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Opportunities for U.S. Leadership  
at Its Moment of Reckoning on Global HIV

By Sara M. Allinder1

Executive Summary

Over1the course of 15 years, the United States has generated exceptional 
experience, tools, and knowledge as the leader in the global fight 
against HIV. However, THIS TREMENDOUS EXAMPLE OF U.S. LEADERSHIP 

IS IN JEOPARDY. In its FY 2018 budget proposal to Congress, the Trump 
administration’s proposed $2 billion-plus in cuts to global health funding 
includes a $1.1 billion reduction in international HIV/AIDS programs. This 
18 percent reduction to the President’s Emergency Plan for AIDS Relief 
(PEPFAR) and its companion financing partner, the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, would put millions of lives at risk and raise the 
possibility that the pandemic will reignite, threatening both U.S. and global 
health security. A reduction in U.S. leadership would come at an unfortunate 
time. Global donor funding for HIV has declined in the last two years, just as 
experts advise that the world is within reach of bringing the HIV epidemic under 
control—even without a vaccine or cure. To succeed, countries affected by HIV 
will need to accelerate treatment initiation, increase support to keep those 
already on treatment virally suppressed, and recommit to expanding access to 
proven HIV prevention interventions. With 17 million people living with HIV 
worldwide still in need of treatment and 1.7 million more newly infected each 
year, NOW IS NOT THE TIME FOR U.S. LEADERSHIP ON GLOBAL HIV TO WANE.

Three key considerations should guide the Trump administration, Congress, 
and others in this period of significant change and heightened uncertainty:

1. U.S. leadership on HIV continues to advance U.S. national 
interests. HIV/AIDS remains a worldwide health security threat that 
requires sustained U.S. engagement. When President Bush supported the 
creation of the Global Fund in 2002 and launched PEPFAR in 2003, the 
United States made a profound historic commitment to control global HIV/
AIDS driven by American compassion and a moral obligation to care for 
those who were dying and share the treatment that had become available 
in the United States. The decision was also driven by U.S. national interests 
and international security. PROTECTING AMERICANS AT HOME BY ANSWERING 
DANGEROUS HEALTH SECURITY THREATS ABROAD REMAINS RELEVANT TODAY—U.S. 
commitment to combating HIV successfully confronts head-on the genuine 
threat that a runaway HIV epidemic in eastern and southern Africa will 
gut these societies and economies and spread instability. By investing 
to stabilize and control the epidemics in this region, the United States 
advanced its own interests by creating markets for U.S. products and good 
will toward the United States. While recent UNAIDS data shows that eastern 
and southern Africa has made exceptional progress in recent years largely 
due to focused effort from PEPFAR, the Global Fund, and others, the scenario 
is not as rosy in other places. New infections and deaths are rising in eastern 
Europe and central Asia—the only region where this is occurring worldwide. 
THE FAILURE TO SEIZE THE OPPORTUNITY TO CONTROL THE EPIDEMICS IN ANY OF 
THESE COUNTRIES COULD SEE THEM SPIRAL OUT OF CONTROL.

2. U.S. leadership centers on a proven formula for success. The U.S. 
HIV/AIDS effort has been driven by sustained leadership by Presidents 
Bush and Obama; bipartisan congressional support; relatively stable 
multiyear funding; the requirement that U.S. investments in the Global 
Fund be matched two-to-one from other donors; synergies in planning 
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and implementation between PEPFAR and the Global 
Fund; a centralized decision-making structure; 
clear, concrete, measurable goals; and empowered 
and engaged ambassadors and country teams that 
harness the technical expertise of multiple U.S. 
government agencies and nongovernmental partners. 
Since the beginning, the United States has insisted 
on evidence-based programmatic and scientific 
rigor, programmatic accountability, and strong 
partnerships with host governments, combined with 
the steady achievement of efficiencies and lower 
commodity prices that have come from increasing 
scale. U.S. HIV programs draw systematically from 
American innovation, public health expertise, 
and scientific achievements largely attributed to 
public, private, and philanthropic investments in 
research and development (R&D). THE EXCEPTIONAL 
BIPARTISAN BASE OF SUPPORT IN CONGRESS FOR GLOBAL 
HIV PROGRAMS IS BACKED BY A DIVERSE COALITION OF 
THE FAITH COMMUNITY, BUSINESSES, SECURITY EXPERTS, 
FOUNDATIONS, UNIVERSITIES, NGO IMPLEMENTERS, CIVIL 
SOCIETY GROUPS, AND ADVOCATES. Deft diplomacy 
brings forward financial investments from partner 
governments, other donors, and private corporations. 
This formula for success remains as valid today as it 
was in 2003.

3. We know what needs to happen next and we 
know what is at risk. A strong consensus exists 

in the United States on the priorities of HIV/AIDS 
programs for the next four years: deploying new 
testing approaches to identify those who are not yet 
diagnosed and get them on treatment to suppress 
their viral load, while working to prevent new 
infections. New tools, such as self-testing and pre-
exposure prophylaxis (PrEP), are already showing an 
impact, while vaginal rings and injectable HIV drugs 
offer promise. Implementing these measures and 
developing additional new tools will require financial 
and political investment, but they are feasible and 
affordable and will deliver concrete results. 

In February 2017, the CSIS Global Health Policy Center 
convened an expert working group on HIV to discuss 
critical issues affecting continued U.S. leadership and 
progress toward control of the pandemic. The group’s 
recommendations to the Trump administration and 
Congress are provided in several papers, including the 
policy brief “A Moment of Reckoning for U.S. Leadership 
on Global HIV”2 issued in June 2017 and companion 
papers focused on the Global Fund, adolescent girls and 
young women, and sustainability and country ownership, 
the content of which is briefly cited in this paper.3 This 
paper, “Opportunities for U.S. Leadership at Its Moment 
of Reckoning on Global HIV,” is written for a nontechnical 
policy audience to demonstrate how HIV remains a 
relevant policy priority for the U.S. government.

Recommendations
THE TRUMP ADMINISTRATION AND CONGRESS SHOULD FOCUS 
THEIR GLOBAL HIV/AIDS EFFORTS ON THE FOLLOWING SIX 
PRIORITIZED, FUTURE-ORIENTED GOALS. They respond to 
the emerging challenge of better leveraging the U.S. 
government’s HIV investments to success in controlling 
HIV and continuing with successful implementation 
even with tight budgetary constraints, which will require 
disciplined managerial capacities and innovative program 
execution.

1. Protect the U.S. approach to global HIV: The 
multifaceted U.S. approach to fighting HIV through 
investments in PEPFAR, the Global Fund, and research has 
been a tremendous success, and should be maintained. 
PEPFAR was uniquely designed to apply the exceptional, 
diverse expertise of seven U.S. government departments 
and agencies4 and capitalize effectively on the resources of 
other health, development, diplomacy, and defense activities 

and the leadership role of ambassadors in each country. 
This whole-of-government approach should continue to 
underpin the work of the U.S. global AIDS coordinator at the 
Department of State, which oversees the PEPFAR program. 
In addition, the United States should sustain its investments 
in the Global Fund and in the National Institutes of Health 
(NIH), which enable the U.S. government to fight HIV 
more comprehensively from multiple fronts and with the 
most effective and efficient interventions. PEPFAR and the 
Global Fund work in tandem in countries to support the 
national response; activities are complementary, additive, 
and intertwined. The U.S.-supported research agenda has led 
to numerous innovations in tools and approaches that have 
provided the incredible opportunity to achieve epidemic 
control5 in many hard-hit countries.

2. Achieve HIV epidemic control: PEPFAR data 
shows that epidemic control is possible in the near-term 
in at least 13 partner countries6 in sub-Saharan Africa. 

The key priority for the U.S. government should be 
achieving the epidemic control goal in those countries 
by scaling PEPFAR-supported services up strategically, in 
partnership with the Global Fund, the host government, 
and other partners. 

3. Sustain investments to prevent backsliding: 
While focused effort to achieve epidemic control will be 
resource intensive in the 13 countries, HIV prevention and 
treatment scale-up should continue to the extent financially 
and programmatically feasible in the other 50 PEPFAR 
countries that are not yet near epidemic control. It would be 
foolish to risk epidemic rebound in the other countries just 
to ensure epidemic control in those closest to achieving it. 
Smart investments are needed to keep the countries with 
longer timelines to epidemic control on a positive trajectory 
even if that trajectory is slower paced than in the 13 
countries targeted for near-term epidemic control.

4. Invest in programs for adolescent girls/young 
women: In many parts of east and southern Africa, areas 
that continue to have the highest numbers of people 
living with HIV, adolescent girls and young women face 
substantially higher risk of HIV infection than do males 
their age. This difference stems from social and economic 
factors and is exacerbated by the historic rise in the 
youth population. To be successful, the United States 
should continue to concentrate on preventing HIV in 
adolescent girls and young women while simultaneously 
reaching their 15- to 35-year-old male partners with HIV 
treatment and prevention services.

5. Incentivize partner country self-reliance:  
No country or regional program should be ended abruptly. 
The United States should consider how to 1) accelerate 
the orderly transition of several middle-income partner 
countries to self-reliance in HIV control, aided by 
continued U.S. technical expertise, and 2) support 
countries to increase domestic resources for health in 
settings that continue to have large U.S. service delivery 
investments. This transition will require a transparent 
strategy with strong benchmarks that establishes a 
comanagement relationship with partner governments; 
focused high-level U.S. diplomatic outreach to heads of 
state and finance ministers, the World Bank and regional 
banks, the private sector, and others; and clear metrics 
to monitor continued progress and avoid backsliding. 
Transitions must be managed in a way that protects those 
most vulnerable in the HIV epidemic.

6. Maintain HIV vaccine and cure research: 
U.S. scientific and research institutions have been 
instrumental in developing many of the tools that have 

led to success in fighting HIV. While focused investment 
toward epidemic control is essential, the United States 
should also continue its research toward identifying an 
HIV vaccine and cure.

HIV at the Turn of the Millennium:  
U.S. Leadership on HIV Advances U.S. 
National Interests
In 2000, there were 34.3 million people living with HIV 
worldwide and 18.8 million had already died.7 An estimated 
15.6 million children were projected to have lost their 
mothers or both of their parents in 23 countries heavily 
affected by HIV/AIDS.8 Southern Africa was particularly 
hard-hit; in several countries, approximately a quarter of the 
population was living with HIV. In Botswana, 35.8 percent 
of the population was living with HIV.9 

In January 2000, the National Intelligence Council issued 
a National Intelligence Estimate, entitled “The Global 
Infectious Disease Threat and Its Implications for the 
United States,” in which it concluded that “persistent 
infectious disease burden is likely to aggravate and, in 
some cases, may even provoke economic decay, social 
fragmentation, and political destabilization in the   
countries.”10 It predicted reductions in life expectancy by 
as much as 30 years or more in heavily affected countries 
by 2010.11 

At least some of the hardest hit countries, initially in 
Sub-Saharan Africa and later in other regions, will face 
a demographic catastrophe as HIV/AIDS and associated 
diseases reduce human life expectancy dramatically and 
kill up to a quarter of their populations [by 2010]. This will 
further impoverish the poor and often the middle class and 
produce a huge and impoverished orphan cohort unable to 
cope and vulnerable to exploitation and radicalization.12 

U.S. Leadership Centers on a Proven 
Formula for Success
It is easy to forget that fighting HIV/AIDS, especially 
in sub-Saharan Africa, was once seen by some as a lost 
cause. Effective antiretroviral treatment (ART) started 
becoming available in the United States and other 
countries in 1996. For those in sub-Saharan Africa, ART 
was locally available in only a couple of countries; as a 
result, only 50,000 Africans were on ART in 2000. Some 
worried that Africans could not take medication on a set 
time regimen when they did not have clocks or watches. 
Unless you could afford to travel to the United States or 
another country where treatment was available, HIV was 
seen as a death sentence, taking its toll on the continent. 
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While still trying to manage the HIV epidemics in 
their own countries, the magnitude of the AIDS crisis 
around the world, particularly in Africa, was resonating 
in Washington and other capitals (see Appendix: HIV 
Action before the Game Changers for more background). 
However, most of the efforts by the United States and 
other governments were small in scale and resources 
relative to the scope and breadth of the numbers of 
affected countries and people. President Bill Clinton’s 
Leadership and Investment in Fighting an Epidemic 
(LIFE) initiative, announced in July 1999 to address the 
global AIDS pandemic, increased U.S. support for sub-
Saharan African countries and India by $100 million in 
the FY 2000 budget.13

Following the publication of the January 2000 National 
Intelligence Estimate, the United States began steadily 
increasing resources for global HIV efforts. In FY 2002, 
it provided $988 million—a 36 percent increase over 
FY 2001. In 2002, President George W. Bush launched 
the two-year, $500 million International Mother and 
Child HIV Prevention (PMTCT) initiative designed to 
reduce mother-to-child transmission by increasing 
testing, counseling, and prevention for pregnant women, 
delivering ART to the mothers and infants, and building 
healthcare delivery systems to reach women with care14 
in 1215 African countries and the Caribbean.16 In his FY 
2003 Budget, President Bush proposed $1.1 billion in 
global HIV/AIDS assistance—a 13 percent increase.17,18

Game Changers
The global game changers came in 2002 and 2003. 
First, in January 2002, the United States joined with 
France, the United Kingdom, the Bill & Melinda Gates 
Foundation, and other donors to establish the Global 
Fund,19 a financing mechanism aimed at directing 
resources to fight HIV, tuberculosis, and malaria. The 
United States also made the founding pledge to the 
Global Fund. The fund was unique in bringing together 
governments, foundations, private-sector companies, 
multilateral organizations such as the United Nations, 
faith-based and other nongovernmental organizations, 
and people living with the diseases. This composition 
of stakeholders is evident at the headquarters level 
in the board and committees as well as at the country 
level in the Country Coordinating Mechanisms (CCMs), 
which are responsible for developing grant proposals, 
selecting organizations to serve as principal recipients 
(PRs), and monitoring implementation. As a financing 
mechanism, the Global Fund relies on PRs to implement 
the grants in country and local funding agents (LFAs) 
to “monitor program implementation, ensure financial 

accountability, and provide funding recommendations 
to the Secretariat.”20 Since 2002, the fund has worked in 
more than 120 countries,21 with 405 active grants in more 
than 100 countries.22 As of August 2017, the fund had 
disbursed $35.1 billion in grant disbursements across all 
three diseases and in support of health systems.23

Second, in his January 2003 State of the Union message, 
President Bush recognized a calling for the United Stated 
to make the world better not just safer: 

Ladies and gentlemen, seldom has history offered a 
greater opportunity to do so much for so many. We 
have confronted, and will continue to confront, HIV/AIDS 
in our own country. And to meet a severe and urgent 
crisis abroad, tonight I propose the Emergency Plan 
for AIDS Relief, a work of mercy beyond all current 
international efforts to help the people of Africa. This 
comprehensive plan will prevent 7 million new AIDS 
infections, treat at least 2 million people with life-
extending drugs and provide humane care for millions 
of people suffering from AIDS and for children orphaned 
by AIDS. I ask the Congress to commit $15 billion over 
the next f ive years, including nearly $10 billion in new 
money, to turn the tide against AIDS in the most afflicted 
nations of Africa and the Caribbean.

