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BACKGROUND TO THE GLOBAL HIV/AIDS INITIATIVES NETWORK (GHIN)

Global funding for HIV/AIDS has increased dramatically this decade. Most of the direct external funding to scaling 
up HIV/AIDS prevention, treatment and care is provided by three Global Health Initiatives (GHIs): the Global Fund to 
Fight AIDS, TB and Malaria (GFATM); the United States President’s Emergency Plan for AIDS Relief (PEPFAR); and 
the World Bank’s Global HIV/AIDS Programme. In the high prevalence, low-income countries of southern and eastern 
Africa, the combined commitments from these initiatives can amount to over half of countries’ total health budgets. 
In the context of countries with concentrated epidemics the scale of funding is less, but the potential impacts on the 
containment of the HIV epidemic are still signi! cant. 

A network of researchers was established in 2006 to track the effects of this scale-up. Members of the Global 
HIV/AIDS Initiatives Network (GHIN) are researching the country effects of these GHIs at national and sub-national 
levels. The Network builds on two earlier studies: the Tracking Study, led by the London School of Hygiene and 
Tropical Medicine (2003-2004) and the System-Wide Effects of the Fund (SWEF) Research Network (since 2003) 
coordinated by Partners for Health Reformplus. Unlike these earlier studies, which focused primarily on the Global 
Fund, the new Network is examining the effects and the inter-relationships of the three major GHIs. 

GHIN countries undertaking 2-4 year studies are as follows: Angola, Benin, China, Ethiopia, Georgia, Kyrgyzstan, 
Lesotho, Malawi, Mozambique, Peru, South Africa, Tanzania, Uganda, Ukraine, Vietnam and Zambia. GHIN provides 
added value these individual country studies by: 

 •   Promoting comparability through common research protocols and tools
 •   Sharing expertise across country study teams and building research capacity
 •   Generating multi-country comparisons and context-speci! c policy lessons
 •   Coordinating dissemination of ! ndings and recommendations and streamlining communication with   
     global stakeholders

GHIN embraces a responsive model which moves beyond the traditional ‘hub-and-spoke’ model of northern 
institutions channelling funds to, and supervising research conducted in, the south. Participation in GHIN is voluntary 
and open to research groups that subscribe to the principles and purpose of the Network. The intention from the start 
was to adopt an organic knowledge-driven approach, where different types of linkages –including south-to-south ones 
– can evolve. GHIN has also fostered valuable linkages with other other large, multi-country evaluations of the major 
GHIs: the Maximising Positive Synergies between Health Systems and GHIs Consortium; the Global Fund Five Year 
Evaluation; and the Center for Global Development’s HIV/AIDS Monitor project. This has enabled close coordination 
with these programmes. 

Further information can be found at the Global HIV/AIDS Initiatives Network website: www.ghinet.org 

RESEARCH THEMES

While the research protocols developed for individual country studies re" ect the needs and contexts of these 
countries, there are several common themes across the Network, some or all of which individual country studies are 
addressing. The Network is facilitating comparative work and has begun to synthesise ! ndings around these themes, 
which include the effects of global HIV/AIDS initiatives on:-

    Sub-national scale-up
     •   The levels and types of HIV/AIDS services delivered – including prevention, treatment and support 
         services – demonstrating trends over time
     •   Quality of HIV/AIDS services 
     •   Non-focal (non-HIV/AIDS) priority services 

1 Some countries are also researching the effects of other global health initiatives, notably GAVI    



Health systems capacity 
 •   Human resources for health - including numbers of health workers, workload and training,
     motivation and incentives, and effects on the public-private mix
 •   National and sub-national coordination, harmonisation and alignment 
 •   Supply of commodities and equipment
 
Equitable access 
 •   Accessibility and patterns of utilisation of HIV/AIDS services 
 •   Institutional/programmatic factors and household/community factors that determine service 
                 accessibility

