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Africa and the America First Global 
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SEPTEMBER 14, 2026

Howard Stein

The United States, under the leadership of President Donald Trump, has withdrawn from the 
World Health Organization (WHO) and dramatically cut health and humanitarian aid to Africa, 
including support for key non-governmental organizations (NGOs). It has replaced a mix of 
bilateral and multilateral approaches to global health with the America First Global Health 
Strategy (AFGHS), which foresees bilateral agreements with 71 recipient countries worldwide.1  
This paper focuses on the motivation and impact of this approach on important areas such as 
African digital sovereignty and the ability to contain emergent diseases, including the current 
Ebola outbreak. 
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INTRODUCTION

Digital sovereignty is the ability for a nation to maintain control over its data and its digital assets, 
infrastructure and technologies. The concentration of big tech in a few countries has created power 
asymmetries and sovereignty challenges for many nations.2 The African continent faces the most 
significant threats from China and the United States.3 Chinese telecom companies have constructed much 
of Africa’s digital backbone, including mobile networks and national data centres, leading to widespread 
concerns about the degree of African dependency on Chinese technology and potential threats to the 
control of data.4 The United States also threatens the digital sovereignty of other nations through its 
corporate-owned cloud infrastructure, which hosts massive amounts of data. Under the 2018 Cloud Act, 
US authorities can order firms to hand over data from operations domestically and abroad, including 
Canada and African countries.5

A newly emerging threat to digital sovereignty is the AFGHS. On January 20, 2025, citing undue political 
influence from China in the WHO, Trump signed Executive Order 14155, which initiated formal US 
withdrawal, one year later, from the health organization.6 As indicated by Trump’s early criticisms of 
China during Covid-19, this withdrawal was on his list of priorities well before his second term,7 and 
occurred along with massive cuts to public health assistance through the closure of the United States 
Agency for International Development (USAID) in February 2025.8 The question became: what would 
Trump’s new global health agenda look like? 

In September 2025, the State Department answered with the publication of the AFGHS. The strategy’s 
bilateral health agreements, completed or under negotiation with 71 countries around the world, have 
offered health assistance in exchange for access to health data. These agreements threaten each country’s 
digital sovereignty and patient privacy, while opening economies to US health-related goods and services. 

In the case of Zambia, negotiations have been held up due to US insistence that the Memorandum of 
Understanding (MOU) be tied to the signing of a critical mineral accord.9 Clinical experimentation, 
including the medical use of artificial intelligence (AI), has been embedded in the accord with Rwanda 
and closely aligned with a US-sponsored agreement to bring robotics into delivery systems.10 This 
continues a long tradition of using the continent’s population for potentially unethical experimentation.11

The AFGHS, this paper argues, is less about improving global health and more about utilizing bilateral 
approaches and the cover of global health to advance US strategic and corporate interests.12 The paper 
begins with some general reflections on the problematic nature of taking a bilateral approach to global 
health. The second section links the current Ebola outbreak in the Democratic Republic of the Congo 
(DRC) and surrounding countries to the shift in US global health policy, including the closure of USAID 
and its associated cuts to health and humanitarian assistance. The third section examines other problems 
with the AFGHS, including the loss of digital sovereignty for African countries. The fourth section 
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looks at the US-Nigeria health MOU to examine how the AFGHS plays out in an actual accord. The 
conclusions provide recommendations on how the global community should respond to the AFGHS. 

BILATERALISM AND GLOBAL HEALTH

The AFGHS, from a global health perspective, is disquieting.13 The name itself is an oxymoron. A widely 
accepted definition of global health is “an area for study, research, and practice that places a priority on 
improving health and achieving equity in health for all people worldwide.”14 Prioritizing one country in 
global health is an anathema to the very nature of the discipline, which is about equitable access to health 
worldwide. But the highest priority of the AFGHS is not global health: its first priority is to cover the 
advancement of US strategic and corporate interests.

Shifting power dynamics are at the core of moving from a mix of bilateral and multilateral programs to a 
strict bilateral approach. The US withdrawal from key international fora that are driven in part by norms 
of equity and fairness, and in the absence of negotiating options in geographically linked or politically 
aligned blocs, African nations and others find themselves alone in the ring with the United States. Newly 
asymmetric power relations have emerged, and isolation through bilateralism is by design. 

