSSH) was also questioned 
by global KIs, who claim that what is counted as RSSH 
and what is seen as disease-specific does not follow a 
clear logic. There has been ongoing debate and lack of 
clarity around how much money spent by GFATM and 
Gavi can be classified as actually strengthening the health 
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system in a sustainable way [67]. Various attempts to 
classify expenditure have been made, ranging from 27 to 
7% of investment [68, 69].

Several KIs mentioned that the narrative is dominated 
by what they interpreted as powerful and vocal interests 
grouped around the GHIs at global level, which have 
strong interests in emphasising the strengths and suc-
cesses of GHI activities, and have the resources to amplify 
this message. This is in contrast to more critical voices at 
country level and globally, which are not able to project 
their views with such power. As was highlighted in the 
governance section, some Board members also feel less 
able to speak out in the face of these power differentials.

Narratives about capacity
At the national level, particularly in contexts of financial 
dependence, there can be a mutual blame game, in which 
GHIs and other partners lament lack of national capacity 
and planning which forces them to play a dominant role, 
while national counterparts resent their lack of control, 
ownership and independence, blaming GHIs for under-
mining these and not building their capacity. Both sides 
have an element of justice and the behaviour on both 
sides can reinforce continued patterns of this nature.

‘The government is meant to set targets but, in real-
ity, GHIs set priorities because the government lacks 
the capacity to do so. The country is thus pushed 
to achieve targets set elsewhere with little regard 
to the local context (e.g. economic climate, available 
resources, burden of disease, political realities). This 
is because of very limited state capacities, reflected in 
a weak national programme, a Health Department 
with no clear vision or capacity, and the absence of a 
public health approach, a realistic health financing 
strategy, or medium-term (five-year) and long-term 
(15–20 year) plans.” (Pakistan KI).

Part of the challenge relates to the timeframe and insti-
tutional incentives of GHIs, which have relatively short 
funding cycles, while building capacity takes longer and 
is more complex to measure.

“[GHIs are] top-down, selective, short-termist, and 
biased towards delivering results that can be meas-
ured, In a neglect of important things that need to 
be improved or strengthened, but which can’t be 
captured in ways these initiatives prefer to measure 
things – which is by counting.” (Global KI).

“Health systems work is by nature difficult. Part of 
what it achieves is preventing more bad things from 
happening. That’s always difficult to gauge and 
assess” (Global KI).

Some of the divergence of discourse on the impact of 
GHIs relates to respondents focusing on different out-
comes – in particular, short-term gains in coverage in 
specific areas versus longer term changes to how system 
operate. The fact that GHIs primarily fund inputs means 
that there is continuing dependence in the longer term.

“We’ve done really well over 20 years in bringing 
down the incidence rate of HIV, saving people from 
dying of HIV with TB and malaria as well. But of 
course as soon as the money dries up, that all starts 
to disappear, all those gains, and that’s what we saw 
over COVID, right?” (Global KI).

Narratives about risks
It is also important to understand how risks are framed. 
The GHI systems are in many cases primarily designed 
to prioritise minimising fiduciary risk, which is crucial 
for donors. However, that may not be inherently more 
important than addressing programme and system 
risks, such as failing to achieve progress, strengthen pro-
grammes, or causing unintended harm to health systems. 
Enhancing effectiveness may involve increasing flexibil-
ity, even if it results in higher fiduciary risk. This aspect 
becomes particularly significant in  fragile and conflict-
affected settings, where the circumstances are dynamic 
and require adaptability. KIs point out that more work 
needs to be done on balancing the costs of different 
approaches and using more context-adapted measures.

“There is a problem with the financing flexibility. 
The Global Fund, for example, has very strict budget 
lines and in conflict settings, it does not allow us to 
adapt according to the current situation.” (EMRO 
consultation KI).

Narratives about potential reforms
The analysis of the interview data revealed divergent 
perspectives on the role and possible future path of the 
GHIs (summarised in Table 7). Some implementers and 
funders were incrementalist in their approach to change, 
whereas other country-level actors, multilaterals, and 
academics tended to be more radical. There is also a lot 
of variation within these groups. It is notable that there 
were surprisingly critical voices from within the GHIs 
themselves, reflecting the divergent pressures that staff 
within them are having to manage.

The positive narrative about results noted above makes 
changes to the status quo more difficult. GHIs rely heav-
ily on these narratives to make the case for their contin-
ued importance and existence, providing information 
systems and data to support their positions. At the same 
time, critical narratives emerged from our interviews, 
which support radical reforms. There is a discrepancy 
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between these more radical voices and the official narra-
tives within GHIs about reform, which weakens the pos-
sibility of agreement on the way forward.