RESEARCH APPROACH

Country teams have been using a variety of methods and tools. One of the primary aims of GHIN is to maximise 
comparability; and to facilitate comparisons, analyses and the production of cross-country syntheses of ! ndings 
and lessons learned across countries, regions, epidemics and health systems contexts. Teams have developed 
common detailed research questions relevant to their HIV epidemics, while also adapting these to speci! c 
country contexts. GHIN coordinators have developed generic tools for generalised and concentrated epidemics, 
which have been built on and improved by various countries, leaving scope for them to be adapted to suit 
country contexts. At least some of the following methods have been developed and used by country teams: 

  a)   National Level
 •  Context mapping exercises / country literature and document reviews 
 •  In-depth qualitative interviews with key stakeholders  

  b)   Sub-national/District Level – Quantitative methods
 •  Resource tracking: to identify resource " ows to sub-national levels to: (a) assist in site selection, and  
    (b) to identify who are the major recipients of GHI support within each site.
 •  District mapping of services at the sub-national level. 
 •  Facility surveys (including inventories of drugs, condoms, needles/syringes and other commodities)
 •  Record reviews and analyses (numbers and trends in clients and client visits for focal services [e.g.  
    VCT, PMTCT, ART] and non-focal services [e.g. MCH], lab tests, drug stock-outs)
 •  Structured health worker questionnaires 
 •  Structured client questionnaires 

 c)   Sub-national/District level – Qualitative methods
 •  In-depth sub-national stakeholder interviews: These depend on country context, district health man 
    agement teams, political leaders, local authority of! cials, AIDS centre staff, members of networks, 
    advocacy groups, community groups and community leaders). 
 •  In-depth client interviews   

   
COMMUNICATING FINDINGS, INFLUENCING POLICY

GHI programmes are constantly evolving, and the questions that the researchers within the Network are 
addressing are live ones. GHIN members recognise that ! ndings from the studies need to be channelled into 
policy debates at the country and global levels on an ongoing basis. 

Country research teams have been interacting with country stakeholders, including policymakers and civil 
society organisations, from an early stage to help ensure the policy-relevance of their studies.  The GHIN 
coordinators have been interacting in the same way with global stakeholders, also taking steps to ensure that 
communication is established and coordination is promoted with other large, multi-country evaluations of the 
major GHIs.

Regular ongoing interactions both inform decision makers and continue to shape research questions. Findings 
from the studies are being synthesised and packaged into short policy briefs that focus upon ongoing country 



and global debates of particular relevance to policymakers, representatives of multilateral (including UNAIDS) 
and donor agencies, and of the GHIs.

GHIN DATABASE

GHIN has created a knowledge database on the effects of global HIV/AIDS initiatives The database is the 
outcome of a systematic search and review of evidence (research and evaluations) of the effects of the three 
GHIs at the country level. The rationale for the database is that search engines throw up tens of thousands of 
hits for GHIs, of which very few provide useful evidence on their effects; and peer-reviewed journals are too slow 
to capture up-to-date evidence on this fast developing ! eld.  A feature of the database is a ‘document summary’ 
page for each entry in the database. 

A search engine can be found at: http://www.ghinet.org/database.asp

WHO IS IN THE NETWORK?
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Country  study timelines

         • Angola, Mozambique, South Africa Expected to end 2010
         • Benin     Completed 
         • China      Completed. Awaiting ! nal report  
         • Georgia     Completed. Awaiting ! nal report
         • Kyrgyzstan    Final report expected end 2008
         • Lesotho      Expected to end 2009 
         • Malawi (Alliance)     Final report expected end 2008
         • Malawi (Swef)    Completed 
         • Peru     Final report expected mid 2009
         • Tanzania     Final report expected end 2008 
         • Uganda     Final report expected end 2008 
         • Ukraine     Final report expected end 2008
         • Vietnam     Final report expected March 2009
         • Zambia      Final report expected early 2009 



WHO CONSTITUTES THE NETWORK?