With its “leverage-based order,” the United States can demand multiple concessions that have nothing 
to do with public health.15 The demands to make health care support contingent on accessing minerals, 
for example, is signalled in the original document. Pillar 2 of the AFGHS, “Making America Stronger,” 
contains a section called “Leveraging U.S. Global Health Leadership to Compete with China.” It states that 
the program has the potential to be an important counterweight to China in Africa, which is a “continent 
of strategic importance to U.S. national interests,” because Africa “contains several of the large deposits of 
key minerals and rare earth elements needed as inputs into advanced technologies that fuel critical military 
and commercial applications.”16 This could be the first time a public health assistance document contains a 
discussion of leveraging health aid to gain access to critical minerals for military applications.

Leveraging has blatantly played out in real time, with the United States holding up its US$1.5 billion 
bilateral health agreement with Zambia until the African country signs a mining accord giving the United 
States access to Zambian minerals.i Unlike many other African countries, Zambia also pushed back on 
the unfettered access to Zambian health information.17 Kenya suspended its health MOU, one week after 
it was signed in December 2025, due to the agreement’s unlawful sharing of patient data, which was 
inconsistent with Kenya’s Data Protection Act of 2019.18

The demand for “co-investments” or “shared responsibility,” which is purportedly aimed at enhancing 
ownership of aid programs, has put an onerous burden on governments and undercut sovereignty 
over vast sums of African money that is now tied to problematic health agreements with asymmetric 

i All figures in US dollars.
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conditions.19 The section on recipient contributions in the AFGHS highlights a problem with bilateral 
agreements: “Going forward, the United States will implement health assistance through multi-year 
bilateral agreements between the U.S. government and recipient countries that require both parties to 
follow through on key terms in order to facilitate accountability and unlock future U.S. funding.”20 Notice 
the ambiguity of the terminology of “to facilitate accountability” and “unlock future US funding,” which 
places all power on the US side to determine when governments are not “accountable,” and with no time 
dimension on “future US funding.” 

The programs can be cancelled for a variety of reasons, at the whim of the White House, and without any 
connection to the country’s health needs or policies. The president’s abrupt cutting of health aid to South 
Africa in 2025 because of his dislike of South Africa’s land policies, for example, has been described as the 
United States showing “how political alignment now overrides epidemiological logic.” 21 The exigencies 
of public health have become subservient to the unilateral demands of the United States. We will see how 
this plays out in the latest Ebola outbreak.

Pillar 1 of the document, “Making America Safer,” emphasizes that the AFGHS makes “every effort 
to prevent deadly diseases from reaching our shores or harming American citizens abroad.”22 As stated, 
this approach is not about global public health. And what exactly is the strategy to accomplish this goal? 
The document asserts what nobody with even rudimentary training in epidemiology could possibly state 
with confidence: the system the United States aims to build in each country will “enable detection of an 
outbreak with epidemic potential within seven days of its emergence.”23 Every successful intervention 
in emergent disease outbreaks has required international cooperation. In the case of Covid-19, China 
released the genetic code that was needed to generate mRNA vaccines in early January 2020.24 Pulling 
out of the WHO, which places severe restrictions on international communications and collaboration, 
undermines the imperative of international cooperation. 

So how will this dramatic seven-day goal of detection be achieved? The key is to “engage bilaterally” 
“to strengthen global surveillance” by assigning “U.S. government staff with a health portfolio to every 
country with a U.S. mission.” 25 The United States plans to withdraw from investing in global laboratory 
capacity and data systems around the globe in order to focus on single-country surveillance and laboratory 
operations that the United States can monitor. 

THE AFGHS, US AID AND THE EBOLA OUTBREAK

On the surface, the potential success of this bilateral approach to global health seems dubious. We can 
examine the impact in practice with the current outbreak of the Ebola Bundibugyo strain. The DRC 
signed the new AFGHS agreement in February 2026. The first known case of Ebola in the DRC was 
detected in a nurse on April 24, 2026, in Bunia, Ituri Province, but the outbreak was not confirmed until 
May 15.26 By then, infections had already spread across at least nine health zones in Eastern DRC and 
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into neighbouring Uganda. By July 30, there were more than 3,605 confirmed cases and 1,587 deaths in 
the DRC, 20 cases and two deaths in Uganda, and one case in France. It is already the third largest Ebola 
outbreak in history, with the potential to become the largest, according to the Africa Centres for Disease 
Control and Prevention.27

What happened to the seven-day detection promised by the AFGHS? The WHO emphasized that the 
outbreak had surpassed the critical four-week detection gap, allowing Ebola to rapidly spread in Eastern 
Congo. By early May, Doctors Without Borders had documented some 55 deaths from viral hemorrhagic 
fevers since the beginning of April, but identification of the causal disease did not occur until nearly the 
end of that month.28

