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The aim of our research project was to clarify the relationship between 
HIV programmes and health systems strengthening

We embarked on 6 case studies in different African countries. In each of 
these countries we assessed the health priorities and the specific 
need for strengthening the health system (as perceived by different 
stakeholders). We explored the contributions the AIDS programs
have made and could make to HSS. And finally we will use the study 
results to make recommendations for greater synergies between 
AIDS programs and HSS.
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Burkina Faso
HIV prev 1.6%
HEx 40$ per capita
Aids budget: 53 million $

Swaziland
HIV prev 26%
HEx 180$ per capita)
Aids budget:  49 million $

Ghana
HIV prev 1.9%
HEx 58$ per capita
Aids budget: 39 million $

Madagascar
HIV prev 0.1%
HEx 27$ per capita
Aids budget: 9 million $

Malawi
HIV prev 12%
HEx 30$ per capita
Aids budget: 107 million $

DRC
HIV prev 3.3%
HEx ??$ per capita
Aids budget: 96 million $

We selected a diverse sample of six countries in Africa 

With varying epidemic stages (HIV prevalence ranged from 0.1 to 26%), 

They had varying levels of external HIV funding, 

and they differed in level of investment in health (pc HEx from 27 to 180$) 
and health system development, from full SWAP in Ghana to fragile state 
in DRC

included both french and english speaking countries. 
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District A

KI Interviews

District B

KI interviews

National 
- Desk review
- KI-interviews
- Stakeholder meetings

District capital

Remote, easy 
access to HF

Difficult access to 
HF 

In each community

- KI interviews
- FGD community members
(women/men/youth) 

Purposive sampling
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Within these countries we did a desk reviews and conducted key 
informant interviews with variety of actors (KI) at national level.

Then we selected two districts or regions purposive basically with a view 
to select the districts with the richest examples of both positive and 
negative interaction between the Aids program and the Health system. 
Here we again interviewed key stakeholders and then in each district we 
choose three communities. One in the district capital and two remote 
communities one with and one without easy access to a health facility. 
Here we interviewed community and CSO leaders and did FGD with 
community members.

In total in 5 countries 543 interviews and over 70 FGD’s were conducted.
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Among policy makers at global, national and district level there is greater 
awareness of importance to address AIDS, but as can be expected, we 
found a difference of opinion on the level of priority AIDS should receive, 
mostly depending on the affiliation and focus area of the respondent. Part 
of dispute seems to be influenced by protectionism in the AIDS program 
and levels of envy amongst health systems people that compare their own 
power, status and resources with that of the people working in the AIDS 
programme. 

At community level AIDS hardly ever features amongst the priority health 
needs, community members are concerned about clean water and better 
access to general health services, malaria and childhood diarrhoea.

Another finding was the important influence of DPs and available funding 
on the priority setting and planning processes thanks to the multi-
stakeholder processes. This is not necessarily considered as bad. There 
is recognition that this has helped to bring certain issues on the health 
agenda such as attention for equal access of marginalised populations.  
However donor preferences do tend to disrupt planning processes even in 
countries like Ghana where a bottom up approach is taken for health 
planning. At each level of aggregating priorities a filtering process takes 
place and here the availability of funding will influence what is allowed 
through the filter. Furthermore as respondents clearly indicated they will 
seldom recline funding available even if it does not fully match the 
priorities. 
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Regarding the health infrastructure, the aids programs have made 
important contributions such as: 

Renovation, construction and 

furnishing of health facilities and in particular labs

Vehicles and motorcycles (all), 

Medical and lab supplies (all), 

And in some countries also computers & Internet connectivity (Malawi). 

These improvements do in many cases benefit the wider health service 
provision.  Problems arise where there is a rigid demarcation on how 
these structures and supplies can be used. We heard stories of gloves 
provided for the infectious disease wards in abundance, while maternity 
still faced shortages. 

