
 At the Intersection of Health, Health Care and Policy

doi: 10.1377/hlthaff.2014.0240
 
, , no. (2014):Health Affairs

AIDS, Tuberculosis, And Malaria
How A New Funding Model Will Shift Allocations From The Global Fund To Fight

Victoria Y. Fan, Amanda Glassman and Rachel L. Silverman
Cite this article as: 

 
 http://content.healthaffairs.org/content/early/2014/11/07/hlthaff.2014.0240.full.html

available at: 
The online version of this article, along with updated information and services, is

 

For Reprints, Links & Permissions: 
 http://healthaffairs.org/1340_reprints.php

 http://content.healthaffairs.org/subscriptions/etoc.dtlE-mail Alerts : 
 http://content.healthaffairs.org/subscriptions/online.shtmlTo Subscribe: 

written permission from the Publisher. All rights reserved.
mechanical, including photocopying or by information storage or retrieval systems, without prior 

may be reproduced, displayed, or transmitted in any form or by any means, electronic orAffairs 
HealthFoundation. As provided by United States copyright law (Title 17, U.S. Code), no part of 

 by Project HOPE - The People-to-People Health2014Bethesda, MD 20814-6133. Copyright © 
is published monthly by Project HOPE at 7500 Old Georgetown Road, Suite 600,Health Affairs 

include the digital object identifier (DOIs) and date of initial publication. 
mustby PubMed from initial publication. Citations to Advance online articles 

indexedonline articles are citable and establish publication priority; they are 
versions may be posted when available prior to final publication). Advance
publication but have not yet appeared in the paper journal (edited, typeset 
Advance online articles have been peer reviewed and accepted for

Not for commercial use or unauthorized distribution

by guest
 on November 15, 2014Health Affairs by content.healthaffairs.orgDownloaded from 

by guest
 on November 15, 2014Health Affairs by content.healthaffairs.orgDownloaded from 

http://www.healthaffairs.org
http://content.healthaffairs.org/content/early/2014/11/07/hlthaff.2014.0240.full.html
http://healthaffairs.org/1340_reprints.php
http://content.healthaffairs.org/subscriptions/etoc.dtl
http://content.healthaffairs.org/subscriptions/online.shtml
http://content.healthaffairs.org/
http://content.healthaffairs.org/


By Victoria Y. Fan, Amanda Glassman, and Rachel L. Silverman

How A New Funding Model Will
Shift Allocations From The Global
Fund To Fight AIDS, Tuberculosis,
And Malaria

ABSTRACT Policy makers deciding how to fund global health programs in
low- and middle-income countries face important but difficult questions
about how to allocate resources across countries. In this article we
present a typology of three allocation methodologies to align allocations
with priorities. We then apply our typology to the Global Fund to Fight
AIDS, Tuberculosis, and Malaria. We examined the Global Fund’s
historical HIV allocations and its predicted allocations under a new
funding model that creates an explicit allocation methodology. We found
that under the new funding model, substantial shifts in the Global Fund’s
portfolio are likely to result from concentrating resources in countries
with more HIV cases and lower per capita incomes. For example, South
Africa, which had 15.8 percent of global HIV cases in 2009, could see its
Global Fund HIV funding more than triple, from historic levels that
averaged 3.0 percent to 9.7 percent of total Global Fund allocations. The
new funding model methodology is expected, but not guaranteed, to
improve the efficiency of Global Fund allocations in comparison to
historical practice. We conclude with recommendations for the Global
Fund and other global health donors to further develop their allocation
methodologies and processes to improve efficiency and transparency.

