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EXECUTIVE SUMMARY
Across the East and Southern Africa regions, the Global Fund
to Fight AIDS, TB and Malaria is a lead financier of national
responses to HIV. Within its current portfolio of HIV grants,
three of the Global Fund’s largest investments are in Malawi,
Tanzania and Zimbabwe, countries which each receive as
much as US$500 million in three-year programme grants.
The way that countries plan for, receive and implement these
grants has major impacts on their ability to manage their HIV
epidemics.
The Bill & Melinda Gates Foundation is working in Malawi,
Tanzania and Zimbabwe in partnership with governments and
other stakeholders to improve the effectiveness and impact of
national HIV programmes. Given the central role of the Global
Fund in these countries, it is imperative for technical partners
such as the foundation to understand how grants are planned
for, structured and implemented so that their own work can
be fully aligned with these contributions.
To assist it in this regard, the foundation contracted the
Health Economics and HIV and AIDS Research Division from
the University of KwaZulu-Natal, based in Durban, South
Africa, to conduct exploratory research in the form of country
assessments on Global Fund processes and investments in the
three countries. The assessments were primarily descriptive in
nature and focused on the main components of Global Fund
support, including Country Dialogue; the development of the
most recent Funding Requests; current grant implementation
arrangements; grant performance; and prospects for
sustainability and transition should the level of Global Fund
support change. Each assessment concluded with a series of
recommendations on opportunities for improving Global Fund
processes that could also be potential entry points for the
foundation to increase its engagement within each country.

This report consolidates the findings of the three country
assessments and provides some additional comparative
analysis. It shows that, in each country, the HIV epidemics
continue to expand (although at descreasing rates) with new
HIV infections still numbering in the tens of thousands on
an annual basis. As the responses to these epidemics have
evolved over time, countries have come to rely primarily
on an approach that prioritises HIV treatment as the way to
reduce new HIV infections while keeping people living with
HIV alive. This approach is almost exclusively financed by
external sources, especially the Global Fund, and treatmentrelated resource needs take up almost all of the three-year
funding allocations for HIV. This leaves little to no latitude
for considering increased investments in other important
components of HIV responses, such as prevention. These
realities in many respects predetermine the outcomes of
Global Fund processes, particularly Country Dialogue and
Funding Request development, and this raises questions
about their ongoing relevance and effectiveness.
The analysis also addressed grant implementation
arrangements and shows how Global Fund programmes
continue to be largely vertical in nature with, for example,
separate financial and programmatic management structures,
and reporting systems that operate outside established health
or community systems. This may add costs and complexities
to grant implementation which may, in turn, result in underutilisation of funds and missed opportunities to shift Global
Fund resources towards under-funded priorities such as HIV
prevention. The report concludes with the identification of
opportunities for technical partners, such as the foundation,
to improve Global Fund structures and processes with a view
towards enhancing their critical value for the health of the
population in each of the three countries that were examined.
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1.

A

INTRODUCTION

cross the East and Southern Africa regions, the Global
Fund to Fight AIDS, TB and Malaria (the Global Fund)
is a lead financier of national responses to HIV. Along
with the United States President’s Emergency Plan for AIDS
Relief (PEPFAR), the two entities provide most of the resources
used for HIV programmes in most countries across the region.
Within its current portfolio of HIV grants, three of the Global
Fund’s larger investments are in Malawi, Tanzania and
Zimbabwe, countries which each receive as much as US$500
million in three-year programme grants. Indeed, Tanzania’s
high disease burden and low-income status make it the Global
Fund’s second largest investment portfolio after Nigeria. The
way that countries plan for, receive, and implement their
grants has major impacts on their ability to manage their HIV
epidemics.
The Bill & Melinda Gates Foundation (the foundation) is
also an important partner in the region supporting countrylevel HIV programmes (in addition to other priorities).
Malawi, Tanzania and Zimbabwe are among those countries
where the foundation is currently working in partnership
with governments and other stakeholders to improve the
effectiveness and impact of national HIV responses. Given
the central role of the Global Fund in these countries, it is
imperative for technical partners such as the foundation
to understand how grants are planned for, structured and
implemented so that their own work can be fully aligned with
these contributions.
To assist it in this regard, the foundation contracted the Health
Economics and HIV and AIDS Research Division (HEARD) from
the University of KwaZulu-Natal (UKZN), based in Durban, South
Africa, to conduct exploratory research, in the form of country
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assessments, on Global Fund processes and investments in all
three countries. The assessments were primarily descriptive in
nature and focused on the main components of Global Fund
support, including: Country Dialogue; the development of the
most recent Funding Requests; current grant implementation
arrangements; grant performance; and prospects for
sustainability and transition should Global Fund support
change. They also included brief analyses of country contexts,
including an overview of the status of the HIV epidemics in
each country; an overview of the national health system
supporting HIV programmes; current progress in responding
to HIV; and funding trends. This helped to situate Global Fund
processes within their wider programme environment.
This report consolidates the findings of the three assessments
and provides some additional comparative analysis and
reflection. The report concludes with the identification of
opportunities for technical partners, such as the foundation,
to improve Global Fund structures and processes across the
three countries.

2.

RESEARCH OBJECTIVES AND
EXPECTED OUTPUTS

The country assessments had three main objectives:
a)
Identify challenges, gaps and opportunities in both
the Funding Request development process and grant
implementation stages;
b)
Establish a clear roadmap of solutions for strengthening
Global Fund investments in Malawi, Tanzania and
Zimbabwe; and
c)
In addition to identifying actionable solutions, identify
the stakeholders best equipped to implement the
recommended solutions where possible.
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The main outputs were intended to be country reports for
each of Malawi, Tanzania and Zimbabwe that included:
•
A contextual analysis of country needs and priorities
regarding HIV, TB and other health concerns;
•
A descriptive analysis of Global Fund investments and
the processes that guide these investments, such as
Country Dialogue, Funding Request development,
grant-making and grant implementation arrangements;
and
•
Recommendations on how to improve Global Fund
processes.
The reports were primarily for internal use by the foundation.
High-level summaries were also prepared by HEARD for use
by foundation staff for further engagement and dialogue on
Global Fund issues in each of the three countries.

3.

METHODOLOGY

The methodological approach was primarily qualitative.
Data collection involved document reviews, key informant
interviews, focus group discussions and participant
observation at meetings and other events, covering the

period from February to October 2017, which coincided
with preparations for a new Global Fund grant cycle in
each country. Key informants included members of Country
Coordinating Mechanisms (CCMs), as well as representatives
from government ministries, non-governmental and civil
society organisations (NGOs and CSOs), health development
partners (other funders besides Global Fund), and technical
partners, such as the Joint United Nations Programme on HIV/
AIDS (UNAIDS), the United Nations Development Programme
(UNDP) and the World Health Organisation (WHO). Data
analysis involved standard qualitative (thematic analysis) and
quantitative (calculation means and proportions) methods,
as well as triangulation. There were some limitations to the
methodology, which included challenges to access some
documentation and data, as noted in the report where
relevant, and the reliance on stakeholder perceptions
without, in some cases, the ability to independently confirm
the validity or accuracy of what they described.
The objectives of the assessments and the data collection plans
were approved by the Chairs of the CCMs in each country prior
to the work being started. The Biomedical Research Ethics
Committee at UKZN approved the full research project.

Within its current portfolio of HIV grants, three of the Global Fund’s largest investments are in Malawi,
Tanzania and Zimbabwe, countries which each receive as much as US$500 million in three-year
programme grants.
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3.1. Analytical Framework
The Global Fund has developed its own graphic, Figure 1
below, to illustrate the main processes or components of its
grant cycles.

The development of the Funding Request (2) is meant to be
‘nested’ within Country Dialogue. This usually takes place as a
deliberative process, led by CCMs, which informs the content
of the request through, among other things, selecting priority
needs within the framework of NSPs for inclusion in the
available funding allocation.

Figure 1: Global Fund Grant Cycle
Once requests are submitted, they are reviewed (3) by the
Global Fund’s independent Technical Review Panels (TRPs)
for the technical soundness of their contents in relation
to epidemiological evidence and other factors; and, once
endorsed, they proceed to the grant-making (4) stage. This
next step involves finalising country-level implementation
arrangements, budgets, work plans and grant agreements.
This ‘package’ is then sent to the Grant Approvals Committee
and subsequently to the Board of the Global Fund for final
approval (5), which triggers the release of the first tranche of
funding and the start of grant implementation (6). As noted
in the diagram above, the timeline from development of a
Funding Request to approval and start of implementation is
ideally meant to be six to nine months.
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Starting in 2014, under the New Funding Model (NFM), the
Global Fund introduced changes to the structure and process
for its funding cycles (Global Fund, 2017c, page 14). Each cycle is
meant to arise out of a Country Dialogue (1), which the Global
Fund defines as:
...an ongoing process that occurs at the country level
among all stakeholders...to develop and revise health
strategies to fight the three diseases and strengthen
health and community systems. It is a nationally-owned
and led process and is not Global Fund-specific (Global
Fund, 2017c, page 20).
The form that Country Dialogue takes in each country may
vary but its overarching purpose is to be a broadly inclusive,
deliberative process on the status of national HIV epidemics;
on the relevance and effectiveness of national strategic
plans (NSPs), including how they are financed, to address
emerging trends and gaps; and on needed ‘course corrections’
in strategy and financing to address gaps and to accelerate
progress towards national goals and commitments to reduce
HIV, TB or malaria epidemics.

4

Countries implement grants in three-year cycles. During
this period, there is continuous performance monitoring by
CCMs at the country level, and by multi-disciplinary Country
Teams based at the Global Fund’s Secretariat. Countries
can make adjustments to grants during the implementation
period, the main modality being reprogramming (7). As grant
implementation nears its end, evaluations and reviews (8) can
be initiated as well as a broader process of reflection on the
status of HIV, TB or malaria epidemics, and on the continued
relevance and effectiveness of NSPs, through Country Dialogue
(1) as the cycle begins its next iteration.
The assessments took account of this ‘model’ Global Fund
cycle and examined both the extent to which country-level
Global Fund processes followed the model, and the extent
to which following the model produced relevant results in
relation to the current trends in national HIV epidemics and
the emerging features of the national responses delivered to
address them.

4.

SUMMARY OF FINDINGS

The findings focus on how Global Fund processes for HIV
investments unfolded in the three countries and the broader
contextual factors that influenced their outcomes. They also
address areas for improvement and potential opportunities for
engagement by the foundation and other partners in supporting
such efforts.
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Key messages
•

All countries are strongly committed to inclusive processes for planning, monitoring and oversight of Global Fund programmes.
However, since most funds are now applied to support multi-year HIV treatment needs, the relevance and effectiveness of
these commitments comes into question given the limited scope for flexibility in decision-making on the use of what few
Global Fund resources remain.

•

Global Fund implementation structures continue to be largely vertical with their own complex financial and administrative
management requirements, and operating for the most part outside of established health and community systems. This can
increase transaction costs and inhibit integration and sustainability.

•

Despite several years of investment in systems strengthening, health human resources, financial management, procurement
and supply management, and monitoring and evaluation arrangements continue to cause challenges and to negatively affect
grant performance and fund absorption.

•

Reprogramming is not always undertaken proactively to shift resources to non-treatment priorities such as prevention. It
sometimes occurs very late in the grant implementation period, increasing the risk that some funds remain unused.

•

Although the Global Fund continues to work with countries to increase their domestic financing of national HIV responses,
only small, incremental changes are occurring with significant risks emerging for HIV treatment programmes should there be
even small changes in funding levels in future grant cycles.

In general, across all countries, there was strong commitment
to the letter and spirit of Global Fund processes, such as
inclusive Country Dialogue and Funding Request development,
and multi-sectoral monitoring and oversight. However, given
the narrowing focus of how the critically important Global
Fund investments are used almost exclusively to support
mostly ‘predetermined’ commitments to HIV treatment
programmes, the question arose about the relevance of
such inclusive engagement beyond purely political aims or
processes for processes’ sake alone.
The externally mandated, country-level structure for Global
Fund programmes also raised challenges. For the most part
in all three countries, because of the way they are structured
and funded, Global Fund programmes continue to be largely
vertical interventions, with their own complex financial
and administrative management requirements. In all three
countries these have sometimes led to implementation delays
with knock-on effects on grant absorption. Despite several
rounds of investment using Global Fund resources as well as
the technical and financial resources of other external partners
(including from the foundation), financial management,
procurement and supply management (PSM), and monitoring
and evaluation (M&E) arrangements continue to cause
challenges. CCMs too appear to be plagued by insufficient
technical capacities on the part of members to carry out
their oversight responsibilities, as well as insufficient financial
resources to fulfil an ‘ideal’ set of oversight and constituency
engagement roles.