Similarly there have been improvements on supply chain management
and regulations and quality assurance on medical procurement. This has 
potential positive spin off for the wider system. However as long as HIV 
supply chain management and procurement is organized in parallel, this 
positive spin-of is unlikely to materialize. To the contrary, important 
problems may arise, like nation wide stock ruptures if a fast integration is 
pushed through prematurely of HIV procurement and supply like some 
recent developments in Malawi. 



8

��������� &"�
�'��������
��������������

%������
�*��"�����������������������		���������������

�#�	�������
� ������	���	��� ������	������������
�	��������	�������	#*���	�������+�,������		����	�
	���������������������������
���������������������
�
����������������	����+�,�����	! �-�����',&.�����!�

���������/������������
���������0+(���-������

.�����123�������
�� ���������	���	��	��������	��
���
�����	���������
����������
	���������	�����
���	����	��� ������������		����������������	���	�
���������-�$	���	��	�������
	������
������
	�
����	���������	�������������������������������	�
�	�������	��! �-�����'�����������������������

Through AIDS funding, countries employed a number of different (partially 
synergistic) strategies to address the human resource crisis. The most 
prominent of was capacity development, which covers AIDS as well as 
other health topics, including improved patient- client interactions. There 
was also development of new cadre (like peer educators and lay 
counselors) and shifting tasks to community based health workers and 
peer counselors.  

I want to mention Malawi separately as this is one of the few examples we 
found of a planned synergistic action between health planning department 
and the aids programme. In 2004 Malawi developed an emergency HR 
Programme with funding from the GF and DFID. This included a 52% 
salary top up for selected health cadre, independent on whether they work 
on AIDS or other health programs. Increased pre-service training capacity, 
and retention schemes. This has successfully increased the available staff 
including doctors and nurses. It will ned further analysis to fully understand 
why this was successful in Malawi and has not been replicated elsewhere. 
Potential explanations for this success are a good collaboration between 
HIV and non HIV donors (GF and DFID), perceived high need, influence 
of DP’s, flexibility on how AIDS money can be used 
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But on the down side we can state that the numerous and uncoordinated 
trainings causes staff absence and disruption of services.

Secondly we found that policies on additional incentives for Aids related 
staff and duties vary by country and by program. But in all countries 
people belief that there are benefits to working within the AIDS program, 
which can be direct and indirect monetary incentives (such as top ups, 
allowances for trainings and for outreach work), but can also be status, 
better working environment and equipment or career opportunities. This 
made health workers to gravitate to AIDS and has created jealousy and 
envy amongst health workers. (This effect was much less in Malawi but 
not absent) 
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The AIDS response with its focus on rights based and client centered 
approaches has contributed to a behavioral change at the level of the 
health workers and improved provider client interaction with a focus on 
counseling, patient support and privacy and confidentiality. These skills 
obtained have not only been applied to HIV, but also to general patients. 
This contributed to greater trust in formal services. Interviews with 
community members confirmed this trend. The exception is Ghana where 
this effect was over shadowed by the teething problems around the 
introduction of the national health insurance scheme. And many 
community members complained that the services and reception were not 
according to their expectations.

An very interesting example of improved access to general health services 
we got from Madagascar, where a program targeting sex workers created 
better access and quality of general health services for the sex workers 
and their families within the regular health system. 
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AIDS funding constitutes a substantial amount of the money currently 
available in the health system. (except Madagascar).   These funds are to 
a large extent coming from external sources. In some countries even up to 
close to 100%
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Accountability mechanisms have improved as a result of AIDS funding. It 
has improved the upward accountability through requirements for 
Improved accountability systems and procedures to be put in place 
(Ghana, Malawi). It also improved to some extend downward acountability
by requiring multi-stakeholder processes in planning and reviewing 
programs and by the demands for transparency by civil society 
organisations. These systems are increasingly also used for other 
programs and the wider health system. However transparency on how 
money is used especially to the population is still problematic

A vary clear effect of the targeted funding mechanisms is the resulting 
parallelism and divide between programs people and health systems 
people. Even if funding is channeled through existing SWAPS and Budget 
support mechanisms, ring fencing and strict monitoring of results leads to 
protectionism and funds cannot easily be used in a flexible way to also 
assist in other health priorities.
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Capacity for M&E and Research improved at various levels due to HIV 
funding over the years. Aids programs have recruited and trained staff, 
have introduced digitalised reporting systems. And through quarterly and 
annual review meetings information can be used for evidence based 
planning and decision making. Presumabley this has led to better quality 
of the data, but we have not been able to verify that.