Country research teams are headed by:
•  Mário Fresta, Centros de Estudos Avançados em Educação e Formação Médica, Angola:
   mariofresta@netcabo.co.ao
•  Sourou Gbangbade, Independent Researcher, Benin: sgbangba@yahoo.com
•  Xiulan Zhang, Beijing Normal University, China: zhang99@bnu.edu.cn
•  Aklilu Kidanu, Miz-Hasab Research Centre, Ethiopia: miz_hasab@telecom.net.et
•  Ketevan Chkhatarashvili, Curatio International Foundation, Georgia: k.chkhatarashvili@curatio.com
•  Gulgun Murzalieva, Centre for Health System Development, Kyrgyzstan: gulgun@manas.elcat.kg
•  Elsie Tsepiso Makoa, National University of Lesotho: et.makoa@yahoo.com 
•  Brian Mtonya, The Alliance Group, Malawi: alliancegroup@malawi.net
•  Victor Mwapasa, College of Medicine, Malawi: vmwapasa@medcol.mw
•  Baltazar Chilundo, Universidade Eduardo Mondlane, Maputo, Mozambique: chilubal@yahoo.com
•  Carlos Caceres, Cayetano Heredia University, Peru: ccaceres@upch.edu.pe
•  David Sanders, University of the Western Cape, Cape Town, South Africa: dsanders@uwc.ac.za
•  Eric Buch, University of Pretoria, South Africa: eric.buch@up.ac.za
•  Innocent Semali, Muhimbili University College of Health Sciences, Tanzania: innosemali@yahoo.com
•  Freddie Ssengooba, Makerere University, Uganda: wbazeyo@iph.ac.ug 
•  Tetyana Semigina, National University of Kyiv-Mohyla Academy, Ukraine: tv_sem@ukma.kiev.ua
•  Nguyen Thi Kim Chuc, Hanoi Medical University, Vietnam: ntkchuc@yahoo.com
•  Phillimon Ndubani, University of Zambia, Zambia: pndubani@yahoo.co.uk

Northern research teams are represented by:
•  Sara Bennett, Alliance for Health Policy and Systems Research: bennetts@who.int 
•  Ruairi Brugha, Aisling Walsh, Sam McConkey, Regien Biesma and Carlos Bruen, Royal College of Surgeons, 
    Ireland:    
    rbrugha@rcsi.ie, aislingwalsh@rcsi.ie, smcconkey@rcsi.ie, rbiesma@rcsi.ie and carlosbruen@rcsi.ie
•  Anna Thorson and Anastasia Pharris Karolinska Institutet, Sweden: 
   Anna.Thorson@ki.se and Anastasia.Pharris@ki.se
•  David Hotchkiss and Pamela Rao Health Systems 20/20 Project: 
   hotchkis@tulane.edu and Pamela_Rao@abtassoc.com 
•  Wim van Damme and Peter Vermeiren Institute of Tropical Medicine, Antwerp, Belgium: 
   wvdamme@itg.be and pvermeiren@itg.ie 
•  Gilles Dussault, Instituto de Higiene e Medicina Tropical, Universidade Nova de Lisboa, Portugal: 
   gillesdussault@ihmt.unl.pt
•  Gill Walt and Neil Spicer, London School of Hygiene and Tropical Medicine: 
   gill.walt@lshtm.ac.uk and neil.spicer@lshtm.ac.uk

Irish Aid, DANIDA and DfID provide support for Network activities. Support for the country studies is provided by the 
Open Society Institute, the Alliance for Health Policy and Systems Research, USAID and the EU (INCO).  Funding for 
all of the studies and the GHIN Network is independent of the initiatives being studied.

The Network is coordinated by the teams in London School of Hygiene and Tropical Medicine and Royal College of 
Surgeons in Ireland, as listed above. Irish Aid, DANIDA and DfID provide support for Network activities. Support for 
the country studies is provided by the Open Society Institute, the Alliance for Health Policy and Systems Research, 
USAID and the EU (INCO).  Funding for all of the studies and the GHIN Network is independent of the initiatives
being studied.

