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Abstract
High human immunodeficiency virus (HIV)–prevalence countries in Southern and Eastern Africa continue to receive substantial external assis-
tance (EA) for HIV programming, yet countries are at risk of transitioning out of HIV aid without achieving epidemic control. We sought to address 
two questions: (1) to what extent has HIV EA in the region been programmed and delivered in a way that supports long-term sustainability and 
(2) how should development agencies change operational approaches to support long-term, sustainable HIV control? We conducted 20 semi-
structured key informant interviews with global and country-level respondents coupled with an analysis of Global Fund budget data for Malawi, 
Uganda, and Zambia (from 2017 until the present). We assessed EA practice along six dimensions of sustainability, namely financial, epidemiolog-
ical, programmatic, rights-based, structural and political sustainability. Our respondents described HIV systems’ vulnerability to donor departure, 
as well as how development partner priorities and practices have created challenges to promoting long-term HIV control. The challenges exacer-
bated by EA patterns include an emphasis on treatment over prevention, limiting effects on new infection rates; resistance to service integration 
driven in part by ‘winners’ under current EA patterns and challenges in ensuring coverage for marginalized populations; persistent structural 
barriers to effectively serving key populations and limited capacity among organizations best positioned to respond to community needs; and 
the need for advocacy given the erosion of political commitment by the long-term and substantive nature of HIV EA. Our recommendations 
include developing a robust investment case for primary prevention, providing operational support for integration processes, investing in local 
organizations and addressing issues of political will. While strategies must be locally crafted, our paper provides initial suggestions for how EA 
partners could change operational approaches to support long-term HIV control and the achievement of universal health coverage.
Keywords: External assistance for health, development assistance for health, transition, sustainability, HIV control, HIV/AIDS, health systems

BACKGROUND
Writing in 1990, Chin and Mann identified a foremost chal-
lenge for human immunodeficiency virus (HIV) prevention 
and control to be ‘ensuring sustained and sustainable National 
AIDS programs’ (Chin and Mann, 1990). They observed 
that this would entail strengthening health systems so that 
HIV services could be better integrated, sustaining coor-
dinated activity across diverse and frequently fragmented 
stakeholders, maintaining social and political commitment to 
address the pandemic in the face of multiple other demands 
on government and, in particular, ensuring commitment to 
marginalized groups who frequently face discriminatory atti-
tudes and policies (Chin and Mann, 1990). This theme of 
sustainability has been present over the decades since this 
paper was published. For example, the 2008 President’s 
Emergency Plan for AIDS Relief (PEPFAR) reauthorization 

(the Lantos and Hyde Act) repeatedly emphasized the need 
for sustainability and capacity building of local organiza-
tions ‘through the support of country-driven efforts’ and ‘the 
inclusion of transition strategies’ (Lantos and Henry, 2008). 
The WHO’s (2016) strategy ‘Towards ending AIDS’ focused 
efforts on reducing new infections and enhancing access to 
HIV services as part of universal health coverage (WHO, 
2016). Nonetheless, the Joint United Nations Programme 
on HIV and AIDS (UNAIDS) targets to end the epidemic 
focus heavily on treatment, with the 95-95-95 targets1 being 
the most commonly cited and understood definition of HIV
control.

HIV exceptionalism, meaning the tendency to treat 
HIV/acquired immune deficiency syndrome (AIDS) differ-
ently from other infectious diseases in terms of policies, 
laws and services, has always been contentious, garnering 
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Key messages 

• Rethinking external assistance (EA) for human immunode-
ficiency virus (HIV) to align with current realities is critical to 
achieving long-term, sustainable HIV control and universal 
health coverage.

• The nature and scope of EA have exacerbated chal-
lenges in sustaining HIV programming, such as limited 
financial space, a lack of focus on the prevention of 
new infections, barriers and resistance to integration of 
HIV services into health systems, limited capacity and 
authority among local organizations and eroding political
will.

• EA partners in the fight against HIV/acquired immune defi-
ciency syndrome need to develop a primary prevention 
agenda, support operational processes to facilitate integra-
tion, invest in local institutional capacity and work to address 
issues of political will among diverse stakeholders.

both strong support and opposition (Cock and Johnson, 
1998; Benton and Sangaramoorthy, 2021). From the start of 
the epidemic, donor-led HIV programmes in high-prevalence 
countries have often established separate financial chan-
nels, supply systems and service delivery points in a bid 
to achieve high coverage targets. These parallel systems 
fragment the health system and create inefficiencies, thus 
making it harder to achieve sustainability. While in recent 
years there have been efforts to promote greater integration 
driven by national health strategies in low- and middle-
income countries—as well as critiques of external assis-
tance (EA) structures more generally (Moyo, 2009; Melesse, 
2021)—these have often been met with resistance, particularly 
from those stakeholders who have benefitted from existing 
patterns of resource allocation (Benton and Sangaramoorthy,
2021).