While there is little doubt that the ongoing violence in Eastern Congo played a role in the delayed 
detection of the virus,29 so did shifting US policy.30 Following the closure of USAID, US government 
support of health and humanitarian aid to the DRC plummeted from $1.28 billion in 2024 to $405 
million in 2025, to a mere $135 million through July 1, 2026.31 Prior to 2025, the United States funded 
a wide range of preparedness measures in the DRC that have been dramatically curtailed, including 
surveillance and response systems. The United States previously funded air transportation and trained 
people to properly handle and preserve samples for testing. The WHO has indicated that the lack of 
transportation impeded its ability to move such samples for testing.32

A key component of the AFGHS is to curtail support of NGOs due to their purported inefficiencies.33 
The US cutbacks to NGO support in the DRC have had a severe impact on the course of the Ebola 
outbreak. Testing is only one small part of surveillance. Someone needs to be in place to observe a 
mysterious new disease cluster, which leads to potential testing. USAID invested heavily in local 
communities and workers, often through NGOs that built trust with communities that were weary of 
outsiders, particularly given the conflict-ridden nature of the region.34

The 70 percent cut in humanitarian and health aid to the DRC has had a huge impact. For example, the 
International Rescue Committee, a humanitarian organization, reduced its coverage from five to two 
zones in Ituri Province, where the outbreak originated. According to Ana Bodipo-Mbuyamba, former 
USAID Health Office Director for the DRC from 2018 to 2023, “When you dismantle those programs, 
you no longer have your frontline eyes and ears on the ground that can alert you. Not having that, you lose 
precious time, and then precious lives get lost because of that.”35

The US withdrawal from the WHO has also impacted the course of the Ebola outbreak. US officials 
dealing with Ebola have been barred from directly communicating with the WHO. The essence of global 
health emergencies is the sharing of data and information. US officials complain they have been hobbled 
by these unprecedented barriers, which have constrained their ability to properly respond to the outbreak. 
The inability to fill senior posts, and cutbacks of infectious disease staff, have also impeded efforts. Current 
vacancies include the director of the infectious disease agency, surgeon general, head of the Food and 
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Drug Administration, deputy health secretary and head of the US Centers for Disease Control and 
Prevention (CDC). As Jeremy Konyndyk, former head of the National Institute of Allergy and Infectious 
Diseases, has stated, “If there were multiple US government health partners seeing clusters of unexplained 
viral hemorrhagic fever, they would have been sending that up the chain. Except that they didn’t really 
have anyone to send it up the chain to anymore.”36

The CDC webpage on Ebola sums up the priorities of the Trump Administration embedded in the 
AFGHS: “To date, no cases of Ebola disease have been confirmed in the United States because of this 
outbreak.”37 To help maintain this and to undoubtedly illustrate the “success” of its global health strategy, 
the United States has tried to keep all exposed Americans out of the country by sending them to Europe. 
On May 27, the US government announced the creation of a new facility at the Laikipia Air Base in 
Nanyuki, Kenya, for quarantining and treating Americans exposed to Ebola, although its creation has been 
held up by a court challenge.38 In all outbreaks in the past, US citizens were given access to fully equipped 
facilities in US hospitals.39 The US strategy, as measured by its impact on this current global health 
emergency, has been disappointing.  

ADDITIONAL REFLECTIONS ON THE AFGHS

There are other issues with the AFGHS. The heavy emphasis on bilateral relations and working with 
state health programs does not mean that the United States is abandoning its long-term neoliberal health 
agenda.40 The document contains a section entitled “Utilize the Private Sector to the Maximum Extent 
Practical,” with a focus on privatizing health commodity procurement, distribution of health commodities, 
service delivery and health systems.41

The real aim of this approach becomes apparent in Pillar 3 of the AFGHS document, “Making America 
More Prosperous.” The emphasis is not on local private sectors within recipient countries, but rather 
on opening recipient countries to US corporations. This will be done by ensuring that health foreign 
assistance funds will be used “to procure supplies from U.S. companies, creating opportunity for those 
companies to grow their presence in emerging markets.”42 They also require that they “heavily utilize 
American logistic companies to transport commodities internationally” and facilitate new partnerships 
that will “increase access to emerging markets for U.S. healthcare and pharmaceutical companies.”43