Although reprogramming is meant to ensure that Global Fund
grants are fully absorbed, this step was sometimes taken very
late in the grant implementation period and meant that some
funds could remain unspent once current grant agreements
ended. This raised a significant concern, particularly given the
low level of investment in prevention activities and other nonHIV-treatment-related priorities. Finally, although the Global
Fund has strengthened its support for countries to increase
their domestic financing of national HIV responses in order
to decrease reliance on its grants and other external funding
sources, across all three countries only small, incremental
changes were occurring despite the continued expansion of
HIV treatment programmes, for example. This raised important
questions of risk and feasibility to sustain this approach should
there be even a small reduction in funding availability.
The more detailed findings are presented in the sections that
follow, beginning with key features of the country context, that
have an overall influence on Global Fund programmes before
moving on to the Global Fund processes and implementation
arrangements themselves.

4.1. Relevant Features of Country Contexts
Global Fund programmes unfold within country contexts
whose features shape the course of their HIV epidemics
and how they respond to them. These characteristics can be
related to the political situation, or socio-economic or cultural
trends, or the law and policy environment. Some important
features of the country contexts for Malawi, Tanzania and
Zimbabwe are shown in Table 1.
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Table 1: Relevant Features of Country Contexts
Component

Malawi

Tanzania

Zimbabwe

Population*

18 million

55 million

16 million

% of population <15 years*

45%

48%

41%

HDI rank (2016)**

170

151

154

Poverty (% with <US$1.90 PPP)**

70%

46%

72%‡

Leading causes of death—all ages
(in rank order)***

HIV; lower respiratory infections;
malaria; diarrheal diseases

HIV; malaria; lower respiratory
infections; diarrheal diseases

HIV; lower respiratory infections;
diarrheal diseases; TB

Income status**

Low

Low

Low

Criminalisation of same-sex sexual
relations, sex work and drug
use?****

Yes

Yes

Yes

Sources: *Country Assessment Reports; **UNDP, 2016; ***Naghavi et al. 2017; ****ARASA, 2016. ‡Based on 2011 data; there is no more
recent estimate. HDI = Human Development Index; PPP = Purchasing Power Parity

All three countries have very young populations with almost
half of all Tanzanians (48%), for example, being below the age
of 15 years. How the countries manage their HIV epidemics,
particularly prevention of new HIV infections among
adolescents and youth, will have a future bearing on the sexual
and reproductive health (SRH) of their very young populations
as they become sexually active. The countries also fall within
the least developed country grouping, which is the bottom
third of the 180-country Human Development Index (UNDP,
2016). Rates of severe poverty vary from country to country,
with Malawi and Zimbabwe having the most acute challenges.
Poverty is a main structural driver of HIV epidemics across the
East and Southern African regions, particularly for adolescent
girls and young women (Harrison et al. 2015). It is also a key
factor affecting adherence to HIV treatment (Heestermans et
al. 2016). HIV remains the leading cause of disability and death
in all three countries (Naghavi et al. 2017). The inclusion of all
three countries within the World Bank’s low income grouping
positions them to be able to receive substantial amounts
of Global Fund (and other external) investments to address
HIV, TB and malaria, with very low thresholds for counterpart
domestic contributions (Global Fund, 2016).
Finally, the law and policy environments either constrain or
enable the choice of HIV interventions to be planned and
implemented, including those using Global Fund resources. In
all three countries there have been recent moves to strengthen
and extend the protective environment for women and girls
with both law and policy initiatives to prevent early and
forced marriage address sexual and gender-based violence,
and more fully promote and protect other components of

Key messages
•

All three countries have predominantly young
populations making SRH a key health and
development priority.

•

HIV remains the leading cause of death across the
population in each country.

•

Structural inequalities, including deeply entrenched
poverty, drive vulnerability to poor SRH, including HIV
infection.

•

Law
and
policy
environments,
including
criminalisation, continue to constrain efforts to
address HIV and related challenges.

•

All three countries are classified as ‘low income’
meaning that they are eligible to receive substantial
amounts of Global Fund support with low thresholds
for domestic counterpart contributions.

SRH for these groups (ARASA, 2016). Yet, at the same time,
there are retrograde steps such as in Tanzania where a 1960’s
era law forbidding pregnant schoolgirls to return to school
for fear they would ‘corrupt’ their peers and provide a bad
example is now being reinforced despite a broad collective
effort by women’s organisations, donors and others to remove
the law (Centre for Reproductive Rights, 2013).1 While there
has been no shift in criminal laws affecting some population
groups with the highest HIV burdens, particularly men having

1. As another example of this evolving situation, see: https://www.theguardian.com/global-development/2017/dec/13/tanzania-pardonstwo-child-rapists-arrest-pregnant-schoolgirls-president-magufuli
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sex with men (MSM), sex workers (SW) and people who inject
drugs (PWID), fundamental policy documents in all countries
now include a key population (KP) component and form the
basis upon which tailored HIV programmes can be designed,
implemented and funded. The contradiction between law
and policy remains, however, and, as was recently the case in
Tanzania, can mean that gains in programming can quickly be
reversed when fiercely negative attitudes towards KPs reassert
themselves and find their engine in punitive legal provisions
(this is described more fully in the country assessment report
for Tanzania).2

4.2. Health Systems and Financing
The assessments provided overviews of health systems in
each country, from the point of view of both strengths and
weaknesses. In all countries, these systems are decentralised,
including for most HIV programmes, which are offered through
local primary care health facilities. The quality and stability
of these programmes are thus dependent on the quality
and stability of health services generally and, within each
country, challenges remain. These include shortages and poor
distribution of health human resources, especially medical
officers and pharmacists; poor retention of health workers
due to low salaries and challenging working conditions; aging
health infrastructure; weak supply chain distribution systems
(although generally not for donor-funded HIV or TB products);
and gaps in health management information systems (HMIS)

Key messages
•

Health systems are decentralised with most HIV
programmes now available through primary health
facilities.

•

Chronic health system instabilities, however, affect
the quality and reliability of some HIV services (HIV
testing, for example).

•

Government sources accounted for one-third or less
of total health expenditure in 2016.

•

In Tanzania and Zimbabwe, household out-of-pocket
expenditure accounted for almost one-third of the total.

•

Global Fund and PEPFAR funding made up as much
as 86% (Tanzania) of all development assistance for
health in 2016.

to guide effective decision-making. While countries use Global
Fund investments and the technical and financial resources
of other external partners, including the foundation, to try
to address and resolve these challenges, many appear to be
intractable or at least beyond what these investments can, on
their own, resolve.
Figure 2, gives comparative data on sources of financing for
health programmes and services.

Figure 2: Total Health Expenditure by Financing Sources (2015)

Source: Dieleman et al. 2018. Private expenditure includes pre-paid insurance schemes; OOP = household out-of-pocket expenditures; DAH
= Development assistance for health.
2. See, for example: http://www.dailymail.co.uk/wires/afp/article-3703499/Tanzania-bans-lube-crackdown-gays.html
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Across all countries, the domestic government share of
total health expenditure is low with private, household
and external financing sources accounting for the largest
proportions. Global Fund and PEPFAR investments account
for a substantial share of external financing, reaching, for
example, as high as 75% of all development assistance for
health in Malawi, 86% in Tanzania, and 65% in Zimbabwe in
the most recent years for which data were available (Ministry
of Health (MOH) Malawi, 2016; Ministry of Health, Community
Development, Gender, Elderly and Children (MOHCDGEC)
Tanzania, 2016; Ministry of Health and Child Care (MOHCC)
Zimbabwe and World Bank, 2015). The heavy reliance on
external and non-governmental sources to finance the health
sector is an established trend in all countries and helps place
in context the even greater reliance on external sources to
finance national HIV programmes (see Section 4.4).

Key messages

4.3. Status of HIV Epidemics and Progress of
National Responses
While Global Fund investments are situated within the broader
context of health and development in each country, they are
more particularly meant to address specific disease burdens
and to be fully integrated within and to strengthen national
responses to alleviate such burdens. Below is a brief overview
of comparative epidemiological trends for HIV between the
three countries as well as information on the progress of
national responses to address them.
Figure 3 below gives comparative data on adult (15-64 years)
HIV prevalence for each country.
Adult HIV prevalence was highest in Zimbabwe and lowest in

•

New HIV infections and AIDS-related deaths continue
to decline in each country, largely as a result of
expanding HIV treatment programmes.

•

All countries are committed to the 90-90-90 Fast-Track
targets and have introduced the ‘treat all’ approach
as primary pillars of their national HIV responses.

•

Between one-half (Tanzania) and three-quarters
(Zimbabwe) of adult PLHIV know their status of
which greater than 80% are on ART and are virally
suppressed in each country.

•

Rates are much lower for adolescents and young people
(15-24 years) with less than half of young PLHIV
knowing their status in Malawi and Zimbabwe.

•

Despite such progress, annual new infections range
between 32 000-45 000, meaning that HIV epidemics
are continuing to grow.

Tanzania in 2016. In all countries, in line with the trend across
the East and Southern African regions, HIV prevalence was
higher for women than for men, with the greatest differences
occurring in Malawi and Zimbabwe.
In all countries, however, HIV prevalence has been declining
largely as a result of the expansion of HIV treatment
programmes and the resulting effect of viral suppression,
which can prevent ongoing transmission of HIV for those with
high treatment adherence.

Figure 3: Adult HIV Prevalence (2016)

Sources: MOH Malawi, 2017; MOHCDGEC, 2017; MOHCC Zimbabwe, 2017.
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Some additional comparative data on new infections and antiretroviral treatment coverage (ART) are shown in Table 2 below.

Table 2: Selected Indicators for HIV Responses in Malawi, Tanzania and Zimbabwe (2016)
Indicator

Malawi

Tanzania

Zimbabwe

1 000 000

1 400 000

1 300 000

New HIV infections (15-64)

32 000

45 000

37 000

ART coverage (all adult PLHIV)

68.4%

63%

75%

Number of PLHIV (15-64)

Sources: UNAIDS, 2016a, b, c.

There are sizeable populations of PLHIV in all countries which
are continuing to grow. Although the annual number of new
infections has been declining (along with the number of AIDSrelated deaths which are not shown), their number continues
to be significant, particularly in the context of current levels
of ART coverage and the drive to reach the 90-90-90 FastTrack targets, which is a main strategic commitment in all
countries.3 Moreover, all countries, in line with WHO guidance,
have recently adopted the ‘test and start’ approach, which
means that PLHIV are eligible to start HIV treatment upon
diagnosis (WHO, 2016). It will continue to be challenging,

then, to diagnose at least 90% of all PLHIV and to enrol
90% of them on ART when there are between 32 00045 000 new PLHIV each year as the data show.
While all countries are nevertheless continuing to increase
their rates of diagnosis, enrolment on ART and viral
suppression, a growing gap is emerging regarding the progress
for adolescents and young people (15-24 years). Figure 4
below gives comparisons between all adults and this younger
group for Malawi and Zimbabwe.

Figure 4: Progress Towards 90-90-90 Targets for Malawi and Zimbabwe

Sources: MOH Malawi, 2017; MOHCC Zimbabwe, 2017. Age ranges are shown in parenthesis. VS = viral suppression.

3. The targets are 90% of all PLHIV diagnosed, 90% of those diagnosed on ART; and 90% of those on ART have sustained viral suppression
by the year 2020. These targets were proposed by UNAIDS in 2014. See UNAIDS. 2014. Fast-Track: Ending the AIDS epidemic by 2030.
Available: http://www.unaids.org/en/resources/documents/2014/JC2686_WAD2014report
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(MOH Malawi, 2017; MOHCC Zimbabwe, 2017). Similar agedisaggregated results were not yet available for Tanzania at the
time the assessment was done. However, for all adults (15-64
years), achievement against the 90-90-90 targets was lower
with only 52% of PLHIV knowing their status of which 91% were
on ART and 88% were virally suppressed (MOHCDGEC, 2017).

Currently, in Malawi and Zimbabwe approximately threequarters of adult PLHIV know their HIV status, of which 89%
and 87% respectively are on ART, and 91% and 86% are virally
suppressed. For the group of adolescents and young people
in both countries, however, these proportions are lower with
just over one-half of young PLHIV knowing their status in
both countries, and with 76% and 84% respectively being on
ART, of which 78% and 85% are virally suppressed. In terms
of overall ART coverage (as a proportion of all PHLIV, not just
those who know their status), while it is 68% for Malawi and
64% for Zimbabwe for all adult PLHIV (see Table 2, above), for
young PLHIV (15-24 years), it is only 40% and 44%, respectively

Further analysis from Malawi, shown in Figure 5 below,
suggests how low rates of diagnosis and treatment coverage
can affect HIV transmission dynamics, particularly for
adolescent girls and young women.

