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Source: UNGASS,  2008

People on ART

21,710 (Dec.07)

270,000 People living 

with HIV (15-49)
(2007SPECTRUM estimates)

81,270
In   need of 

ART (2007 

estimates)

óThe size of the problemô in Lesotho
From the number of PLHIV to the number of people on ART

50,000 Knew their 

status in 2004 (DHS)

(78% are positive)

KYS effect?

158,882 tested in 2007 

(28% are positive)



Milestones national responseto the HIV/AIDS epidemic

Adoption of Three Ones 2005

Launch of National AIDS Commission 2005

Formation LENEPWHA 2005

Launch National HIV/AIDS  Strategic , M&E , and Policy Plan 2006

Legal CŀǇŀŎƛǘȅ ƻŦ ƳŀǊǊƛŜŘ tŜƻǇƭŜΩǎ !Ŏǘ2006

Sectoral policies approved 
OVC, Education sector, HIV/Testing and Counselling, Blood Transfusion

2006

Plan to scale-up PMTCT programme 2007

Launch of National HIV/AIDS Partnership Forum 2007

Mainstreaming of HIV/AIDS (21 line ministries) 2007

AIDS action plan to implement essential package of services at community 
level (128 community councils)

2007

Lesotho Council of NGOs  (LCN) second principal recipient for Global Fund 
Round 8

2008

Source: UNGASS, 2008



National HIV/AIDS  expenditure

Source: NASA, 2009
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Main donors in Lesotho

Donorranking 2008 US$

1. MCC
87,000,000

2. Global Fund
33,376,456

3. USG
25,499,514

4. UN
25,458,000

5. Irish Aid (Clinton 
Foundation) 22,118,012

6. EU
17,600,000

7. World Bank
10,318,900

8. DfID
7,903,000

Irish AID
9%

USG
11%

EU
8%

Global 
Fund
14%

DFID
3%

UN
11%

MCC
36%

World 
Bank
4%

GOL
4%

UNDP, Lesotho



Who is funding what in HIV/AIDS? 
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Successes so far- what is being scaled-up?

HIV/AIDS treatment: ART

Global coverage 2007: 31%

PMTCT

Global coverage 2007: 33%

However, despite significant scale-up:
•%of women, men and children with advanced HIV infection 

receiving ART 80% (2010-2011)
•% of HIV-positive pregnant women who received antiretroviral 
therapy to reduce the risk of mother-to-child transmission 80% (2010-2011)

Source: HIV and AIDS National Strategic Plan 2006-2011



Research questions
• What are the main challenges in Lesotho in scaling-up HIV/AIDS interventions?

Methodology
•The study is based on national level data in Lesotho collected between July 2008 and April 
2009 through: 
(i) Document review
(ii) 24 in-depth key informant interviews at the national level

• Government
• Civil society
• Donor representatives
• Research institutions

• Topic guide (key thematic areas health system)
• Thematic analysis (Atlas Ti)
• Triangulation of data

– Validation session planned Lesotho
– Peer review by AIDS and health systems experts, including researchers, 

policymakers, and program implementers,  and senior staff at each donor 
organization



Analytical framework 

for understanding constraints to improving access to priority 
health interventions, by level:

1. Community level

2. Health service delivery level

3. Health sector policy and strategic management level

4. Issues related to donor behaviour

Adapted from Hanson et al. (2003) and de Renzio(2005)



Findings : barriers to use effective HIV/AIDS interventions 

Community level:
ÇPhysical barriers: geography of Lesotho (highlands)

ÇRoads, public transport, long distance to  clinics

ÇHigh mobility of population

ÇPoverty

ÇCƻƻŘ ƛƴǎŜŎǳǊƛǘȅ Ψƴƻ !w±Ωǎ ƻƴ ŀƴ ŜƳǇǘȅ ǎǘƻƳŀŎƘΩ

ÇCultural/ stigma HIV/AIDS

ÇPMTCT: role of mother-in-law to breastfeeding/  formula feeding stigmatizes 
HIV positive women