Congress quickly passed the United States Leadership 
Against Global HIV/AIDS, Tuberculosis, and Malaria 
Act of 2003 (P.L. 108-25) authorizing creation of the 
President’s Emergency Plan for AIDS Relief (PEPFAR). 
On May 27, 2003, President Bush signed the bill into 
law. The initial strategy targeted 14 countries, which 
accounted for more than half of the world’s HIV cases 
at the time: Botswana, Côte d’Ivoire, Ethiopia, Guyana, 
Haiti, Kenya, Mozambique, Namibia, Nigeria, Rwanda, 
South Africa, Tanzania, Uganda, and Zambia.24 Vietnam 
was added as the 15th country in June 2004. Some 
countries were already implementing PMTCT activities 
upon which PEPFAR would build, but implementation 
under PEPFAR began in 2004. PEPFAR has subsequently 
been reauthorized twice, in 2008 and 2013. PEPFAR 
now supports programs in more than 60 countries with 
planning and reporting requirements for any country or 
regional programs receiving more than $5 million in U.S. 
investment annually.25 

During his administration, President Barack Obama called 
for PEPFAR to work toward an AIDS-free generation and 
increasing its annual programmatic targets.

Since 2002, U.S. engagement on HIV—through both 
PEPFAR and the Global Fund—has rested on an 
exceptional bipartisan base of support in Congress, 

backed by a diverse coalition of the faith community, the 
private sector, security experts, foundations, universities, 
NGO implementers, civil society groups, and advocates. 
Fighting HIV is a special place in our politics where 
Democrats and Republicans, liberals and conservatives, 
have found common ground. Deft diplomacy has brought 
forward financial investments from partner governments, 
other donors, and private corporations. This formula for 
success remains as valid today as it was in 2003.

U.S. Investment in Global HIV
Since FY 2004, the United States has invested nearly $73 
billion toward global HIV through bilateral PEPFAR and TB 
funding and the Global Fund.26 The majority ($57 billion) 
has been directed through bilateral PEPFAR programs; of 
that amount, approximately 80 percent has been allocated 
to high burden countries in sub-Saharan Africa. Per the 
2013 authorizing legislation, 50 percent of annual funding 
must go to treatment-related activities and 10 percent 
to orphans and vulnerable children programs.27 For FY 
2017, Congress appropriated $5.220 billion to PEPFAR 
for HIV.28 The majority is appropriated through the State 
and Foreign Operations bill to the Department of State 
for management by the U.S. global AIDS coordinator. 
Smaller amounts are appropriated to the U.S. Agency for 
International Development (USAID), Centers for Disease 
Control and Prevention (CDC), and NIH.

The United States contributes approximately one-third of 
Global Fund’s annual resources. The first U.S. contribution 
was in FY 2001 through annual appropriations bills. Of the 
$15.3 billion congressionally appropriated to the Global 
Fund through FY 2017, the United States had disbursed 
over $12.9 billion to the Fund as of June 30, 2017.29 For 
the current three-year Global Fund funding cycle (2017–
2019), the United States pledged a total of $4.3 billion 
out of $12.9 billion committed by all global actors.30 In 
the original authorizing legislation for PEPFAR, Congress 
required that annual U.S. contributions to the Global 
Fund not exceed 33 percent of total contributions from 
all donors. With its strict 2:1 matching requirement, the 
U.S. investment has leveraged an additional $25 billion 
from other donors, as well as significant and growing 
coinvestments by countries receiving Global Fund grants.

Funding for bilateral PEPFAR programs increased 
exponentially over the first six years of the program 
(2004–2009). However, since a peak of $5.574 million 
in 2010, U.S. funding for global HIV decreased to $4.709 
million in FY 2013 and then slightly recovered and 
plateaued at around $5.2 million per year.31 In an era of 
budget constraints, some see the plateau as a success. 

PEPFAR has been able to continue to increase new 
numbers of people on treatment despite these trends. An 
accumulated pipeline of resources funded the scale-up 
between 2011 and 2014. Addressing “inefficiencies and 
ineffectiveness” allowed PEPFAR to increase treatment by 
50 percent in the last three years despite a flat budget.32

President Trump’s FY 2018 budget proposal signals a potential 
major reversal in U.S. leadership on global HIV. The Trump 
administration’s proposed $2 billion-plus in cuts to global 
health in its FY 2018 budget, including $1.1 billion from 
international HIV/AIDS programs, which is an 18 percent 
reduction to PEPFAR and the Global Fund. The proposal 
also calls for a 23 percent cut to the National Institutes of 
Health’s National Institute of Allergy and Infectious Diseases 
(NIH/NIAID), which supports HIV research. The full House 
Committee on Appropriations counterbalanced the president 
by approving flat-lined PEPFAR bilateral funding in the FY 
2018 State and Foreign Operations (SFOPs) bill.33 If approved 
in the final budget legislation, PEPFAR bilateral funding 
would stay at the FY 2017 level at $4.650 million, which 
is $800 million above the president’s FY 2018 request.34 
However, it is unclear what the final FY 2018 levels will be at 
the time of this report’s publication.

Despite a stated expectation that other donors increase 
their commitments, reductions in U.S. investment would 
come at a time of significant concern over the levels 
of funding for global HIV activities. In recent years, 
many other donor governments have eliminated or 
significantly downgraded their bilateral HIV programs 
in affected countries, opting in some cases for greater 
investment in the Global Fund or to redirect to other 
development priorities. From a peak of $8.6 billion in 
donor government disbursements for HIV in 2014, the 
amount fell in 2015 to $7.5 billion.35 In 2016, total HIV 
disbursements further decreased by a net of $108 million; 
11 out of 14 donors’ disbursements decreased, while 3 
increased or remained flat.36 France, the United Kingdom, 
the Netherlands, and Germany remain among the top 
donor governments. According to UNAIDS estimates, 
$26.2 billion a year will be needed by 2020 to meet the 
global targets to end AIDS by 2030. The gap between the 
2016 HIV funding disbursements of $7.0 billion and the 
global need in 2020 is thus $19.2 billion—a sizable gap, 
which could potentially grow if the Trump administration 
continues to push for reduced U.S. contribution.

U.S. Global HIV Approach: Departure 
from Traditional Development Programs
The United States has maximized its investment in 
HIV over the last 15 years by investing in health 
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infrastructure and research; directing resources 
bilaterally and multilaterally through PEPFAR and the 
Global Fund; utilizing a whole-of-government approach 
both centrally and in the field; demanding data use and 
accountability; learning from new science and mistakes; 
and use of public-private partnerships. 

Health Infrastructure Investments 
When PEPFAR first started, health systems to address 
the care and treatment needs of the millions of people 
living with HIV in the 15 focus countries were either 
nonexistent or completely severely under-equipped to 
address the care and treatment needs of the millions 
of people living with HIV in the 15 focus countries. 
The United States had to invest in the rehabilitation 
or construction of health facilities, train healthcare 
workers, create data and supply chain management 
systems, and build its own public health, development, 
diplomatic, and defense operational platforms to get 
activities started and drugs moving. U.S. programmatic 
interventions have been supported by ongoing research 
and scientific advancements that have delivered new 
drug combinations, prevention tools, and insights, which 
have led to efficiencies in cost and service delivery. 

Use of Bilateral and Multilateral Channels 
U.S. investment is directed through two different but 
complementary channels, which allows the United 
States to fight HIV more comprehensively from multiple 
fronts. PEPFAR and the Global Fund complement each 
other because they utilize very different approaches 
that together support both immediate acceleration 
of HIV programs as well as longer-term, and perhaps 
more sustainable, development of national capacity and 
commitment by affected countries. 

PEPFAR and the Global Fund work in tandem in countries 
to support the national response; activities have been 
de-duplicated at country level to ensure they are 
complementary and additive.37 They are fundamentally 
intertwined at the headquarters and country levels, 
which means any funding reductions in one undermines 
the potential of the other to achieve the U.S. 
government’s HIV goals. See the companion piece “The 
Global Fund and PEPFAR: Complementary, Successful, 
and Under Threat” for more information on how the two 
work together. 

Whole of Government
PEPFAR was uniquely designed to apply the exceptional, 
diverse expertise of seven U.S. government departments 
and agencies38 and effectively capitalize on the resources 

of other health, development, diplomacy, and defense 
activities and the leadership role of ambassadors in 
each country. Its power is in the collective planning, 
implementation, and evaluation at headquarters and in 
the field to ensure the best approaches are utilized. The 
approach allows PEPFAR to intervene and have impact 
at various levels (national, district, local governments, 
and community). Implementation in the field utilizes 
the technical expertise and procurement mechanisms of 
multiple agencies. 

Department  
or Agency

Sub-Entity

Department  
of State

Office of the Global AIDS 
Coordinator and Global Health 
Diplomacy; Bureau of Population, 
Refugees, and Migration; regional 
bureaus and embassies

U.S. Agency for 
International 
Development

Bureau for Global Health; Bureau 
for Economic Growth, Education, 
and Environment; Youth Power; 
Bureau for Food Security; Senior 
Coordinator for Gender Equality 
and Women’s Empowerment; 
Bureau for Democracy, Conflict, 
and Humanitarian Assistance

Department  
of Health and  

Human Services

Office of Global Affairs, Centers for 
Disease Control and Prevention, 
Health Resources and Services 
Administration, Substance Abuse 
and Mental Health Services 
Administration, National 
Institutes of Health, domestic U.S. 
government national and state 
AIDS programs

Department  
of Defense

Navy HIV/AIDS Prevention 
Program and Walter Reed Army 
Institute of Research

Peace Corps

Department  
of Treasury

Department  
of Labor

The U.S. global AIDS coordinator is an ambassador-level 
position based at the U.S. Department of State with 
authority over the all U.S. global HIV resources. The 
position was uniquely created by statute to ensure a 
whole-of-government approach to managing PEPFAR. 
At headquarters, the global AIDS coordinator works 
in close coordination with the other departments and 
agencies through various management and technical 
entities. Maintaining centralized budget and planning 
control has been essential to PEPFAR’s success by 
ensuring consistency across multiple agencies and 
country and regional programs. At the country level, 
the U.S. ambassador leads the program often with day-
to-day support from a country coordinator and the 
agencies present in country, which may include USAID, 
CDC, Peace Corps, Department of Defense (DoD), and 
Department of State. In some countries, a Department 
of Treasury representative is imbedded at the Ministry 
of Finance to provide technical assistance related to 
financial planning, systems, and accountability.

PEPFAR-funded activities take many shapes and are 
largely delivered in country by USAID and CDC through 
implementing partners or direct technical assistance to 
host government ministries. Together these two agencies 
account for upwards of 94 percent39 of PEPFAR resources 
directed through annual Country Operational Plans 
(COPs), which detail how congressionally appropriated 
funds will be spent and to how activities will deliver 
on specific targets and goals. U.S. country teams must 
allocate resources according to annual programmatic 
and technical guidance from the Office of the Global 
AIDS Coordinator on all areas of treatment, prevention, 
and care, as well as health systems, surveillance, and 
monitoring and evaluation.

In addition to the two largest PEPFAR implementing 
agencies, Peace Corps volunteers work with local 
communities and implement small grants largely focused 
on HIV awareness and prevention. DoD’s Department 
of Navy HIV/AIDS Prevention Program (DHAPP) works 
with uniformed services, their families, and surrounding 
communities, and the Department of Army’s Walter 
Reed Institute of Research (WRAIR) conducts vital 
HIV research and provides direct service delivery in 
some instances. NIH also conducts research in several 
countries that informs new HIV diagnostic, prevention, 
and treatment approaches.

PEPFAR also has been successful because it leveraged 
existing programs including a legacy of USAID programs 
targeting maternal, newborn, and child health; family 
planning and reproductive health; and orphans and 

vulnerable children; DoD and HHS research projects; and 
U.S. domestic experience from HHS’s Health Services 
and Resources Administration (HRSA). Over the years, 
PEPFAR has actively worked to leverage these other 
efforts, which are now captured in each annual COP’s 
Strategic Direction Summary Table 2.2.3.

Partnerships
Beyond the internal U.S. government program leveraging, 
PEPFAR has partnered with other governments, 
private sector, civil society, donors, multilaterals, and 
foundations to advance its work and goals against HIV. 
Public-private partnerships (PPPs) enable multiple 
entities to contribute monetary and in-kind resources 
toward a common objective. PEPFAR has engaged in many 
PPPs since its inception, such as Saving Mothers, Giving 
Life; Pink Ribbon, Red Ribbon; Determined, Resilient, 
Empowered, AIDS-Free, Mentored, and Safe (DREAMS) 
women; and the Accelerating Children’s HIV/AIDS 
Treatment (ACT) initiative.40 See the companion piece 
“The Next Frontier” for more information on DREAMS.41

Governments themselves have been increasing their own 
contributions to their national HIV responses. Domestic 
investment amounts to nearly 60 percent of HIV spending 
in low- and middle-income countries and increased by an 
average of 11 percent a year from 2006 to 2016.42,43 India 
pays for more than 80 percent of its national HIV program, 
while South Africa pays for 77 percent of its response.44 
In 2016, the Global Fund strengthened cofinancing 
requirements and incentives for country partners to 
help accelerate the contributions by governments.45 
The U.S. Treasury is helping countries improve public 
financial management of their health resources, facilitate 
communication between health and finance ministries, 
and produce sustainable plans for increasing domestic 
resource allocations for HIV.46 See the companion piece 
“Advancing Country Partnerships on HIV/AIDS” for more 
information on local government financing.47

Emphasis on Data and Accountability
Both PEPFAR and the Global Fund were developed 
in an era where skepticism of foreign assistance and 
multilateralism was especially high. They were explicitly 
designed from the outset to be different from, and 
somewhat independent of, other longstanding global 
health initiatives by being more accountable, transparent, 
and results-focused. PEPFAR’s ability to demonstrate 
progress and results against targets has been critical in 
persuading Congress to continue robustly funding the 
program. In recent years, PEPFAR has put even greater 
emphasis on data, accountability, and transparency 
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as pillars of the PEPFAR 3.0 approach outlined in the 
“PEPFAR Blueprint: Creating an AIDS-Free Generation” 
issued in 2012.48 It has introduced the PEPFAR 
Dashboards to make data publicly available. 

Using Data to Inform Learning and Change
Both PEPFAR and Global Fund have moved away 
from emergency responses in order to build greater 
sustainability and achieve long-term epidemic 
control. This shift has been fueled by science and 
implementation lessons from the United States. Over 
the past 15 years, PEPFAR and Global Fund have adopted 
new approaches and tools, often a direct result of 
U.S. supported research, advanced by researchers and 
programmatic partners. For example, PEPFAR began 
requiring voluntary medical male circumcision (VMMC) 
be integrated into programs as a key prevention tool 
after research demonstrated that VMMC reduces the 
risk of female-to-male sexual transmission of HIV by 
approximately 60 percent.49 Similarly, PEPFAR has begun 
utilizing PrEP for high-risk groups following research 
indicating that taking daily, oral ART can prevent HIV 
infection if taken as directed. Further, research also 
demonstrated that people living with HIV who take 
their ART consistently can reduce their viral load to 
undetectable levels that mean they will not pass on 
the virus.50 It is possible that adoption of other new 
technologies that have demonstrated promise, such as 
vaginal rings or injectable ART for life-long treatment 
and for PrEP, could create efficiencies and lower 
costs of HIV prevention and treatment in addition to 
saving lives. These efficiencies should be quantified 
with projected impact modeled to inform future 
programmatic decisions.