Figure 5: Levels of Viral Load Suppression and HIV Transmission Dynamics in Malawi
100

Males aged 15-24 constitute
about 30% of sexual partners
of AGYW**

Males aged 25-40 constitute
about 62% of sexual partners
of AGYW**

VLS Prevalence among PLHIV (%)

75

50

25
49%

38%

52%

37%

47%

59%

0
0-14
Female

5-24

35-44

25-34

Male

45-54

55-64

Age (years)
** De Oliveira et al. Lancet HIV, 2016

* Denominator is all PLJIV with viral load results

Source: PEPFAR, 2017a. AGYW=adolescent girls and young women; VLS=viral load suppression.

The treatment coverage/viral suppression gap for HIV-positive
males (shown as hollow boxes above the bars) contributes to
HIV transmission for those adolescent girls and young women
who are their sexual partners and, once these young women
become HIV-positive, they have lower treatment uptake than
their older peers (PEPFAR, 2017a). While this is an issue
for improving uptake of ART among adolescent and young
males, it is also, more significantly, a prevention issue for
their female peers who are not yet HIV-positive. The lack
of substantive and effective prevention investments for this

4.

group, in Malawi and elsewhere, does nothing, therefore,
to change what appears to be an inevitable cycle.4 A very
significant issue is what role Global Fund investments play,
either separately or in combination with others, in trying to
address this gap and how effective these are in showing real
change. As outlined in Section 4.5.3, it would appear that
for Global Fund this role is limited, as most of its resources
in all three countries are not directed towards these types of
prevention priorities.

See: De Oliveira et al. , 2017, for a more complete analysis of similar HIV transmission dynamics in KwaZulu-Natal Province in South
Africa.
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4.4. Structure and Funding for National HIV
Responses
On the basis of strong political commitments, the three
countries continue to organise themselves to manage their
HIV epidemics and to address the trends and challenges
highlighted in the previous section. Two common features
across all countries were the continued existence of National
AIDS Councils (NACs) in different forms and the predominant
role of Ministries of Health, particularly given the many
components of the HIV responses that are delivered through
the public health sector. Other sectors within the multisectoral make-up of national responses play more limited
roles, particularly the civil society sector, and this is largely a
function of where financial resources to support their role are
positioned (see below).
In Malawi and Zimbabwe, questions have arisen regarding
the effectiveness and relevance of their NACs. In Zimbabwe,
the NAC is an entity within the MOHCC and no longer
positioned as an overarching body linked, for example, to the
Office of the President as it remains in Malawi and Tanzania.
However, in Zimbabwe the ongoing relevance of NAC and its
functionality down to at least the district level, is largely as
a result of the fact that it manages the proceeds of the AIDS
Trust Fund and distributes some of these to support districtlevel HIV projects. Stakeholders in Malawi felt that the NAC
had been effectively sidelined, particularly since it no longer
managed Global Fund resources. For Tanzania, there has been
a discussion for more than six years regarding whether to
merge the Tanzania Commission for AIDS (TACAIDS) with the
National AIDS Control Programme under the MOHCDGEC. By
November 2017, when the assessment was completed, the
decision to make this change was nearing finalisation. One

Key messages
•

National HIV responses remain almost exclusively
funded from external sources, primarily Global Fund
and PEPFAR.

•

Domestic commitments remain low at between
2% (Tanzania) and 12% (Malawi and Zimbabwe), a
situation that is changing only incrementally if at all.

•

In 2016, no country paid more than 10% of the cost
of ARVs (it was 0% for Malawi) despite the number of
PLHIV on treatment ranging from 650 000 (Malawi) to
975 000 (Zimbabwe).

•

While, for Zimbabwe, proceeds from the AIDS Trust
Fund have increased the domestic share of HIV
treatment costs (to 10%), no funds are allocated from
the domestic recurrent budget.

of the losses when such changes occur is the multi-sectoral
component that NACs were designed to facilitate and protect.
Once national HIV responses become more dominated by
government entities, there is a risk that sectors such as civil
society, and voices such as those from key populations, lose
what limited status and political power they achieved in
these other structures. Nevertheless, NACs require funding
to operate from both domestic and external sources and, in
an environment of intense pressure on available resources
for national HIV responses, their relevance and effectiveness
should no doubt be continuously reviewed.
The structure and focus of national HIV responses has become
largely influenced by how they are funded and what these funds
are direct towards. Figure 6 shows the sources and proportions of
funding for HIV programme expenditures in each country.

HEALTH ECONOMICS AND HIV AND AIDS RESEARCH DIVISION
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Figure 6: Funding for National HIV Programmes by Source (2016)

Sources: PEPFAR, 2017a, c, d.

In all three countries, Global Fund and PEPFAR provide more than 50% of funds, reaching as high as 86% in Tanzania. In Zimbabwe,
health development partners contribute a third of needed resources (these include bilateral partners such as the Governments of the
Federal Republic of Germany, Sweden or the United Kingdom, as well as contributions from UN agencies). Domestic commitments
in all countries remain low overall, a situation that is not shifting despite, for example, more than a decade-and-a-half of
requirements on the part of the Global Fund that grantee countries continually increase their share of financing (see Section 4.8).
It should be noted, however, that some aspects of domestic contributions are difficult to quantify. The comparisons are based on
direct programme costs for the most part and do not include, for example, human resource costs for the different cadres of health
care workers involved in delivering HIV services, nor operational costs for the health facilities where such services are provided. Were
these to be included in the analysis, the domestic share of HIV programme costs would no doubt be greater.
When financing for anti-retroviral medicines (ARVs) is looked at separately, the comparisons are even more significant. Figure 7
below shows proportional funding sources.

Figure 7: Funding for ARVs by Source (2016)

Sources: PEPFAR, 2017a, c, d.
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No country pays more than 10% of the cost of ARVs from its
own resources. In Malawi, where more than 600 000 adults
and children were on ART by the end of 2016, the Global
Fund was the sole financer (UNAIDS, 2016a). No resources
were spent from domestic sources. For Tanzania, for the 850
000 PLHIV on ART in 2016, only 3% of the cost of ARVs came
from domestic sources. Zimbabwe contributed more (10%),
due to the requirement that 50% of the AIDS Levy proceeds
support HIV treatment (amounting to approximately US$15
million per year). However, in that country, for the almost
975 000 adults and children on HIV treatment in 2016, no
funds were allocated from the domestic recurrent budget
(UNAIDS, 2016c).
There are, no doubt, a number of reasons why, across the
three countries, the structure and funding of national HIV
responses are now the way that they are. What is important
to note is how they are becoming relatively immovable as
a result of the prioritisation of HIV treatment over other
components. Maintaining adults and children on ART is a
multi-year, future-oriented commitment unfolding over
several decades and if the envelope of resources does not
expand at the same pace as more PLHIV start on ART, as is
now the case across the region, this need takes precedence
over all others, particularly for available sources of funding.

Key messages
•

All countries showed commitment to the letter and
spirit of Global Fund processes for Country Dialogue
and Funding Request development.

•

Processes were broadly inclusive and participatory,
with key population constituencies being more visible
and engaged than in previous funding cycles, for
example.

•

Long lists of ‘priorities’ were developed through
Country Dialogue, very few of which found their way
into Funding Requests.

•

Processes for decision-making on what was included
in Funding Requests were not always transparent
or well communicated to all participants and
constituencies raising concerns about transparency.

•

Main HIV allocations were almost exclusively taken
up with HIV treatment needs reaching as high as
91% in Zimbabwe with only minimal allocations for
prevention.

•

Linked PEPFAR investments were similarly prioritised
towards 90-90-90 Fast-Track targets but also included
other needs such as prevention for adolescent girls
and young women, and for key populations.

4.5. Relevance and Effectiveness of Global
Fund Processes
How then are Global Fund processes situated within this
context and what do they achieve? On the one hand, the HIV
epidemics continue to expand in each country (although at a
declining rate), with tens of thousands of new infections each
year. On the other hand, the growing number of PLHIV on or
in need of ART significantly constrains what choices can be
made. The Global Fund continues to stipulate that countries
maintain multi-sectoral and broadly inclusive approaches to
developing and overseeing its investments. However, at least
in the three countries included in this discussion, a number
of questions begin to arise regarding the relevance and
effectiveness of this approach when the range of what can
be decided through these processes becomes increasingly
narrow or predetermined.
The Global Fund never directly determines how countries
should invest its resources although it does stipulate through
a number of policies and guidelines how the countries it funds
should arrive at these decisions (Global Fund, 2017c, pages
11-29). As noted in Section 3.1, since 2014, with the advent of
the NFM approach (now called the Allocation-based Funding
Model), it has outlined a certain ‘ideal’ process for broad,
deliberative engagement leading towards collective decisions

on how funds should be requested and where they should
be invested. The country assessments showed the extent to
which the ‘ideal’ was realised. Broadly inclusive processes
serve important political ends and ensure that there is
collective endorsement of what results in terms of decisions
on how Global Fund resources are allocated through the
Funding Request process. However, as the analysis shows,
once the cost of HIV treatment commitments has been
addressed, what remains to be allocated through these
national conversations can be as low as one-tenth or less of
the HIV funding allocation.

4.5.1. Country Dialogue
As already noted, the Funding Request development process is
meant to evolve out of an ongoing process of Country Dialogue
(the definition was included in Section 3.1). In relation to this
‘ideal’ however, countries showed mixed results. In all three
countries stakeholders spoke about the following positive
aspects of the Country Dialogue process:
• It was inclusive, meaning that there was at least some
representation from all stakeholder groups. These ranged
from community-based entities and constituencies (such
as PLHIV, women and key populations) to sectors including
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•

•

•

government, private sector, civil society and academia,
much as CCMs themselves are currently structured.
In Malawi and Zimbabwe the dialogue process was
structured, meaning that there were a number of smaller
sessions at either sub-national level or focused on specific
themes such as youth, which culminated in a final national
dialogue meeting. This allowed a measure of breadth
to the process. This was different from Tanzania where
Country Dialogue largely took place in one national level
consultation (the non-state actors group had, however,
organised their own consultation prior to this session and
so too had the group of stakeholders working on health
systems issues).
There was relative openness in the Country Dialogues for
all needs and gaps to be tabled and debated, although
with the stipulation in Malawi that whatever stakeholders
brought forward needed to be within the framework
of the NSP, which itself is almost exclusively focused on
achieving the 90-90-90 Fast-Track targets for expansion of
ART (NAC Malawi, 2014).
Key populations, particularly the lesbian, gay, bisexual and
transgender (LGBT) constituency, were more explicitly
included in the current cycle, a particular development
for Tanzania and Zimbabwe where in the previous
Global Fund process this voice was either purposefully
excluded (Zimbabwe) or not sufficiently supported to be
meaningfully present (Tanzania).

While it was clear in all countries that the Country Dialogue
process was convened specifically for the purpose of the
development of the Funding Request and not as part of an
on-going ‘national conversation’, there was no doubt that it
allowed for important opportunities for reflection on the
status of national HIV responses and, therefore, had a useful
purpose. However, how the product of this reflection, and the
extensive lists of ‘priorities’ the processes generated in each
country, was channelled towards change and improvement
and, eventually, the contents of the Funding Requests, raised
the following issues:
• Although it is a requirement under the Global Fund that
Country Dialogue and Funding Request development
unfold within the framework of NSPs that are evidencebased, prioritised towards high impact interventions,
and fully costed, it was not clear to what extent these
plans functioned as effective guides in Tanzania and
Zimbabwe. In Zimbabwe, the NSP was in draft form and
not yet costed; in Tanzania, the development of the new
NSP was intended to take place only in 2018.
• There had been recent work in each country to update the
evidence base on the progress of the epidemic through
initiatives such as the PEPFAR-supported Population-
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•

based HIV Impact Assessments (PHIAs) in Malawi and
Zimbabwe (Tanzania’s was only completed at the end of
2017), or the Spectrum modelling done through UNAIDS in
all countries. However, there was little evidence to show
that this information was present and actively debated in
Country Dialogue processes.
Other than information that was shared about the
approved funding allocations from the Global Fund,
no financial resource analysis appeared to frame the
discussions, particularly the issue of resources needed
to support treatment commitments and the amounts of
remaining funds potentially available to support other
priorities.

Regardless of its relevance or effectiveness to guide critical,
national decision-making for national HIV responses, Country
Dialogue is a requirement under the Global Fund and evidence
that it has happened (meeting minutes and other outputs)
must be included with the Funding Request submission (Global
Fund, 2017b, page 20). Such evidence was duly presented
by each country, including the lists of ‘priorities’ that were
its outputs (see Annex A for the example from Zimbabwe).
However, it was evident in all countries that the process
would not continue. Country Dialogue was, it appeared, a
once-off consultation process that had important political
ends to ensure that all stakeholders had opportunities to
provide inputs at these initial stages in the Global Fund cycle.
While these ends are not unimportant, there was an ultimate
disconnection of the process from the more crucial step of
what would be included in the Funding Request document;
and, most importantly, what would be contained in the
allocation budgets. A final point of clarification needs to be
made however, which is that Global Fund resources cannot
be used to fund Country Dialogue or the development of the
Funding Request. As a result, CCMs must mobilise funds from
others to support the process; and, given this fact, it may not
be surprising to find that Country Dialogue cannot be sustained
once the Funding Request is completed and submitted.