D
evelopment assistance for health
in low- and middle-income coun-
tries has grown to unprecedented
levels, from $10.8 billion in 2001
to $28.1 billion in 2010.1,2 Much

of this growth has been directed toward the re-
sponse to HIV, which accounted for 8 percent of
all such assistance in 2001 and 24 percent in
2010.1,2 In countries tackling HIV epidemics, do-
nors have played a major role. For example, in
2009 development assistance accounted for
58 percent of total HIV funding in thirty-six
sub-Saharan countries.3

All donor agencies face a common core chal-
lenge: how to allocate scarce resources across
countries and programs. For example, which
countries are eligible to receive funding? How

much should each country receive, and why?
What requirements should countries have to
meet to receive donor funds? Are funding deci-
sionsmade through transparent and predictable
mechanisms, so that they empower countries to
forecast their country-level allocations and plan
their overall health budgets?
These questions are typically considered at the

donor level, by the bilateral donors andmultilat-
eral agencies that ultimately control their own
purse strings. Each donor’s perspective is slight-
ly idiosyncratic. Many goals are shared across
theglobalhealth community, but eachdonorwill
also have its own priorities, goals, and values—
which are shaped by the incentive environment,
broader political context, and governance struc-
ture specific to each organization.4 Donors have
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the authority to decide the structure of their al-
locations, and the repercussions of those deci-
sions are widely and deeply felt across low- and
middle-income countries.
In this article we present a typology of alloca-

tionmethodologies that either are already in use
or could be used by donors. This typology was
developed to help donors better define their
goals and priorities, with explicit recognition
of relevant trade-offs; determine the feasibility
of and data constraints on various allocation
options; and decide upon an allocation system
according to the donor’s specific goals, resour-
ces, and expertise.We illustrate the assumptions
and implications of eachmethodology, as well as
its benefits and limitations.
Using this typology,we focus on a specific case

of allocations of HIV funds from the perspective
of amultilateral funder, the Global Fund to Fight
AIDS, Tuberculosis, and Malaria. The Global
Fund is the second-largest international provid-
erofHIV funds—after thePresident’sEmergency
Plan for AIDS Relief (PEPFAR)—and the largest
source of HIV funds in many countries. Its allo-
cations have implications for how recipient
countries plan their health budgets and for how
other donors choose to allocate their monies
across countries. The Global Fund has recently
adopted new policies that govern the allocation
of its funding across countries.5 The policies are
expected to have a significant impact on how
much money each country receives from the
Global Fund, which in turn affects coverage of
essential services and number of lives saved.
We first review theGlobal Fund’shistorical and

new policies for resource allocation, including
the rationale for its change to the new policy.We
then predict and analyze two different alloca-
tions of Global Fund HIV funding across coun-
tries: its historical portfolio and the expected
portfolio under its new policy. In our discussion,
we consider ways to further improve the equity
and efficiency of the Global Fund’s allocations of
HIV funding. We conclude with recommenda-
tions for global health policy makers on improv-
ing funding allocation decisions.

Typology Of Allocation
Methodologies
We first present a typology that identifies three
different formula-based allocation methodolo-
gies. The typology accounts for differences
among donors’ specific goals, principles, and
explicit criteria for determining allocations.
Each methodology includes different assump-
tions that have different ethical consequences.
For example, one shared goal is to maximize
health outcomes. However, the extent to which

a utilitarian maximization of health outcomes is
prioritized vis-à-vis other principles will vary
substantially across donors.
Methodology 1 Methodology 1 places the

highest priority on overall health maximization
and does not necessarily account for country
income differentials or inequalities in health
within countries. To achieve the goal of overall
health maximization, donors could first assess
the historical association between health out-
comes (for example, disease incidence) and
aidallocations,whenother factors arecontrolled
for. By estimating the average relationship be-
tween allocations and health improvements for
each country, a donor could then redistribute
funds to favor countries that produced more op-
timal health improvement per allocated dollar.
However, thismethodology is a health produc-

tion function (similar to an economic produc-
tion function that expresses the relationship be-
tween production factors and outputs). It is
difficult to implement in part because it assumes
that a significant association between funding
levels and health outcomes can be detected. It
also assumes that a counterfactual scenario in
which no money was donated can be adequately
controlled for.
Another consideration in deciding to apply

thismethodology is a donor’s interest in keeping
its funds frombecoming fungible in government
budgets—that is, not allowing higher donor con-
tributions to lead to a reduction in government
spending.6 Gains in health might have occurred
even in the absence of donor funds, if countries
devoted additional domestic resources to the
health sector.
Methodology 2 The other two allocation