Countries in Eastern and Southern Africa that currently 
experience high HIV prevalence continue to receive substan-
tial EA for HIV programming and lack a clear pathway 
to sustainability (Kates et al., 2020). Global trends have 
shown that domestic resources have steadily increased over 
the period 2000–15 as EA (estimated at USD7.8 billion in 
2019 (Kates et al., 2020)) has declined (Dieleman et al., 
2018). Still, recent analyses from the Global Burden of Dis-
ease Health Financing Collaborator Network show an uneven 
financing picture, with stark differences in EA dependence 
across regions, income and HIV prevalence strata (Dieleman 
et al., 2018). In sub-Saharan Africa, EA accounts for almost 
two-thirds (63.9%) of HIV/AIDS spending (Dieleman et al., 
2018).

UNAIDS estimates that ending the AIDS epidemic by 
2030 would require $29 billion annually across domestic, 
bilateral and multilateral channels (UNAIDS, 2021). How-
ever, it seems likely that with building concern around the 
emergence of new infectious diseases (such as Coronavirus 
Disease 2019 (COVID-19)) as well as priorities in other 
domains, including climate change, it will prove very difficult 
to sustain EA for HIV/AIDS at historic levels. Governments, 
meanwhile, are managing competing multisector priorities 
in a context of increased donor transition, economic slow-
down because of the COVID-19 pandemic (Silverman, 2018; 
African Union, 2020; Anyanwu and Salami, 2021) and other 

global challenges. Countries are thus at a risk of greatly 
reduced EA for HIV before reaching epidemic control.

Prior countries have managed the transition away from 
HIV funding with mixed success (Jerve and Jerve, 2008; Vogus 
and Graff, 2015; Flanagan et al., 2018; Zakumumpa et al., 
2021a; Huffstetler et al., 2022). These transition examples, 
largely in middle-income countries, have provided early learn-
ings around enabling factors for transition, highlighting the 
importance of strong political will and social contracting for 
civil society organizations and suggesting best practices for 
managing transition processes, including robust pre-transition 
activities, phased transition approaches and engaging subna-
tional actors in the transition process (Bennett et al., 2015; 
Shen et al., 2015; Flanagan et al., 2018; Paina et al., 2023). 
Donor agencies, however, have neither sufficiently responded 
to these learnings nor explored how similar dynamics may 
play out in low-income, high-burden settings, such as those 
across Eastern and Southern Africa. As Shroff et al. acknowl-
edge, EA partners continue to frame transition around exter-
nal targets for specific health programmes and limit systems-
oriented investments to address sustainability needs beyond 
co-financing (Shroff et al., 2022).

The concept of sustainability is not straightforward and 
has been defined in many ways (Gruen et al., 2008; Moore 
and Roux, 2011; Scheirer and Dearing, 2011; Global Fund, 
2021; Okere et al., 2021). Here, we understand sustainabil-
ity to mean programming that maintains HIV control at scale 
through a package of HIV prevention and treatment inter-
ventions and strategies that rely predominantly on domestic 
resources and institutions. Accordingly, our notion of HIV 
programme sustainability does not necessarily indicate the 
end of aid for HIV, but rather a likely reappraisal of lev-
els of aid, and a shift in strategy to address the underlying 
mechanisms that enable sustainability. In consideration of this 
changing role of EA, our paper seeks to address two objec-
tives. First, in the Results, we unpack stakeholder perspectives 
on the extent to which HIV EA in the region has been pro-
grammed and delivered in a way that supports long-term 
sustainability. Second, drawing on respondent perspectives, 
in the Discussion, we explore how development agencies 
could change operational approaches to support long-term, 
sustainable HIV control.

MATERIALS AND METHODS
We used a mixed methods design to address our research 
aims. We first conducted key informant interviews (KIIs) with 
stakeholders actively involved in HIV planning and imple-
mentation throughout Southern and Eastern Africa. We then 
paired this with a quantitative analysis of Global Fund grant 
allocations from 2017 until the present in three countries: 
Malawi, Uganda, and Zambia. In this exploratory design, the 
qualitative methods were emphasized to explore dimensions 
of sustainability (Cresswell, 2017); the quantitative inquiry 
was subsequently designed to illustrate the picture ahead 
along themes identified in the qualitative analysis.

Qualitative data collection and analysis
Three authors conducted 20 semi-structured KIIs with respon-
dents from government, civil society, development partners, 
implementing organizations and academia/research (at both 
country and global levels) to understand diverse perspectives 
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Table 1. Key informant demographics

Number of 
respondents 
(male)

Number of 
respondents 
(female)

Number of 
respondents 
(total)

Eastern Africa 3 4 7
Southern Africa 2 3 5
Global level 6 2 8
Total 11 9 20
Government 1 1 2
Civil society 2 3 5
Academia/research 4 2 6
Development 

partners
2 1 3

Implementing 
organizations

3 1 4

Total 12 8 20

on long-term HIV control and EA (Table 1). Respondents 
were purposively sampled to ensure a breadth of regional per-
spectives and drew on their experience working in HIV con-
trol across sub-Saharan Africa (including Botswana, Kenya, 
Lesotho, Malawi, Rwanda, South Africa, Tanzania, Uganda 
and Zambia). While we endeavoured to categorize respon-
dents, it is worth noting that many hold—or have held—
multiple institutional affiliations and have regional experi-
ence; in some cases, the respondent’s home institution is not 
based in their country of residence. The KII guide explored 
factors contributing to sustainable HIV control as well as 
specific issues of service integration, services for key popula-
tions (KPs), government priorities and how COVID-19 had 
impacted expectations for HIV service delivery. Interviews 
were conducted in English on Zoom in 2021, recorded and 
transcribed. Throughout the data collection process, inter-
viewers met regularly to debrief on emergent themes. 