4.5.2. Funding Request Development
Following the national workshops, which effectively closed
the Country Dialogue stage, the development of the
Funding Requests began in each country. The organisation
of the process was similar in all countries with multiple
writing teams involving numerous stakeholders (over 100
individual members in Tanzania, for example, some of whose
participation was supported by the foundation). In addition,
there were smaller groups of international and national
technical consultants responsible for the actual drafting of
the submission documents, including for the costing and
budgeting components. The quality and content of the
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interaction between the two groups raised some important
issues:
• Although similarly important political ends were achieved
through attempting to have broadly representative
participation in the development of the Funding Request,
in the views of stakeholders themselves who were part of
these teams, there was not always a clear link between
what they generated as content and what the smaller
group doing the actual drafting included in the Funding
Request document.
• There was a perception by a number of stakeholders that
the technical consultants were largely the arbiters of what
was and what was not included in the Funding Request,
and that the reasons behind such choices were not always
made clear or shared.
• Within the limited amount of resources that were left for
non-treatment related priorities, there was no clear process
for a final determination of what was most important to
include in the submission. To some extent, the Prioritised
Above Allocation Request (PAAR) component provided a
safety valve that allowed for a number of important items
to be at least acknowledged in the request. Other than for
Zimbabwe, which generated a large PAAR component (see
Section 4.5.3) in order to include as many non-treatment
items as feasible, key informants from other countries,
including the technical consultants themselves, stated
how the inclusion of non-treatment-related items in either
the main Funding Request or the PAAR was an ad-hoc
process reliant mostly on their judgement alone.
• Global Fund Country Teams, through the CCMs, were
involved in the process and provided feedback throughout,
including through country missions. Some of this input
was not widely shared beyond technical consultants,
CCM members and Principal Recipients (PRs) leading to a

perception on the part of some stakeholders, in Zimbabwe
for example, that there was undue influence or control on
their part. Key informants in Malawi and Tanzania as well
as other key informants in Zimbabwe had differing views,
and stated that the involvement of the Country Teams
was very constructive and helped to improve the quality
of the final Funding Request submission.
Evidence of the inclusive participation of stakeholders in
the development of the Funding Request is also a required
component of the funding submission (usually in the form of
CCM minutes; see Global Fund, 2017b, page 20). However,
as pressure continues to mount on how to spread a fixed
amount of resources across both treatment and nontreatment related needs, such an approach appears ill
equipped to make the difficult choices that arise. In addition,
the technical requirements of Funding Request development
appear to take for granted that technical specialists will
prepare the submissions and not rely on larger writing teams
for the most part. While countries must still demonstrate that
these larger groups are present and continuously involved in
the process, what they contribute in terms of the content of
the submission itself is limited, at least from the findings of
the three country assessments, if not as a broader concern
for this Global Fund requirement overall.

4.5.3. Funding Request Allocations
The final allocations within each country’s Funding Requests,
including the main allocation and the PAAR, provide another
important insight into the relevance and effectiveness of the
degree of deliberation and inclusion each country sought to
achieve through their submission development processes.
Figure 8, shows the total for the HIV and TB funding amounts
for which each country applied.5

5. Starting in 2014, under the NFM, countries like these three with overlapping HIV and TB epidemics were required to submit one combined
HIV/TB submission in an effort to improve integration of these two programme areas. Additional allocations for malaria are not shown
which were US$70.6 million (Malawi), US$145.3 million (Tanzania), and US$53.6 million (Zimbabwe).
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Figure 8: Total of Funding Request Submissions

Malawi

Tanzania

Zimbabwe

Sources: Country Funding Request submissions. Match = Matching or ‘catalytic’ funding component. These amounts, determined by the
Global Fund, were available in addition to the main allocations, provided an equivalent or ‘matching’ amount was included from the main
allocation or the PAAR, or as part of co-financing commitments (Global Fund, 2017c, page 13).

The amounts of funding each country requested were substantial when including both the matching funds amounts and the PAAR
component. For Zimbabwe, the PAAR component was almost half again as the main allocation, although the Global Fund allows
a PAAR request to be as much as 50% of this first amount (Global Fund, 2017a). Further details on how the main allocations were
distributed across programme categories are shown in Figure 9 below:

Figure 9: Distribution of Main Allocation Amounts by Programme Category

Sources: Country Funding Request submissions. MDR = multi-drug resistant; HMIS = health management information systems and monitoring
and evaluation; PSM = procurement and supply management; HRH = human resources for health; RSSH = resilient and sustainable systems
for health; PM = Programme management. For the detailed data, see Annex B, Tables 1-3.
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In Tanzania, two-thirds (62%), and in Malawi and Zimbabwe almost three-quarters (74% and 71%), of the main allocation amounts
were budgeted for HIV treatment, largely for ARVs. Malawi and Tanzania are notable for the fact that the next largest allocations (8%
and 11%) were for HIV prevention, which included interventions for adolescent girls and young women and KPs. For Zimbabwe, the
next largest allocation was for programme management (10%), a point of note given the intense pressure within the main allocation
to fund other priorities.
A clearer picture emerges when the amounts allocated specifically for HIV are examined separately. Figure 10 shows the allocations
by HIV-specific programme categories.

Figure 10: Allocations of HIV Funding by Programme Category

Sources: Country Funding Request submissions. For the detailed data, see Annex B, Tables 1-3.

When considering the HIV allocation alone, the magnitude of the proportion of funds set aside for HIV treatment becomes clearer,
ranging from 80% in Tanzania to 91% in Zimbabwe. Prevention is given 9% and 15% of the allocations in Malawi and Tanzania
respectively but less than 2% in Zimbabwe (this may be on account of the US$18 million in matching funds that were available to the
country for prevention for adolescent girls and young women, and for KPs. See Figure 7)
When the contents of the PAARs for each country are examined, the analysis shows how, in addition to more treatment needs,
there was more inclusion of interventions for prevention. Figure 11 gives the proportional allocation of the total PAAR amount by
programme category.
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Figure 11: Proportional Allocation of PAAR Amounts by Programme Category

Malawi

Tanzania

Zimbabwe

Sources: Country Funding Request submissions. For the detailed data, see Annex B, Tables 4-6.

For Zimbabwe, from a total PAAR of US$199 million, 46% or
US$66 million was allocated for additional HIV treatment
needs. The proportion was much smaller in Malawi and
Tanzania but still constituted one-third (35% and 30%) of
the total request. Also in these two countries, allocations for
prevention were substantial at almost half of the total request
(45% and 47%), primarily for programmes for KPs and for
other vulnerable groups such as adolescent girls and young
women. As noted above, the lower allocation for prevention
in the Zimbabwe PAAR was likely due to the availability of
matching funds for this purpose.
While overall the inclusion of prevention needs within the
PAARs reflected how this critical programme component was
still prioritised in the Funding Request process, there are some
risks associated with this move. PAARs are to be financed
through different means, primarily grant reprogramming,
which, as discussed in Section 4.7 was very imperfectly
realised in some countries under current grants. Global Fund
policy stipulates that PAARs must be developed with items
in rank order of what should be funded first when additional
resources do become available (Global Fund, 2017c, page 24).
In Zimbabwe, for example, the first item on the list is the US$66
million for additional HIV treatment needs noted above. These
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needs for Malawi and Tanzania have a similar position on their
lists. If, as is the case in all countries, main allocations are
largely taken up with the cost of ARVs and other treatmentrelated commodities, the likelihood of significant savings
arising means that the chance that prevention items that
are lower down on PAARs will be funded by the end of the
three-year implementation period may be remote (unless
significant price reductions occur as is, indeed, possible).

4.5.4. Links with PEPFAR Investments for 2017/2018
At the same time the Funding Requests were being prepared,
PEPFAR completed planning and negotiations in each country
for their Country Operational Plans (COPs) for the 2017/2018
implementation period (PEPFAR follows a one-year programme
planning and investment cycle). PEPFAR investments cover a
broad range of items, including HIV treatment. It is important
then to take these amounts into account in an analysis of
Funding Request submissions as decisions regarding what
to include or not include in such requests are influenced by
what PEPFAR intends to support. COP funds are often part of
larger United States Government (USG) investments in HIV
programmes. Figure 12 shows the total amounts committed
by the USG for each country for 2017/2018.
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Figure 12: Total PEPFAR and Other USG Commitments (2017/2018)

Malawi

Tanzania

Zimbabwe

Sources: PEPFAR, 2017 a, c, d. For the detailed data, see Annex B, Table 7.

The components of the COPs are explored below. The focus of the non-COP funding varied by country. In Malawi, for example, 86%
of the total amount was directed towards interventions for adolescent girls and young women. In Tanzania, almost all of the funds
(90%) were directed towards voluntary medical male circumcision (VMMC), one of the three key areas recommended for increased
support in the 2016 HIV Investment Case (TACAIDS, 2016). For Zimbabwe, the relatively small amount was divided between innovative
interventions for adolescent girls and young women and a community-based HIV treatment programme.
Within the COP agreements, it appeared that, again, support for HIV care and treatment was prioritised. Figure 13 shows the
proportional distribution of the total COP amounts across the main PEPFAR-derived programme areas:
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Figure 13: Proportional Allocation of COP Funding by Programme Area

Malawi

Tanzania

Zimbabwe

Sources: PEPFAR, 2017 a, c, d. For the detailed data, see Annex B, Table 8. HTS = HIV testing services; PMTCT = prevention of mother-to-child transmission of HIV; Gen
= general populations; KP = key populat ions; OVC = orphans and other vulnerable children; HSS = health systems strengthening; PM = programme management.

PEPFAR distinguishes between funding for HIV care and
treatment programmes and ARVs. The COPs for Tanzania
and Zimbabwe include US$70 million and US$20 million,
respectively, to support ARV requirements in each country.
Other components of HIV treatment programmes (for both
adults and children) accounted for one-third of the total
allocation in these two countries but as much as two-thirds
(64%) in Malawi. When this component is added to the ARV
component in all countries, 50% or more of the total COP
is allocated to HIV treatment needs. HIV testing services
(HTS) under PEPFAR is part of the first ‘90’ (in Zimbabwe for
example, the PEPFAR allocation will support the roll-out of
HIV self-testing kits to diagnose more PLHIV) and, therefore,
a component of HIV treatment uptake. This increases the
proportional allocation for HIV treatment needs to two-thirds
or more in all countries. Finally, although not labelled on the
graph, funds for HIV prevention accounted for 8% of the total
COP allocation in Tanzania, and 5% or less in the two other
countries.

level PEPFAR teams and must be aligned to the global PEPFAR
strategy (PEPFAR, 2017b, e). They also influence Global Fund
processes when, for example, the ARVs needed to support
PEFPAR targets are expected to be primarily (Tanzania and
Zimbabwe) or exclusively (Malawi) supported through Global
Fund allocations. Across both the Global Fund and PEPFAR
investments that are planned for the 2018-2020 period, the
90-90-90 targets predominate in all countries, along with
the associated needs to support HIV treatment programmes
from the entry point of HTS to long-term adherence and viral
suppression. Such investments are substantial and, as already
noted, there was little evidence that the Country Dialogue
process in any of the countries gave significant time and
attention to the scale and scope of these investments and
what they are meant to achieve.6 Similarly it is little wonder
that, given the complexity of allocation decisions between the
two sources, Funding Request development was dominated
by the small group of technical consultants and technical
partners despite the presence of the larger writing teams.

Decision-making processes for COPs are separate and different
from those for the Global Fund. While PEPFAR processes are
consultative, final decisions are taken by country and global

How these countries are able to absorb such large amounts
of external funding and to make significant progress in their
national HIV responses is the next critical issue for analysis.

6. Key informants noted that, in Zimbabwe, the PEPFAR country team presented the proposed COP allocations to the writing team members
and others at the start of Funding Request development.
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Before this is discussed though, two remaining steps in the
Funding Request process are briefly addressed: the TRP
review; and grant-making.