For further information contact Aisling Walsh aislingwalsh@rcsi.ie or Neil Spicer neil.spicer@lshtm.ac.uk 

INTERIM FINDINGS

The following section outlines preliminary ! ndings from completed and on-going research by GHIN members in ten 
countries2, on the following issues: scale-up and access to HIV/AIDS services; human resources and the challenge of 
coordination. The issues are not exhaustive and aim to provide a synthesis of emerging themes. The ! ndings draw on 
data collected between 2004 and 2007 using mixed quantitative and qualitative methods. County teams are analysing 
2008 ! eldwork data and further ! ndings will be disseminated in early 2009.

2 Benin, China, Kyrgyzstan, Malawi, Zambia, Ethiopia, Ukraine, Georgia, Peru and Vietnam



                   

SCALE-UP AND ACCESS TO HIV/AIDS SERVICES

 KEY MESSAGES: SCALE UP AND ACCESS

 • Global health initiatives (GHIs) have supported real increases in HIV/AIDS services; but health worker 
    numbers have not  kept pace with needs.

 • There was little evidence to show that scale-up HIV/AIDS services has had a negative effect on non-focal 
   disease coverage.

 • Some countries expressed concern over apparent preference given to funding for treatment over that for 
   prevention services.

 • Geographic access to services was not equal, with differences between urban and rural services as well 
   as between regions within countries.

 • Stigma and marginalisation of those affected by HIV/AIDS was reported in some countries, which has 
   undermined access to HIV/ AIDS services.

Scale up of service coverage

New HIV/AIDS related programmes and services have 
been introduced and others scaled-up quickly between 
2005 and 2007 – including ART, PMTCT and VCT and 
preventative services such as harm reduction and 
condom supply – in GHIN research countries. While 
direct attribution is often not possible because funds are 
dif! cult to track, it is generally accepted that much of the 
scale up has been due to GHI-support. In some countries 
this is largely due to GFATM, in others to PEPFAR, and in 
some, to both initiatives.

  • The numbers and types of HIV/AIDS services 
    expanded substantially in Ukraine between 2004 and 
    2007. Interviewees attributed this largely to the GFATM 
    monies, which represented 44% of total external and 
    state HIV/AIDS funding in 2006. Client numbers  
    increased in three case study regions for prevention 
    services, ARV therapy, care and support and 
    substitution therapy.

  • In Kyrgyzstan the GFATM grant has supported existing
    NGOs to continue their work or expand into new HIV/
    AIDS activities, and has stimulated the establishment
    of new NGOs. By 2007 GFATM support had been 

    

    allocated in-country through 167 sub-grants, which 
    supported the work of 102 organisations, 80 of which  
    were NGOs,18 government institutions, and 4 private 
    companies.
  

•   In Zambia VCT services showed that Lusaka district    
    recorded an increase in the number of visits for VCT 
    from 16,723 in 2004 to 37,380 in 2006. Visits for ART 
    in Lusaka showed an almost threefold increase from 
    8,764 in 2004 to 25,138 in 2005, before increasing 
    again to 37,905 in 2006. None of the districts 
    experienced stock-outs of ! rst line ARV drugs in 2006.

  • Sustaining increases has been dif! cult. In Ethiopia 
    there were concerns about default rates among those 
    receiving ARV therapy, due to lack of proper care and
    support including food, counselling, and medical follow  
    up.

  • Evidence on the extent to which scale-up of HIV/AIDS
    services has had an impact on non-focal disease 
    service coverage is mixed. However, in Malawi
    attendances for immunizations, family planning, 
    inpatient and outpatient services remained stable, 
    in spite of increases in HIV/AIDS services.