methodologies focus broadly on adherence to
a set of multiple goals, principles, and criteria.
Methodology 2 is a costing or budget methodol-
ogy. It calculates each country’s expected re-
source needs (the budget) to achieve a designat-
ed level of population coverage for a selected set
of services. The donor then chooses to pay some
portion of the country’s costs, with due consid-
eration to the contributions of other funders.
Notably, some donors have extensively estimat-
ed the costs of tackling the HIV epidemic. For
example, the Joint United Nations Programme
on HIV/AIDS (UNAIDS) has made such esti-
mates through the UNAIDS Investment Frame-
work, which is used in part for global fund-rais-
ing to combat HIV, without clearly revealing
country-level allocations.7,8 This methodology
canalso incorporate ethical considerations, such
as thosepertaining to inequalities inhealthwith-
in countries, by explicitly accounting for the
costs of reaching hard-to-reach or vulnerable
populations.
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Methodology 3 Methodology 3 is a multivar-
iablemethodology called a spending function, in
which funding is allocated exclusively on the
basis of a predefined set of criteria. This meth-
odology is used by the World Bank, which allo-
cates its international development assistance
funds using a formula based on countries’ per-
formance, population, and gross national in-
come per capita.9 The spending function is often
the most feasible to adopt because of its simplic-
ity and its use of readily available data.
The methodology can also account for con-

cerns about health or income inequalities by,
for example, incorporating a variable for the
number of people living in absolute poverty or
one for the number of people at risk of HIV
infection. This methodology may be particularly
useful if a donor agency’s primary goal is to re-
ward certain policies, because the country’s use
of those policies can be incorporated into the
methodology’s formula.
However, in methodology 3 the selection of

parameters is highly subjective, and the chosen
parameters do not necessarily have a direct rela-
tionship to either costs or health outcomes. This
is not the casewith the other twomethodologies.

Global Fund’s Historical Allocations,
2002–12
We next review the Global Fund’s historical poli-
cies for funding allocation decisions in light of
our typology. According to its framework docu-
ment, the Global Fund has long aspired to give
“due priority to the most affected countries and
communities and to those countries most at
risk,”10(p92) while also focusing its resources on
countrieswith “the least ability to bring financial
resources to address [the three target dis-
eases].”10(p96) It used an approach to resource al-
location driven in large part by demand and
country requests, wherein countries indepen-
dently developed funding proposals to imple-
ment particular activities. Because allocations
were not determined ex ante, countries devel-
oped their proposals without knowledge of or
deference to a prespecified budget constraint.11

These statements, coupled with other internal
and public documents, suggest that the Global
Fund embraced, at least theoretically, the use of
multiple principles and objective criteria (such
as disease burden, national income, and country
capacity) to allocate resources.
In practice, the Global Fund was not clearly

systematic in applying allocation principles
across its whole portfolio of countries. Instead,
its High-Level Independent Review Panel on Fi-
duciary Controls and Oversight Mechanisms ob-
served that the organization’s demand-based ap-

proach too often translated into distributing
funding on a “first come, first served” basis upon
approval of countries’ submitted grant pro-
posals.12 The panel found that funding decisions
favored the most ambitious proposals with the
largest budgets and generally did not explicitly
prioritize grant proposals on the basis of an in-
tervention’s effectiveness or cost-effectiveness.12

Indeed, the Global Fund’s historical approach to
resource allocation lacked explicit use of a for-
mula and may best be considered outside our
typology of formula-based methodologies.
Consistent with the panel’s report, several

studies that examined the predictors of cross-
country funding by the Global Fund reported
mixed results. This indicates a limited systematic
relationship between allocations and objective
criteria. One study found that when all else
was held equal, grant disbursement rates were
higher in countries with low incomes and low
health spending, which suggests that the Global
Fund prioritized poor countries.13 In contrast,
another study found only a low correlation be-
tween countries’ disease burden and the Global
Fund’s disbursements, and a weak association
between countries’ income (or performance)
and disbursements.14