For analysis, we used an existing conceptual framework by 
Oberth and Whiteside (2016), which identifies six central and 
interdependent tenets of sustainability (Figure 1), to develop 
an initial codebook, including code definitions and appropri-
ate applications of each code within the study context (Oberth 
and Whiteside, 2016). The initial codes reflected the six 
dimensions of sustainability identified by Oberth and White-
side, e.g. financial, epidemiological, programmatic, structural, 
rights-based and political sustainability (Oberth and White-
side, 2016). The codebook was then refined by two authors 
and additional codes included to account for health system 
and governance issues that cut across domains, as well as 
respondent perspectives on how the organization and practice 
of EA have contributed to sustainability in the region. Data 
were deductively coded by the first author in MaxQDA, and 
the findings were synthesized. The initial findings were then 
shared with co-authors for discussion, feedback and refine-
ment over multiple rounds. Recommendations were devel-
oped collectively by the co-authors in light of the research 
findings.

Quantitative data collection and analysis
The quantitative analysis was used to explore key themes 
that emerged from the qualitative KIIs. We analysed budget 
data from grants in three countries—Malawi, Uganda and 
Zambia—purposively selected for the analysis as typical cases 
for the region and given sufficient author familiarity with 

the HIV landscape in each country to interpret the data and 
data availability. None of these countries are on an acceler-
ated timeline for transition, given their low-income, high-HIV 
burden status; however, the Global Fund (2023a) strongly 
encourages transition planning at least a decade in advance. 
We constructed the dataset by extracting publicly available 
data from the Data Explorer, which captures funding from 
the Global Fund but does not reflect all HIV-related EA. 
HIV, tuberculosis (TB) and Resilient and Sustainable Sys-
tems for Health (RSSH) grants from 2017 onwards were 
included in the analysis. We excluded grants prior to 2017 
to account for any programmatic changes that may have 
resulted from the Global Fund Sustainability, Transition and 
Co-financing Policy agreed in 2016 (Global Fund, 2016). TB 
grants and multi-country grants that included our sampled 
countries were excluded from the analysis. Six total grants 
were included (two in Uganda, three in Malawi and one in 
Zambia).

Each grant module was categorized into one of the eight 
categories: (1) prevention, (2) treatment, (3) RSSH, (4) Key 
Populations (KP), (5) COVID-19, (6) testing, (7) programme 
management, and (8) others. The total USD budgeted and pro-
portions were calculated in each category. The categorization 
of modules was collectively reviewed and agreed upon by the 
analytical team.

Protocol and tools for the KIIs were reviewed by institu-
tional review board and deemed non-human subject research.

RESULTS
We present the results according to each of the sustainability 
domains from Figure 1. Quantitative estimates of Global Fund 
investments are presented in relevant sustainability domains.

Financial sustainability—are there stable and 
diverse funding mechanisms in place?
KII respondents were conscious of countries’ heavy depen-
dence on EA and described the very real challenges in pushing 
governments to increase financing for HIV/AIDS where fiscal 
space is limited. As one advocate described,

As civil society we try to do our best, to start pushing 
our governments to ensure they start taking ownership 
of some of these programs. And that they are putting in 
more resources. But sometimes there is an extent or limit 
which you can push your government. Sometimes the fiscal 
space is just not right. It cannot allow them to pump more 
resources. There is only so much that they can provide.
(Country level, Eastern Africa, civil society)

Per respondents, the nature of EA investments has also 
impacted the overall financing stability. While governments 
have contributed significant resources for antiretroviral (ARV) 
treatment, e.g. development partners have taken on large, 
recurrent costs like human resources for health that are dif-
ficult for governments to absorb. This was seen as an acute 
risk to sustainability.

So, the ministry of health provides the ARVs themselves. I 
think the bulk of them. But in terms of human resources for 
health and other activity costs, which is the bulk of the bud-
get, those are being led by donors through NGOs…And 
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Figure 1. Conceptual framework for sustainability in HIV programmes (Adapted from Oberth and Whiteside, 2016)

when you’re thinking of trying to achieve some level of sus-
tainability and transition, I think then that will be exposed, 
and we will risk losing some of the progress that has 
been made. (Country level, Southern Africa, implementing 
partner)

The government doesn’t have the money to pay all the 
health workers that they need to have and in fact…the IMF 
stops them from recruiting more personnel. (Global level, 
implementing partner)

Furthermore, respondents reflected that despite a professed 
‘localization agenda,’ development partners have continued 
to control where money is channelled and how it is spent. 
Global and country-level respondents alike indicated a devel-
opment partner preference to work through international 
non-governmental organizations (NGOs), either because they 
feared inefficient financial management within governments 
or because they felt that local NGOs did not have sufficient 
systems and management capacity. Global actors admitted 
that this practice also reflected organizations’ own incentives 
to retain funding:

We have gone to great lengths to make sure that the gov-
ernment under the narrative of corruption…cannot receive 
direct funds and they do not. I had to almost get a Supreme 
Court ruling to give funds directly to [a country govern-
ment] for a project that we had total visibility in, in terms 
of what happened to the money, etcetera. And it’s because 
the culture we’re in does not want to give that up because 
they understand its connection to their continued funding.
(Global level, academia/research)

This concentration of financial resources within interna-
tional NGOs has limited the diversity of financing mecha-
nisms and, per respondents, contributed to deferred capac-
ity development for financial management within local 
institutions.