ÇRole of traditional healer

ÇKYS campaign, visibility of HIV/AIDS services, discrimination PLWHA

ÇΨtǳōƭƛŎ ƴŜŜŘǎ ŜƳǇƻǿŜǊƳŜƴǘ ǘƻ ŘŜƳŀƴŘ ŦƻǊ ƘŜŀƭǘƘΩ 
Ç Lack of male involvement



Health service delivery level

Ç Shortage of health workers!!!!
Ç Extremely high attrition 

Ç HIV/AIDS illness and deaths; 

Ç external migration- mainly to South Africa

Ç Internal migration ςrural-urban and govt to donor-funded activities

Ç Poor working conditions rural areas (poor compensation package and workload)

Ç Poor accessibility of health services 
Ç Mountain areas underserved (despite recent efforts donors)

Ç Scheduling of serviced delivery (vertical approach; no supermarket model)

Ç Lack of  equipment and infrastructure

Ç Inadequate drugs and medical supplies
Ç Cold chain management a challenge

Ç Stock out drugs (change of drugs not documented)



Health sector policy and strategic management level 

Ç Overly centralised system for planning and management
Ç Ministry of Health overstretched- lack of capacity

Ç Decentralisation not really taken off (MCA since Sept 2008)

Ç Long procurement processes

Ç Low absorptive capacity funding 
Ç Slow disbursement of grants 

Ç Under-budgeting: shortage of funds (Global Fund project proposals)

Ç Workshops and training

Ç Health policies in place, but: 
Ç lacks mechanisms to define policy priorities (leadership)

Ç No capacity to implement

Ç Coordination challenges HIV/AIDS
Ç Overlap role MOH-NAC

Ç High turnover of personnel at NAC



Constraints generated by donor behaviour

Ç Fragmented interventions
• Multiple donors imposing uncoordinated and burdensome 

practices through small, dispersed projects

• Heavy transaction costs, taking time and resources away 

Ç Lack of donor harmonization 
• Intention is there , but no follow-through

• No trust (yet) donors in pooling funds 

(budget support, SWAp)

Ç Donor driven priorities



Level Type Improvement with 
additional funding*

I Physical environment
Barriers to use (physical, financial, social)
Lack of demand

L
H
H

II Shortage and distribution of staff
Weak technical guidance, management, supervision
Inadequate drugs and medical supplies
Lack of equipment and infrastructure

H
H
H
H

III Weak, over centralized planning and management
Weak drug policies and supply system
Inadequate regulation
Weak incentives to use inputs efficiently and responsively
Reliance on donor funding

L
M
M
L
L

IV Donor practices L

Adapted from Hanson et al. (2003) and Oliveira-Cruz (2003) 

What can be done to increase scale-up?

* H=highly effective ; M=medium; L=low



Conclusions
Progress in foundations in Lesotho for scale-up:

Á User free HIV/AIDS interventions
Á Increased donor funding available
Á Policy environment has improved
Á Scale-up being rolled out to health facility
Á Public financial management improving 

Main challenge to scale-up:
Ç Not enough competent HR at various  levels of implementation, 

starting at community level, district, regional and central
Ç Not sufficient donor-ŦƭŜȄƛōƛƭƛǘȅ ǘƻ ŀŘŘǊŜǎǎ ǎȅǎǘŜƳǎΩ ǿŜŀƪƴŜǎǎŜǎ 

and strengthen implementation capacity, especially in HR at all 
levels.



Recommendations

ÁAdditional funding will resolve some constraints but not all!
ÁHR:

- Hire, train and retain  (incl civil servants)
- Increase capacity educational institutions

ÁPartners and government need to work together to operationalise
the agenda at country level 

–GoL ΨŘǊƛǾŜǊΩǎ ǎŜŀǘΩ
–Long-term donor commitments
–SWAp solution to multiple projects?

ÁMore evidence needed: 
- Most effective delivery approach for the short and long term best suited to 
Lesotho
-Optimal sequence of interventions?
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