The New Global Fund Model For
Allocation Decisions
In 2012 the Global Fundmade the important but
politically difficult decision to move away from
its historical allocation model.15 As noted above,
that model did not systematically determine
funding levels across the portfolio of countries.
In contrast, the new funding model explicitly

articulates an allocationmethodology. It system-
atically accounts for two factors—countries’ dis-
ease burden and “ability to pay” for disease con-
trol programs—to partially determine potential
funding levels for eligible countries.16,17 These
factors incorporate somebut not all of theGlobal
Fund’s guiding principles. The new allocation
methodology most closely resembles methodol-
ogy 3 in our typology. The Global Fund’s meth-
odology is intended to solve mismatches be-
tween disease burdens and allocations so as to
make quicker progress against disease.
The new allocation methodology involves first

multiplying the number ofHIVcases per country
by a country’s “ability to pay” factor. Linked to a
country’s income, this factor ranges from 0.20
among the wealthiest of upper-middle-income
countries to 0.95 for all low-income coun-
tries17–19 (for a line graphof this factor, see online
Appendix 1).20 The product of HIV cases and the
“ability to pay” factor is calculated for each coun-
try, which in turn is divided by the sum of the
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products for all eligible countries, generating a
share of funding for each country.
Because the Global Fund’s new fundingmodel

is vulnerable to the arbitrary selection and
weighting of indicators, and because the Global
Fund has multiple (sometimes competing)
goals, reasonable people will disagree about
whether themodel is appropriate.Given themul-
tiple principles expressed in the Global Fund’s
own strategic documents—such as the need for
an “integrated, balanced approach,” “human
rights,” and “value for money”21—disagreement
is expected. Perhaps to reduce these disagree-
ments, the Global Fund’s new funding model
includes the application of discretionary adjust-
ments based on a variety of qualitative factors
similar to those used in the Global Fund’s histor-
ical approach.17

As long as discretionary adjustments do not
offset the gains from the use of a systematic
allocation process, the new funding model is
expected tobean improvementover theprevious

model for two reasons. First, although funding
is not guaranteed, by specifying ex ante the
amount of HIV allocations per country, the
new fundingmodel will increase the year-to-year
predictability of funding,whichmayenhance the
recipients’ ability to efficiently and equitably de-
ploy Global Fund investments.22

Second, the new funding model shifts policy
attention toward whether agreed-upon princi-
ples are being accurately measured and away
from the politics of “first come, first served.”
The new model has some potential to reduce
discretion and shield resource allocation from
political pressures.

Differences In Global Fund
Allocations
To illustrate the impact of the new allocation
methodology on thedistribution of country-level
financing, we investigated the extent to which
expected Global Fund allocations to countries
under the new model would differ from histori-
cal allocations.We first considered the historical
allocations alone.
Exhibit 1 shows that of the twenty-five coun-

tries that received themostHIV funding from the
Global Fund in the period 2002–12, Ethiopia
received8.2percentof the funding, India6.6per-
cent, and Tanzania 5.2 percent. As a crude indi-
cator of the extent to which allocations matched
the countries’ burden of disease—a stated goal of
the Global Fund—Exhibit 1 also shows each
country’s share of globalHIVcases. For example,
Nigeria had 9.3 percent of the HIV cases and
received 2.8 percent of the funding. This sug-
gests that Nigeria was given lower allocation pri-
ority than, for example, Ethiopia (which re-
ceived 8.2 percent of the funding but had
2.8 percent of the HIV cases).
Nonetheless, we detected a correlation be-

tween allocation shares and HIV case shares.
For each country, having an additional 1 percent
of total HIV cases was crudely associated with a
0.38 percent increase in Global Fund HIV allo-
cations to the country. This explains some of the
variation observed in allocations (for crude cor-
relation estimates of HIV allocations with other
factors, see online Appendix 2).20

Given the importance of accounting for multi-
ple factors, a simple comparison of allocation
shares and disease burden is insufficient, partic-
ularly because it ignores countries’ ability to pay.
Hence, we also examined the correlation be-
tween historical allocation shares and per capita
income (and, separately, gross national in-
come). Unlike disease burden, however, neither
income measure had any significant association
with historical allocation shares (Appendix 2).20

Exhibit 1

Historical Global Fund Allocation Of HIV Funding To The Twenty-Five Countries Receiving
The Most Funds And Those Countries’ HIV Cases