Epidemiological sustainability—is there a trend of 
declining new HIV infections and HIV-related 
deaths?
Many respondents felt the HIV treatment agenda has been 
successful, with strong support from PEPFAR and the Global 

Fund. Emphasis on treatment, however, has shaped the con-
ceptualization of HIV control to have a focus on treatment 
targets (e.g. 95/95/95), rather than reducing HIV incidence 
and documenting patient outcomes. Across the board, respon-
dents reported that the prevention agenda had been neglected 
and underfunded. This bore out in our quantitative analysis as 
well. Across the three countries, ∼57.98% of USD budgeted 
from the Global Fund was in treatment-related modules com-
pared with 7.57% of investments budgeted for prevention. 
Investments for treatment ranged from 40% in Zambia to 
74% in Malawi, compared with 7% for prevention in Malawi 
and Uganda, to 9% in Zambia. Table 2 presents the total USD 
budgeted by category, across the countries. 

Within the prevention space, activities have centred on 
biomedical approaches to prevention, such as microbicides, 
medical male circumcision and pre-exposure prophylaxis 
(PrEP), as opposed to primary prevention activities focused 
on reducing the ‘pipeline of infection’. Respondents expressed 
concern that, on its own, PrEP as a prevention strategy would 
be insufficient to achieve long-term control.

At the current levels of PrEP and the current levels of 
antiretroviral treatment, coverage, and viral suppression, 
and the current levels of other things that are in the toolbox 
it’s not going to get us to control, and they are certainly not 
going to keep us there…And funding from ART [antiretro-
viral therapy], from everything I have seen, funding has 
stagnated. It is not going up anymore. (Global level, civil 
society)

However, respondents recognized that the investment case 
for primary prevention was not as straightforward as the case 
for treatment or biomedical prevention activities. One respon-
dent described how this played out to affect agenda-setting in 
the region:

We have zero understanding [of] what returns we’re getting 
[on primary prevention] …but here is the treatment…and 
the treatment as a prevention approach. There was this ide-
ological struggle, and treatment or treatment prevention 
won the battle…Primary prevention obviously got side-
lined in these discussions, and obviously was a harder thing 
to do. Because with the primary prevention you also needed 
some political leverage over the national government or 
their criminalizing laws, some societal structural barriers, 



Health Policy and Planning, 2024, Vol. 39, No. Suppl. 1 i111

Table 2. Global Fund USD Budgeted by theme and country (from 2017 till to date)

 Total  Uganda  Zambia  Malawi

Category USD % USD % USD % USD %

Prevention 168 161 582 8 57 126 369 7 53 272 548 9 57 762 665 7
Treatment 1 288 859 033 58 442 493 970 54 229 906 930 40 616 458 133 74
RSSH 123 843 834 6 9 116 381 1 55 138 917 10 59 588 536 7
KPs 27 052 932 1 16 355 462 2 772 431 <1 9 925 039 1
COVID-19 345 673 728 16 219 541 904 27 125 708 782 22 423 042 <1
Testing 97 501 466 4 45 126 904 6 14 400 420 3 37 974 142 5
Programme management 59 781 323 3 3 324 500 <1 36 342 038 6 20 114 785 2
Other 111 940 249 5 23 297 085 3 59 839 673 10 28 803 491 3
Total 2 222 814 147 100 816 382 575 100 575 381 739 100 831 049 833 100

and numerous other things. So, probably a large part of the 
constituency felt more comfortable taking this as a good 
strategy on going forward as opposed to fighting the battle 
for primary prevention… (Global level, civil society)

To some extent, the treatment focus also reflects the pri-
orities of local advocacy groups who, understanding the 
significant structural barriers at-risk populations face, and 
embracing those living with HIV, have delivered a message 
of ‘staying well’ more strongly than a message of prevention.

Still, sustaining long-term HIV control will require a has-
tened decline in new HIV infections, and this may prove 
difficult in an environment where prevention is deprioritized. 
It is expected that prevention may get crowded out as a prior-
ity in transition planning, given the high costs and perceived 
importance of retaining people already on treatment.

During the transition, the priority of trying to keep those 
already in treatment to continue tend to shoot very high 
up, partly because there is…a big population that is in care. 
There are also providers who are already with sunk costs 
in this area of trying to continue to provide the services. 
And there is big voice by those agencies that have come up 
to try and really speak for these benefits…so there are very 
few that can speak to the prevention side of things in terms 
of the power and policy reforms. (Country level, Eastern 
Africa, academia/research)

Programmatic sustainability—do programme and 
interventions make sense in an integrated primary 
care system?
There was a consensus among respondents that moving 
towards integration was a necessary—and substantial—pivot 
within the HIV space. Respondents observed, however, that 
what is meant by integration varied enormously. For some, the 
future state was a fully integrated primary care system inclu-
sive of HIV/AIDS care; others described selective integration 
with sexual and reproductive services or non-communicable 
disease management. Still others sought integration within 
sub-systems of the health system, i.e. information and supply 
chain.