While reforming existing institutions is challenging, 
establishing new institutions appears to be an altogether 
easier route to plan to respond to new global challenges. 
Hence proliferation and fragmentation are perpetuated, 
impacting on recipient countries. Over the past few years, 
several new global funds have been created, including the 
Global Oxygen Alliance [70], the Hepatitis Fund [71], 
Health4Life Fund [72], the Pandemic Fund [73], and the 
Health Impact Investment Platform [74]. The relevance, 
functioning and unintended consequences of these new 
funds, largely supported by the same bilateral donors, 
UN agencies and foundations, need to be evaluated. They 
add a new layer of complexity and fragmentation to the 
global health architecture and at national level, where 
each initiative focuses on a specific field, such as sexual 
and reproductive health and rights, HIV, or innovation, 
and operates with its own programs, governance struc-
tures, mechanisms, and approaches.

"The mechanisms are fragmented, but the public 
health problems they tackle are not" (Senegal KI).

Another potential reform that was mentioned is the 
expansion of mandates of existing GHIs. However, some 
interviewees, especially global KIs, expressed concern 
about what they perceived as constantly expanding man-
dates, particularly regarding the GFATM and Gavi. They 
pointed out that these organisations have been expand-
ing their roles and venturing into new areas, such as HSS 
[65, 69]. However, in their opinion, there is little evi-
dence to suggest that GHIs are appropriately structured 

and technically equipped to handle these responsibilities 
effectively (South Africa KI; regional consultation).

Discussion
In this article, we examined GHIs within the global and 
national health architecture from a political economy 
perspective in order to understand how the position 
and power of GHIs and other key actors interacts with 
contextual factors (particularly governance and financ-
ing structures) and framing of issues to influence current 
operating modalities of the GHIs, and how these might 
be reformed. This work is original in that there have been 
many analyses of and critiques of the GHIs but none 
which have looked with the lens of political economy, 
bringing in views from a large range of global, regional 
and national experts.

The current arrangement, with its strengths and weak-
nesses, is not accidental but emerged from a specific 
period which focused on reaching global goals on pri-
ority diseases, especially communicable ones [75], and 
when international funding was growing. Since then, 
the landscape has changed, particularly in relation to the 
emergence of non-communicable diseases and the health 
impacts of climate change, and financing for interna-
tional support is under strain [3, 4]. However, the struc-
tures which were established 20 years ago have created a 
path dependency, with large, complex bureaucracies (in 
some cases; the scale is very varied across them) which 
have momentum and can resist reforms, as well as a large 
network of clients (including governments, implement-
ers, consultants, etc.) who are interested in maintaining 
the status-quo.

Table 7  Reform scenarios and narratives

Source: research team summary from KIIs and consultations

Three predominant reform narratives emerged from the interviews and consultations. These are summarised here.

1. Narrative of status quo – this narrative, predominantly emanating from some parts of the GHIs but also some of their implementing partners, focuses 
on the big benefits delivered by GHIs; it views the GHIs as one of the more adaptive, successful elements of the global health infrastructure (‘why are 
you picking on us?’), on their successful mobilisation of funds (with a threat of their withdrawal if GHIs were too radically altered), their focus on vulner‑
able populations and innovative models of governance and financing. Problems that have arisen are presented as largely due to weaknesses of systems 
and capacity at country level. The GHIs should therefore continue to operate broadly as they do, with minor adjustments.

2. Narratives of radical reform – this narrative, was shared by a range of respondents (academics, partners in multilaterals, also some GHI staff ) highlights 
that GHIs have been overselling their success, as well as (in some cases) causing harms through fragmented, distortionary funding, and not focusing 
on the need to build sustainable, integrated systems. Further, they offer poor efficiency through input financing, are prolonging their own mandates 
beyond the original planned timespans, have low accountability to beneficiary governments, lack transparency on data, and have imposed high costs 
for governments and others to access grants though complexity and lack of coordination between GHIs and other actors. An end date should be set 
for the GHIs, either very soon or in the foreseeable future.

3. Narrative of moderate/iterative reform – in this view, expressed by a range of respondents including country partners and funders, these GHIs 
do make an important contribution but their systems need to evolve to focus more on transition, capacity building, sustainability at country level, 
alongside the provision of global public goods, with recognition of the ongoing financial dependence for a smaller group of countries which are low 
income and/or fragile and conflict-affected. The focus of reforms should be on improving the functioning of the GHIs, which could include a range 
of actions from merger to shared functions, better alignment with country systems and one another, changed processes to reduce transaction costs 
for governments and implementers, and more support for integrated health systems.
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Reflecting on the lessons that KIs and literature high-
lighted in relation to previous efforts at coordination and 
alignment, it is clear that individuals and organisations 
follow their own incentives, which need to be altered for 
behaviour change to follow. Voluntarist approaches to 
reform, which do not change rewards and sanctions are 
unlikely to gain traction [76, 77].