SOURCE Authors’ analysis. NOTE The percentages shown are of Global Fund HIV funding for the period
2002–12 and of HIV cases in the world in 2009.
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It is also possible to consider historical allo-
cations relative to the expected population
served—for example, using the Global Fund’s
spending per HIV case. Such an approach crude-
ly mimics the budget methodology (methodolo-
gy 2 in our typology) of assigning a cost, or a
measure of the Global Fund’s willingness to pay,
per HIV case.
Among the countries receiving Global Fund

HIV grants, the average annual Global Fund
spending perHIVcase was $358, with a standard
deviation of $1,081. The five countries with the
highest spending per case were Timor-Leste
($9,562), the West Bank and Gaza ($5,225),
the Maldives ($3,360), Mongolia ($2,994),
and Cape Verde ($2,057) (for average Global
Fund spending per HIV case, ranked in descend-
ing order, listed for all countries tracked, see
online Appendix 3).20 The countries with spend-
ing below $10 per case were Malaysia ($1.85),
Botswana ($2.56), Panama($2.98), SouthAfrica
($4.54), Nigeria ($7.18), Uganda ($8.91), the
Democratic Republic of the Congo ($8.91),
Mexico ($9.34), and Uruguay ($9.46).
In terms of the Global Fund’s per case spend-

ing, the country with the highest spending per
case hadmore than 5,000 times the Global Fund
allocations than the country with the lowest
spending per case.What might explain this tre-
mendous variation in Global Fund spending per
HIV case?
Countries with low Global Fund spending per

case, might have received funds from other
payers. Similarly, countries with high Global
Fund spending per HIV case might lack other
funding sources, an absence that is an important
ethical consideration in allocation decisions.
Low Global Fund spending per HIV case might
also reflect the targeting of a smaller total num-
ber of HIV cases (for example, in Malaysia) or
lower service delivery costs per HIV case (for
example, in Myanmar).
Separately, we considered the expected HIV

portfolio under thenewallocationmethodology.
Exhibit 2 shows Global Fund allocation shares
for the twenty-five countries predicted to be the
largest recipients. Under the new methodology,
countries’ allocation shares aremore consistent-
ly matched to their share of HIV cases. Disease
burden explained only 35 percent of the varia-
tion in historical allocations (Appendix 2).20 In
contrast, under the new methodology, disease
burden is expected to account for about 89 per-
cent of the variation in allocations, with the re-
mainder linked to the “ability to pay” factor.
Next, we explicitly compared the allocation

portfolios to each other. Exhibit 3 plots each
country’s historical allocation portfolio on the
horizontal axis and the expected new funding

model allocation on the vertical axis. Overall,
compared to the historical allocation, ninety-
three countries are expected to have a lower al-
location share, whereas twenty-nine countries
will probably have a higher share (for the full
list of country allocation shares, see online Ap-
pendix 4).20

To see which countries which would be most
affected by this new policy, we subtracted coun-
tries’ historical allocation shares from their pre-
dictednewallocation shares. Exhibit 4 shows the
countries with the most extreme predicted dif-
ferences between historical and new allocation
shares. Under the new methodology, countries
such as Ethiopia and Rwanda would be allocated
a lower share,whereas countries such asNigeria,
SouthAfrica, and theDemocratic Republic of the
Congo would see increased funding.

Exhibit 2

Predicted New Global Fund Allocation Of HIV Funding To The Twenty-Five Countries
Receiving The Most Funds And Those Countries’ HIV Cases

SOURCE Authors’ analysis. NOTES The percentages shown are of predicted Global Fund HIV funding
under the new allocation methodology described in the text and of HIV cases in the world in 2009. The
Russian Federation will no longer be eligible for Global Fund HIV funding under the new eligibility
rules.
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Discussion
In this article we have presented a typology of
methodologies for the allocation of donor re-
sources for health across recipient countries.
We examined Global Fund HIV allocations for
the period 2002–12, and we found only a limited
correlation between countries’ allocations and
disease burden, andno correlation at all between
allocations and per capita income or national
income. A 5,000-fold difference was observed
between countries with the highest and lowest
Global Fund HIV spending per HIV case.
Next, we illustrated the distributional changes