The debates around integration reflected different views 
of what would be feasible following decades of parallelism 
and structures that are not set up to manage or prioritize 
health systems investments. Within global coordinating bod-
ies, respondents described how stakeholders brought signifi-
cant disease expertise but lacked expertise in building strong, 

resilient health systems. At the country level, structures also 
reflected a vertical disease orientation.

There are still countries which have a separate system for 
HIV, a separate system for malaria. There are plenty of 
cases of a donor dependency, that has created over the 
course of the past several decades…these empires that kind 
of stand on their own and does not allow the power base 
of those on top of those empires to release their powers.
(Global level, civil society)

Financially, RSSH investments accounted for 6% of Global 
Fund’s budgeted funds across Malawi, Uganda and Zam-
bia, covering primarily infrastructure/equipment, human 
resources for health and external professional services, com-
munications materials and travel costs; as noted in internal 
reports, RSSH investments are challenging to design, deploy 
and track within existing organizational structures (Office of 
the General Inspector, 2019).

Respondents reflected honestly about the role of EA in 
driving HIV exceptionalism, as well as development partners’ 
resistance to change, driven by concerns around losing con-
trol within their own funding streams or losing the ability to 
monitor their in-country investments.

The last five to seven years [UN organizations] are liter-
ally not interested in integration…In the past they were 
keen but now they are definitely not. Even internally they 
themselves have big quarrels…when they should be work-
ing with the same system. So, you know you’ve taken 
my mandate out, why are you doing that one belongs to 
[me]…there’s a lot of sometimes I call it “agency fights”.
(Country level, Eastern Africa, academia/research)

The PEPFAR program loves to keep control over things. 
There’s a lot of other things that we can do to integrate in, 
particularly the oversight in management of HIV services 
is a government’s responsibility. (Global level, development 
partner)

These political negotiations take place at the country level 
as well, both within government agencies (e.g. agency ‘turf 
wars’) and among healthcare providers whose expectations 
about benefits have been shaped by historically parallel—and 
higher paying—systems.

It’s all about that turf. The turf within the ministries and 
who’s in charge and is this a partner organization coming 
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in to try and to take some of our scope. So, you have to be 
able to know the inside politics and how to navigate them.
(Country level, Southern Africa, academia/research)

We are currently trying to transition services and the main 
problem that we have is when we are now expecting the 
ministries, nurses to do this procedure, they expect to 
be paid something beyond their normal salary. Even if 
they’re doing this within the normal eight-hour shift, that’s 
expected. So that mindset is right at the grass root of service 
provider. And I think it permeates… it goes right up to the 
top, to even the district managers, the policy makers. [They] 
are still of the impression that these tasks are supposed be 
done by someone else or paid for by someone. (Country 
level, Southern Africa, implementing organization)

Country-level respondents were also acutely aware of the 
logistical barriers to reorganizing service delivery for inte-
gration, describing the need to articulate the approaches, 
policies and systems that would enable integration while keep-
ing people at the centre. Just as parallelism was driven by 
EA, global and country respondents alike saw a role, and per-
haps a responsibility, for development partners in facilitating 
integration and expanding capacity to deliver key functions.

Multilateral organizations that have been primary imple-
menters need to shift to capacity expanding strate-
gies…Stuff [e.g., overseeing clinics, setting up surveillance 
and information systems, reviewing data] that is now quite 
easily done is not done and you’ve got to ask yourself why 
haven’t you shared that with your colleagues and country?
(Global level, civil society)

The other issue I think has been how to negotiate with the 
partners that come on board to help government…nego-
tiate how the partners can actually complement what is 
already on the ground (Country level, Eastern Africa, 
academia/research)

Rights-based sustainability—are rights to health 
protected, especially for marginalized populations?
One of the thorniest issues challenging transition and sustain-
ability is how to ensure service continuity to marginalized—
and sometimes criminalized—populations such as people who 
inject drugs, men who have sex with men, sex workers and 
women and girls. While EA for rights-based sustainability 
has been relatively limited (Table 1 indicates that in terms of 
Global Fund support, <2% of HIV, TB/HIV and RSSH grants 
are budgeted in modules targeting KPs), in many instances, 
donors, development partners and international NGOs have 
been a counterweight to national governments’ resistance to 
serving stigmatized populations and have pushed to reduce 
barriers to care, sometimes filling gaps left by government 
programmes.

A major concern among respondents was how to move 
towards a more integrated system while also maintaining safe, 
stable services for vulnerable populations. Respondents had 
disparate views on what might be possible, with some opti-
mistic about the possibility of integrating KPs into regular 
services, and others concerned about the ramifications for 
protecting vulnerable populations. Regardless, respondents 
shared a view that EA had supported the right to health and 

that continuing to do so within countries by addressing both 
legal/policy changes and structural barriers was critical.

I think we also have strategies…whereby we are going 
to work with the parliamentarians, make sure that the 
issues of law, the laws are amended, but also, the issues 
of stigma… of changing the laws has also been presented 
to our human rights commission, which is a board that 
is appointed by government, but it has a lot of power in 
terms of pushing for laws. We already know the challenges 
that we are trying to work on them. (Country level, Eastern 
Africa, government)

Respondents also reflected that channelling government 
funds to local NGOs to provide KP-oriented services—one 
strategy for replacing EA funding to NGOs working directly 
with KPs—will not be workable in many contexts.