New HIV approaches also have been informed by 
surveillance and 10 years of program data. Since 2014, 
PEPFAR has employed a more targeted approach to reach 
populations and geographies not only hardest hit by 
HIV and AIDS but also with the largest concentration 
of new infections. By collecting and analyzing data at 
the facility and community site level, PEPFAR has been 
able to make more targeted decisions about where to 
direct financial and human resource investments to 
have the most impact on the epidemic. Coupled with 
the scientific advancements detailed above, this new 
approach gives PEPFAR the ability to get the most people 
onto treatment and prevent new HIV infections.

U.S.-LED SCIENTIFIC ADVANCEMENT
U.S. research institutions, for example, NIAID, CDC, 
DoD, and universities, have shaped the global scientific 
HIV/AIDS response. Networks of laboratories, clinics, 
and collaborators within the United States and 
throughout the world have enabled them to advance 
our basic understanding of HIV, develop prevention 
and treatment tools, and work toward finding a cure. 

For example, a NIAID study was the first to establish 
efficacy of PrEP, by demonstrating that taking a daily 
pill significantly reduces the risk of HIV acquisition 
among high-risk groups. CDC collaborated with the 
Bangkok Metropolitan Administration and Thailand 
Ministry of Public Health to complete the first study of 
PrEP use among people who inject drugs. The so-called 
Bangkok Tenofovir Study showed that taking daily 
tenofovir reduces HIV infection by 49 percent among 
all trial participants and 74 percent among consistent 
users. NIAID also supports basic research into 
microbicides51 as a tool to reduce the risk of infection 
as well as clinical trials of other tools, including the 
large, multinational ASPIRE trial that showed efficacy 
of a vaginal ring in protecting women against HIV. 

In addition, U.S.-based groups continue to search for 
an effective vaccine to prevent HIV, the gold standard 
of prevention. Jointly with the Royal Thai government, 
the U.S. government conducted the RV144 trial, the 
first HIV vaccine regimen to show some efficacy against 
HIV. The vaccine showed 60 percent efficacy one year 
after vaccination and 31.2 percent after 3.5 years. This 
trial has informed and inspired more vaccine research. 
Most notably, the HVTN 100 vaccine trial, funded by 
NIH, was based off the RV144 vaccine but modified to 
address the HIV subtype in South Africa. This smaller 
vaccine trial was a promising precursor to the ongoing, 
larger HVTN 702 trial, funded by NIAID. U.S. scientists 
not only contributed to the development of these 
promising vaccine candidates but also continue to 
generate and test new preventative vaccine ideas.

NIAID’s research precipitated several antiretroviral 
drugs, and it continues to work to improve the efficacy 
of ART. Beyond treatment, NIAID and others are 
working to develop a cure by sustaining viral remission 
(functional cure) or eradicating the virus.52 Stem cell 
transplantation and gene therapy are being explored 
as promising methods for cure development. 

What U.S. Investments Have Achieved 
Protected U.S. National Security
Fundamentally, PEPFAR was designed to protect 
Americans at home by answering dangerous health 
security threats abroad. This remains relevant today—U.S. 
commitment successfully confronts head-on the genuine 
threat that a runaway HIV epidemic in eastern and 
southern Africa will gut these societies and economies 
and spread instability. Since its inception, PEPFAR has 
served the interests of the United States through the 
economic stabilization and growth of the countries 
with PEPFAR investments and the broader reductions 
in insecurity. ART has enabled HIV-positive teachers, 
entrepreneurs, government officials, and others to live, 
work, and contribute to their economies, which has 
created markets for U.S. goods and opportunities for U.S. 
private-sector investment. In 10 sub-Saharan African 
countries, PEPFAR funding was associated with a 13 
percent increase in employment among males, which 
translates into economic benefits equaling one half of 
the money spent on PEPFAR.53 In addition, countries 
with PEPFAR programs have experienced a 40 percent 
reduction in political instability and violent activity 
compared to a 3 percent reduction in those without a 
PEPFAR program in the same region.54 Further, from 
2007 to 2011, the approval rating of U.S. leadership is 
68 percent in PEPFAR countries compared to the global 
average of 46 percent.55 

Transformational Impact on the Pandemic
The U.S. contribution to overall accomplishments against 

HIV cannot be overstated. In July 2017, UNAIDS released 
its 2017 Annual Report, which provided a status update 
on the pandemic as of the end of 2016 based on data 
submitted by 168 countries. The report highlighted 
some very good news on the impact of U.S. and other 
investment on the numbers of people on treatment, 
annual deaths, and progress toward the 90-90-90 goals. 

In 2016, an estimated 36.7 million people worldwide 
were living with HIV; 94 percent are adults 15 years or 
older.56 The numbers of people living with HIV increased 
rapidly through the 1990s until the mid-2000s when U.S. 
investment through Global Fund and PEPFAR started (see 
Figure 1). Since then, the rates have been largely steady 
until the last few years. The clear majority of people 
living with HIV, approximately 25.5 million, continue to 
live in sub-Saharan Africa, with 19 million in East and 
Southern Africa.57 58

For the first time in 2016, more than half of all people 
living with HIV—53 percent—were on ART, which equates 
to more than 19.5 million (Figure 2). As HIV treatment 
has expanded, deaths have also come down. There has 
been a 42 percent decline in deaths since 2010. New 
infections also have declined since 2010: by an estimated 
11 percent among adults (from 1.9 million per year to 1.7 
million) and by 47 percent among children (from 300,000 
to 160,000 per year).59

Of those on treatment worldwide, 63 percent 
are supported by U.S. investment. As of March 31, 
2017, U.S. support through PEPFAR and the Global Fund 
contributes to ART for 12.3 million people living with 
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Figure 1: Annual Numbers of People Living with HIV (All Ages) Worldwide58
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HIV out of the 19.5 million on treatment worldwide.60 
Nearly 2 million babies have been born free of HIV due 
to PEPFAR support of PMTCT programs. PEPFAR has 
supported more than 12.5 million VMMCs for prevention. 
PEPFAR’s work has averted an estimated 11.3 million HIV 
infections61 and contributed to a 43 percent reduction in 
AIDS-related deaths since 2000.62 

At a country level, U.S. investment has substantially 
changed the epidemics as illustrated in Table 1 showing 
the change in each of the original 15 PEPFAR focus 
countries. The greatest degree of progress has occurred 
in eastern and southern Africa where U.S. investment 
has been targeted since 2003. In addition to annual COP 
investments, PEPFAR also has targeted many central 
initiatives toward the region including ACT and DREAMS. 
As a result, 79 percent of those who know their status 
are on treatment and AIDS-related deaths have been cut 
nearly in half in six years.63 64
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Figure 2: Antiretroviral Therapy Coverage and Number of AIDS-related Deaths, 
Global, 2000–2015

We Know What Needs to Happen Next
Epidemic Control
U.S. investment and its resulting accomplishments 
have transformed countries and “bent the curve” of the 
pandemic, which has presented a tremendous moment 
of opportunity. Data and modeling indicate that with 
accelerated HIV treatment initiation and resulting viral 
suppression, along with intensified prevention efforts to 
stop new infections, by 2020, there is the opportunity 
to “break” the epidemic, but the window is very small. 
With accelerated action now, UNAIDS predicts 28 
million new HIV infections could be averted, which 
would save millions of lives but also make fighting the 
pandemic more manageable in terms of numbers of 
affected and cost. That acceleration requires intensified 
political leadership and financial investment. The 
level of investment needed, as noted earlier in the 
financing section, is $26 billion annually by 2030, but 
achieving the goals would result in a 15-fold return on 
investment.66 Without it, modeling67 shows that HIV 

Table 1: Impact of U.S. Investment 
in the Original 15 PEPFAR Focus 
Countries64 

Country 2003 2015
New 
infections 
per year  
all ages

% of 
pop. 
living 
with 
HIV 
ages 
15–49

New 
infections 
per year 
all ages

% of  
pop.  
living  
with 
HIV 
ages 
15–49

Botswana 19,000 25.7 10,000 21.9

Côte d’Ivoire 43,000 5.6 20,000 2.7

Ethiopia 44,000 2.7 30,000 1.1

Guyana <1,000 1.1 <100 1.6

Haiti 11,000 2.5 7,900 2.1

Kenya 95,000 8.4 62,000 5.4

Mozambique 180,000 12.9 83,000 12.3

Namibia 15,000 15.7 9,600 13.8

Nigeria 290,000 4.1 220,000 2.9

Rwanda 16,000 4.5 7,500 3.1

South Africa 520,000 16.4 270,000 18.9

Tanzania 100,000 7.9 55,000 4.7

Uganda 100,000 8.2 52,000 6.5

Vietnam 27,000 0.3 11,000 0.4

Zambia 74,000 14.3 59,000 12.4

90-90-90
In 2014, UNAIDS unveiled its Fast Track targets to end HIV 
as a public health threat by 2030. The targets include 1) 
achieving “90-90-90” goals for HIV diagnosis, treatment, 
and viral suppression and a reduction in new infections 
in adults to 500,000 a year by 2020 and 2) achieving “95-
95-95” and a reduction to 200,000 new adult infections 
annually by 2030.65 The targets have been adopted by 
countries and cities for their national responses, as well 
as by PEPFAR and the Global Fund. The numbers refer to 
the treatment cascade. The first number in the sequence 
is the target number of people living with HIV who have 
been tested and know their status. The second is the 
proportion of those who know their status who are taking 
ART. Of those on ART, the third target is the proportion 
who have achieved viral suppression. Viral suppression 
is key because studies have shown that consistent use 
of ART can lower the levels of the virus in someone’s 
blood to undetectable levels, which then lowers the 
chance of passing on the virus to a very small chance. 
Undetectable means untransmissible. Progress toward 
control of the epidemic is being measured against these 
goals. Fully achieving 90-90-90 equates to 73 percent of all 
people living with HIV being virally suppressed. Already 
7 countries have achieved or exceed this goal as of 2016 
and 11 countries are very close. A handful of countries are 
already eyeing 95-95-95, such as Cambodia, which would 
equate to virtual elimination of the virus in their countries.

rates will rebound and grow, especially given the size of 
the youth populations in many highly affected countries, 
beyond the world’s collective ability to rein it in again. 

The good news is that Public Health Impact Assessments 
(PHIAs) in Malawi, Zimbabwe, and Zambia, released 
in 2016, show that with aggressive treatment scale-
up epidemic control at country-level is possible and in 
reach. Since the start of PEPFAR, new HIV infections 
have declined by 76 percent, 67 percent, and 51 percent 
respectively, and all three countries are on the path to 
achieving UNAIDS’s 90-90-90 goals. On July 24, 2017, 
PEPFAR released the results of the fourth PHIA conducted 
in Swaziland, which like Malawi and Zimbabwe was also 
supported by the Global Fund, indicating coverage of ART 
among adults at more than 80 percent.68 In addition, since 
2011, new HIV infections were nearly halved and HIV viral 
load suppression has doubled. 
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The global community decided to move forward on this. 
No one ever thought that you could control a pandemic 
without a vaccine or a cure, but we are actually shrinking 
the pandemic in the future by decreasing the number 
of new infections. . . . And we are doing that without a 
vaccine or a cure.—Ambassador Deborah Birx, the U.S. 
Global AIDS Coordinator and Special Representative for 
Global Health Diplomacy69 

HIV Is Not Over Yet 
Behind the rosy topline numbers presented in the 2017 
UNAIDS report and in the PEPFAR PHIA data, there 
are some stark realities for certain populations. First, 
despite the history-making ART numbers, there are still 
approximately 17 million people living with HIV in need 
of treatment and an estimated 30 percent do not know 
their HIV status. Second, while there has been a drop 
in new infections in children since 2010, it has proven 
more difficult to diagnose and treat children. Only 43 
percent of children living with HIV have access to ART 
in 2016, compared to 54 percent of adults. Children are 
also more likely to be diagnosed late and start treatment 
with advanced immunodeficiency (as many as two thirds 
of children under two years old), resulting in a high 
mortality rate.

Third, compared to the 2020 goal of 73 percent of all 
people living with HIV being virally suppressed, only 44 
percent had achieved viral suppression in 2016—leaving 
a huge gap that affects their own health but also leaves 
them vulnerable to passing on the virus. Preventing 
new infections is still a major hurdle with 1.8 million 
new infections each year driven by increases in Eastern 
Europe and Central Asia and North Africa. The new 
infection rate must decrease exponentially to be truly 
success against the pandemic.

Containing Micro-epidemics Key to Success
Addressing these challenges and achieving UNAIDS’s 90-
90-90 goals and control of the pandemic requires targeted 
interventions at the most granular levels of society to 
find those most at risk and get them access to services. 
HIV is an opportunistic disease that affects populations in 
vastly divergent ways even within a generalized epidemic.

The availability now of site-level data allows for better 
targeting of “micro-epidemics” where new HIV infections 
are occurring and addressing the sub-populations that 
are most at risk. These groups, usually referred to as 
key populations, often face cultural, societal, and other 
challenges that not only put them at greater risk but 
make access to services more difficult. In many countries, 
their risk of acquiring HIV is exponentially higher than 

the general population; the key population group most 
affected varies from region to region. 

Across the world, lesbian, gay, bisexual, transgender, and 
intersex (LGBTI) populations are particularly vulnerable 
to HIV because of fear, repression, and denial of rights 
and protections. “Men who have sex with men . . . are 24 
times more likely to acquire HIV, [and] transgender people 
. . . are 49 times more likely to be living with HIV.”70 In 
some countries, LGBTI also are involved in sex work that 
increases their risk. In others, stigma and discrimination 
drive LGBTI to drugs, which also increase risk. 

Adolescent Girls and Young Women: In sub-Saharan Africa, 
nearly 7,500 adolescent girls and young women are 
infected with HIV every week, representing almost 75 
percent of infections among adolescents and 25 percent 
of all new infections. Most new HIV infections in this 
population are connected to gender-based violence and 
rape,71 barriers to health services and education, poverty 
and lack of access to resources, and harmful cultural 
practices such as child marriage.72 Higher infection rates 
among young women are due to a pattern of transmission 
in which older men (23–35 years old) transmit the virus 
to adolescent girls and young women (16–23). Later, these 
young women infect their longer-term partners (young 
men 24–29) who are not yet living with HIV.73 See the 
companion piece “The Next Frontier” for more information 
on the need to address this important population.74 

Youth Bulge: Complicating efforts to fight HIV, especially 
among adolescent girls and young women, is the increase 
in youth in sub-Saharan Africa since the start of the 
pandemic, largely attributed to the success of U.S. 
leadership and investments in reducing early childhood 
deaths through PMTCT, as well as U.S. support for 
vaccinations and malaria programs. The youth population 
ages 15–24 has nearly doubled in sub-Saharan Africa since 
1990 and is predicted to increase by an additional 30 
percent by 2030.75 Contributing to the youth bulge is high 
unmet need for family planning, which contributes to high 
fertility rates in many countries hard-hit by the epidemic. 
The 15- to 30-year-old age group will continue to grow 
for decades.76 Program and PHIA data show that this age 
cohort in general is less likely to know their HIV status. 
Less than half of men under 35 years old do not know 
their status and are not on treatment, which is fueling the 
epidemic in the 15- to 24-year-old adolescent girls and 
young women.77 More effort is needed to reach this age 
band with HIV prevention, testing, and treatment services, 
while simultaneously addressing societal norms and other 
factors that put girls at risk.