that could result from a change in Global Fund
allocation methodology. Specifically, we con-
trasted the allocation portfolios between a sce-
nario without an explicit methodology (the his-
torical allocation) and a scenariowith an explicit
methodology (the predicted allocationunder the
new funding model described above). Substan-

tial shifts in the Global Fund’s portfolio are ex-
pected under the newmethodology, because of a
concentration of resources in countries with
more HIV cases and lower per capita incomes.
There are limitations to systematic methodol-

ogies. For example, the simple two-variable for-
mula of the Global Fund’s new funding model
lacks explicit concern for equity, and its ethical
dimensions merit further analysis. Certain peo-
plewithHIVmaybe farmoredisadvantaged than
others because of poverty, social marginaliza-
tion, stigmatization, and even safety or legal
concerns related to government policy (such
as the criminalization of homosexuality). How-
ever, these factors may be accounted for under
the Global Fund’s discretionary adjustment pro-
cedures. Another limitation is that the new fund-
ing model methodology lacks transparency in
regard to the theoretical justification of weights,
particularly in the “ability to pay” factor.
The utility of systematic methodologies can be

diminished because of the use of discretionary
adjustments and the political economy of alloca-
tions. For example, constituencies may insist on
special caps or exemptions, as in the case of the
World Bank’s allocation formula.9 Levels of
country allocations may also require adjustment
because of a concern for continuity of services,
according to which the Global Fund is seen as
ethically obliged to continue treatment for peo-
ple with HIV as long as they live.21

It is unclear how to weigh countries by gover-
nancemeasures: A fundermight prefer to give to
countries with better governance, but doing so
would systematically disadvantage those coun-
tries that may need the greatest attention. Some
adjustments tomethodologiesmay be useful and
necessary, particularly with respect to factors
that are either difficult to quantify or context
specific. Nevertheless, better documentation
and transparency of those adjustments are need-
ed, particularly given their relevance to the over-
all allocation of Global Fund financing—and
since the Global Fund is primarily financed by
public (government) contributions.

Policy Implications
The lessons gleaned from the typology of meth-
odologies we have presented and the Global
Fund analyses are relevant both to international
donors and to national governments in their
allocation processes to provinces and states.
We observed that the Global Fund’s new allo-

cation methodology may better align the distri-
bution of funding with the Global Fund’s speci-
fied principles. Yet within the context of our
typology, the new allocation methodology can
be classified as a spending function (methodol-

Exhibit 3

Differences Between Historical And Predicted New Allocation Shares Of Global Fund HIV
Funding

SOURCE Authors’ analysis. NOTES The line of equality (represented by the red diagonal line) indicates
that historical and predicted allocations are the same. If a country is above the line, it is predicted to
have a higher allocation share under the new funding methodology than it had in the past. If a country
is below the line, it is predicted to have a lower share under the new methodology than it had in the
past. The percentages shown are of Global Fund HIV funding. The Russian Federation will no longer be
eligible for Global Fund HIV funding under the new eligibility rules.
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ogy3). As a spending functionof two factorswith
weights, the methodology is not designed to
maximize health outcomes, nor is it explicitly
linked to the costs or budgets required to deliver
programs supported by the Global Fund. For ex-
ample, the formula does not explicitly account
for the prevention of HIV (beyond the preven-
tion benefits conferred by treatment). Given
these limitations and the Global Fund’s recent
emphasis on value for money,23 the new alloca-
tion methodology may not achieve all of the
Global Fund’s goals.
Donors in global health would benefit from

carefully examining how the budget and produc-
tion functionmethodologies (1 and 2) presented
here might be fully developed and operational-
ized. For example, Bernhard Schwartländer and
coauthors7 previously estimated country-level
costs for HIV programs, and the Global Fund
could use these estimates to apply methodology
2. In addition, theGlobal Fund could also use the
budget data that it has collected from countries
and incorporate such estimates into an applica-
tion of methodology 2.24