4.5.5. Technical Review Panel Results
The Global Fund convenes independent TRPs to review
Funding Requests and to make recommendations about
whether or not they should be approved (Global Fund,
2017c, page 26). TRPs, in examining the evidence presented
in submissions about the state of the HIV epidemic, and in
comparing proposed interventions and investments against
this background, can either endorse the Funding Request and
recommend that it proceeds to grant-making or, at times,
can recommend ‘course corrections’ and require that the
submissions be amended accordingly (called ‘iteration’). The
TRPs also produce summary reports about their observations
following the different opportunities or ‘windows’ when
countries can submit their Funding Requests. These provide
important insights regarding cross-cutting trends into how
countries are designing their submissions, and into where the
funds that are part of the new grants will be directed within
national HIV responses.
In the case of the Malawi and Zimbabwe HIV submissions,
the TRP comments were not substantial and required only
clarifications and no changes to how available funds were
allocated. For Malawi, the TRP did make an important
observation regarding the risks associated with meeting
co-financing targets, funding that was a small but essential
component of the country’s strategy to continue to expand HIV
and TB treatment coverage. The TRP raised a concern about
this approach giving that, in the past, Malawi has struggled
to raise its co-financing contribution (see the discussion in
Section 4.8).
For Tanzania, the TRP comments were more substantive and
raised a number of concerns about the risks of the proposed
scale-up of HIV programmes, particularly HIV treatment. These
concerns included the low retention rate among the current
cohort of PLHIV on treatment (73% at 12 months) as well as the
significant weaknesses in health and community systems, which
might not be able to support the scale-up plan. While a number
of clarifications and remedial actions were required by the TRP
to be detailed during the grant-making stage, no adjustments to
targets or investments were required for the Funding Request
itself. For all three countries, then, the HIV Funding Requests
were finally approved by the TRP and recommended to proceed
to grant making.
Shortly after the country assessments were completed, the TRP
released its observations on the Window 1 and 2 submissions
(March and May, 2017) (Global Fund Technical Review Panel,

2017). One of the more significant of these was the following
(page 20):
The TRP noted countries are making efforts to expand HIV
prevention activities but prevention coverage remains
low. Prevention programs are often constrained by budget
requirements to cover the high number of patients already
on, or planned to be enrolled on, treatment. The TRP
acknowledged while much more effort and resources will be
required to achieve the 90-90-90 treatment targets, it is just
as important to maintain, adapt, and expand prevention
programs. Many of the applicants did not propose any novel
prevention activities despite changes in the epidemiological
context, while few recognised the need for differentiated
approaches for prevention among different population
groups.
The report further noted that prevention for adolescent girls
and young women, and for KP groups, were the two main
areas where differentiated approaches were consistently
overlooked. Malawi and Zimbabwe submitted their requests
during the period to which these observations apply. While,
for example, the Zimbabwe request did present quite detailed
and differentiated approaches to prevention for different subpopulations, including for adolescent girls, young women and
KPs, the proposed investments amounted to less than 10% of
the total Funding Request of US$647 million, inclusive of the
main allocation (1.3% of the total was for prevention for these
groups), the PAAR, and the matching fund components.

4.5.6. Grant-making
Grant-making is the final stage before Global Fund grants are
approved for implementation (Global Fund, 2017c, page 27).
It involves finalising the selection of the main implementers,
usually at the Principal Recipient (PR) and Sub-Recipient (SR)
levels, developing PR-specific budgets and work plans, and
preparing grant contracts. At this stage, the provisionally
approved amount of the Funding Requests, including the main
allocations and matching funds, are divided among PRs along
with the activities and targets these funds support. This final
package then makes its way to the Board of the Global Fund
where grants are approved and the first tranche of funding
released. Once this is done, there are only limited opportunities
for change over the three-year implementation period, one of
which is reprogramming (see Section 4.7).
The Global Fund in its guidance on grant-making recommends
that the main decisions at this stage, including implementation
arrangements and budget allocations, should be the product
of more Country Dialogue convened by PRs and CCMs (Global
Fund, 2017c, page 22). However, this was not the case in all
countries. PRs and Global Fund Country Teams largely led this
final step. The results of grant-making highlighted disparities
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Key messages
•

Global Fund implementation arrangements have
become increasingly complex in each country with
additional risk mitigation measures being applied
in Malawi and Zimbabwe, for example, as a result
of government financial management and oversight
challenges.

•

Although no specific analysis has been done, it could
be expected that there are now significant transaction
costs associated with multiple implementers and
multiple implementation layers that are organised,
for the most part, outside of existing health and
community systems or structures.

•

Grant ratings have, nevertheless, been adequate or
better in all countries over the course of the 2015-2017
grant cycle.

•

Challenges with health human resources, financial
management and systems, HMIS, and procurement and
supply management arrangements continue to act as
bottlenecks despite successive rounds of investments to
improve them.

•

Reprogramming occurs in all countries but in some
instances was done late in the grant implementation
cycle raising the risk of having unspent funds at the
end of the current period.

that continue to exist regarding who has access to Global Fund
resources and in what quantities. Government entities, mostly
Ministries of Health, continue to receive the largest share
of grants, a not surprising result given the emphasis on HIV
treatment. Entities that were closely involved in the Country
Dialogue and Funding Request development as providers
of important technical content, such as KP constituencies,
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and who through this involvement made important
contributions to the success of the submissions, do not
substantively benefit from Global Fund resources once the
grant implementation arrangements are determined. These
groups were largely chosen as Sub-Sub Recipients (SSRs), if
they were chosen at all, which generally receive the smallest
shares of grant funds. Instead, large national entities, not
always with relevant technical expertise, dominate, including
international organisations such as Action Aid in Malawi. As a
result, opportunities to use Global Fund resources to invest
in local capacities are subsequently missed.

4.6. Grant Implementation Arrangements and
Grant Performance
Once grants are signed and approved, how do grant
implementation structures and processes affect the ways
that these funds deliver results and impacts? The country
assessments included a component of examining how Global
Fund programmes are currently structured, how these
programmes are performing and what affects either good
or poor performance in each case. With regard to structures
for grant implementation, a number of their features are
mandated by the Global Fund – CCMs, for example, or the
existence of PRs, SRs and other implementing entities with
specific contractual agreements. This can result in separate or
unusual relationships between entities that sit outside existing
structures for the management and delivery of health services
(Global Fund, 2015). With regard to processes, the complex
administrative and risk mitigation requirements for grant
management mean that in all three countries largely separate,
Global Fund-specific processes and procedures have evolved.
Some examples that illustrate these issues follow.
Figure 14 shows the implementation arrangements that were
in place for the 2014-2017 Global Fund grants for HIV and TB
in Zimbabwe.
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Figure 14: Grant Implementation Arrangements in Zimbabwe

Source: Zimbabwe Country Assessment Report. HCC = Harare City Council; BCC = Bulawayo City Council. For other acronyms see Table 3.

Zimbabwe has been under the Global Fund’s Additional Safeguards Policy since 2008 (See Global Fund, 2017c, page 75, for the
policy; the decision to invoke the policy is explained in: Global Fund Office of the Inspector General, 2009). When the policy was
invoked, UNDP was appointed as an interim PR as the Global Fund would no longer allow grant funds to flow through or be managed
by government entities. A transition is occurring to change this, with the MOHCC functioning as a PR for the TB grant during the
2014-2017 period, however, UNDP remained the Fund Administrator for this grant, meaning that it retained financial oversight and
accountability while the MOHCC focused on other aspects of grant management and grant implementation (Global Fund Office of
the Inspector General, 2016).
As the diagram shows, in addition to UNDP as the PR for the HIV grant, there were six SRs and six SSRs, all managing different activities.
Table 3 provides these details.

HEALTH ECONOMICS AND HIV AND AIDS RESEARCH DIVISION

23

Table 3: Zimbabwe HIV Grant Implementation Arrangements by Entity, Activity and Budget
Entity

Type

Modules/Interventions

Budget

MOHCC

SR

PMTCT, HTS, VMMC, HIV treatment, HIV/TB collaborative
interventions, retention of health workforce, M&E,
programme reviews and evaluations

$44 150 000

NAC

SR

Behaviour change interventions and work with CSOs to
create demand for HIV services, M&E, and surveys

$7 392 830

Southern Africa AIDS Trust (SAT)

SR

Training of health workers on services for KPs, VMMC
demand creation through radio, TV spots and press
adverts

$1 349 413

National Pharmaceuticals Company
(NATPHARM)

SR

Storage and distribution of medicines and commodities

$12 705 119

Medicines Control Authority of Zimbabwe
(MCAZ)

SR

HIV treatment, quality assurance

$3 349 746

HSB and Crown Agents

SR

Retention of health workforce

$38 671 680

Zimbabwe National Network of People Living
with HIV (ZNNP+)

SSR

Creating demand for HIV services (PMTCT, VMMC, ART,
HTS), and forming/coordinating support groups of PLHIV

$4 131 478

National Association of Societies for the Care of
the Handicapped (NASCOH)

SSR

HIV prevention, treatment literacy and adherence for
people living with disability (PLWD), and forming support
groups for PLWD

$860 016

NAC (SR) with Midlands AIDS Service
Organisation (MASO), Zimbabwe AIDS
Prevention and Support Organisation (ZAPSO),
Zimbabwe Community Health Intervention
Research (ZICHIRE) (all SSRs)

SSRs

Behaviour change interventions, including training
modules for community motivators and school health
masters, door to door couple counselling sessions, and
creating demand for HIV services

Total

$9 817 982

$122 428 264

Source: Zimbabwe Country Assessment Report.

Both the diagram and the table above show the complexity
of implementation arrangements and the highly variable
amounts of funding each entity manages. What cannot be
determined from this example is the amount of programme
management and transaction costs involved across this
structure; but these are likely to be significant since each entity
will require programmatic, financial and administrative staff to
both implement activities and to account for and report on the
use of Global Fund resources.
Grant implementation arrangements were similar in Malawi
and Tanzania. In Malawi, for example, Action Aid, as the nongovernmental PR for the HIV grant, operated with nine SRs and
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23 SSRs to implement activities valued at US$26 million over
the 2105-2017 implementation period. Under Global Fund
requirements, each entity involved in grant implementation
must have grant agreements which stipulate activities, budgets
and performance targets as well as reporting timelines and
reporting procedures (Global Fund, 2015). Surely for Action
Aid, then, the administrative burden was substantive.
How does the complexity of grant implementation
arrangements affect grant performance across the three
countries? Table 4 provides summary information on grant
performance indicators for the 2015-2017 HIV grants for the
different PRs.
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Table 4: HIV Grant Performance Ratings and Current Absorption7
Malawi
PR

Tanzania

Zimbabwe

MOH-HIV

Action Aid-HIV

MOFP-HIV

Save the ChildrenHIV/TB

UNDP-HIV

Budget

$248.6

$18.9

$386.6

$13.1

$611.4

Disbursed

$76.3

$8.8

$348

$10.7

$534.4

Expenditure

$70.1

$6.3

n/a

n/a

$455.1

Absorption*

28%

33.5%

n/a

n/a

74.4%

A1

B1

B1

n/a

B1

Rating (June 2017)

Sources: Country Assessment Reports. *Proportion of expenditure to budget. n/a = expenditure reports were not finalised at the time of
the assessment.

The most recently available grant ratings across all countries
were, for the most part, positive. Grant absorption rates
varied significantly and were not necessarily comparable.
For the MOH HIV grant in Malawi, the low absorption
reflected the fact that the majority of funds were allocated
to ARV procurement which was managed directly by the
Global Fund under its Pooled Procurement Mechanism. Such
procurements were, however, timed to occur before the end
of the grant implementation period (December 2017). Also,
for Malawi, as explained in the Country Assessment Report,
Action Aid experienced implementation challenges and the
low grant absorption rate reflected this. For most PRs, over the
course of the assessment period there was active engagement
with CCMs and Global Fund Country Teams to ensure that
remaining amounts of budgeted funds were dispersed and
absorbed before the end of their grant implementation
periods and the start of the new funding cycles.
There were a number of issues raised through the country
assessments that also affected grant performance and grant
absorption from the perspective of the different stakeholders
who were interviewed. The most significant of these were:
• The complex financial and administrative requirements for
grant management continuously change and this leads to
extended reviews and revisions of disbursement request
submissions and, ultimately, delayed approvals of the
release of funds to PRs. This has knock-on effects down
the implementation chain from the PR to the SSR levels. As
a result, targets are not met, grant absorption slows and
grant performance ratings decline.
• There are ongoing gaps in programmatic and financial
management capacities across implementing entities,

•

•

•

particularly for some government programmes, including
for HIV and TB, and among civil society entities.
There are persistent weaknesses in systems for monitoring and
reporting on grant-funded activities, including the maintenance
of parallel systems outside national HMIS processes.
There are weaknesses in procurement and supply
management processes, including challenges to
adequately track, forecast and procure commodities, as
well as challenges to store and distribute health products
to avoid stock-outs and service disruptions (for HIV testing
kits, for example, but not generally for ARVs).
There are weaknesses within CCMs to understand and
effectively perform an oversight role. This involves both
inadequate funding for oversight activities as well as issues
of the lack of capacity of CCM members to understand
what their oversight role entails.