Balance of types of services being scaled-
up

Some country stakeholders expressed concern over the 
apparent preference of funding for treatment over that for 
prevention services and for longer term sustainability of 
programmes:

  • Findings from Ethiopia highlighted that the focus on
    treatment and care has led to an increased 
    medicalisation of responses to HIV/AIDS.

  • In order to redress the balance which had emphasised
    treatment, Ukraine’s proposal for Round 6 GFATM 
    funding put increased emphasis on preventive services
    for high risk groups. This re" ected internal concerns   
    that too much funding was going to treatment in a 
    country where the epidemic was still relatively 
    concentrated among groups of sex workers, injecting 
    drug users and prisoners. The need for prevention 
    programmes was also recognised because evidence 
    suggested the epidemic had started to spread into the 
    general population.

  • In Georgia treatment has been prioritised over 
    prevention since 2006, and state funding for prevention 
    activities had decreased, making the HIV/AIDS 
    programmes more dependent on GFATM.

Access and stigma

There were a number of speci! c barriers preventing 
sections of the population, often those most marginal-
ised or with least resources, from accessing services. 
Inequities in the distribution of GHI-supported HIV/AIDS 
programmes were a concern in Georgia, Kyrgyzstan, 
Ethiopia, Malawi, Benin, Ukraine and Peru:

  • Geographic inequities existed in the distribution of HIV/
     AIDS services, with problems of access in rural areas, 
    particularly in Malawi and Ethiopia.

  • In Ukraine and Kyrgyzstan there were regional
    disparties in available services in relation to need. For 
    example, GHI funds have increased the number of 
    HIV/AIDS services and health personnel 
    proportionately in the Kyrgyz capital Bishkek compared 
    to Osh which has the highest HIV prevalence in the 
    country.

  • Information about HIV/AIDS services was uneven. In
    Ukraine a high proportion of clients interviewed had
    heard about the service they were using from a peer
    rather than through formal means. In Kyrgyzstan 
    GFATM-supported information programmes were seen
    as inappropriate for more conservative populations
    outside the capital.

  • In concentrated epidemic countries – including
    Krygyzstan, Georgia, Peru, Ukraine and Vietnam – 
    stigma and discrimination inhibited access to HIV/AIDS 
    services. This is partly due to the political and legal 
    environments that hinder effective engagement with 
    groups particularly at risk of HIV transmission, 
    including injecting drug users and sex workers whose 
    behaviour is criminalised by the state, and partly due to 
    attitudes in the broader society. For example, in Peru, 
    research suggested that children and women were 
    more valued than transgender persons and sex 
    workers, who may be excluded from services.



                   

HUMAN RESOURCES

  KEY MESSAGES: STAFF ARE A CRITICAL FACTOR

  • In the generalised HIV epidemic countries, the major problem was a shortage of staff to meet the growth 
    in services. In concentrated epidemic countries there was an imbalance between the public and 
    non-government sectors.

  • Funding from global HIV/AIDS initiatives (GHIs) has increased service delivery and therefore 
    staff workloads. Increases in numbers of staff have not kept pace with workloads in sub-Saharan Africa.

  • In all countries, key informants reported that training and motivation were key factors in the delivery of 
    HIV/AIDS programmes, and that GHI activities in" uenced these in different ways.

  • Many staff have received training funded by GHIs on various aspects of HIV/AIDS services, which was 
    generally welcomed.

  • Incentives are often given to health staff providing HIV-related care with individual countries applying 
    different approaches. The effects of this on non-HIV priorities need to be assessed.

  • Staff motivation differed from country to country. In some it was low because of work overload, in others 
     it was raised by opportunities for ‘top ups’ to salaries, additional training and work satisfaction.

Numbers of available health workers

Human resource (HR) constraints are a barrier to the 
effective functioning and scaling up of HIV/AIDS services 
in many of the GHIN research countries. Constraints 
include overall human resource shortages, and the 
frequent movement of staff within a health system. In 
most GHIN countries (Benin, Ethiopia, Malawi, 
Kyrgyzstan, Ukraine, Zambia), small or moderate 
increases in the number of health workers delivering 
HIV/AIDS services have occurred, some of which have 
been attributed to GHI support. These have taken place 
in different ways and with different effects.