Allocation formulas must be constantly revis-

ited as disease dynamics, country incomes, and
requirements evolve, and as new data and other
information become available. Regular and au-
tomatic reviews are needed.
Funders should also pay attention to the con-

sistency of policies between ex ante allocations
and ex post disbursements. For example, the
Global Fund’s “ability to pay” measure does
not accurately match or reflect the organiza-
tion’s actual counterpart financing policy—that
is, its requirements related to the proportion of
overall funds for each disease program that
countries must finance from their respective na-
tional treasuries.5

To calculate ex ante allocations, the “ability to
pay” indicatorusedcontinuous ranges from0.20
to 0.95. In contrast, the counterpart financing
policy specifies ex post country contributions to
the national disease program by country income
level: 5 percent for low-income, 20 percent for
“lower” lower-middle-income, 40 percent for
“upper” lower-middle-income (where “lower”
and “upper” are divided by the median), and
60 percent for eligible upper-middle-income
countries.5 In other words, the Global Fund’s

Exhibit 4

Differences Between Predicted New Allocation Shares And Historical Shares Of Global Fund HIV Funding: The Ten
Countries With The Largest Expected Gains And Losses

SOURCE Authors’ analysis. NOTES A negative difference (denoted by red bars) indicates that the country had a larger historical allo-
cation than it is predicted to have under the new methodology. The Russian Federation will no longer be eligible for Global Fund HIV
funding under the new eligibility rules.
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“ability to pay” measure does not reflect its own
policies of requiring countries to contribute to
financing to be eligible to receive Global Fund
allocations.
Donors also need to be much more explicit

about how eligibility policies are consistent with
their allocation policies. In the case of the Global
Fund, the eligibility policy and the allocation
policies merit stronger justification than they
receiveunder thenewfundingmodel. TheGlobal
Fund’s eligibility policy explicitly shifts funding
away from certain upper-middle-income coun-
tries based on income level (by World Bank clas-
sification), economic power (for example,
whether or not the country is a member of the
Group of Twenty), and the country’s “severity of
disease burden” (according to the Global Fund’s
five categories). PEPFAR has not clearly articu-
lated its choice of countries or its allocation
methodology, either.25

It can be argued that the eligibility policy,
therefore, is very much a crucial component of
the Global Fund’s overall new allocation strate-
gy. Whereas the new allocation policy is essen-
tially continuous in funding levels based on in-
come, the eligibility policy is categorical. As a
result, allocations to countries such as China
and Russia are fixed at zero under the eligibility
policy, even though the countries would other-
wise be granted funds under the new funding
model allocation formula. Moving forward, the
Global Fundwouldbewell advised to revise these
documents so that allocations are fully deter-
mined by a single, theoretically consistent
policy.

Conclusion
This article focused on the impact on HIV fund-
ing of the allocation methodology in the Global

Fund’s new funding model. Allocation proce-
dures—particularly at the donor level—are often
overlooked, yet they affect millions of lives. Do-
nors and beneficiaries alike would benefit from
taking a more systematic and transparent ap-
proach to cross-country resource allocation.
The typology proposed in this article can serve
as a useful starting point whenundertaking such
an endeavor by providing organizations with a
menu of options.
Any allocation methodology—be it explicit or

implicit, and be it based on formula or on discre-
tion—is ultimately an experiment on a tremen-
dous scale.26 The Global Fund’s historical alloca-
tions can be seen as a ten-year experiment in
which allocations were carried out implicitly.
The new funding methodology is also an experi-
ment on the allocation of billions of dollars. Not
only is greater documentation needed to assess
the impact of this newmethodology (ormethod-
ology 3), but the public deserves careful analysis
and further research to consider the potential
impacts of methodologies 1 and 2.
The article has discussed HIV funding but not

tuberculosis ormalaria funding, which the Glob-
al Fund also provides. Much remains unclear
about how the Global Fund obtained its respec-
tive weights per case for each of the three dis-
eases.27 The political economy of changing be-
tween-disease resource allocation (and the
persistenceof resource allocation toHIV) among
the three diseases deserves further research. The
article also did not examine the impact of the
new funding model on joint allocation for HIV
funding in countries where there are multiple
donors. Further research and policy analysis of
the complex allocation decisions across diseases
and in situations with multiple donors is
needed. ▪
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