A number of these challenges have existed for some time and
it was not clear from the country assessments why this was
the case in an area such as financial management when all
countries have been receiving Global Fund grants since the fund
was launched in 2002. CCMs have similarly been in place since
that time yet still struggle to maintain a basic level of capacity
across their membership to perform their grant oversight roles.
A number of technical partners in each country such as UNAIDS,
United States Government Partners and the foundation itself, are
involved in addressing grant implementation challenges; however,
it appeared from the assessments that such improvements were
occurring only incrementally.
A larger issue that grant implementation arrangements and grant
management requirements raise is their separateness from other

7. The Global Fund uses five ratings: A1 = Exceeding expectations (results exceed targets); A2 = Meets expectations (results meet targets); B1
= Adequate (results achieve between 60%-90% of targets); B2 = Inadequate but potential demonstrated (results achieve between 30%-60%
of targets); C = Unacceptable and possibility of suspension (results achieve less than 30% of targets). Ratings are determined on the basis of
a formula that is explained in Global Fund, 2017c, page 148.
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structures or mechanisms for the management and delivery of
health programmes within each country. While it is important,
for example, that CSOs are involved in certain components of grant
implementation, such as working with KP constituencies, and that
these activities are linked to health facilities for the provision of HIV
services, outside Global Fund programmes there is no ongoing,
permanent mechanism to maintain such linkages. Such entities are
not recognised as part of the formal health system. Moreover, in
Malawi and Zimbabwe the Global Fund has instituted additional
requirements for financial management in the form of a Fiscal Agent
in Malawi and a Fiscal Administrator (UNDP) in Zimbabwe. While
the Global Fund has justified these arrangements as important for
risk mitigation measures while national entities in both countries
improve their capacities to wholly take on this responsibility,
what it meant for the 2015-2017 grants was that funds were
managed using systems that were entirely separate from national
systems and processes for the financial management of other
health sector funds.
Finally, grant implementation progress reporting is done
separately from the national HMIS in both Malawi and
Zimbabwe, although some data used for Global Fund
reporting are the same data captured through the HMIS. The
Global Fund does not formally stipulate separate processes for
either financial management or progress reporting. Indeed, it
recommends that all aspects of grant management be done
through existing systems and processes and that, where
there are weaknesses, portions of Global Fund investments
should be applied to address them along with those of
other technical partners working at country level (Global
Fund, 2016). However, as the country assessments showed,
this was not what was occurring for the most part. Such
separateness requires financial and technical resources to
maintain it which, although not specifically identified by the
assessments, must contribute to programme management
and transaction costs that draw limited resources away from
HIV interventions themselves.

intervention, for example) that is considered to be outside
the Funding Request that the TRP and the Board of the Global
Fund originally approved. The latter involves changes in the
scale or scope of approved grant activities in order to scale-up
effective interventions to accelerate impact for example, or to
shift resources to fund activities included in the PAAR. Material
change requires the endorsement of the TRP and approval
by the Grant Approvals Committee and, as this can lead to a
significant delay for the implementation of activities, countries
can be very reluctant to request it. Non-material changes,
however, can in most cases be approved by the Country Team.
The reprogramming option is made available to countries to allow
for flexibility to adjust the focus of Global Fund investments for
greater impact as the dynamics of epidemics and the effectiveness
of country responses evolve over the grant implementation
period. All countries undertook reprogramming within their
current grant cycles. However, where details were shared with the
country assessment teams, in some countries the process proved
challenging as, for example, portions of the requests were not
approved because of weak documentation and weak justification
for the proposed changes.
The country assessments were unable to determine all of
the factors that led to such late and only partially successful
reprogramming requests. Perhaps one reason was the fact that
the 2015-2017 period was the first cycle under the NFM and
a significant amount of learning needed to occur in relation to
the new processes and requirements it introduced. Whether
or not this was the case, as countries move into the next grant
cycle, the reprogramming option should be more carefully
and proactively considered. However, given the substantive
focus of the new grants on ARVs and other HIV treatment
commodities, unless such things as price reductions occur
(as they did under the 2015-2017 grants), funds available for
reprogramming to support items within the PAAR that are
not HIV treatment related may indeed be limited.

4.7. Reprogramming

4.8. Co-financing and Sustainability

What opportunities do countries have to make changes to grant
implementation once grant agreements are signed and approved
by the Board of the Global Fund? Reprogramming (now called
‘program revision’) is one such opportunity to make mid-course
changes during the three-year grant implementation periods.
For Global Fund High Impact group countries (all three countries
are in this grouping) reprogramming requests can be made at
any time during grant implementation (Global Fund, 2017c,
page 165). PRs generally initiate reprogramming requests in
collaboration with CCMs and Country Teams. Such requests can
be for material or non-material change. The former involves
a significant change to the content of the grant (removing
a treatment intervention and replacing it with a prevention

The last item to be addressed by the assessments was the
sustainability of national HIV responses independent of Global
Fund contributions, or those from other external sources.
Overall, as is clear from previous sections of this analysis,
these responses are not independently sustainable and are
not likely to be so in the foreseeable future at the current
levels of domestic financing and the incremental rate at
which this situation is changing. The Global Fund is, however,
playing a role to accelerate such change with its co-financing
requirements. A new approach was introduced in 2016 by the
Board of the Global Fund through its Sustainability, Transition
and Co-Financing Policy (Global Fund, 2016). The overarching
purpose of the policy is to support countries, through
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Key messages
•

In no country is the national HIV response sustainable,
now or in the foreseeable future, independent of large
investments from the Global Fund, PEPFAR or other
funding partners.

•

Increases in domestic support for HIV programmes are
occurring slowly, if at all, despite the requirements of
co-financing under the Global Fund.

•

Resource needs for expanding HIV treatment
programmes are quickly subsuming all available
domestic and external support.

•

All countries continue to identify substantial funding
gaps raising questions about the quality and relevance of
national planning processes that do not appear to be based
on reasonable expectations of future resource availability.

•

Significant challenges may arise by the end of the 20182020 grant cycle should domestic and external resource
availability not increase and plans to achieve efficiencies
in HIV treatment programmes not be realised.

incentives, technical support and stricter accountabilities, to
increase their ability to sustain essential HIV, TB and malaria
programmes through increased domestic investments and
decreased reliance on external resources. The policy defines
sustainability in this way (page 9):
...the ability of a health program or country to both maintain and
scale up service coverage to a level, in line with epidemiological
context, that will provide for continuing control of a public
health problem and support efforts for elimination of the three
diseases, even after the removal of external funding by the
Global Fund and other major external donors.
Sustainability under these terms is a remote prospect for Malawi,
Tanzania and Zimbabwe. The policy nevertheless commits the
Global Fund to assist countries to move in this direction through,
among other things, supporting the development of “robust,
inclusive (including key and vulnerable populations), quality,

evidenced-based National Health Strategies, Disease Specific
Strategic Plans and Health Financing Strategies” that bring
about both reductions in disease burdens as well as greater
domestic investment in health programmes and health systems
(page 9). One other component that is relevant to this analysis
is the commitment to “...aligning requirements to ensure that
Global Fund financed programs can be implemented through
country systems in order to build resilient and sustainable
systems for health (page 9)”. The country assessments have
shown that there is still some distance to go towards achieving
the type of integration this envisions.
The other important feature of the policy is the co-financing
requirement for all recipient countries, regardless of income
level or intensity of disease burden. The Global Fund now
stipulates at the start of the grant cycle the minimum amount
of co-financing required and applies a 15% ‘incentive’ to the
main allocation to encourage countries to meet or exceed
the co-financing target (there are also penalties in terms of
deductions to subsequent grants if targets are not achieved
and there are no compelling reasons for this).8 The co-financing
requirements are meant to achieve two main objectives: greater
domestic investment in health as a proportion of government
budgets towards the achievement of universal health coverage
(countries must come up with new, domestic funds for health
over the three-year grant cycle); and gradual absorption of
critical components of national HIV responses, such as the cost
of HIV treatment programmes, into domestic health budgets
(countries must show an increase in domestic share of these
expenditures during the grant cycle). On both elements, all
three countries have made only incremental progress if they
have made any progress at all. (Consider, for instance, that
Malawi has been providing ART to PLHIV since 2000 and that, 17
years later, 100% of the cost of ARVs is still financed externally.)
Table 5 below gives important details about how Malawi and
Zimbabwe met co-financing requirements under their 20152017 HIV grants and what they are planning under the new
grant cycle.9

Table 5: Progress on Co-financing Requirements for Previous and New HIV Grants
Country

Met co-financing under current grants? Y/N

Co-financing commitment new grants

Amount (%) from domestic budget

Malawi

No

US$33 785 636

US$23 285 636 (68%)

Zimbabwe

Yes

US$36 298 538

US$36 298 538 (100%)

Sources: Country Funding Request submissions. *Balancing amounts are anticipated from external sources such as PEPFAR or other funding partners.

8. In effect, 15% of the main allocation is ‘held back’ until at least 50% co-financing commitment has been met for low income countries.
Should it not be met, this amount or more can be lost to the country from its grants (Global Fund, 2016).
9. While Tanzania’s Funding Request document stated that the co-financing targets were met for the 2015-2017 period, no additional
details were provided. At the time of the assessment, details on co-financing commitments under new grants were not available.
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Under its 2015-2017 grants, Malawi had a co-financing
commitment of approximately US$25 million in new revenues,
either for the domestic health budget or for HIV programme
costs specifically. It was unable to meet this requirement,
a reality it attributed to currency devaluation over the
2014-2016 period as well as the consequences of this to its
economic growth and the resulting constraint on government
revenues (this is explained in the Funding Request). As noted
in Section 4.5.5, the TRP raised a concern regarding the
proposed co-financing strategy for the new grant cycle, with
the ongoing emphasis on scaling-up HIV treatment coverage,
given this experience under the current grants. What would
be the result for PLHIV on treatment, for example, should cofinancing not materialise, and available external funding from
the Global Fund or PEPFAR remain constant or decrease by
even 1% or 2%?

the main cost driver is HIV treatment needs. These realities
raise two important issues. Firstly, they question how NSPs
are developed and costed and whether they take into account
realistic expectations of available funding. Secondly, of even
more importance and concern: can countries really afford and
sustain the growing need for HIV treatment when, as has been
frequently noted throughout the analysis, the need increases by
approximately 30 000-40 000 newly infected PLHIV per year?

Zimbabwe has fared better than others with co-financing,
largely as a result of the revenue generated through the
AIDS Levy. However, it should be noted that the country’s
co-financing amount was just 6% of the US$600 million in
Global Fund grants that it received during the 2014-2017
period; and that meeting this target required no further
incremental commitment for the HIV programme from the
country’s domestic recurrent budget. Tanzania has recently
established an AIDS Trust Fund with the ambitious goal
of using its revenues to increase domestic funding for the
national HIV response from 3% to 30% by 2018, or to a total
of US$137 million. The Government pledged to contribute
US$2.7 million during the 2016/2017 financial year; however,
by the time the country assessment was completed, only
US$470 000 had been disbursed. There is clearly still some
distance for the country to cover to meet the 2018 target over
the next 12-month period.

Figure 15: Findings from the Zimbabwe Investment Case
(US$ millions)

One final aspect of sustainability involves how countries plan for
their HIV responses through their NSPs and the extent to which
they reflect future prospects of sufficient funds being available
to support them. As has been evident throughout the analysis,
the dominant priority in all countries is to achieve the 90-9090 Fast-Track targets. According to each country’s Funding
Request, even after the substantial investments by the Global
Fund and PEPFAR are taken into account, sizeable funding gaps
remain in order to achieve this goal. For Malawi, the 2018-2020
funding gap is US$115 million for HIV out of a total projected
budget of US$820 million.10 For Tanzania, for a projected annual
need of US$645 million according to the NSP, the funding gap
will reach US$211 million by 2020. For Zimbabwe, the annual
funding gap will reach US$290 million by 2020. In all countries,

Finally, as a last example in this extended analysis of Global
Fund processes and investments, the findings of the Zimbabwe
investment case are informative (UNAIDS Zimbabwe, 2015).
Figure 14 illustrates the increasing resource needs for HIV
treatment in relation to the total available resources for HIV in
two different scenarios.

Source: UNAIDS Zimbabwe, 2015. Red line = base scenario
(business as usual); Blue line = efficiency scenario; Dotted line:
Total annual HIV programme budget (US$500 million).

What these projections show is that by 2020, funding needs
for HIV treatment will take up the entire annual programme
budget of US$500 million unless either the budget is increased
or the cost of providing HIV treatment is significantly reduced
(red line). The country has proposed to avoid the first option
by finding efficiencies or cost-savings in the delivery of HIV
treatment, such as increased task shifting, or supporting
Community ART Refill Groups to decongest health facilities by
reducing the number of visits PLHIV need to make to obtain
ARV refills (blue line). However, these savings need to be
substantial and approach US$100 million annually by 2020 if

10. The funding gap figures for each country are taken from the Funding Landscape Analysis Tables that are a component of the Funding
Request submission.
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this efficiency scenario is to be realised. The country’s Funding
Request document is very optimistic that this will indeed be
the case but perhaps it does not take adequate account of
health system complexities and the slow pace of adaption
to comprehensive change that is inherent within these
systems. A substantive scale-up in prevention interventions to
significantly limit future growth in need for HIV treatment is
not one of the scenarios that are considered.