The actors involved are numerous, diverse, intercon-
nected and have interests which largely favour status quo 
or at most incremental reforms. These actors do not fit 
into neat categories and even at individual level can play 
multiple roles – for example, benefiting from being a 
consultant to GHIs at national level, while also holding a 
more critical perspective in a government role.

The GHIs themselves are also part of a wider network 
of DAH organisations, which interact with GHIs, with 
country health systems and with one another to influence 
outcomes, which makes reform highly complex. All are 
responsible and none are, which is a perfect setting for 
mutual blame and inaction on change.

Power to bring about change is not evenly distributed 
– some actors have more power and influence, espe-
cially major funders and senior leadership in the GHIs, 
but they also have to create consensus, work in coordi-
nated ways and draw on wider legitimacy if they wish to 
enact reforms. For that process, which started with the 
Lusaka Agenda, the ability to draw on powerful narratives 
and clear accountability measures for reform will be sig-
nificant [78]. Ultimately, all the elements of the political 
economy framework emerged as important here: the posi-
tion and power of key actors, but also the context factors 
(financing flows and governance structures), which affect 
how GHIs function and how decisions are made, and the 
narratives and framing which influence both whether 
change is seen to be needed and what form it might take.

It is important to restate the differences between GHIs 
and note that the three country-facing GHIs exist on a 
continuum of integration with national systems, with 
the GFF most integrated through its provision of pub-
lic financing, while Gavi is able to pool funds at national 
level and the Global Fund is least enabled to operate 
in that way. This also affected GHI senior leadership 
responses to reform initiatives, with GFF most support-
ive of efforts to bring more coordination and coherence 
with country health systems, compared to the Global 
Fund, which emerged as most resistant. At national level, 
there are also variations in the dynamics observed in 
this study; for example, countries with greater financial 
dependence on the support of GHIs typically raised more 
concerns about their functioning, while better funded 
health systems (or sub-national components of health 
systems) were better able to use GHI support in ways that 
did not disrupt their operations.

The research consultations led to six areas of recom-
mendations [7], which were fed into higher level con-
sultations. These focused on: 1) Making a stronger 
contribution to UHC, including emerging disease bur-
dens; 2) Strengthening or at least doing no harm to health 
systems; 3) Reducing costs for countries and increas-
ing efficiency and effectiveness of GHI investments; 4) 
Supporting country ownership, capacity building and 
charting a clear path to ending dependence on GHIs; 5) 
Enforcing more effective alignment between GHIs and 
with wider actors; and 6) Limiting proliferation of GHIs; 
focusing on strengthening existing architecture. The 
Lusaka Agenda which emerged from the political pro-
cess following the research agreed on ‘five shifts’, which 
incorporate some but not all of the research recommen-
dations. These were: 1) Make a stronger contribution to 
primary health care by effectively strengthening systems 
for health; 2) Play a catalytic role towards sustainable, 
domestically-financed health services and public health 
functions; 3) Strengthen joint approaches for achieving 
equity in health outcomes; 4) Achieve strategic and oper-
ational coherence; 5) Coordinate approaches to products, 
research and development, and regional manufacturing 
to address market and policy failures in global health [6]. 
The African Union is taking forward some of these rec-
ommendations [5] and frameworks for accountability are 
being discussed.2

As the GHIs continue to evolve in a dynamic global 
health environment, the deployment of political economy 
as a lens to understand what is possible, to understand 
change and its absence, and to strategise around build-
ing coalitions for reform [19] will continue to be very rel-
evant from both an academic and policy perspective [79].

Conclusion
This paper has highlighted some of the key critiques and 
current dissatisfactions at national level with GHIs that 
are most active within country health systems. It has also 
described how the GHIs are part of a wider complex and 
interdependent ecosystem and that their role has evolved 
in relation to other actors, all of which play a part in the 
patterns noted here. Reform of the GHIs will involve 
changes by these wider actors, especially the funders, 
recipient countries, senior leaders in GHIs and influential 
NGOs, and will reflect shifting interests and narratives. 
Potential for change comes from the recent shocks to 
international financing for DAH and increasing threats, 
but this does not guarantee strengthening of the role of 
GHIs unless consensus is reached around narratives of 

2  Tracking Delivery on the Lusaka Agenda | Center For Global Develop-
ment; Money Talks: The Lusaka Agenda Financing Alignment Indicators | 
Center For Global Development.
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how the current system is working and options devel-
oped which serve the interests of key constituencies. 
Political economy analysis can help to highlight these 
issues and point to strategies for managing them, which 
is now more urgent than ever in the current turblent 
global context.
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