Treatment Isn’t Everything
Treatment alone will not ensure achievement of the 
UNAIDS goals. More investment is needed for aggressive 
HIV prevention strategies, which include biomedical 
interventions such as VMMC and PrEP, as well as primary 
prevention approaches that educate about the risks of 
HIV. In sub-Saharan Africa in particular, with upwards 
of 50 percent of many countries’ populations under the 
age of 15, the youth do not remember the heyday of 
HIV when everyone was sick and/or dying. Continued 
research into new communication approaches and tools 
is necessary to keep up with and get ahead of the virus.

Recent study data out of Uganda and Kenya also show that 
a more holistic health-centered approach has huge value 
and impact on HIV rates. The SEARCH (Sustainable East 
Africa Research in Community Health) study is using a 
streamlined care delivery system in 32 rural communities 
of roughly 10,000 persons each, in Uganda and Kenya, to 
quantify the impact of early HIV diagnosis and immediate 
ART initiation. The goal is to “improve the entire continuum 
of care, to reduce structural barriers for all populations 
including those most ‘at risk’ and build upon evidence 
based prevention interventions.”78 The study, which began 
in 2013 and will run until 2020, has already demonstrated 
significant impact on HIV rates by going beyond HIV to 
facilitate linkage to care for people who need treatment for 
diseases, such malaria, tuberculosis, hypertension, chronic 
kidney disease, and diabetes. After only two years of service 
delivery, the communities met the 90-90-90 diagnosis, 
treatment, and viral suppression targets; most notably, the 
communities increased viral suppression to 80 percent.79 
Further, the approach had positive results in reaching 
men and youth with men doubling viral suppression to 
76 percent from 39 percent at the baseline. These results 
indicate that a more integrated health systems approach 
that address wider health needs of communities may be a 
better way to do business and have impact on the pandemic.

Further, HIV programs can only be successful if there 
is a health system in which to deliver services. U.S. 
investment has greatly increased the capacity of local 
health systems in countries over the last 15 years—from 
building or rehabilitating health clinics and laboratories, 
training health care workers, and strengthening data 
collection. If the goal is to work the United States out 
of its role as a leading provider of assistance on health, 
continuing investments in health systems is essential. A 
country’s capacity to lead its national HIV response goes 
well beyond funding alone. It must have the technical 
and administrative capacity as well as the infrastructure 
and human resources to manage the response. 

Proposed Funding and Programmatic  
Priority Changes 
U.S. leadership on global HIV has been instrumental in 
achieving huge progress in the battle against HIV. No 
one would have imagined that 15 years on from the 
announcement of the Global Fund and PEPFAR would 
come the opportunity to break the pandemic even 
without a vaccine or cure. The Trump administration has 
the opportunity to lead the effort to achieve the 90-90-
90 goals by 2020, but it must maintain the fight against 
HIV as a political priority and commit to concerted 
programmatic and diplomatic efforts to push it forward. 
It was the sense of a moral obligation, humanitarian 
concerns, and national security interests that drove the 
bipartisan coalition back in 2002 and 2003 to establish 
the Global Fund and PEPFAR, respectively, even in the 
face of significant skepticism about the value of foreign 
aid. That same urgency exists today. With increasing 
youth populations in many countries and stagnated 
infection rates, the possibility of HIV reigniting and 
spinning out of control is real. If that were to occur, the 
National Intelligence Estimate’s predication of “economic 
decay, social fragmentation, and political destabilization 
in the hardest hit countries” could become reality. 
Continuing the fight and win against HIV remains the 
right thing to do and in America’s national interest. Only 
the United States has the science, tools, knowledge, 
experience, and wealth to do just that. 

The Trump administration’s proposal to significantly reduce 
U.S. investment in global HIV comes at the wrong time. 
The budgetary pressures on the U.S. government do not 
reduce the demand for resources needed to achieve the 
reversal of the epidemic, which is within our grasp. There 
is a clear case to sustain, if not increase, U.S. investment 
in HIV, given the success of programming to date and 
the very real opportunity to achieve epidemic control in 
numerous countries in the next few years.80 However, in 
July 2017, PEPFAR proposed redirecting its efforts toward 
13 high-burden countries that have the opportunity for 
epidemic control in the next few years.  The countries 
include Cameroon, Côte d’Ivoire, Ethiopia, Kenya, Lesotho, 
Malawi, Namibia, Rwanda, Uganda, Swaziland, Tanzania, 
Zambia, and Zimbabwe. In these countries, PEPFAR plans 
to expand HIV prevention and treatment services through 
“increased performance, efficiency gains, and shared 
responsibility of all partners”; however, it is unclear what 
additional efficiencies are left to be found in the program 
that would enable significant scale-up. Assuming flat 
or reduced funding levels, the resources to support HIV 
treatment scale-up would also come from capping treatment 
initiation in the other 50 countries PEPFAR supports and 
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redirecting those resources toward the 13. Given that the 
13 countries are those closest to epidemic control, they 
are not the countries that are seeing dramatic increases in 
new infections. Countries like Mozambique, South Africa, 
the Democratic Republic of Congo, Nigeria, Ukraine, and 
the Central Asia regional program are left off the list, which 
raises concerns about what will happen to those epidemics 
without concerted HIV prevention and treatment services.

It is unreasonable to ask the United States to fill the 
resource gap alone, thus increased investments by major 
donors as part of the Global Fund’s 2016 replenishment are 
welcome. Other donor countries must do their part, and 
additional partnerships must be formed that can harness 
the collective academic, civil society, and private-sector 
knowledge toward the goals. DREAMS offers lessons about 
how to form and implement PPPs that maximize the equity 
of each partner, and more can be done to use those lessons 
to engage local business in highly affected countries and get 
them involved in the national HIV responses.

While partner countries have been stepping up politically 
and financially in recent years, most are not ready to 
assume full responsibility for the national HIV response. 
If there are decisions to significantly reduce or eliminate 
funding in the future, those decisions should be made 
in a well-planned manner that is appropriate for the 
epidemic in each country. The United States must plan 
for transition to country ownership transparently and 
collaboratively with those countries and help them plan 
for success to ensure that the achievements of America’s 
investments through PEPFAR and the Global Fund are 
sustained. Cutting funding for HIV programs without a 
transition plan that ensures patients continue to get their 
treatment is irresponsible and immoral.

There also have been proposals as part of the ongoing debate 
surrounding reorganization of the U.S. foreign affairs and 
assistance apparatus about whether ownership of PEPFAR 
should remain at the State Department. As noted earlier, 
PEPFAR was uniquely designed to apply the exceptional, 
diverse expertise of seven U.S. government departments 
and agencies. The U.S. global AIDS coordinator position was 
uniquely created by statute and intentionally ensconced 
at State to ensure a whole-of-government approach to 
managing PEPFAR and minimize the competition between 
the agencies. This whole-of-government of approach should 
be maintained under the leadership of the U.S. global AIDS 
coordinator at the Department of State.

Recommendations
THE TRUMP ADMINISTRATION AND CONGRESS SHOULD FOCUS 
THEIR GLOBAL HIV/AIDS EFFORTS ON THE FOLLOWING SIX 
PRIORITIZED, FUTURE-ORIENTED GOALS. They respond to 
the emerging challenge of better leveraging the U.S. 
government’s HIV investments to success in controlling HIV 
and continuing with successful implementation even with 
tight budgetary constraints, which will require disciplined 
managerial capacities and innovative program execution.

1. Protect the U.S. approach to global HIV: The 
multifaceted U.S. approach to fighting HIV through 
investments in PEPFAR, the Global Fund, and research 
has been a tremendous success, and should be 
maintained. PEPFAR was uniquely designed to apply the 
exceptional, diverse expertise of seven U.S. government 
departments and agencies81 and capitalize effectively on 
the resources of other health, development, diplomacy, 
and defense activities and the leadership role of 
ambassadors in each country. This whole-of-government 
approach should continue to underpin the work of the 
U.S. global AIDS coordinator at the Department of State, 
which oversees the PEPFAR program. In addition, the 
United States should sustain its investments to the 
Global Fund and to the National Institutes of Health, 
which enable the U.S. government to fight HIV more 
comprehensively from multiple fronts and with the most 
effective and efficient interventions. PEPFAR and the 
Global Fund work in tandem in countries to support the 
national response; activities are complementary, additive, 
and intertwined. The U.S.-supported research agenda has 
led to numerous innovations in tools and approaches 
that have provided the incredible opportunity to achieve 
epidemic control82 in many hard-hit countries. 

2. Achieve HIV epidemic control: PEPFAR data 
shows that epidemic control is possible in the near-
term in at least 13 partner countries83 in sub-Saharan 
Africa. The key priority for the U.S. government should 
be achieving the epidemic control goal in those countries 
by scaling PEPFAR-supported services up strategically, in 
partnership with the Global Fund, the host government, 
and other partners. 

3. Sustain investments to prevent backsliding: 
While focused effort to achieve epidemic control will be 
resource intensive in the 13 countries, HIV prevention and 
treatment scale-up should continue to the extent financially 
and programmatically feasible in the other 50 PEPFAR 
countries that are not yet near epidemic control. It would 
be foolish to risk epidemic rebound in the other countries 
just to ensure epidemic control in those closest to achieving 

it. Smart investments are needed to keep the countries with 
longer timelines to epidemic control on a positive trajectory 
even if that trajectory is slower paced then the 13 countries 
targeted for near-term epidemic control.

4. Invest in programs for adolescent girls/young 
women: In many parts of east and southern Africa, areas 
that continue to have the highest numbers of people 
living with HIV, adolescent girls and young women face 
substantially higher risk of HIV infection than males 
their age. This difference stems from social and economic 
factors and is exacerbated by the historic rise in the youth 
population. To be successful, the United States should 
continue to concentrate on preventing HIV in adolescent 
girls and young women while simultaneously reaching 
their 15- to 35-year-old male partners with HIV treatment 
and prevention services.

5. Incentivize partner country self-reliance: No 
country or regional program should be ended abruptly. 
The United States should consider how to 1) accelerate 
the orderly transition of several middle-income partner 
countries to self-reliance in HIV control, aided by 
continued U.S. technical expertise, and 2) support 
countries to increase domestic resources for health in 
settings that continue to have large U.S. service delivery 
investments. This transition will require a transparent 
strategy with strong benchmarks that establishes a 
comanagement relationship with partner governments; 
focused high-level U.S. diplomatic outreach to heads of 
state and finance ministers, the World Bank and regional 
banks, the private sector, and others; and clear metrics 
to monitor continued progress and avoid backsliding. 
Transitions must be managed in a way that protects those 
most vulnerable in the HIV epidemic.

6. Maintain HIV vaccine and cure research: 
U.S. scientific and research institutions have been 
instrumental in developing many of the tools that have 
led to success in fighting HIV. While focused investment 
toward epidemic control is essential, the United States 
should also continue its research toward identifying an 
HIV vaccine and cure. 
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Appendix
HIV Action before the Game Changers
In 1994 the UN Economic and Social Council issued 
a resolution establishing the Joint United Nations 
Programme on HIV and AIDS (UNAIDS), which was 
formally launched in January 1996. UNAIDS takes the 
lead role in driving accelerated, comprehensive, and 
coordinated global action on the HIV/AIDS pandemic.

In June 1996, President Bill Clinton issued a Presidential 
Decision Directive calling for a more focused U.S. policy 
on infectious disease. On July 19, 1999, President Clinton 
announced the Leadership and Investment in Fighting 
an Epidemic (LIFE) initiative to address the global AIDS 
pandemic and Congress funded his request to increase 
U.S. support for sub-Saharan African countries and India 
by $100 million in the FY 2000 budget.84

In 2000, 12-year-old South African Nkosi Johnson 
addressed the International AIDS Society conference in 
Durban. He challenged the denialism permeating his 
government and implored the congregation to bring ART 
to the continent. 

In January 2000, the National Intelligence Council issued 
a National Intelligence Estimate, entitled “The Global 
Infectious Disease Threat and Its Implications for the 
United States,” in which it concluded that “persistent 
infectious disease burden is likely to aggravate and, in 
some cases, may even provoke economic decay, social 
fragmentation, and political destabilization in the hardest 
hit countries.”85

From June 25–27, 2001, the United Nations General 
Assembly held a special assembly and issued a declaration 
of commitment on HIV/AIDS “Global Crisis–Global 
Action” in which member states acknowledged deep 
concern about the scale and impact of the pandemic, 
particularly in developing countries, and committed to 
secure a global commitment to review and address the 
problem of HIV/AIDS in all its aspects as well as to secure 
a global commitment to enhancing coordination and 
intensification of national, regional and international 
efforts to combat it in a comprehensive manner.86 

In 2002, President George W. Bush launched the two-
year, $500 million International Mother and Child HIV 
Prevention (PMTCT) initiative designed to prevent 
mother-to-child transmission. The goals were to increase 
testing, counseling, and prevention for pregnant women, 
deliver ART to the mothers and infants, and build 
healthcare delivery systems to reach women with care.87 
The initiative aimed to reach up to 1 million women 

annually and reduce mother-to-child transmission by 40 
percent within five years or less in 1288 African countries 
and the Caribbean.89 In his remarks introducing the 
initiative, President Bush stated that “The United States 
already contributes approximately a billion dollars a year 
to international efforts to combat HIV/AIDS. In addition, 
we plan to spend more than $2.5 billion on research and 
development for new drugs and new treatments. We’ve 
committed $500 million to the Global Fund to Fight AIDS 
and other infectious diseases, and we stand ready to 
commit more as this fund demonstrates its success.”90 

The global game changers came in 2002 and 2003. 
First, in January 2002, the United States joined with 
France, the United Kingdom, the Bill & Melinda Gates 
Foundation, and other donors to establish the Global 
Fund,91 a financing mechanism aimed at directing 
resources as fighting HIV, tuberculosis, and malaria. 
The fund was unique in bringing together governments, 
foundations, private-sector companies, multilateral 
organizations such as the United Nations, faith-based 
and other nongovernmental organizations, and people 
living with the diseases. This composition of stakeholders 
is evident at the headquarters level in the board and 
committees as well as at the country level in the Country 
Coordinating Mechanisms (CCMs), which are responsible 
for developing grant proposals and monitoring 
implementation. As a financing mechanism, the Global 
Fund relies on principal recipients (PRs) to implement 
the grants in country and local funding agents (LFAs) 
to “monitor program implementation, ensure financial 
accountability, and provide funding recommendations 
to the Secretariat.”92 Since 2002, the fund has worked 
in more than 120 countries,93 with 408 active grants in 
more than 100 countries.94 As of July 2016, the fund had 
disbursed $30.7 billion in grant disbursements.95

In June 2002, CSIS convened a Task Force on HIV/AIDS 
chaired by Senators Bill Frist (R-TN) and John Kerry 
(D-MA). In its Call to Action, the task force called for 
“strategic, forward-looking U.S. leadership to combat the 
global HIV/AIDS pandemic. The United States plays a 
leading role on global health issues, has vast institutional 
expertise in development, public health policy, and 
scientific research, and has at its disposal unmatched 
resources and global influence. For these reasons, 
U.S. leadership is essential to the present and future 
global response to the HIV/AIDS pandemic. To be most 
effective, the United States will need to use its economic 
and human resources, influence, and public diplomacy 
skillfully to empower the world community to work 
together to combat HIV/AIDS.”96

President Bush took up the call and, in his January 2003 
State of the Union message, recognized a calling for the 
United Stated to make the world better not just safer. 
“Ladies and gentlemen, seldom has history offered a 
greater opportunity to do so much for so many. We have 
confronted, and will continue to confront, HIV/AIDS in 
our own country. And to meet a severe and urgent crisis 
abroad, tonight I propose the Emergency Plan for AIDS 
Relief, a work of mercy beyond all current international 
efforts to help the people of Africa. This comprehensive 
plan will prevent 7 million new AIDS infections, treat at 
least 2 million people with life-extending drugs and provide 
humane care for millions of people suffering from AIDS 
and for children orphaned by AIDS. I ask the Congress to 
commit $15 billion over the next five years, including nearly 
$10 billion in new money, to turn the tide against AIDS in 
the most afflicted nations of Africa and the Caribbean.”