  • Additional staff have been recruited to implement  
    Global Fund to Fight AIDS, Tuberculosis and Malaria 
    (GFATM) supported activities on short term contracts in
    Benin, Ethiopia and Malawi.

  • There was a modest increase in health workers at the  
    district level in Malawi, although health workers them
    selves perceived that there had been a decrease.

  

  • In Zambia, there were small increases in staff 
    delivering HIV/AIDS services, but there was
    considerable variation between facilities, and in some 
    cases decreases were recorded.

  • In Kyrgyzstan and Ukraine, there was a signi! cant 
    increase in workers in NGO facilities funded by the 
    GFATM, but not in government facilities. Voluntary 
    peer-to-peer outreach workers, including ex-clients, 
    have become an important category of worker.

The effects of health worker shortages on 
the health system

  • Retention of health workers in Ethiopia worsened 
    between the baseline and follow-up study one year 
    later, due to shifts of personnel from the public to 
    private sector.



  • HR capacity constraints have limited the scale-up of 
    focal services as well as the continued delivery of 
    non-focal diseases in Ethiopia. “With the scale up of 
    ART services in hospitals, patients with chronic 
    illnesses like diabetes, hypertension, other internal 
    illnesses are not given attention. Hospital staff and 
    facilities are getting engaged with HIV/AIDS related 
    patients especially those seeking ART services”.
    [Hospital physician] 

  • However, in Malawi there has been good integration 
    between HIV and non-HIV services: PMTCT with ANC, 
    VCT and ARV with outpatient and inpatient care, and 
    there was no evidence that implementation of GHI 
    interventions had affected the numbers of staff 
    delivering non-HIV interventions.

Workload and training

  • In Zambia, Ethiopia, Malawi and Peru, research found
    that health staff workloads have increased since the
    inception of the GHI HIV/AIDS programmes. While
    Malawi and Zambia both saw a slight increase in the 
    number of health workers delivering HIV/AIDS services
    at district level, this was not commensurate with the 
    rapid scale-up of services leading to increases in
    workloads. However, in Malawi all health staff salaries
    increased by 50% in 2005 as a result of the
    Emergency Health Resources. Relief programme 

    supported by GFATM and DFID (UK), and research 
    suggests motivation was high in spite of heavy
    workloads. In Peru implementation of activities was 
    delayed due to a lack of administrative capacity for the 
    programme.

  • In Zambia some key informants were concerned about
    a trend towards ‘trainingism’, where training was seen
    as an end in itself rather than as an opportunity for
    capacity building. They suggested that some health 
    workers participated in as many training courses as 
    possible in order to receive more per diems.

  • In Ukraine and Kyrgyzstan, most service providers felt
    that staf! ng levels were suf! cient for them to carry out 
    current activities.

  • In Vietnam HIV staff appeared to bene! t more than   
    non-HIV staff from allowances received through 
    meetings and training, largely organised and funded by 
    the GHIs.

Motivation and incentives

  • In Ukraine and Kyrgyzstan, motivation was generally
    reported to be high by health workers delivering HIV/  
    AIDS services, and most service providers indicated 
    that they had received some ! nancial incentives for 
    delivering HIV/AIDS related services, although these 
    are funded by the state.

  • In Ethiopia, Benin and Malawi, the majority of health
    workers were not offered any signi! cant new incentives
    to reward them for the increase in workload and/or
    responsibilities under GFATM-supported programmes,
    although in 2005 health salaries were raised overall for
    all health staff in Malawi.

  • More workers in Zambia received incentives for HIV/
    AIDS related services, than did staff for non-HIV 
    services.