5.

CONCLUSIONS AND
RECOMMENDATIONS

The analysis began with the observation that Global Fund
processes, and the implementation arrangements and
investments they generate, have become increasingly
complex and that countries receiving this support continue
to struggle to meet ever-changing requirements. The analysis
has shown that, in many respects, Global Fund processes
and implementation arrangements, from CCMs to grant
implementation structures down to community levels, have
continued to evolve as ‘parallel universes’ separate from
existing systems and structures for the programmatic and
financial management of health programmes and services.
There have been benefits and risks to these arrangements
but overall such separateness requires increasing amounts of
financial and technical resources to sustain it, something that
continues to draw Global Funds resources away from needed
interventions to reduce HIV disease burdens.
This is not to say that Global Fund processes are not important
or that they are not a necessary investment in order to
leverage the now indispensable contributions that Global Fund
resources bring to national HIV responses and the countries
and populations that benefit from this. Global Fund processes
serve important ends in the way that they support national
conversations and multi-sectoral engagement on critical
questions and issues arising within countries. These have to
do with how to design and implement HIV interventions as HIV
epidemics continue to evolve and become more complex, and
how to finance these activities to the scale and scope required
for countries to fulfil national and global commitments to end
HIV as a public health threat by 2030. However, what these
processes can achieve, given the increasingly narrow scope
for decision-making in the context of large and continually
expanding HIV treatment programmes, raises important
considerations about their relevance and effectiveness, at
least in their current form as they have been outlined by the
Global Fund and as countries have interpreted and applied
these requirements.
What the analysis has also raised is the reality that financial

planning for national HIV responses, and the decisions that
are made about where the increasingly finite amount of
resources are directed, has become increasingly complex
and, as a result, has also become the domain of small
groups of technical experts, senior government officials and
fund managers within the Global Fund and PEPFAR. While,
for example, all three countries duly met requirements
for inclusive processes for Country Dialogue and Funding
Request development, how Funding Requests were shaped
and allocations distributed across programme areas appeared
in the end to be pre-determined or at least much less open
to input from this engagement, largely because of the scale
of the financial need to sustain HIV treatment programmes.
Ministries of Health receive the biggest share of Global Fund
resources because they are responsible for HIV treatment
programmes; technical experts are needed to forecast and
cost current and future treatment needs; and funders like the
Global Fund and PEPFAR favour HIV treatment in their funding
strategies, mostly as a result of the global commitment to the
90-90-90 Fast-Track targets. All of these forces then combine
to push voices, constituencies and other needs to the margins,
particularly those advocating for combination (behavioural
and structural) HIV prevention interventions that would
potentially limit the continued annual growth in the number
of PLHIV who will need HIV treatment.
Based on the assessments’ findings, the main conclusion is
that Global Fund processes, and the investments they are
linked with, have become significantly constrained by factors
that they themselves have contributed to. Countries are
now ‘locked into’ the 90-90-90 approach and have similarly
committed themselves to offering ART to all PLHIV upon
diagnosis. These decisions appear to be independent of a
shrewd analysis of whether or not sufficient financial resources
will be available to fulfil these promises to citizens. This current
precarious state has resulted from the ongoing availability of
substantial amounts of external resources to keep expanding
HIV treatment programmes with limited pressure on the part
of funders like the Global Fund for countries to increase their
own domestic contributions at a similar pace. The compelling
ethical obligation to offer as many PLHIV as possible lifesaving ART remains obvious; however, unless the fundamental
formula of how this obligation is financed begins to change,
difficult choices loom over the 2018-2020 period when the
growing cost of treatment programmes subsumes all available
domestic or external financing sources and yet there is still an
increasing need.
The expected result of the country assessments, and this
analytical synthesis, was guidance for technical partners,
such as the foundation, on where to engage in Global Fund
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processes in order to contribute to improving them and, in so doing, to contribute to increasing the value and impact of Global Fund
investments in each of the three countries. Through the country assessments a number of these opportunities were identified that
fall into four main categories:
• Improving inputs to Global Fund processes, such as the quality and relevance of NSPs;
• Improving the relevance and effectiveness of processes themselves, such as Country Dialogue and Funding Request development;
• Improving grant implementation and grant absorption by addressing bottlenecks and capacity gaps; and, finally;
• Influencing the fundamentals of how national HIV responses are structured, prioritised and financed.
Table 6 below sets out the resulting over-arching recommendations and opportunities for the foundation and others to consider
across these four categories.

Table 6: Opportunities for Improving Global Fund Processes and Investments
Recommendation

Rationale

Opportunity

Risk

1. Work with country
stakeholders to develop
new models and
processes for developing

NSPs are dominated by global norms and
commitments and not necessarily by
country contexts. They are subsequently
costed, which reveals large funding

There is an opportunity to support the
development of a ‘new generation’ of
NSP tools. A first step could include
supporting rigorous mid-term reviews

It is difficult to mitigate against
the global norms and targets
that currently determine much
of the form and content of

NSPs that are more
aligned to realistic
prospects for financing
and sustainability.

gaps that are beyond well-considered
expectations of available resources. New
modalities and processes are required to
generate more robust, country-specific,
properly costed and useful documents.

in each country that help bring to
the fore weaknesses in the current
approach.

NSPs. NSP processes also have
‘political’ aspects, meaning that
all stakeholders want to see their
issues included in some form in the
final products. This leads to NSPs
appearing more as ‘wish lists’ than
rigorously prioritised plans.

Improve inputs to Global Fund processes

Improve the quality and relevance of Country Dialogue and Funding Request development
2. Develop and pilot a
best-practice model for
Country Dialogue that is
inclusive, efficient, fully
informed (including on
the issue of financial
resources) and that
results in more carefully
determined priorities.

Regardless of emerging constraints on the
field of choices within national responses,
Country Dialogue is still an important
opportunity for inclusive engagement
around current and emerging HIV-related
needs and priorities. There is room to
evolve a best-practice approach that
works within country contexts with high
HIV burdens, significant resource needs
and constraints, and the resulting ‘hard
choices’ that need to be made.

There are a number of important
technical partners working in each
country to improve the range and
quality of strategic information.
This group could be approached to
develop different types of ‘packaging’
of this information so it is useable by
all stakeholders during the County
Dialogue process. Similarly, new
modalities of engagement can be
explored that do not rely solely on
face-to-face encounters.

The practice of meetings and
workshops is well entrenched in
all countries and difficult to shift.
Stakeholders joining Country
Dialogue may still see it as an
opportunity for funding for their
own interests and not as a critical
opportunity to shape the country’s
national HIV response in current
and future periods.

3. Develop and pilot tools
for prioritisation that are
multi-sectoral and that
take into account the
reality of ‘hard choices’
ahead for national HIV
responses.

All countries highlighted the need for
tools, technical guidance and capacity
building on how to prioritise needs in a
transparent and rigorous manner.

Tools and techniques already exist
with different approaches and decision
processes (see, for example, Schmets,
Rajan, Kadandale, 2016). There is an
opportunity for technical partners to
provide support to pilot a sub-set of
these approaches to determine a bestpractice approach in time for the next
funding cycle. The pilot could occur
around reprogramming, for example.

There is a political component to
prioritisation (powerful government
interests dominate) that may be
difficult to shift given the current
structure of HIV programmes and
the bias towards provision of HIV
treatment.
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Table 6: Opportunities for Improving Global Fund Processes and Investments (continued)
Recommendation

Rationale

Opportunity

Risk

Address bottlenecks in Global Fund grant implementation and grant performance
4. Support the
development of
technical assistance
plans and delivery
mechanisms to address
implementation
bottlenecks.

There are still ongoing needs for capacity
development and technical support in
core areas of financial management,
PSM, and integrated performance
monitoring and reporting systems.
There is also a need for mechanisms
to coordinate and harmonise technical
support interventions so that they
achieve more sustained improvements.

There are technical partners with
core expertise in all of the areas the
assessments identified for capacity
development. What is needed
first and foremost, however, is a
comprehensive technical support
plan that can derive maximum value
from this expertise and that can avoid
duplication. The role of a technical
support ‘broker’ is also crucial to assist
Global Fund implementers to manage
their technical support needs in a
coordinated and efficient manner.

In all of the three focus countries,
partners provide technical support
as part of their country plans
(PEPFAR, for example). While
this support is highly valuable,
it may not be flexible in the
context of efforts to develop one
overoverararching strategy that
responds to prioritised country
needs. Much of this support focuses
on government entities leaving few
if any opportunities to address the
technical support needs of nongovernmental implementers.

5. Support countries
to conduct external
reviews of programme
management and
transaction costs
in order to identify
opportunities for
greater streamlining and
potential cost savings.

There are clearly important questions
to raise about the efficiency and
effectiveness of current grant
implementation arrangements to better
understand whether they deliver value
or whether different approaches should
be tried.

Stakeholders in all three countries
are interested to know how efficient
their implementation arrangements
currently are and where there may be
opportunities for greater efficiency and
cost-savings. An external, objective
lens is needed on these issues.

Such a review may be seen by
some stakeholders as a way to shift
their roles or change their levels of
funding and, as such, they may not
be willing to participate. Moreover,
opportunities to make changes
may also depend on whether or
not the Global Fund is willing to
allow flexibility for innovation
within its current policies and
guidelines for grant implementation
arrangements.

6. Work with the Global
Fund to create greater
latitude for innovation
and flexibility in grant
implementation as a
multi-country pilot
initiative.

The fact that the Global Fund’s HIV
investments in the three countries are
among the largest within its global HIV
portfolio, and that they are positioned
within countries with important health
system and other challenges, should
justify the need to explore flexibility and
innovation in Global Fund processes
to achieve a better balance between
accountability and risk mitigation and the
need to ensure that these investments
are fully absorbed and that they achieve
maximum value-for-money and impact.

As the Global Fund itself seeks to
achieve greater efficiency and value
for its investments globally, and to
encourage more integration of funded
programmes within country systems
and domestic budgets, this may create
a window for exploring innovation
in countries with high HIV burdens,
large investments, and low domestic
commitment.

It may be challenging for the
Global Fund to find exceptions
within its complex architecture of
standard policies and procedures
and to make the case for these
three countries to operate outside
this framework. Changes may
also require lengthy processes for
decision-making on the part of
Global Fund.

7. Continue to invest in
data systems for realtime monitoring and
decision-making.

There is a clear need to improve the
quality, packaging and use of evidence
for decision-making, particularly in
more real-time formats so that there
can be greater agility to anticipate and
implement ‘course corrections’ for Global
Fund grants.

As noted above, there are a number
of important technical partners
working in each country to improve
the range and quality of strategic
information. Their support can be
requested to address this need more
comprehensively.

Substantial investments might be
required to achieve meaningful
change given that some challenges
arise because of overall weakness in
HMIS systems and not simply data
needs for monitoring Global Fund
investments.
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Table 6: Opportunities for Improving Global Fund Processes and Investments (continued)
Recommendation

Rationale

Opportunity

Risk

Change the fundamentals of how national HIV responses are structured and financed
8. Facilitate comprehensive
and rigorous scenario
planning in each
country in order to fully
investigate the future
feasibility of the current
and proposed structure,
focus and financing of
national HIV responses.

Neither NSPs nor investment cases have
meticulously examined all scenarios,
including worst care scenarios, for
example, anticipated levels of funding
change even within the range of 1%-5%.
Investment cases look at ‘business as
usual’ and ‘optimal scenarios’ only,
while NSPs are designed as aspirational
documents. There is a need, even
in confidential settings, for national
stakeholders to consider all possible
scenarios and to deliberate on the range
of options available should the more
positive scenarios fail to materialise.

There are partners, such as the
foundation, with global leadership and
core technical expertise in planning
and innovation, which position them to
lead such processes at country levels.
This is also an opportunity for private
sector partnerships with business
consulting firms with expertise in these
areas.

Some stakeholders could view
this as duplicating the work of
NSPs or investment cases. Some
stakeholders may be reluctant to
have open conversations about
the more difficult scenarios and
potential responses (temporarily
limiting new enrolment on HIV
treatment, for example) for fear
that their input will be taken out
of context and cause controversy.
A ‘closed session’ or ‘Charterhouse
rules’ approach with full
confidentiality of deliberations and
results may be a requirement of
their participation.

9. Work at the Global
Fund Secretariat and
country level to support
countries to accelerate
full integration of
HIV programmes and
their financing within
the health sector
in order to derive
greater value from HIV
investments as catalysts
towards universal
health coverage and
greater stability and
sustainability for health
systems overall.

This is already a component of the
Global Fund’s approach to co-financing
and sustainability. However, its current
processes and practices are impeding
progress towards achieving integration in
all three countries. Given the size of its
HIV/TB investments in these countries,
and the opportunities these create for
larger health sector gains, there is a
compelling rationale for more country
level collaboration and innovation for
faster progress.