Building off the momentum generated by the CSIS Task Force, 
Congress quickly passed the United States Leadership Against 
Global HIV/AIDS, Tuberculosis, and Malaria Act of 2003 (P.L. 

108-25) authorizing creation of the President’s Emergency 
Plan for AIDS Relief (PEPFAR). On May 27, 2003, President 
Bush signed the bill into law. The initial strategy targeted 14 
countries, which accounted for more than half of the world’s 
HIV cases at the time: Botswana, Côte d’Ivoire, Ethiopia, 
Guyana, Haiti, Kenya, Mozambique, Namibia, Nigeria, Rwanda, 
South Africa, Tanzania, Uganda, and Zambia.97 Vietnam was 
added as the 15th country in June 2004. Although some 
countries had ongoing PMTCT activities upon which to 
build, PEPFAR implementation began in 2004. PEPFAR has 
subsequently been reauthorized twice in 2008 and 2013.

In 2010, the Obama administration put forth the first 
ever National HIV/AIDS Strategy. In November 2011, 
Secretary of State Hillary Clinton announced that an AIDS-
free generation is “within reach,” and set ambitious HIV 
treatment and prevention goals, including 12.9 million 
men, women, and children on ART by the end of 2017. 
Over the course of President Obama’s administration, 
PEPFAR increased its numbers of people living with HIV on 
ART more than fourfold to 9.5 million.98 
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The Global Fund and PEPFAR  
Complementary, Successful, and Under Threat

By Todd Summers1

Introduction

One1of the enduring, positive legacies of Presidents George W. Bush and 
Barack Obama was the establishment and growth of the Global Fund to 
Fight AIDS, Tuberculosis and Malaria (Global Fund). An independent 

foundation built to raise and disperse funds to assist poor countries battle 
three of the world’s deadliest infectious diseases, the Global Fund has 
leveraged support from the United States and other wealthy countries to save 
millions of lives. For the United States, the Global Fund has been an integral 
component of its war on AIDS, alongside its signature bilateral program, the 
President’s Emergency Plan for AIDS Relief (PEPFAR).

By working closely together, the Global Fund and PEPFAR have supported nearly 
20 million people to access life-sustaining antiretroviral treatment, reducing 
dramatically a runaway infectious killer that was destabilizing communities and 
imperiling economic growth. Both programs have consistently drawn strong 
bipartisan praise and support, even in tough budget environments. Yet today, 
their continued success is imperiled by potential retrenchment of U.S. political 
and financial support, even as experts report that controlling HIV epidemics is 
within reach. The administration has requested a more than $1 billion cut to 
these programs in its FY 2018 budget request to Congress and is also moving to 
scale back U.S. diplomatic leadership more generally. Budget numbers from the 
House and Senate look more promising, but without administration support for 
increases considerable risk remains. 

Cuts and reduction in the U.S. footprint threaten the future of the global 
HIV response and would result in additional lives lost.2 Rather, it is more 
imperative than ever that the U.S. government maintain strong funding for 
these programs, increase, not retract, political engagement, and harness the 
tremendous technical capacity of the U.S. government and its partners to 
improve the efficiency and effectiveness of country strategies to bring HIV 
under control.

With different strengths and limitations, the Global Fund and PEPFAR have 
become complementary and interdependent, and together have yielded 
substantial results in changing the pandemic’s global trajectory. PEPFAR, as the 
bilateral arm, allows the United States to engage countries with the highest 
HIV burdens more directly, harnessing the immense technical capacity of a 
broad range of U.S. government agencies and nongovernmental and faith-
based partners to scale programs rapidly to prevent and treat the disease. 
By understanding and harnessing the unique strengths of each, the United 
States can improve their impact and provide an even more compelling case to 
American taxpayers for continued and even expanded financial support for both.

Results-Driven Focus 
Despite some early skepticism that the Global Fund and PEPFAR could deliver HIV 
treatment and prevention services at scale in Africa, both organizations continue 
to demonstrate strong records of performance and dramatic results. The Global 
Fund estimates that from its founding in 2002 through the end of 2016, it has in 
partnership with PEPFAR and others saved 22 million lives.3 It also reports that 
they are together supporting more than 18 million people living with HIV with 
lifesaving treatment, allowing those individuals to remain productive as well as 
reducing substantially their risk of passing the virus to others.4 Table 1 presents 
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the Global Fund’s own results as of the end of 2016, noting 
that it is impossible to isolate Global Fund results from 
PEPFAR’s and others given the cooperative nature of the 
work and the overlap in coverage (e.g., Global Fund will 
help pay for the purchase of drugs to treat HIV, and PEPFAR 
will support the doctors, nurses, and community workers 
that get those drugs to people).

Table 1: Global Fund’s HIV Indicators5

Global Fund’s HIV 
Indicators

End-2016 
Result

People currently receiving 
antiretroviral (ARV) therapy

11,000,000

HIV-positive pregnant women 
receiving ARV prophylaxis for 
prevention of mother-to-child 
transmission (PMTCT)

4,250,000

Counseling and testing 
encounters

579,000,000

Basic care and support services 
provided to orphans and 
vulnerable children

8,000,000

Condoms distributed 5,320,000,000

These achievements have contributed to increasing donor 
confidence in the Global Fund. In its 2016 multilateral 
aid review, the United Kingdom’s Department for 
International Development found, “The successful 
performance of the Global Fund in this Multilateral 
Development Review fed directly into our recent decision 
to increase funding from £800 million to £1.1 billion for 
the next three years. This will help to save eight million 
lives.”6 The Australian government’s review released in 
2017 also gave the Global Fund high marks: “The MPA 
[Multilateral Performance Assessment] confirmed the 
Global Fund is a strong, responsive development partner 
for Australia. Evidence of impact is robust. . . . The MPA 
recognized the significant reforms undertaken by the 
Global Fund over its 2012–2016 Strategy period, including 
on fraud prevention and control. The Global Fund has also 
greatly improved its strategic leadership and governance, 
and made financing more predictable through a needs-
based allocation methodology.”7 

Financing 
Together, the Global Fund and PEPFAR represent 
about two-thirds of donor support worldwide for HIV 
prevention, care, and treatment. Support from the 
United States and other donors, however, represents 
only about one-quarter of total funding for HIV, with the 
rest financed by the governments of affected countries, 
foundations, businesses, and individuals.

The United States remains the largest single donor to the 
global HIV response, and contributes one-third of Global 
Fund resources. For the current three-year Global Fund 
funding cycle (2017–2019), the United States has pledged 
a total of $4.3 billion out of total $12.9 billion committed.8 
Cumulatively (as of December 31, 2016), it has provided 
over $12.5 billion to the Global Fund.9 With its strict 
2:1 matching requirement (whereby every U.S. dollar 
contributed must be matched by two dollars from other 
donors), the U.S. investment has leveraged an additional 
$25 billion from other donors. Perhaps even more 
important are the significant and growing coinvestments 
required by the Global Fund of countries receiving 
grants.10 Indeed, a recent analysis found that “African 
countries committed $10.9 billion to health programs for 
2015–2017, marking the first time Africa has mobilized 
more domestic than foreign funding for health.”11 

As a financing mechanism, the Global Fund has strict 
eligibility requirements based on gross national income 
and disease burden. In the current grant cycle, the 
Global Fund is providing grants to more than 100 low- 
and middle-income countries around the world. PEPFAR 
supports a more limited set of countries, though there 
is significant overlap for the highest burden African 
countries. Based on its FY 2015 expenditures, PEPFAR 
had 25 countries in which it spent more than $10 
million12 whereas the Global Fund had 42 countries with 
grants exceeding $10 million.

Coordination
At headquarters and country levels, PEPFAR and Global 
Fund teams work together toward joint goals. Technically, 
the two organizations have worked closely to drive data-
centric approaches to investments that maximize the 
benefits of each dollar invested. The United States has 
played a strong role in the governance of the Global Fund, 
including in significant reforms made in the period from 
2011 to 2014. Table 2, from PEPFAR’s 2016 report to the 
U.S. Congress, provides examples of how PEPFAR and the 
Global Fund engage at the governance, programmatic, and 
technical assistance areas.

Table 2: Examples of PEPFAR and Global Fund Engagement13

Level Description

Policy  
& Governance

• The U.S. government holds one of 10 donor seats on the Global Fund’s board. 

• Senior U.S. government officials also serve in leadership positions on the Global Fund  
board committees on strategy, finance, and governance. The designated PEPFAR official on 
each committee participates in committee meetings throughout the year.

• Every month, PEPFAR participates in the Global Fund’s Grant Approvals Committee  
(the governance body that recommends funding decisions for new and existing Global  
Fund grants).

Program

• At the headquarters level, PEPFAR communicates daily with Global Fund staff, seconds 
personnel to Global Fund headquarters, hosts headquarters-to-headquarters meetings 
to assess key implementation challenges in core joint-investment countries, and hosts 
annual coordination meetings with the Global Fund on implementation topics, such as 
procurement and supply chain.

• At the country level, PEPFAR teams deploy “Global Fund liaisons” [in many countries] to 
coordinate implementation and share information about the Global Fund with PEPFAR 
teams (and vice versa), share implementation data with Global Fund counterparts 
quarterly, and are actively involved in country-level Global Fund governance bodies that 
oversee grant implementation.

• In 2015, PEPFAR invited Global Fund portfolio managers to participate in PEPFAR’s Country 
Operational Plan process and invited the Global Fund to provide input on the FY 2016 
Country Operational Plan Guidance.

Technical 
Assistance

• PEPFAR is the largest donor in technical assistance to support the activities of the  
Global Fund.

• Global Fund Technical Assistance activities include supporting development of national 
strategic plans and grant proposals, building the capacity of governments to manage their 
grants, supporting countries to mobilize increased domestic resources for HIV/AIDS, and 
strengthening national supply chains to deliver lifesaving commodities.

• PEPFAR is an active partner in the Global Fund’s Implementation Through Partnership (ITP) 
project, launched in 2015, to drive programmatic success in 20 high-priority countries. 
These 20 countries represent 54 percent of all Global Fund money and 67 percent of 
expected scale-up activities.

• PEPFAR’s investments in technical assistance for the Global Fund will be aligned to support 
the actions identified in the ITP project.

PEPFAR and the Global Fund complement each other 
because they utilize very different approaches that 
together support both immediate acceleration of HIV 
programs as well as longer-term, and perhaps more 
sustainable, development of national technical and 
financial capacity, and commitment by affected countries. 

While there are certainly variations, a comparison of 
approaches by PEPFAR and the Global Fund is presented 
in Table 3.
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Table 3: Comparison of Approaches by PEPFAR and Global Fund
PEPFAR Global Fund

“Donor-Driven”: Country Operational Plans (COPs), 
which detail annual plans, budgets, and targets, are 
negotiated with countries but significantly informed by 
priorities and approaches set by PEPFAR headquarters. 
This allows PEPFAR to drive a data-centric approach 
that typically relies heavily on technical support and 
engagement by U.S. personnel and their international 
partners.

“Country-Driven”: Proposals are developed by 
Country Coordinating Mechanisms that bring together 
government, private-sector, faith-based, donors, and civil 
society groups. This promotes buy-in, engagement, and 
investment by countries that promotes capacity building 
and sustainability even if it is typically slower and more 
encumbered by systemic weaknesses.

Annual: COPs are redeveloped every year based on 
funding levels determined by annual congressional 
appropriations and subject to often grueling reviews. 
Annual revisions and retargeting ensures maximum 
technical efficiency, but inhibits longer-term planning 
needed by countries (which face decades of financial 
demands from people needing treatment) and 
coordination with other donors and partners across 
varying financial planning years.

Three-Year: Countries are provided allocations based on 
their disease burden and country income levels (GNI per 
capita). They must “earn” these allocations by submitting 
technically robust proposals. They can sometimes be 
eligible for additional amounts based on priorities 
established by the Global Fund board for specially 
reserved matching funds (e.g., addressing HIV among 
adolescent girls and young women). Likewise, allocations 
can be reduced if countries fail to provide required 
coinvestments (based on country-specific assessments 
of their financial capacity) or demonstrative inability to 
manage or invest grant funds effectively.

Full Package: The U.S. government brings immense 
technical and logistical capacity, both from U.S. officials 
based in country and at headquarters, as well as the 
wide array of nongovernmental partners it supports. This 
allows the PEPFAR program to engage fully with countries 
to meet local needs, fill capacity gaps, and deliver direct 
services and high-quality programs even in areas with 
weak capacity. However, it does build dependence on 
these heavy investments and so makes it harder to 
decrease and eventually eliminate PEPFAR support.

Funding Only: The Global Fund is a financing 
entity, with no mandate to provide technical support 
to countries. Its staff are all based at its Geneva 
headquarters, though grant managers travel extensively. 
Funds and activities are managed by principal recipients 
(PRs) in country, which often, but not always, are the host 
government, for example, Ministry of Health. The Fund 
relies on PEPFAR and other partners to help countries 
make best use of the funds. It also employs an army of 
oversight groups to monitor performance and ensure 
funds are used appropriately. This can mean that programs 
are weaker in countries where partners are weak.

Monitored Locally: On the ground U.S. personnel, 
typically including top leadership of the U.S. embassy, 
as well as PEPFAR’s headquarters staff and the U.S. 
Global AIDS Coordinator, are heavily involved in the 
development of the COPs. This allows for more hands-on 
engagement in the COP development, and situational 
awareness of how U.S. investments fit with those of other 
donors and the local government.