Centralizing country health data is required: “As part of each bilateral agreement, the United States will 
partner with recipient countries to develop a streamlined and robust performance monitoring system.”44 
This helps facilitate a key component of the AFGHS, that is, unfettered access to all health data, which is 
also found in every accessible bilateral agreement: “The U.S. government will also ensure long-term data 
sharing agreements are in place to provide the United States necessary data.”45 The consequences of not 
providing the data are clearly spelled out: “Specific performance requirements will be negotiated with each 
country as part of its bilateral agreements. Performance on all these metrics will be required to trigger 
future year US health assistance funding.”46 This is specified in all eight agreements accessed.47
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AFGHS AND BILATERAL AGREEMENTS: THE EXAMPLE OF NIGERIA

The United States hoped to have 71 bilateral health MOUs completed between December 2025 and 
March 2026, but only 33 had been signed as of July 23, partly due to resistance to the terms being 
demanded. The MOUs under the AFGHS are difficult to locate and only eight of the 24 signed African 
bilateral agreements (Cameroon, Ethiopia, Kenya, Liberia, Mozambique, Nigeria, Rwanda and Uganda) 
are available in the public domain.48 The structure and focus of all agreements are similar. They are a 
clear reflection of the demands of the Trump administration, rather than the result of careful, long-term 
negotiations.49 For example, all eight documents begin with a focus on surveillance and outbreak responses 
to potential pathogens that could affect the United States. Such pathogens represent a tiny portion of 
the sources of mortality in African countries, compared to the plethora of other infectious and chronic 
diseases in African countries that do not threaten the health of the United States.50

A review of one document provides insight into the degree of correspondence between the stated goals of 
the AFGHS and the MOUs. This paper examines the Nigerian agreement, as it has the most significant 
co-financing requirements and Nigeria has the largest population in Africa. 

The accord was signed on December 19, 2025, covering the period from 2026 to 2030. The document, like 
many of the others, begins with broad health objectives, such as decreasing the maternal mortality rate 
by five percent per year. However, nowhere in the main document does it specify how these goals are to 
be achieved. The real focus begins on page 7 of the document, which repeats the promise of the AFGHS: 
Nigeria is to detect all disease outbreaks with epidemic potential within seven days (reaching a success 
level of greater than 95 percent within five years), with reports to the US government by the next day and 
a plan for effective interventions in consultation seven days later (reaching a success level of greater than 
85 percent in five years).51

It should be noted that all sections on co-financing contain the following rider on US funding: “subject 
to the availability of funds.”52 Nigeria has no recourse to curtailing its funding if the United States does 
not meet its spending obligations. However, the United States has put in place a punishing formula for 
reducing its co-financing if Nigeria does not provide sufficient funds. For example, Nigeria is expected to 
increase its base spending by roughly $845 million in 2030, compared to $720 million in 2029. The United 
States is expected to increase its spending over the same period from $137 million to $237 million. If 
Nigeria kept the same level in 2030 as in 2029, the United States would do the same; spending would be 
$100 million less in 2030, matching the 2029 level. However, this is patently unfair, since it would mean 
that the United States would cut its planned level by 42 percent (100/237), whereas Nigeria would cut its 
levels by only 15 percent (125/845).53

Overall, Nigeria is expected to come up with 60 percent of the $4.93 billion budget between 2026 and 
2030, which is the second highest level of contribution among the 33 agreements and by far the largest 
sum in absolute dollars.54 There is an additional dimension that creates an even more onerous burden on 
Nigeria. By banning the inclusion of funding in Nigeria’s share from outside sources, the US maximizes 
its leverage since it does not need to bargain with other parties.
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Section 2.3 of the MOU deals with the commodity supply chain systems to provide goods and services 
and has an interesting clause not found in other accords. This clause reflects a Nigerian priority, that is, 
the aim to source 30 percent of commodities from local providers. However, it contains an important 
delimiting clause that Nigeria is “expected to cover any price differentials.”55 The United States is to 
be tapped for commodities not produced in Nigeria or those that “do not meet quality and quantity 
standards.”56 Without setting targets or programs, the US suppliers are simply “encouraged” to develop 
plans to enable local production of health-related commodities.57

Despite the addition of clauses not found in other agreements, it is almost certain that US healthcare 
manufacturers will be the main beneficiaries of this program, in line with the priorities set out in 
the AFGHS. This is made fairly explicit in the MOU, with the US government planning to “ensure 
availability of ARVs [antiretrovirals], HIV test kits, nutrition … and malaria commodities” and to “provide 
newborn units, emergency obstetric equipment, health workforce enhancement technologies,” etc.58 The 
provision of these products will be a boon to US manufacturers. Additional opportunities for US private 
health care companies will arise from US support for partnerships between an expanded National Health 
Insurance Authority and US companies, in areas such as data warehousing and insurance claims. All US-
supported contractors, sub-contractors and suppliers are exempt from Nigerian taxes.59

The lengthy section on data systems reflects the prioritization of accessing data, as set out in the AFGHS. 
This category is the most heavily funded by the United States, which agrees to cover two-thirds of the 
nearly $300 million total. The aim is to move toward a centralized digital medical records system, with the 
goal of reaching 100 percent participation by 2030. Heavy emphasis is on software systems that facilitate 
US monitoring.