The opportunities are the same as
those for Recommendation 7. Showing
substantive progress in countries with
large Global Fund investments but
challenging and complex contexts
would surely be viewed as a ‘win-win’
on all fronts.

As the analysis has shown, Global
Fund structures, systems and
processes are deeply entrenched in
all countries. Finding entry points
to begin the process of change
may prove challenging. In addition,
procedures within the Global Fund
Secretariat or at the Board level to
create exceptions to policies and
practices may also be lengthy and
complex.
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ANNEXURE A: LIST OF ‘PRIORITIES’ FROM COUNTRY DIALOGUE IN ZIMBABWE
Presenter

Proposed Priorities

NAC and Civil
Society

• Prevention: Social behaviour change and communication (SBCC), demand generation for services (e.g. PMTCT, condom promotion
VMMC, sexual and reproductive health (SRH), non-communicable disease (NCD), HTS) using door to door and ‘ALL IN’ approach,
scaling up DREAMS initiatives, Be Free Framework (Start Free, Stay Free, Be Free), sister to sister and/or brother to brother
innovations
• Children, adolescents and youth: Community differentiated service delivery models (e.g. community ART treatment supporters,
self-testing, pre- and post-exposure prophylaxis (PEP and PrEP), youth friendly services and community and condom
programming), early child stimulation, peer education model, comprehensive sexuality education, DREAMS (social safety nets,
family and community centred approach, male characterisation targeting layering & referrals)
• Women and gender: Family-centred SRHR (good practice e.g. parent to child communication intervention pilot Hurungwe District
– UNFPA); increase of sexual and gender-based violence (SGBV) one stop centres e.g. should be rolled out in districts, Men Engage
Model, SASA Model, DREAMS
• People living with HIV/MIPA (meaningful involvement of PLHIV): Strengthen MIPA coordination structure and mechanismscoordination meetings; clients’ rights and client centred care, positive health dignity prevention strategy, advocacy for access to
services
• Treatment and Retention in Care: Community differentiated care service delivery model (e.g. CARGs, family centred, ART clubs,
drug pick up; expert care (expert patients and mentor mother programmes), integrated care and support model (communitybased health care (CBHC), CMEIACST)
• Policy, advocacy and faith-based: Transformative leadership; review, aligning and harmonisation of policies
• Coordination and strategic information: Multi-sector approach (partnerships- public, private, communities, donors, civil society,
PLHIV, faith-based organisations (FBOs), World of Work); integration and standardisation of M&E systems. (e.g. strengthening
data systems and capacities for analysis and use), research (population-based surveys, drug resistance surveillance, cohort and
survival analysis studies for those on ART), sectoral governance capacity enhancement; electronic community data and financial
management information system (the three ones + resource mobilisation)
• RSSH: Strengthen community responses and systems; support reproductive, RMNCAH and platforms for integrated service
delivery; strengthen financial management and oversight; transformative leadership; promote and protect human rights and
gender equality
Key populations: Scale up evidence based KP-led Interventions – (FSW services); strengthen sustainable financing of community led
initiatives (peer education, associations, case load management); community led clinical services; strengthen research methods
around key populations; strengthen comprehensive prevention packages and SGBV services KPs; social safety nets for key
populations; meaningful Involvement of KPs
• TB and HIV collaborative strategies: Full implementation of a patient centred approach to TB/HIV care services which respects
patients’ rights, promotes full patient participation regarding the quality of services tailored on individuals needs

MOHCC (HIV)

• Strengthen interventions that promote early booking among pregnant mothers; strengthen interventions that promote increased
male partner involvement; roll out approaches for dual testing for syphilis and HIV; birth NAT for HIV exposed infants; mother
baby pair follow up initiatives using an electronic register; strengthen eMTCT activities for private sector; scale up VMMC demand
creation; scale up training for dorsal slit and forceps guided methods
• Expand the utilisation of reusable surgical kits; Introduction of the sustainability mode of VMMC in selected districts that will
reach saturation; strengthen VMMC data quality audits; family planning counselling and provision; GBV interventions; integration
of community HIV service delivery with reproductive, maternal and neonatal health (RMNH); PreP strengthening combination
prevention; STI and TB screening and treatment; co-morbidities; cancer screening and treatment
• Strategies to enhance adherence and retention across the continuum of care; implement family centred approaches; scale up
paediatric and adolescent ART; strategies to improve quality of care for PLHIV on ART; scale up viral load monitoring; scale up
differentiated service delivery models; community level interventions for ART services; integrated sample transportation system;
scale up innovative strategies to capacitate HRH on HIV, STIs, TB and hepatitis through direct service delivery, blended learning
approaches, scaling up mentoring, practical attachments and quality Improvement approaches
• Promote data utilisation through regular OSDVs, support and supervisions and mentorships and operational research (OR); scale
up roll out of the ePMS; strengthen supply chain management systems at all levels for medicines and related commodities- HIV
test kits, syphilis test kits and hepatitis screening, early infant diagnosis (EID), viral load and CD4 reagents, ARVs and ancillary
medicines including PrEP medicines and direct service delivery; scale up pharmacovigilance
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ANNEXURE A: LIST OF ‘PRIORITIES’ FROM COUNTRY DIALOGUE IN ZIMBABWE (contined)
Presenter

Proposed Priorities

National TB
Programme

• Strengthen contact investigation for all bacteriologically confirmed pulmonary TB cases and all childhood TB cases; expand the
use of Gene Xpert as the first line test for diagnosis of TB and digital CXR machine as a screening tool for presumptive TB cases;
establish cross-border collaborative activities for TB care and prevention; scale up targeted screening for TB high risk groups and
TB hot spots
• Strengthen TB prevention care and treatment for congregate settings; strengthen capacity of health care workers in TB service
delivery; ensure early access to quality diagnosis, treatment and care services for DR-TB patients; ensure access to quality DRTB patient monitoring; strengthen TB prevention care and treatment for congregate settings; increase childhood TB screening
capacity in health facilities; strengthen community involvement in childhood TB case finding; strengthen uptake of IPT in children
under 5 years who are contacts of bacteriologically confirmed TB
• Support mechanisms for integrated TB-HIV services at all levels; roll out a one-stop-shop integrated TB-HIV care model to all health
facilities; ensure timely CPT and ART initiation; intensify TB case finding among PLHIV- Xpert; scale up diagnosis and treatment of
HIV in TB patients; promote TB infection prevention and control practices in TB-HIV care settings
• Specimen transportation; ensure access, operation and utilisation of Xpert MTB/RIF testing for all presumptive TB cases; ensure
access to quality assured TB drug resistance testing; integrated approach to QA and QMS; introduce and install digital radiology
services in all tertiary institutions; renovations- reference laboratories, power, air-conditioning
• Undertake an assessment on laws, policies, and regulations relating to patients’ rights related to quality TB services; address the
legal, patients’ rights and gender barriers which hinder access to TB services; support inter-sectoral partnerships between MoHCC
and other parts of government to embed TB concerns; empower program managers, health care workers in charge of health
facilities, health executives, CSOs, private service providers and decision makers on patient-centred care approach
• Intensify advocacy, communication and social mobilisation for TB and TB-HIV; strengthen community health systems to improve
community TB care; Enhance active participation of CSOs and NGOs in CTBC; mitigate stigma and discrimination against people
with TB and HIV in the community; Promote public private mix
• Advocacy for development of policy for social protection, ensuring the inclusion of TB and leprosy patients among the beneficiaries
of social protection schemes; establish collaborative partnerships among those advancing the social protection agenda at national
and sub-national levels
• Lobby for increased human resources for supply chain at primary and secondary levels; Contribute towards development and
implementation of an integrated e-LMIS; contribute to programmes to strengthen pharmacovigilance at all levels of the health
care system; procurement of 1st and 2nd line TB medicines including ancillary medicines; procurement of laboratory reagents and
consumables including materials for diagnosis of childhood TB
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ANNEXURE B: FINANCIAL DATA TABLES
Table 1: Malawi Funding Request Allocations
Module

Table 3: Zimbabwe Funding Request Allocations

US$

%

15 340 858

4.0%

731 858

0.2%

Prevention – adolescents and youth

12 660 068

Prevention – general population

US$

%

Treatment, care and support

308 448 396

71.4%

HRH

17 376 000

4.0%

3.3%

HIV testing services

23 074 707

5.3%

15 387 215

4.0%

TB/HIV

10 283 981

2.4%

Prevention – key populations

3 672 486

1.0%

TB

10 498 438

2.4%

Treatment, care and support

287 183 130

74.6%

MDR-TB

6 988 737

1.6%

750 000

0.2%

PMTCT

1 795 260

0.4%

Prevention for AGYW

3 174 288

0.7%

Prevention for FSW and clients

1 785 260

0.4%

649 712

0.2%

HMIS and M&E

4 035 122

0.9%

Programme management

43 029 474

10.0%

TOTAL

431 889 375

100.0%

HIV testing services
PMTCT

TB

6 984 078

1.8%

MDR-TB

4 131 643

1.1%

TB/HIV

1 052 147

0.3%

RSSH

27 801 970

7.2%

Programme management

9 811 239

2.5%

384 756 692

100.0%

TOTAL

Table 2: Tanzania Funding Request Allocations
Module

Module

PSM

Prevention for MSM

Table 4: Summary Malawi PAAR

US$

%

Prevention for general population

21 544 036

4.81%

Programme Area

Prevention for MSM

2 990 439

0.67%

HIV treatment

21 860 000

Prevention for FSW and clients

4 079 285

0.91%

HTS

9 700 000

Prevention for PWID

5 832 073

1.30%

PMTCT

2 720 000

518 180

0.12%

Prevention

28 420 000

Prevention programmes for
adolescents and youth

16 100 000

3.59%

Total

62 700 000

PMTCT

4 456 719

0.99%

277 950 025

61.99%

Programme Area

Amount

9 978 753

2.23%

HIV treatment

6 576 844

853 830

0.19%

PMTCT

3 921 708

Prevention

10 079 918

HMIS

11 770 040

2.63%

TB/HIV

706 600

PSM

5 249 532

1.17%

HMIS

365 100

Programme management

22 537 576

5.03%

Total

21 650 170

RSSH

43 459 547

9.69%

TB care and prevention

16 206 118

3.61%

Prevention for vulnerable groups
(fisher-folks, miners)

Treatment, care and support
TB/HIV
Programs to reduce human rights
barriers

MDR-TB
TOTAL

4 816 515

1.07%

448 342 668

100.0%

Amount

Table 5: Summary of Tanzania PAAR
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Table 6: Summary of Zimbabwe PAAR
Programme Area

Amount

Table 8: PEPFAR COP Allocations by Programme Area
2017/2018

HIV treatment

66 987 154

Programme area

HTS

11 107 008

VVMC

PMTCT

3 577 500

VMMC

5 698 778

Prevention

34 108 934

TB/HIV

4 897 537

HMIS

-

PM

17 906 030

Total

144 282 942

Table 7: PEPFAR and other USG Commitments 2017/2018
Programme area

MW

TZ

ZW

DREAMS

22 683 772

4 662 292

3 376 537

Other AGYW

97 017 740

Treatment
supporters

2 468 999

VMMC

15 189 326

Paediatric HIV

4 000 000

46 000 611

MW

TZ

ZW

-

19 842 188

13 088 607

Adult care and
support

1 172 115

11 577 381

9 800 367

OVC

5 101 097

15 331 510

18 678 395

Lab

793 463

4 510 535

213 426

34 176 634

111 207 671

27 271 361

ARV

-

70 275 766

20 029 673

HTS

3 591 875

46 028 461

13 266 704

PM

5 414 985

16 020 760

6 820 373

Prevention

1 700 288

23 194 069

5 502 975

Strategic information

2 675 810

6 151 675

2 034 837

TB/HIV

2 917 306

15 758 021

4 365 365

PWID

-

2 303 329

-

PMTCT

1 090 878

15 556 826

426 588

HSS

1 537 047

9 728 596

475 262

Paed care and support

2 470 041

1 248 708

1 402 116

Paed treatment

9 051 174

10 803 053

2 650 041

950 000

838 064

-

-

15 557

-

Adult HIV treatment

Blood safety

Sub-total

138 890 837

50 662 903

5 845 536

COP

74 782 370

383 310 544

126 973 407

Injection safety

TOTAL HIV

213 673 207

433 973 447

132 818 943

Abstinence, be faithful

2 139 657

2 918 374

947 317

TOTAL

74 782 370

383 310 544

126 973 407
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HEARD, based at the University of KwaZulu-Natal, is a regional and global leader for applied
research and policy development on critical health and development challenges for the African
continent. HEARD’s mission is to influence and support evidence-based policy and good practice
to more effectively address Africa’s health and development challenges and to contribute to
achieving health and sustainable development across the continent.