Right now, most of what the world thinks about in terms of 
sustainability is some type of social contracting mechanism, 
that somehow magically the governments are going to start 
to hire all the same people, contract with all the same peo-
ple that we use to execute the program. I just think that 
that’s wishful thinking and when it gets to KP [key pop-
ulations], it’s almost… Again, these are organizations that 
officially should not exist, or they would wish did not exist.
(Global level, development partner)

Structural sustainability—is the social and 
environmental context enabling for a long-term 
effective response?
Stronger strategies to address the underlying risk factors and 
barriers to care were frequently identified by respondents as 
an area of need. Informants described a responsive system 
as one that understands and addresses the complex struc-
tural determinants of HIV. However, this is challenging in an 
environment that favours biomedical solutions and given dif-
ficulties linking investments in structural barriers to change in 
HIV outcomes. These issues underline the challenges emerging 
from deprioritizing the contextual demands of primary pre-
vention raised earlier, including sustaining support for root 
cause interventions.

Still, respondents were clear that achieving long-term HIV 
control was predicated on addressing structural barriers, par-
ticularly gender-related barriers to health.

It is almost impossible to imagine dealing with HIV with-
out dealing with gender-based violence… I think it is a kind 
of deeply structural set of issues and I am not sure how 
one gets one’s head around that. (Country level, Southern 
Africa, academia/research)

The main barrier from the community perspective and 
individual perspective is the socioeconomic challenges that 
people face which make them vulnerable to HIV, especially 
woman and especially young girls. We are still very far 
away from reaching a solution. (Global level, implementing 
organization)

Nearly all respondents expressed a need for targeted invest-
ment among women and girls to accelerate HIV control. 
Respondents also emphasized that tackling the root causes of 
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HIV would require a stronger community orientation, includ-
ing improved community health centres and community-
based monitoring and, importantly, increased governance 
capacity within community-based organizations.

Community-based [organizations] they have the expertise, 
and they have the know-how…but how do we make sure 
[they have] the right tools to collect data? How do we store 
our data? How do we make sure we have the right financial 
systems in place? How do we make sure we can hire an 
accountant who is professional, who is qualified or an HR?
(Country level, Global level, civil society)

Community monitoring right now is a big push, and I think 
that is really important. If I was a donor and I was going to 
be thinking about scaling back my investment or my pres-
ence I would want to make sure, in addition to a strong 
relationship with the government, that there was a strong, 
vibrant community, civil society that was empowered to 
be a watchdog and to play an important role from out-
side the government in trying to ensure that services, that 
the goals that were agreed upon that also are what within 
global standards and are needed to achieve control when 
followed. (Global level, civil society)

Nobody wants to fund [capacity building for local organi-
zations] and therefore our local organizations end up being 
around for a short period of time and in the end, they 
get swallowed up by something else, who[se agenda] are 
easily influenced by whatever funding stream is available.
(Country level, Southern Africa, academia/research)

Political sustainability—will HIV remain on the 
policy agenda?
Political sustainability underlies many of the emerging issues 
raised by respondents across the sustainability tenets, such as 
difficulty in generating political will to tackle HIV prevention 
or how to address the epidemic among marginalized popu-
lations. Respondents explained that at this point in the fight 
against HIV, the challenges have become largely political in 
nature.

How do you get Governments to put more money to 
sustaining the epidemic?…Even Governments who are 
capable of financing their own response… you will not 
find [them] interested in financing key population pro-
grams…yet we know it is the pillar for sustaining the kind 
of work that needs to keep the epidemic quite sustained at a 
very low level. Now, really, the constraints are really politi-
cal [in] nature. (Country level, Eastern Africa, development 
partner)

But first of all, [change requires] real political commitment 
because when I say political commitment…We are not only 
talking about putting the money, embarking behind the 
program. We are not only talking about supporting the pro-
grams. We’re probably talking about societal engineering, 
because, unless we change some attitudes towards some 
population groups which seem to be driving the epidemic in 
most parts of the world…[it] require[s] structural changes 
in the legislation, as well as changing most importantly 
societal attitudes. (Global level, civil society)

The history of HIV exceptionalism, respondents reflected, 
has also created an environment in the Southern and Eastern 
Africa regions in which countries rely on, and often expect, 
external organizations to oversee HIV activities. This means 
that governments are less directly accountable for HIV out-
comes and can feel diminished ownership over programming. 
This can directly affect domestic resource mobilization, as 
governments, expecting EA to persist, do not increase funding 
for health or reallocate HIV funding towards other priorities 
within or outside the health sector. Respondents understood 
the very real challenges in jockeying for political space for 
HIV for government staff who have long priority lists and 
limited resources, but some also felt there was a need for a 
drastic rethinking of the most appropriate role for EA to play 
in driving the policy agenda.

We need to stop lying to ourselves about what our role is 
when we’re trying to do healthcare in someone else’s coun-
try. Who’s charged with that responsibility? The population 
charges their political system, their government, to do it.”
(Global level, academia/research)

As health priorities (and political climates) shift, these 
issues of political sustainability—both maintaining political 
will and developing the necessary governance architecture—
are central to ensuring the sustainability of HIV outcomes, 
even as programmes evolve.