  • Government staff working at provincial level within HIV 
    /AIDS programmes in Vietnam were paid more to work
    in this area because it was perceived to be of higher  
    risk. Government staff were viewed by some key
    informants as less motivated to work with HIV 
    patients, as these patients were less likely to provide  
    informal payments to increase salaries. In Vietnam,
    key informants also mentioned that international NGO
    staff (largely PEPFAR) received higher salaries than
    government staff.

Human resource constraints in Malawi

Human resource constraints have limited the govern-
ment’s ability to scale up ART services in urban areas 
as fast as is needed, and have hindered expansion 
in rural areas. Although there has been a modest 
increase in numbers of clinicians, nurses, pharmacy 
and laboratory staff at district hospitals, the numbers 
of nurses and clinicians appeared to have decreased 
in sub-district health facilities, especially in rural health 
centres.

A number of different incentives have led to health 
staff working longer hours (for example by being 
allowed to do locums out of hours). Records con! rmed 
there had been an increase in the provision of VCT, 
ARV therapy and PMTCT services, especially at cen-
tral and district hospital levels. After a policy change to 
allow non-medical health workers to deliver VCT, there 
was some evidence to suggest that health surveillance 
assistants had moved into ‘specialising’ in VCT provi-
sion, potentially weakening the general health informa-
tion system. It also seemed that motiv- tion was high 
among those staff providing ARV, but not among those 
providing PMTCT, possibly because of the lack of vis-
ible impact of the intervention.



                   

THE CHALLENGE OF COORDINATION

  KEY MESSAGES: THE CHALLENGE OF COORDINATION

 • Most countries have made some effort to address the need for greater coordination of HIV/AIDS 
   programmes and sevices at the national level.

 • However, incentives for coordination are weak and practice falls far short of policy intent, especially at 
   sub-national levels.

 • Involvement of all the relevant stakeholders in coordination bodies remains a challenge in many 
   countries, particularly the participation of NGOs.

 • Harmonisation of donor policies and practices and alignment with national policies has taken place at 
   varying levels across the GHIN research countries.

 • The coordination of monitoring and evaluation is poor in most countries.

Improving coordination

GHIN research suggests that most countries have made 
some effort to address the need for greater coordination 
of HIV/AIDS programmes and services, but challenges 
remain. While many countries reported existing (and 
sometimes effective) coordination mechanisms for 
HIV/AIDS control at the national level, coordination of 
programmes and services at sub-national level was often 
weak.

  • Countries including China, Georgia, Kyrgyzstan, 
    Malawi, Peru, Ukraine, Vietnam and Zambia credited 
    the Global Fund with encouraging mechanisms for 
    coordination between different actors at the national 
    level.

  • Government-led coordination was seen as effective in 
    China, in a municipality receiving Global Fund to Fight 
    AIDS, Tuberculosis and Malaria (GFATM) support.

  • However, there were still challenges in coordination.
    In Ukraine and Kyrgyzstan, GHIN research found a 
    lack of effective coordination at national (and regional 
    levels) despite a number of bodies set up explicitly for
    this purpose. For example, coordination bodies met 
    infrequently, membership changed regularly, and in 
    Ukraine, there was considerable overlap of 

    

    responsibilities and functions between national and 
    regional bodies.

  • Whilst health decision making is decentralised in 
    Benin, Ethiopia and Malawi, the planning processes 
    for GFATM application and implementation were 
    initially centralised. This led to lack of ownership at 
    district levels. However, follow-up research a year later 
    suggested that regions had become more involved in 
    the planning of HIV/AIDS activities.

  • In Vietnam, coordination and oversight are provided 
    by the Ministry of Health’s Vietnam Administration AIDS  
    Control (VAAC). However, while GFATM and World 
    Bank project implementation and resource 
    prioritisation occurs through VAAC, PEPFAR-funded 
    projects are mostly implemented through national and 
    international NGOs.

  • In Zambia, many informants noted the importance of 
    the District AIDS Task Force as a driving force in 
    coordination at district level, but reported it lacked 
    weight to carry out some functions effectively. There 
    was an unwillingness to share information among 
    agencies/service providers and donors, some of whom 
    bypassed district level structures and of! cers.