Monitored Centrally: Global Fund proposals are 
reviewed by its grant managers, many of whom have 
significant technical capacity, but they are often pressed 
for time and focused on a broad range of risks. Over the 
last few years, the Global Fund has shifted more of its 
staff to the highest-burden countries. Technical reviews 
are provided to the Global Fund board, which approves all 
grants, by a board-appointed group of global experts (the 
Technical Review Panel, or TRP). The TRP still has limited 
time to commit to any one proposal, and may lack the 
in-country situational awareness to understand fully the 
local context and merit of individual proposals.

These approaches have different strengths and 
limitations, but are inherently complementary and 
allow the U.S. government to fight HIV more efficiently 
and effectively. PEPFAR and the Global Fund have 
been increasing their cooperation and coordination 
over time to work more seamlessly together. PEPFAR 
and the Global Fund are ever more interlinked and 
interdependent, which is evident in the countries in 
which they jointly operate. Since the Global Fund does 
not have any on-the-ground staff, it often relies heavily 
on the PEPFAR team for information and support. 
Programmatically, investments are tightly coordinated 
at country-level planning sessions, with the Global 
Fund in many instances providing funds for the drugs 

that are then used by PEPFAR and country programs to 
keep patients alive and productive. In some examples, 
the Global Fund grant provides more than 90 percent 
of HIV commodities, while PEPFAR provides the service 
delivery and technical assistance support. 

This interdependence leads to greater success against 
HIV, but also makes them more vulnerable: funding cuts, 
such as those proposed in the administration’s FY 2018 
budget or a failure of other major donors to fulfill their 
Global Fund pledges, or programmatic restrictions in 
one could seriously affect the capacity of the other and 
lead to shared failure to achieve strategic targets. 

Next Steps
The U.S. Congress and the administration should take a number of steps to shore up funding for the Global Fund and 
PEPFAR, expand its political engagement with affected countries, and emphasize efficiency and sustainability in its 
oversight of programs. 

For Congress, we recommend:

Fulf ill the pledge to the Global Fund. The United States pledged $4.3 billion to the Global Fund for 2017–2019, 
and that funding leveraged another $8.6 billion in pledges from others. Congress should sustain that funding 
commitment.

Restore full funding to bilateral HIV and TB programs. The Global Fund and PEPFAR are interdependent, so 
the administration’s FY 2018 budget cut of more than $850 million to PEPFAR would significantly undercut its 
ability to work in concert with the Global Fund to reach epidemic control. Similarly, proposed cuts to bilateral 
tuberculosis control programs would negatively affect HIV programs—TB is the single biggest killer of people 
with immune systems damaged by HIV. Reductions should be restored and increases should be considered as 
this would help reduce AIDS-related mortality.

Push for greater engagement by affected countries to achieve sustainability. While many countries have 
increased substantially their funding for HIV programs, others remain too dependent on the Global Fund and 
PEPFAR funding. As the companion paper “Advancing Country Partnerships on HIV/AIDS”14 recommends, 
Congress could require sustainability plans for each PEPFAR country aimed at securing epidemic control, and 
that these dovetail with the Global Fund’s efforts under its new Sustainability, Transition, and Co-Financing 
Policy. Development of these plans is especially critical for middle-income countries that have already advanced 
along the road to self-reliance. 

For the administration, we recommend:

Push other donors to step up their contributions. In 2013, the United States hosted the Global Fund’s fourth 
replenishment conference, at which it sought three-year pledges from its donors. The replenishment succeeded 
in large part because the previous administration used its significant political muscle (both from headquarters 
and its missions in donor countries) to encourage other donors to step up, as well as enticing them with its 
ability to match new contributions 1:2. At the last replenishment in 2016, hosted by Canada, most donors 
increased their pledges in recognition of the Global Fund’s strong performance and continued importance. That 
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same energy is needed now both to encourage current donors to maintain or expand their giving but also to 
help attract new government and private-sector donors. This is critical, as donor aid for HIV is on the decline.15 
The secretary of state should make fighting HIV a high-level priority and use public remarks and private 
meetings to press existing donors to meet and exceed their pledges, and to press potential new donors, such as 
the businesses, foundations, and high-net-worth individuals, to step up. Key opportunities ahead include the 
2018 global AIDS summit in Amsterdam, the 2018 sessions of the G7 and G20, and the 2018 World Bank and 
International Monetary Fund (IMF) summit in Indonesia.

Use diplomatic pressure to secure greater engagement by affected countries. The U.S. global AIDS coordinator 
(who is also simultaneously the U.S. special representative for global health diplomacy) has a unique 
opportunity to coordinate U.S. political and diplomatic muscle to encourage countries to adopt sustainable 
approaches to HIV. This should include increasing domestic financing for HIV and health, reducing legal 
and policy barriers that inhibit access to services and at-risk populations, and prioritizing health systems 
investments that ensure that the infrastructure critical to delivering HIV services is in place. 

Increase attention to program quality and value for money. Ensuring that every penny is spent on the 
most effective interventions will be critical to achieving epidemic control. This approach is embedded in the 
Global Fund’s strategy, which seeks to “Increase the efficiency of program design to maximize impact of fund 
investments” and is also consistent with PEPFAR’s approach. Harmonizing their efforts and ensuring countries 
have the requisite tools and incentives to measure and track program quality and efficiency must be a top priority.

Translate sustainability assessments being conducted by PEPFAR and the Global Fund into action plans. These 
reflect a critical need to identify and address areas of weakness that threaten the long-term programmatic 
success and financial viability of HIV programs. As discussed in “Advancing Country Partnerships on HIV/AIDS,” 
PEPFAR has published assessments of each country’s status against sustainability benchmarks but has not 
used them to develop responsive action plans. Development of these plans should be closely coordinated with 
both host-country partners and the Global Fund’s own investments in furtherance of its new Sustainability, 
Transition, and Co-Financing Policy. In “Advancing Country Partnerships on HIV/AIDS,” we recommend plans 
“include mutually agreed-upon criteria for transition, clear benchmarks to assess progress, and accountability 
mechanisms to enforce implementation.”

Ensure that HIV prevention receives adequate funding. While the number of people receiving HIV treatment is 
increasing, new infections continue at an alarming rate and will expand the HIV treatment burden. Reductions 
in donor aid for HIV have pushed many countries to deprioritize prevention investments in order to sustain 
those already needing treatment, but this is surely just going to make the challenge bigger. There’s also evidence 
that an increasing percentage of new infections are from drug-resistant virus that’s harder and more expensive 
to treat.16 Revitalized efforts to expand access to proven HIV prevention tools is critical and should receive equal 
attention to treating those already infected.
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U.S. HIV Investment in Cambodia  
Small Program, Big Opportunity

By Sara M. Allinder and Lillian Dattilo1

Introduction1 2 3

Cambodia is heralded worldwide as an HIV success story. The southeast 
Asian nation may be the first country to target virtual elimination of 
HIV by 2025, after achieving control4 of its HIV epidemic more than 

a decade ago. Beyond a vaccine or a cure, virtual elimination of HIV is the 
next frontier for the global fight against the pandemic. Few countries are at a 
position in their HIV epidemics to set virtual elimination as a near-term goal. 

However, Cambodia faces crucial challenges in its drive for virtual HIV 
elimination, including finding the remaining people living with HIV who are 
yet to be diagnosed, retaining current patients on antiretroviral treatment 
(ART), achieving viral suppression of those on treatment, and preventing new 
infections. Further, its weak health sector, lack of skilled health workers, and 
reliance on external funding, which has decreased in recent years, raise concerns 
about the long-term sustainability of Cambodia’s success. Its efforts to overcome 
these challenges will serve as important lessons for other countries.

The U.S. government invests a very small amount annually in the Cambodia 
HIV response through the U.S. President’s Emergency Plan for AIDS Relief 
(PEPFAR) and the Global Fund to Fight AIDS, Tuberculosis, and Malaria (Global 
Fund), but the potential benefits of the small investments far exceed the costs. 
In January 2017, the authors traveled to Cambodia to understand the U.S. 
government’s HIV investment, how that investment is driving further gains 
against the HIV epidemic, the return on investment, and what challenges and 
opportunities lie ahead. 

Striving for Virtual Elimination
Cambodia’s HIV epidemic started in the early 1990s and by the late 1990s, 
the percentage of people living with HIV (prevalence rate) reached almost 
2 percent of the Cambodian population. Because its HIV epidemic started 
later compared to its neighbors, the government and its partners borrowed 
lessons from others, including Thailand, and rapidly implemented a program 
that achieved epidemic control in the early 2000s. The rate of new infections 
dropped by more than 25 percent between 2001 and 2011.5 

An estimated 71,000 Cambodians are currently living with HIV with an overall 
prevalence rate of 0.6 percent among adults 15–49 years old.6  There is slightly 
higher prevalence among young women 15–24 years old (0.2 percent) versus 
young men (0.1 percent). In 2015, there were an estimated 651 new HIV 
infections.7  Nearly 1800 Cambodians 15 years or older died of AIDS-related causes 
in 2016.8  Most people living with HIV live in Phnom Penh (the capital), Siem 
Reap, Battambang, Banteay Meanchey, Kandal, and Kampong Cham provinces. 

Cambodia’s HIV epidemic is concentrated in key population groups, which 
have much higher prevalence rates that the general population: 2.3 percent 
for men who have sex with men (MSM), 3.2 percent9 for female entertainment 
workers (FEWs), 5.7 percent10 for transgender persons, and nearly 25 percent 
for people who inject drugs (PWID). These figures are much lower than they 
were at the peak of the epidemic, for example 40 percent prevalence for FEWs, 
and the population sizes of these groups are believed to be quite small. 

 71,000 people living with HIV 

0.6 percent prevalence rate 
among adults 15–49 years old

651 new annual HIV infections 

1,800 annual  
AIDS-related deaths

80 percent of HIV+ adults  
and children receive ART

75 percent of HIV+ pregnant 
women receive ART for 

prevention of mother-to-child  
transmission (PMTCT)

Progress toward UNAIDS’s  
90-90-90 goals3 

  83 percent (58,000) of 
people living with HIV  
know their HIV status 

 97 percent (57,000) know 
their status and  

are on treatment  

 81 percent (53,000) are 
on treatment and are  

virally suppressed

Key Data2
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Governance and Financing
Government of Cambodia
Cambodia’s HIV success is a point of pride for the 
government and people and can be credited to many 
factors including its political leadership, adoption 
of successful models from its neighbors and other 
countries, and its creativity to adapt to changing 
epidemic circumstances. The success is a testament to 
sustained champions in government, including messages 
from the prime minister and first lady on condom use 
and prevention over the last 25 years. Between political 
will and donor financing, the HIV program is well-
funded and seen as the gold standard, but there is little 
crossover between HIV and the rest of health system.

The National AIDS Authority serves as the coordinating 
body working across the health and other sectors. The 
National Centre for HIV/AIDS, Dermatology and STD 
Control (NCHADS) is the technical lead within the 
Ministry of Health for “recommending and implementing 
policies and strategies for the health sector response 
to HIV and AIDS as well as STDs [sexually transmitted 
diseases].”19  NCHADS also manages the Global Fund HIV 

COUNTRY BACKGROUND
In 1975, communist Khmer Rouge forces led by Pol Pot 
overthrew the government. During the Khmer Rouge 
regime, Cambodians suffered starvation and genocide. 
After the removal of Pol Pot from power in 1978, political 
turmoil and civil war plagued the country until the Paris 
Peace accords of 1991, which established a cease-fire and 
democratic elections. In-fighting and guerrilla warfare by 
Khmer Rouge persisted through 1999.

Cambodia is a constitutional monarchy with an elected 
parliament. The government is led by the Cambodian 
People’s Party (CPP), which won the most recent national 
election in 2013, with strong opposition from the 
Cambodia National Rescue Party (CNRP).14  Communal 
elections were held in June 2017 and national elections 
are expected in 2018.  

The country has been in recovery since the end of the 
Khmer Rouge and has experienced explosive economic 
growth in the last 10 years. The economy has been 
increasing at an estimated 7 percent per year, which 
is slightly higher than China’s growth estimated at 6.6 
percent.15  In 2016, the World Bank designated Cambodia 
as a lower-middle-income country with a gross national 
income (GNI) of $1070 per capita. Nearly 18 percent 
of Cambodia’s nearly 16 million people are below the 
national poverty line. 

Cambodia relies heavily on textiles, tourism, and 
agricultural activities for its sources of income.16  The 
country is continuing to face challenges rebuilding after the 
end of the Khmer Rouge regime. Cambodia has a long way 
to go to meet its Sustainable Development Goals especially 
with more than 50 percent of the population younger than 
25 years of age.17 [However] Cambodia is also among the 
most corrupt countries in the world; it is ranked 156 out of 
176 countries for public sector corruption.18  

The government’s virtual elimination goals are outlined 
in the Strategic Plan for HIV/AIDS and STI Prevention 
and Control in the Health Sector in Cambodia. Targeting 
virtual elimination also puts Cambodia on track to reach 
UNAIDS’s 90-90-90 goals11 by 2020, which corresponds 
to 90 percent of people living with HIV knowing their 
status, 90 percent of those who are diagnosed being on 
treatment, and 90 percent of those who are on treatment 
being virally suppressed and unable to pass on the virus 
to others. By 2025, Cambodia is aiming to achieve 95-95-
95, fewer than three new infections per year per 100,000 
population, and less than 5 percent mother-to-child HIV 
transmission rate.12  

Cambodia has been tremendously successful reaching 
its 90-90-90 goals, particularly in putting patients on 
treatment, but has struggled in testing and new case 
identification. Approximately 57,000 or 80 percent of 
Cambodians living with HIV were on ART at the end of 
2016.13  In 2015, 83 percent of people living with HIV 
knew their status, nearly 91 percent of those were on 
ART, but only 64 percent of those on ART were virally 
suppressed. As of the end of 2016, the percentage of 
people living with HIV who knew their status remained 
at 83 percent, but the percentage of those are on ART 
increased to 97 percent. Cambodia also made progress 
in achieving viral suppression, with an increase to 81 
percent in 2016.

funding disbursement. The Ministry of Health itself is 
seen as ineffective and there is little coordination between 
NCHADS and other parts of the ministry. There have 
also been corruption issues, particularly related to the 
ministry’s role as principal recipient of the Global Fund 
malaria20 and health systems strengthening grants21, which 
have affected HIV programming.

The government has been quick to adopt new 
policy guidelines but slower to move toward full 
implementation. For example, Test and Start guidelines 
that instruct providers to put patients on ART as soon 
as they test positive for HIV were approved in August 
2016, but implementation did not start until December. 
The government also has been adaptive in responding 
to the variations in its HIV epidemic. In its 2015–2020 
HIV strategic plan, the government created new models 
for reaching different geographies (Phnom Penh, 
other urban areas, and rural areas) and populations 
affected by HIV. NCHADS has adjusted its strategies to 
reach key population groups with different prevention 
interventions and other services based on risk factors.

The government increased its HIV funding from $4.6 
million in 2009 to $8.2 million in 2015, representing 
approximately 17 percent of the HIV response.22  It will 
purchase $1.5 million23 worth of ART in 2017 through 
UNICEF to take advantage of bulk pricing. 