DISCUSSION
EA for HIV/AIDS has undoubtedly had a significant impact in 
reducing HIV morbidity and mortality (Global Fund, 2022), 
but, as our analysis highlighted, EA practices have also cre-
ated interconnected challenges to promoting sustained HIV 
control. Low-income countries’ limited fiscal space and focus 
on ARV spending make it particularly difficult to expand 
budgets as well as absorb EA-supported health systems invest-
ments, like human resources. These fiscal realities coupled 
with a localization agenda that does not fully leverage local 
NGOs who are well positioned for service delivery negatively 
impact ‘financial sustainability’. ‘Epidemiological sustainabil-
ity’ is undermined by missing investments in prevention, 
especially primary prevention; at the same time, while ‘pro-
grammatic sustainability’ requires integration with broader 
health systems, the path forward is unclear and may face 
some resistance among global and local stakeholders. Both 
epidemiological and programmatic sustainability are influ-
enced by a development industry that benefits from vertical, 
treatment-focused investments. ‘Rights-based and structural 
sustainability’ are critical for HIV control yet deeply com-
plex to address across country income levels: services for KPs 
cannot be successful or well integrated without addressing 
government resistance and outright criminalization of prac-
tices by many KPs, while, at the same time, structural deter-
minants of HIV require changes to social norms that make 
young girls, women and KPs vulnerable. Underlying all these 
dynamics is low political will within some governments to 
address structural determinants and prevention needs, reflect-
ing weak ‘political sustainability’. Each of these domains is, 
of course, interconnected—sociopolitical issues may diminish 
the political will to address HIV among stigmatized popula-
tions, e.g. and ultimately limit the financial sustainability of 
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services targeted to those groups; limited investment in pri-
mary prevention over time may have also contributed to rising 
infections among women and girls, challenging structural 
sustainability in many contexts.

These findings reflect similar dynamics identified in sub-
Saharan Africa and other regions (Vogus and Graff, 2015; 
Gotsadze et al., 2019; Mao et al., 2021b) and are consistent 
with learnings from countries that have seen relative success in 
achieving HIV control with strong government support, e.g. in 
Botswana, Burundi and Eswatini (Global Fund, 2020; Thorn-
ton, 2022; Bureau, 2023). While there is no single approach 
to achieve more sustainable, systems-oriented HIV program-
ming, and strategies need to be locally crafted, these findings 
raise questions about the existing patterns and point to several 
key opportunities for EA partners to better support long-
term HIV control and the achievement of universal health
coverage.

First, respondents emphasized that bringing down the rate 
of new HIV infections will be critical for ensuring long-term 
control in the region, which requires making a stronger invest-
ment case for primary prevention. EA partners could support 
this first, by leveraging their technical resources to develop 
such an investment case, and second, by developing a clear 
and well-coordinated advocacy strategy in favour of invest-
ments in primary prevention. This will require internal shifts 
within EA partners to prioritize their own investments to 
address HIV incidence. Still, as respondents have made clear, 
governments facing transition will also need to sustain those 
already on ARVs and in the context of potentially declining 
resources for health, achieving these dual goals will be very 
challenging. Accordingly, EA partners should support gov-
ernments to achieve greater efficiency by tailoring primary 
prevention strategies to a country’s specific needs (i.e. dif-
ferent packages of primary prevention strategies employed 
according to differences in the epidemiological and demo-
graphic environments), as well as integrating HIV prevention 
into existing systems where feasible. As a start, support from 
EA partners for targeted implementation research could guide 
more efficient investments and improve delivery and impact 
(Padian et al., 2011).

Second, technical assistance to support service integra-
tion is critical. Across the region, respondents described the 
need to develop clarity around the integration agenda and 
to make explicit what is to be integrated and how. While 
many respondents reiterated the need to build robust com-
munity health systems with HIV services fully integrated, this 
is not a universally shared vision, and systematic, context-
specific assessments are needed for which functions should 
and should not be integrated at different levels of the health 
system. Systems integration will also require evaluating barri-
ers locally and developing appropriate mitigation strategies. 
Two cross-cutting risks to integration identified by respon-
dents are potential stakeholder resistance to integrated models 
and diminishing protections for marginalized (and criminal-
ized) populations within mainstream service delivery. Identi-
fying entrenched interests that may resist integration is a first 
step. Development partners must also address issues of align-
ment and harmonization, e.g., ensuring alignment of staff 
salaries between those personnel supported by EA and those 
within the government (Zakumumpa et al., 2021b), as well 
as integrating information systems. Special consideration will 
be needed around criminalized populations, particularly in 

light of recent harsh laws penalizing LGBTQ+ persons (PBS 
News Hour, 2023). HIV testing and awareness have been 
shown to decline while prevalence increases in criminalized 
settings, and there is a real risk that backsliding will occur with 
EA withdrawal, risking the health and safety of marginalized 
communities (Bigna and Nansseu, 2023; Lyons et al., 2023), 
as was seen in Romania following Global Fund transition 
(Flanagan et al., 2018).