Stakeholder involvement in coordination

Involvement of relevant stakeholders in decision
making bodies remains a challenge in most GHIN 
research countries, particularly the participation of 
NGOs.

  • In Peru, the capacity for effective participation in plan
    ning has been an issue for many CCM (Country 
    Coordinating Mechanism) members. This has resulted 
    in tensions in the CCM, and challenges to consensus  
    building. Important actors, including most-at-risk 
    groups have not been represented, raising concerns 
    about a lack of accountability. 

  • The Malawi Partnership Forum was formed as a 
    response to concerns that the Malawi GFATM CCM 
    was insuf! cient in terms of involving all stakeholder 
    groups.

  • Few NGOs were represented on regional HIV/AIDS 
    committees in Kyrgyzstan, and referral systems 
    between different government and NGO services were 
    underdeveloped.

  • In Ethiopia, participation of NGOs in the planning and 
    implementation of HIV/AIDS activities increased 
    between baseline and follow-up research one year 
    later, improving coordination, especially in VCT and 
    ARV services.

  • In Benin, Ethiopia and Malawi, GFATM CCM guide
    lines ‘recommend’ that sub-national-level actors be 
    involved in planning, but this is not a requirement. 

Harmonisation and alignment

Harmonisation of donor policies and practices and 
alignment with national policies has taken place at
 varying levels across GHIN research countries.

  • In Benin, Malawi and Ethiopia, respondents believed 
    that GFATM support had become more harmonised 
    with other donors between baseline and follow-up    
    research. For example, in Ethiopia the CCM has 
    insisted that the GFATM planning processes should be 
    based on regional priorities, and should align with 
    the national health sector development plan. In Malawi 
    GFATM support was integrated under the Sector Wide 
    Approach (SWAp).

  • In Benin, research showed that the GFATM was 
    aligned with Benin’s policies on partnership but that the 
    planning of activities remained top-down, con" icting 
    with bottom-up processes supported by national health 
    policy.

  • In Ethiopia, the government, GFATM and PEPFAR 
    have signed a Memorandum of Understanding in an 
    effort to avoid duplication of planning and services, 
    although it was not yet evident that this was translating 
    into practice.

Coordination of monitoring and evaluation 
systems

  • In Vietnam, considerable time has been put into de-
    signing and operationalising a uni! ed national monitor
    ing and evaluation (M&E) system.

  • Ukraine has a common electronic monitoring system 
    which is used across International HIV/AIDS Alliance-
    managed HIV/AIDS projects funded by the GFATM and 
    USAID.

  • In Zambia, there is a multiplicity of reporting formats at 
    district level which are not aligned, and PEPFAR 
    implementers collect large amounts of data that 
    are not generally available to coordination bodies or 
    other donor agencies.

  • While evaluation is formally within the mandate of 
    CCMs, research in Peru suggests that the CCM has 
    not taken the opportunity to ful! ll this task, a ! nding 
    re" ected in other countries also.

Coordination challenges for HIV/AIDS activities in 
Ukraine

At the national level, Ukraine has a complex, 
fragmented, changing and poorly coordinated system 
for HIV/AIDS control activities. Many coordination 
bodies have been established and then abolished.

Regional and municipal HIV/AIDS coordination 
councils, which are promoted by but not funded by the 
GFATM grant, have been created in L’viv, Odessa and 
Kyiv. The Odessa coordination council was seen as 
effective in promoting local coordination, whereas the 
L’viv coordination council was seen as a formality with 
limited effectiveness. Some respondents perceived the 
councils as arti! cial and imposed by external donors.

Attitudes suggest indifference to coordination among 
some organisations, with changing representation on 
councils. There is an overlap of responsibilities and 
functions of executive bodies at national and regional 
levels, a separation of health system and social 
services and weak cooperation and referral between 
services.