Approximately 60 percent of all health expenditures are 
out of pocket. However, many Cambodians are very poor 
and unable to afford health services. In recognition, the 
government and development partners collaborated to 
create the Health Equity Fund (HEF) system. Patients 
utilizing the HEF do not pay for services. An estimated 
25 percent of people living with HIV who are on ART 
benefit from the HEF, which covers some HIV-related 
fees, but not ART. In 2014, the total HEF expenditure was 
$11,557,675. 24 The national government had previously 
contributed 40 percent of the HEF annual cost, while 
donors supported 60 percent. Those percentages have 
now switched. The HEF could become a model social 
safety net in the future but a nationwide framework has 
yet to be created. 

HEALTH EQUITY FUNDS
The HEF system is a financial mechanism for improving 
poor Cambodians’ access to health services.25  
Established by nongovernmental organizations in the 
early 2000s, the HEFs have since become a national 
social health protection system.26  Cambodia employs 
a “pre-identification” system that aims to identify poor 
individuals before they seek hospital care with local 
governance structures identifying poor households eligible 
for the HEF. Village representative groups (VRGs) conduct 
household interviews, draft lists of poor households after 
community feedback, which then must be reviewed and 
approved by Commune Councils. Poor households are 
entered into a national database and receive HEF cards 
with photos of the household for use at public health 
facilities.27  “Post-identification” is also available to poor 
individuals who arrive at hospitals without HEF cards.28 

The HEF covers both direct and indirect healthcare costs, 
including travel and caretaker food expenses.29  Use 
of the HEF has significantly increased health service 
utilization by Cambodia’s poor (by 2011, use of hospital 
services more than tripled and exceeded use by nonpoor), 
improved quality of healthcare (financially incentivized 
when linked with HEFs), reduced household healthcare 
debt, and improved confidence in public health facilities 
and services.30 

U.S. Government
The U.S. government reestablished full diplomatic 
relations with Cambodia in 1993 following several 
decades of intermittent relationships due to the ongoing 
political conflict in Cambodia.31  U.S. foreign assistance 
activities include programs for health, education, 
governance, economic growth, and demining. The U.S. 
government started its HIV program in Cambodia in 
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the early 2000s. Compared to the large programs in 
Africa, the U.S. government invests a very small amount 
annually in Cambodia through PEPFAR. Over time, the 
level of investment has decreased from a high of $19 
million per year to $12 million for FY 2017. 

PEPFAR previously funded direct service delivery in 
support of the national system. Until 2013, PEPFAR 
funded approximately 90 percent of prevention services 
for key population groups. However, in its 2015 Country 
Operational Plan (COP), PEPFAR outlined a strategy 
to shift from direct service delivery to a technical 
assistance approach focused on high burden provinces 
for greater efficiency and impact in line with global 
PEPFAR objectives. PEPFAR transitioned out of 9 of the 
15 provinces in which it was working to focus on Phnom 
Penh, Siem Reap, Battambang, Banteay Meanchey, 
Kampong Cham, and Pursat provinces. PEPFAR detailed 
a further shift in its 2017 COP to eliminate all site-
level activities and focus on assisting the government 
with scale-up of priority activities nationwide.32  Its 
key strategic objectives include increasing sustainable 
financing from the government of Cambodia and 
strengthening national systems to find those not yet 
diagnosed and get them on treatment and rapidly 
identify and respond to new infections. 

Other Donors
Approximately 75 percent of the national HIV response is 
funded by PEPFAR and the Global Fund. The Global Fund 
has invested more than $453 million in Cambodia, with 
nearly $249 million for HIV.33  Global Fund HIV resources 
purchase 83 percent of antiretroviral drugs (ARVs), 99 
percent of HIV test kits, and 100 percent of condoms and 
viral load commodities. The Global Fund also supports the 
majority of key population service delivery at community 
sites and HIV-focused facilities. In late 2016, the Global 
Fund announced $41.6 million for HIV in Cambodia, asart 
of its 2017–2019 funding allocations.34  

Other development partners involved in the HIV response 
include the World Health Organization (WHO), UNICEF, 
UNAIDS, and the Clinton Health Access Initiative (CHAI), 
which account for approximately 2.5 percent of HIV 
funding.35  In addition, the Australian Department of 
Foreign Affairs and Trade (DFAT), German and French 
Embassies, World Bank, Japan International Cooperation 
Agency (JICA), and Korean International Cooperation 
Agency (KOICA) engage on health systems strengthening 
activities not specifically related to HIV. Both the German 
and French Embassies have been active on the Global 
Fund Country Coordinating Committee (CCC).

Since a peak in 2010, external support for Cambodia’s HIV 
response has decreased each year—from $55.6 million 
in 2010 to $38.7 million in 2015.36  Overall total funding 
for HIV has decreased since 2010, since the incremental 
increases from the government have not offset the lost 
external support. There are concerns that Cambodia’s 
attainment of lower-middle-income status will lead some 
partners to further redirect funding to countries with 
more critical need. 

Challenges to Achieving Virtual 
Elimination
Despite its successes, Cambodia faces major challenges 
in its ability to achieve virtual elimination and sustain 
success in the face of decreasing donor support. In 
many ways, Cambodia has more in common with 
countries in sub-Saharan Africa than Thailand. It is still 
in a postwar recovery period, has a weak health sector, 
limited government capacity in the number of skilled 
healthcare workers, attrition largely due to low salaries, 
low investment in country infrastructure, corruption, and 
a youth bulge. Years of donor health money has made it 
easy for the government to focus elsewhere. 

Cambodia must create its own way toward virtual 
elimination as there are no HIV-specific models upon 
which to draw. Unlike polio and malaria, there are 
currently no global guidelines defining virtual elimination 
of HIV, how to achieve it, nor how to sustain it once 
achieved. An effort is currently underway at the WHO 
to create such guidelines. Cambodia and its partners are 
not only attempting something that has not yet been 
achieved but helping to establish what it takes to achieve 
virtual elimination of HIV for the world, including the 
financial and human resources needed to identify the last 
remaining undiagnosed and initiate them on treatment.

Finding and getting those individuals on treatment 
is critical to whether Cambodia achieves its virtual 
elimination goal. Cambodia has been very successful with 
initiating patients on ART after diagnosis. The challenge 
is finding the other 17 percent of people living with HIV 
(just over 12,000) in Cambodia who don’t yet know their 
HIV status.37 Finding these individuals is proving difficult. 

It is unclear what risk factors are driving newly identified 
infections. PEPFAR’s 2016 program data was unable to 
identify risk for 73 percent of those newly diagnosed.38  
Individuals tend not to self-identify as a member of a 
key population group; only 9 percent were identified 
in PEPFAR program data as falling in one of the groups. 
Asian Epidemic Model39 analysis indicates that more than 
half of new 2016 infections were through heterosexual 

transmission. A 2014 cluster of more than 200 
infections was linked to infusions and unsafe injections 
by unlicensed medical practitioners (see sidebar). 
Officials in Phnom Penh also mentioned that husbands 
will visit FEWs without their wives knowing, contract 
and pass on the virus, which will be diagnosed much 
later when both are very sick and unable to connect the 
sexual encounter to the infection.

Lack of HIV knowledge among Cambodians is an issue 
in ascertaining risk and properly linking those at high 
risk to testing and further services. Recent surveys 
have found that health care providers and ordinary 
Cambodians have little knowledge about how HIV is 
transmitted and the key risk factors. The Cambodian 
Demographic Health Surveys (DHS) conducted in 2010 
and 2014 found that overall knowledge about HIV 
prevention decreased among the general population 
between the surveys.40  Less than 40 percent of young 
people 15–24 years old in 2014 could correctly identify 
ways of preventing the sexual transmission of HIV 
and could reject major misconceptions about HIV 
transmission. The situation appears to be getting worse, 
with the percentage down from 44.2 percent in 2010.41  
Further, multiple concurrent sexual partnerships 
have increased and condom use in those partnerships 
decreased twofold between the 2010 DHS and 2014 
DHS. During the visit to Phnom Penh, there were no 
visible signs or placards with HIV prevention messages 
or information on testing or treatment services.

Understanding how and why Cambodians are getting 
infected with HIV will be key reaching the 95 percent 
diagnosis goal by 2025. Complicating matters is that 
most newly diagnosed are severely immunosuppressed, 
indicating a long-term infection. Recency tests are 
one newly emerging technology that can be helpful by 
extrapolating how old the HIV infection is, which can 
assist with identifying the risk factors that were present 
at the time of infection and with contact tracing. 

Stigma and discrimination continue to be a barrier to 
attracting key populations into testing and services. 
Police crackdowns on drug users have driven people 
away from services. Law enforcement sometimes 
conflates condom use with sex work, which may 
negatively affect overall condom use. The National AIDS 
Authority indicated that it will work to educate law 

 INFUSION CULTURE
Health service delivery in Cambodia is characterized by 
the persistent demand for and routine supply of unneeded 
medical injections and infusions—particularly in the vastly 
preferred private sector.42  The Cambodian government 
estimated that 50 percent of these medical injections 
are unnecessary, and concerns around unsafe injection 
practices have been reported for over a decade.43 

An affinity for superfluous injections and intravenous 
drips has long been observed in Cambodia. In Cambodia’s 
fragmented health system this poses a particular threat 
as the overuse of these procedures accompanies weak 
regulation of the health facilities outside the public sector 
that patients most often visit. Despite national policies 
and clinical guidelines, the Cambodian government has 
struggled to regulate services outside of the sparsely 
utilized public sector.44 

In late-2014, an unusual, localized HIV outbreak in Roka, 
a small commune in Battambang province, brought 
attention to the risks associated with this “infusion 
culture.” The CDC reported that most of these 242 new, 
confirmed cases of HIV could be traced back to a single 
strain of the virus that was primarily spread by way 
of unsafe injection practices by an unlicensed health 
practitioner. The Cambodian government responded by 
cracking down on unlicensed providers and drafting new 
policies aimed at reducing demand for injectables and 
improving safety.45, 46 



34 35

plan for transition or an end goal. PEPFAR reportedly 
developed a blueprint for its transition in 2015, but 
it was never shared with the government or other 
partners, nor was it finalized. Further, it is unclear 
whether there will be a future, precipitous drop-off in 
U.S. support. The U.S. government’s level of investment 
has stayed between $15 million and $19.25 million 
from FY 2006 through FY 2012 and has since been 
steadily reducing. The Trump administration’s FY 2018 
budget request would cut the HIV funding for Cambodia 
by more than half to $5 million.50  There is no defined 
benchmark for success in Cambodia nor a cogent plan 
for how the U.S. government’s relationship with the 
country should evolve to reach that point.

Weak Public Health Sector  
and Siloed HIV Care
One area that repeatedly came up in discussion during 
the trip was Cambodia’s weak public health sector. HIV 
services remain siloed from the rest of the health system, 
compounding HIV case detection, leading to quality 
of care concerns, and reducing the ability to institute 
a chronic care approach to HIV patient management. 
According to PEPFAR, “Sustainable epidemic control 
requires those on life-long treatment be systematically 
monitored and assisted in immediately resolving any 
problems they encounter to adhering to their treatment 
regimen and remaining virally suppressed.”51  Under 
the SID National Health System and Service Delivery 
domain, four out of the five elements were indicated 
to require additional investment to support emerging 
sustainability. The government argued that human 
resources for health should be listed as unsustainable 
in addition to commodity security and supply chain 
in the 2016 SID; all were indicated to show emerging 
sustainability in the 2017 SID. 

Availability and quality of care are also issues. In 2013, 
there were only 0.17 physicians per 1,000 people,52  and 
many doctors subsidize their income outside of their 
public clinics. The government does not conduct any 
oversight to ensure that private providers implement 
national guidelines. The infusion culture noted above is 
also a quality-of-care concern.

Retaining HIV patients in care and on treatment, while 
sustaining their viral suppression, will determine 
Cambodia’s success in controlling and eliminating HIV. 
Patients with undetectable HIV viral loads are unable to 
pass on the virus. Cambodia has introduced an approach 
called Boosted Integrated Active Case Management 
(B-IACM) to help track and retain key population patients 

Sustaining Success
Cambodia offers an opportunity to learn what systems, 
policies, and resources are needed to not only achieve 
virtual elimination of HIV, but also to sustain that 
success into the future. As donor funding continues to 
decline, the country will need the capacity to finance, 
manage services, and monitor for new cases to ensure 
that the epidemic remains controlled. 

PEPFAR states that a country has reached sustainability 
of an HIV response when it “has the enabling 
environment, services, systems, and resources required 
to effectively and efficiently control the epidemic.”47  Per 
this definition, Cambodia is doing well in creating an 
enabling environment and is incrementally increasing its 
domestic investment in HIV, but still has a long way to go 
in terms of services and systems. According to the 2016 
Sustainability Index and Dashboard (SID) completed for 
the country,48  Cambodia has reached or is approaching 
sustainability in planning and coordination, policies and 
governance, and technical and allocative efficiencies. 
However, the score for the other 12 elements were either 
“yellow” or “red,” indicating emerging sustainability that 
requires some investment or unsustainable and in need 
significant investments, respectively.49  In the 2016 SID, 
domestic resource mobilization, commodity security and 
supply chain, and private-sector engagement all were 
cited as unsustainable; however, only one element was 
cited as unsustainable in the 2017 SID. 

Financial Capacity 
Cambodia’s overall capacity to finance its HIV response 
was raised repeatedly as a key concern for the 
sustainability of the country’s HIV success. The country 
never finalized its investment case for HIV, touted 
by UNAIDS, to make the business argument for HIV 
investment to the Ministry of Finance and others. There 
also is no shared vision for how financial responsibility 
should or will transition to the government as donors 
reduce their resources. Both PEPFAR and the Global Fund 
have downward financial trajectories, but no defined 

enforcement personnel about condom use and work 
more in tandem to ensure HIV goals are not subverted.

Several experts we spoke with wondered if the Asian 
Epidemic Model, which is used to estimate the number 
of people living with HIV in the Asian region based on 
regional factors, is overstating the number of remaining 
undiagnosed cases in Cambodia. Based on the program 
data and challenges in finding new patients, some 
experts wondered whether the estimated number of 
undiagnosed actually exist. 

through the HIV care cascade. B  -IACM also includes contact 
tracing to identify and help connect to services those who 
might have been exposed to HIV by that individual.

Meeting the future health needs of HIV patients as they 
remain on treatment for decades will also influence 
Cambodia’s ability to sustain HIV epidemic control 
and elimination. Cambodia faces an increasing burden 
of noncommunicable disease with rising rates of 
cardiovascular disease, cancer, and respiratory diseases, 
while malnutrition and stunting persist as critical issues, 
especially for children. People living with HIV are more 
susceptible to these infections and conditions53 making 
it more important to have their ongoing chronic care 
integrated into the overall health system as opposed to 
siloed, standalone HIV care. Further, with approximately 
50 percent of the population 24 years old or younger, now 
is the time for Cambodia to build decentralized primary 
and chronic health care systems that enable it to care 
adequately for its future population.54  

Monitoring to Avoid  
a Second Wave of Infection
Surveillance and monitoring will be continuously needed 
to identify new cases when they occur to deter or contain 
a resurgence of the HIV epidemic, but Cambodia’s capacity 
to do so was cited as needing additional investment in the 
2016 and 2017 SIDs. HIV data systems have been separate 
from other health data collection but effort is being made 
to integrate the systems. Cambodia also will need to 
monitor for drug resistance among current patients on ART 
and those newly diagnosed with HIV.