Third, EA funders such as PEPFAR, the Global Fund and 
others need to meaningfully engage with local governments 
and NGOs to understand the barriers to institutionalization 
of HIV control activities within local bodies and leverage 
the human and organizational strengths within each imple-
menting environment, fully recognizing potential pushback 
from international NGOs and other stakeholders. In partic-
ular, respondents were clear that there is a need to develop 
the institutional capacity of local organizations that are clos-
est to the community, able to support community health 
systems, support service delivery and address persistent struc-
tural barriers to health. Local organizations have held a 
relatively marginalized position in addressing pressing health 
needs but can play a larger role with improvements to their 
governance and financial management capacity (McDonough 
and Rodríguez, 2020). Significant research will be needed 
to support this aim to identify the capabilities that will be 
required to sustain HIV control activities through local orga-
nizations and to evaluate effective strategies for building 
functional, technical, and adaptive capacities within local
institutions.

Finally, recognizing that political will drives sustainabil-
ity across domains, respondents underscored the importance 
of engagement strategies that speak to senior country lead-
ership, including politicians and local NGO and advocacy 
groups (and not just technocrats). Developing these multi-
faceted strategies will require an understanding of electoral 
issues that may be influencing political decisions, as well as 
proactively addressing gaps around political will for primary 
prevention and KPs, e.g. addressing critically underserved 
populations like adolescent girls (UNAIDS, 2019; 2023). In 
the past, transition processes have been heavily donor-driven 
(Paina and Peters, 2012; Mao et al., 2021a), but to generate 
long-term political will for HIV control, country governments 
need to be at the centre, driving the sustainability agenda, 
setting transition parameters and identifying opportunities 
for short-term EA to facilitate transition. A recent initiative 
led by the Centre for Infectious Disease Research in Zam-
bia and funded by the Bill & Melinda Gates Foundation to 
develop an Africa-based HIV control working group to artic-
ulate the perspectives, priorities and needs of local actors 
pursuing long-term HIV control is a step in the right direc-
tion. EA partners should also prepare to invest in transition 
grants which allocate dedicated resources to managing tran-
sition processes and include embedded learning to capture 
lessons that can inform countries with a longer transition
timeline.

We hope the findings from this analysis are timely, given the 
upcoming PEPFAR reauthorization (Moss and Kates, 2022) 
and new strategy eras for both the Global Fund and PEP-
FAR (PEPFAR, 2022; Global Fund, 2023b). We see these 
findings as helpful, not just in contexts where transition is 
imminent but also where there is substantial time to develop 
robust transition strategies to address the challenges outlined 
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here. Still, our analysis is not without limitations. Our qual-
itative sample is useful in that it provides a regional perspec-
tive on common issues in HIV sustainability that may need
addressing; of course, how each of these issues manifest will 
depend on the epidemiology of the epidemic in a given coun-
try, as well as the wider political, economic and health system 
environment. The quantitative analysis was relatively limited 
in scope and time period, intended to be indicative rather than 
comprehensive. An analysis that included PEPFAR and other 
EA funds would have painted a fuller picture. In addition, 
the Global Fund data were restricted to the module level, 
due to limited publicly available grant data at the interven-
tion or activity level. Detailed analyses at the intervention or 
activity level could help provide more granular estimates of 
investments budgeted in the categories presented in our anal-
ysis. Similarly, the lack of available expenditure data (vs the 
budget data available to us) limited our ability to make con-
clusive statements about how Global Fund investments are 
spent in the country. Financial analyses for other countries 
within the region, or with shorter transition timelines, may 
also produce different results; however, our intention was to 
illustrate how key themes identified at a regional level may 
be reflected in given funding streams at the country level. We 
found the Oberth and Whiteside (2016) framework to be a 
helpful organizing frame for our analysis; however, emergent 
issues around institutional capacity building and alignment 
were not well captured in the existing domains. Additionally, 
while the authors acknowledge the domains of sustainabil-
ity are interconnected, more could be done to understand 
these connections as they play out in various implementing 
environments. Nonetheless, our analysis has highlighted some 
important themes about the way EA practices can undermine 
sustainability and opportunities for rethinking operations to 
support long-term HIV control in the context of the universal 
health coverage agenda.

CONCLUSION
After >30 years of HIV exceptionalism, supported in the 
Southern and Eastern African region by high levels of EA, 
it seems both inevitable and appropriate for HIV services 
to become increasingly domestically supported and main-
streamed. However, this should not be achieved at the expense 
of HIV control. Our analysis demonstrates that while the tran-
sition and sustainability of HIV programmes have been on 
the global agenda for many years, to-date EA practices have 
often not supported progress in this direction. We have identi-
fied three principal ways in which development partners need 
to change their practices in support of long-term HIV con-
trol, namely (1) developing and investing in context-specific, 
evidence-based and efficient primary prevention strategies; 
(2) supporting the implementation of approaches that fur-
ther the integration of HIV services into robust community 
health systems and (3) making serious investments in the 
capacity of local organizations. Underpinning all of this is 
the question of political commitment: development part-
ners will need to work strategically and purposively with 
governments in the region to build political support to sus-
tain (and improve) HIV outcomes, address structural barri-
ers to improved prevention and breakdown organizational 

fiefdoms that have inhibited more efficient and integrated
approaches.
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Note
1. 95% of people living with HIV know their HIV status; 95% of peo-

ple who know they are HIV positive receive treatment and 95% of 
people on treatment have suppressed viral loads (UNAIDS, 2015).
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