The largest item of US support was the allocation of $51 million to build a national health data warehouse 
to centralize the deposit of all this data. The MOU contains a clause on the negotiation of a five-year 
renewable agreement providing the US full data access, a key priority of the AFGHS.60 With regard to 
“specimen sharing and data sharing arrangements,” it states that “failure to fulfill any commitments in 
these arrangements could result in changes in the planned assistance contemplated under this MOU and/
or discontinuation of this MOU by the U.S. Government.”61

In sum, the Nigerian bilateral MOU closely aligns with the priorities of the AFGHS aimed at advancing 
US interests on multiple levels. These include expanding the market for US health companies, gaining 
unfettered access to citizens’ health data, and keeping epidemics away from the United States. Recipient 
countries such as Nigeria must absorb the large financial burdens and asymmetric risks associated with 
non-compliance. 

A key focus of the AFGHS is accessing the digital health information of Africans and the citizens of 
other recipient countries.62 This complements broader American attempts at “virtual jurisdiction” of the 
cloud, which is contested by laws asserting “territorial jurisdiction” over localized data. An example is the 
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European General Data Protection Regulation.63 Other countries, including Canada, have done little 
to counter the US Cloud Act.64 Few African countries have asserted “territorial sovereignty” over their 
data. Ghana passed the Data Protection Act in 2012, creating a Commission for Data Protection that 
has the capacity and authority to enforce the law. Replicating this can be challenging, given capacity and 
regulatory limitations in most African countries.65 This is recognized with ongoing efforts to address 
technical issues at the regional level.66 All of this points to the need for the creation of an international 
coalition of the willing, including Canada, to create alternative platforms that guarantee digital sovereignty 
for all participating countries while working with African governments (and others) to develop the 
services and manufacturing to build viable autonomous health care systems.

CONCLUSIONS

For too long the health care of Africans has relied heavily on American financial support. Hints of 
potential vulnerability to the capricious winds of American politics have always been present, as seen in 
the Helms Amendment, the Global Gag Rule, and problematic policy conditionality associated with 
foreign aid, such as user fees in primary care.67

Recent massive cuts in health and humanitarian aid, and the shift from a mix of multilateral and bilateral 
health delivery to bilateral assistance only, are aimed at the instrumental exploitation of that vulnerability. 
The new health MOUs arising from the AFGHS reflect the US shift from soft to hard power. They 
undercut African digital sovereignty, including the control of health-related information. 

Public health has no boundaries in the interconnected world of the 21st century. The sharing of health 
data is a vital element of creating strategies to deal with emerging health challenges; it should be the 
product of cooperation, not coercion. Yet health data also contains sensitive personal information that 
must be protected, and shared carefully, sparingly and with adequate degrees of anonymization. It should 
not be a bargaining chip for vital healthcare funding support. 

Canada, which is also struggling to secure its own digital sovereignty, should work with international 
partners to provide alternatives for African countries aimed at generating local health care goods and 
services that can be produced by and for Africans. Those goods and services should include health 
information management systems that will guarantee autonomy from the coercive arm of the US 
government and its private sector partners, while at the same time respecting patient privacy and data 
sovereignty. 

To quote Prime Minister Mark Carney: “When we only negotiate bilaterally with a hegemon, we 
negotiate from weakness. We accept what’s offered.”68 The MOUs of the AFGHS are prima facie 
evidence of this. Perhaps it is time for a bit of “variable geometry”69 to create a new coalition around the 
common values and interests associated with building African digital sovereignty, health sovereignty and 
sustainability.
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Author’s Note

An earlier version of this paper was presented at a Centre for International Governance Innovation (CIGI) 
Workshop: “Digital Governance, Partnership, and Power in Africa,” University of Ottawa, June 5, 2026. I am 
grateful for comments from the audience; two South Africa-based colleagues, Horman Chitonge and Redge 
Nkosi; two anonymous referees; and the editor of the Balsillie Paper Series, Saad Hammadi. Space limitations 
constrain my ability to incorporate all the comments. None are responsible for errors and omissions.
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