The extent to which these improvements benefit the wider health system 
varies by country and depends on the level of integration of m&e, but we 
found that in most cases parallel structures are set up. (the AIDS 
programme is not the only programme doing that.) 

Given the ever increasing list of indicators that are requested by donors 
and development partners the burden of reporting has increased 
tremendously over the past years.

Another note I wish to make is that most M&E systems focus on upward 
accountability while downward accountability is ignored. (Integration of 
parallel systems fails due to lack of standardized training, multiple 
collection tools, and donor requirements and reporting cycles )
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Community engagement in health through HIV has increased (all 
countries?). This is not so much on individual community member level 
but most and for-all through an exponential growth in civil society 
organisations, These organisations provide education and community 
services, but in addition also function as a trait-d’union between 
community and policy makers. And hold government accountable for their 
action. At this moment most of these CSO’s are paid by AIDS funds and 
therefore tend to focus their attention entirely on AIDS. Potentially they 
could also increase engagement in wider health but we have not found 
much evidence of that. 

We also should say that during interviews with individual community 
members we found that community members in different context did not 
experience a full transparency on how HIV money is used (Malawi, 
Ghana, DRC)

Another concern raised was that incentive schemes introduced through 
HIV programs create expectations that are not sustainable or feasible 
within other health programs. (Madagascar)
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In conclusion we can say we have found a range of positive synergies and 
negative effects. Among the positive effects are improved infrastructure, 
structures and systems for M&e and for supply chain management, 
though these two have so far shown a very limited contribution to the 
wider health system due to parallel set up. Capacity development of health 
staff especially in terms of provider client inter action and patient centred
approaches and we have seen an increased engagement of communities
through community services and community based organisations. 
Amongst the negative effects the most important ones are the 
undermining of planning management and priority setting and the 
availability of health staff for general health services.

More diverse were the outcomes with regards to access and quality of 
general health services (with some positive effects and some not showing 
any effect) Accountability and transparency which has improved in terms 
of upward accountability but down ward transparency is still weak. 
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We found that most effects whether positive or negative were actually 
spin-off effects and not so much a planned action to strengthen the wider 
health system in synergy. (the most important exception to this is the 
Malawi EHRP).  But the fact that it concerns spin-off effects proved it 
difficult to then unpack the effect and find a clear causality and more 
important to disentangle the different influences; Who and what 
contributed to the change, what were barriers and how were they 
overcome? 

The most striking finding that cuts through all other findings we believe is 
the strong and consistent divide and parallelism. This needs further 
analysis but it seems clearly related to separate funding streams, separate 
management and planning set up, but also by the fact that disease 
specific programs and health systems people have very different goals
and speak different languages.  This all leads to working in silos and 
protectionism within the AIDS programs while health systems people envy 
the AIDS program for their seemingly abundant resources, big offices, 
cars, computers, status, career opportunities and allowances. Power 
differences between a multisectoral body as the NAC under the presidents 
office versus a heath planning unit in the MoH, further contributes to this 
divide. There might be even some undercurrent of stigma still influencing 
the debate. We certainly found subtle and les subtle expressions of stigma 
in our study at all levels in the system. So despite the fact that at global 
level we are progressing in bridging the divide, the reality on the ground is 
much more resistant. It is important that we understand the mechanisms
behind this divide much better and start piloting strategies to bridge the 
divide. These should be well documented in order to learn from them.
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