In addition, Cambodia has yet to develop an effective 
mechanism for directly supporting civil society 
organizations that provide the outreach and service 
delivery to key population groups, which will be 
important as donors transition their support. 
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Next Steps 

Remarkable progress has been made 
against HIV and the world has a lot to 
learn about the partnership that has 
brought the country beyond HIV epidemic 
control to target virtual HIV elimination. 
However, the success is fragile given 
the weak health system and reliance on 
external donor support. The country needs 
to look beyond achievement of its 2025 
goals and plan for success through an 
incremental transition [plan] of external 
HIV support to domestic ownership of the 
full response as well as an approach that 
builds the entire health system to support 
HIV detection and care into the future. 
Prevention efforts must continue to avoid 
a second wave of infections with health 
education on transmission and infusion 
risks. 

For the U.S. government, the potential 
benefits of its small investment in 
Cambodia’s HIV response far exceed the 
costs. PEPFAR and the Global Fund should:

Continue its partnership with Cambodia as the country seeks 
to achieve and sustain virtual elimination of HIV. The lessons 
from that process will yield benefits back to the U.S. epidemic as 
well as to PEPFAR programs worldwide. Continuing investment 
in Cambodia provides the opportunity to learn how to sustain 
epidemic control, understand the pitfalls, identify best practices, 
and clarify the costs of reaching the last HIV positive patients 
who are yet to know their status.

Define for themselves what it means to be successful in Cambodia 
and what their future engagement will ideally look like. Both 
programs should consider what their downward funding 
trajectories mean for how they support Cambodia. PEPFAR, 
especially, should define what its thresholds for transition 
(e.g., financial, programmatic) will be and whether transition 
equates to an exit strategy or to a partnership that is focused on 
technical collaboration aimed at achieving virtual elimination 
of HIV in Cambodia. Creation of well-articulated financial and 
programmatic transition strategy in Cambodia should be linked 
to Cambodia’s national strategies and coordinated with the 
government and other stakeholders.

Avoid cutting off its HIV support abruptly, which would likely 
leave gaps in Cambodia’s national HIV response. PEPFAR should 
continue to catalyze efforts for Cambodia to take on full financial 
responsibility for its HIV program but phase-out strategies should 
be country appropriate and managed in close consultation with 
the government and other partners.55 

Support strengthening of Cambodia’s health sector to enable the 
country to sustain quality healthcare to people living with HIV and 
integrate HIV service delivery as s larger chronic care approach. The 
U.S. government should consider whether ongoing support for HIV 
surveillance and case detection can be merged with global health 
security goals to detect and contain infectious disease outbreaks. 
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Executive Summary1

U.S. investments to tackle HIV/AIDS by the President’s 
Emergency Plan for AIDS Relief (PEPFAR) and the Global 
Fund to Fight AIDS, Tuberculosis, and Malaria (Global 

Fund) have saved millions of lives and enabled us to see how the world might 
bring an end to AIDS as a major public health burden. As the largest funder 
of HIV/AIDS programs, the United States has driven the progress made so 
far, but others have also made important contributions. The achievements 
of PEPFAR and the Global Fund over the past 15 years have been built 
on strong country partnerships. U.S. engagement has strengthened the 
leadership capacity of governments to fight the HIV epidemic and energized 
a host of nongovernmental players—including civil society groups, faith-
based organizations (FBOs), and private-sector representatives—to join the 
effort. In the process, many PEPFAR and Global Fund partners have assumed 
leadership—and greater financial responsibility—for their HIV/AIDS programs, 
putting in place the foundations of a sustainable response. 

President Trump’s proposed FY 2018 budget calls for steep declines in global 
HIV/AIDS funding and other health programs in many countries that benefit 
from PEPFAR’s presence. Precipitous withdrawals of funding and technical 
assistance risk undermining, even reversing, hard-won gains. The proposed 
budget cuts call into question the ability of the United States to sustain progress 
on HIV/AIDS and could disrupt efforts to encourage country partners to assume 
more leadership of their own responses to the epidemic. This outcome would 
not be in the national interest of the United States; it would undermine years 
of U.S. global health investments and risk a resurgence of the HIV epidemic in 
countries where intensified efforts could bring epidemic control within reach by 
2020.2 THE UNITED STATES SHOULD HELP COUNTRIES PUT THE FOUNDATIONS IN PLACE 
FOR A SUSTAINABLE HIV RESPONSE, INCLUDING AMBITIOUS BUT REALISTIC PLANS TO 
GROW THEIR ECONOMIES AND INCREASE THE SHARE OF DOMESTIC REVENUES ALLOCATED 
TO HEALTH. Only then will it be possible to negotiate transitions away from front-
line support without putting lives at risk.

What is country ownership and sustainability?
It is hard to apply universal definitions of locally sustainable programs to 
countries that vary widely in terms of governance, capacity, wealth, and 
disease profile. Adding to the confusion, the terms country ownership and 
sustainability are often used interchangeably. PEPFAR and the Global Fund 
understand that the ultimate measure of their success is their ability to 
help countries reach and sustain epidemic control while supporting capacity 
for governments to fund and manage their own national responses. Both 
donors have set their own definitions of sustainability and devised common 
frameworks to track country progress toward it. For example, PEPFAR has 
identified four components of a sustainable country response to HIV/AIDS: 
there must be political will, HIV services that meet people’s treatment and 
prevention needs, efficient health systems, and sufficient financial resources.3 
Country ownership often refers to the ability of national governments to 
implement fully their HIV response; however, it can and should also refer 
to the capacity of local governments, the private sector, and civil society to 
manage the response in partnership.

For the Global Fund, sustainability is “the ability of a health 
program or country to both maintain and scale up service 
coverage to a level, in line with epidemiological context, that 
will provide for continuing control of a public health problem 
and support efforts for elimination of the three diseases [HIV, 
TB, and malaria] even after the removal of funding by the 
Global Fund and other major external donors.”4 

The methods used by PEPFAR and the Global Fund to 
measure sustainability have evolved and increased in 
sophistication. For a time, PEPFAR managed country 
relationships by negotiating “partnership frameworks” 
with host governments. The agreements set out mutual 
goals and obligations and helped advance country 
ownership by requiring host nations to lead the process. 
In many cases, the development of the plans led to 
greater coordination and cooperation. However, in 
countries like Nigeria they foundered because there 
was no mechanism within the frameworks to enforce 
accountability when goals were missed. More recently, 
PEPFAR introduced the Sustainability Index and 
Dashboard (SID), a tool to measure country progress 
across 15 common sets of objective sustainability criteria 
that include planning and coordination, service delivery, 
and domestic resource mobilization. Each PEPFAR 
country team has completed a SID with input from the 
host government and other in-country stakeholders.5 
Color-coded dashboards clearly illustrate where greater 
attention is needed to improve national systems and 
accountability. Donors and country partners are clearer 
than ever before about their mutual responsibilities and 
the importance of implementing phased transitions to 
greater country ownership of the HIV response. 

What are the characteristics  
of sustainability?
“Sustainability requires a long-term commitment from a 
country to ensure it establishes and maintains suff icient 
levels of f iscal ability, technical capability, political will,  
and citizen engagement.”6 

Countries will reach a sustainable response to HIV/AIDS 
when they are firmly in the lead, with donors providing 
a supporting role. Achieving country ownership requires 
the following critical elements:

Political will: A COUNTRY CANNOT MOUNT A SUSTAINABLE 
HIV RESPONSE WITHOUT STRONG, CONSISTENT POLITICAL 
WILL AT THE HIGHEST LEVELS OF GOVERNMENT. Political will 
can take the form of a president repeatedly discussing 
HIV prevention in public remarks, prioritization of HIV 
strategies, or coordinated leadership of the national 
response. For example, South Africa has moved from 

AIDS denialism in the 1990s and early 2000s to 
global leadership today, hosting the meeting of the 
International AIDS Conference in Durban in 2016 and 
putting more than 3.4 million of its citizens on life-saving 
AIDS treatment. Strong leadership is also necessary at 
the sub-national level in countries with federal systems 
of government. In India, state governments such as 
Karnataka and Andhra Pradesh have led the way in 
piloting innovative programs for HIV prevention and 
treatment that have subsequently been taken up at the 
national level. By contrast, Russia provides a case study of 
what can happen when commitment dwindles, external 
partners are sidelined, and civil society criminalized. In 
Russia, reported cases of HIV increased by 75 percent 
between 2010 and 2016, partly due to counterproductive 
policies toward people who inject drugs and other 
vulnerable groups.7 In the Philippines, the government’s 
rejection of evidence-led policies has hindered HIV 
prevention, testing, and treatment, leading to a surge in 
new infections among the most at-risk populations.8

Financial ownership: COUNTRIES CANNOT TRULY OWN THEIR 
HIV RESPONSE IF THEY ARE NOT ASSUMING A FAIR SHARE 
OF THE COST THAT COMES WITH IT. However, many of the 
countries hardest-hit by HIV are poor and face competing 
development priorities. In April 2001, members of the 
African Union pledged to allocate at least 15 percent 
of their annual budget to the health sector. In 2016, 
only four countries—Ethiopia, Gambia, Malawi, and 
Swaziland—met the target.9 While many low-income 
countries are making progress, it is unlikely they will 
be able to shoulder the financial burden for tackling 
the epidemic in the near future.10 Other countries that 
are critical to fighting HIV—such as South Africa—are 
encountering prolonged economic slowdowns that make 
it difficult to budget additional domestic resources to 
HIV. Others still, such as Nigeria, could commit more of 
its own resources despite its current economic struggles. 

Strong civil society engagement: GOVERNMENTS ALONE 
CANNOT MOUNT A SUSTAINABLE HIV RESPONSE. In many 
countries, local nongovernmental organizations led the 
initial fight against HIV through community support 
and prevention groups. In Uganda, The AIDS Support 
Organization (TASO) started in 1987 to address the needs 
of those affected by HIV, fight stigma and discrimination, 
and help spread prevention messages to keep others from 
being infected. Community-driven activism by groups 
that provide services, and advocacy on behalf of (and by) 
those affected by HIV has galvanized high-level political 
action on HIV, defended the rights of people living with 
HIV, and directly implemented HIV services. In many 
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countries, these groups represent a powerful, permanent, 

and sustainable constituency of support for continued 

attention on HIV and public health. Yet in countries like 

Tanzania and the Philippines, governments view civil 

society as a threat rather than an essential partner, leaving 

them to fight HIV with one hand tied behind their backs. 

Effective health systems: COUNTRIES CANNOT SUSTAIN 

THEIR HIV/AIDS RESPONSE UNLESS IT IS INTEGRATED INTO 

A FUNCTIONING, WELL-RESOURCED, AND ADEQUATELY 

STAFFED HEALTH SYSTEM. Countries need adequate 

facilities with trained health care workers, as well as 

laboratory capacity, to diagnose and treat patients. They 

need to be able to collect and analyze data to make 

informed decisions about how and where to address the 

epidemic. They need to be able to store and transport 

commodities, including test kits and medication, to all 

facilities efficiently. Investments in health facilities, data 

collection, laboratories, drug supply chains, and—most 

importantly—the health workforce have positive spillover 

effects that extend beyond the HIV response. For example, 

stronger health systems and health workforces increase 

the likelihood that biomedical innovations, often funded 

by the United States, will significantly improve the 

quality of HIV care, while reducing the cost of treatment. 

Functioning, resilient health systems also enable 

countries to detect new outbreaks and respond effectively, 

as was seen during the Ebola outbreak in West Africa.

 

NIGERIA AND THE CONSEQUENCES  
OF POOR LEADERSHIP ON HIV/AIDS 
In Nigeria, a country with one of the highest HIV burdens 
in the world, a stagnant domestic response has hindered 
progress against the epidemic. More than 3.5 million people 
are living with HIV in Nigeria, but less than a quarter are 
receiving life-saving treatment.11 Among children, the HIV 
epidemic is declining more slowly in Nigeria than anywhere 
else in sub-Saharan Africa, with 41,000 children newly 
infected in 2015 alone—more than the next eight countries 
combined.12 These trends persist despite significant donor 
investment, largely because of a lack of financial commitment 
and political will from the government of Nigeria. 

In 2014, the government of Nigeria contributed only 27 
percent of its HIV response, instead relying largely on 
investments from international donors like PEPFAR and the 
Global Fund.13 These bilateral and multilateral investments 
totaled over $442 million in 2014, making Nigeria the third-
largest recipient of donor financing for HIV after South 
Africa and Kenya.14 Low domestic financing for AIDS fits 
into a broader pattern of health being under-prioritized 
by Nigerian governments at the federal and state levels. 
In 2016, health made up just 4 percent of the federal 
budget and health resources that are allocated are often 
ineffectively used. Further, corruption in the health sector, 
including the theft of $3.8 million of grants from the Global 
Fund in 2015, has slowed the delivery of lifesaving programs 
and undermined donor confidence.15 Finally, weak data 
systems make it nearly impossible to track progress and 
hold systems accountable for results. 

The Nigerian government’s persistent failure to live up to 
funding commitments for health has prompted calls by 
donors and the Nigerian public for its leaders to get serious 
about increasing domestic resources for health, despite 
challenging economic conditions in the country. PEPFAR has 
cut its budget by almost $100 million in Fiscal Year 2017.16 
In addition, Global Fund financing may be at risk if Nigeria 
does not deliver on its cofinancing commitment. Africa’s 
most populous nation must urgently prioritize HIV financing 
at the national and state level and create policies that 
promote strong health service delivery, or risk a growing and 
potentially destabilizing AIDS epidemic. 

How have PEPFAR and the Global Fund 
helped advance country ownership?
The task of persuading and enabling country partners 
to take on more responsibility for their HIV response 
is arduous and far from complete, yet there has been 
noticeable progress in several key areas:

Strong partnerships: From their inception, PEPFAR and the 
Global Fund have funded and mentored community-led 
activities in partner countries. The Global Fund model of 
facilitating country coordinating mechanisms (CCMs) set 
up and run by domestic partners has helped align objectives, 
broaden the set of actors engaged on HIV, and accelerated the 
shift toward national accountability. The country government 
usually chairs the CCMs, but with representation by civil 
society, affected populations, academia, the private sector, 
donors, and other relevant stakeholders. 

In addition, both PEPFAR and the Global Fund have 
encouraged and facilitated partnerships between 
host governments, the private sector, and other 

constituencies to stimulate investment and innovation 
in the fight against HIV. This approach is exemplified 
by DREAMS, a $385 million public-private partnership 
that supports adolescent girls in becoming Determined, 
Resilient, Empowered, AIDS-free, Mentored, and Safe 
women. While PEPFAR is the lead partner in DREAMS 
(Determined, Resilient, Empowered, AIDS-free, 
Mentored, Safe), the initiative includes private-sector and 
foundation cofinancing and in-kind contributions, and 
prioritizes engagement at the local level through an $85 
million innovation Challenge Fund.

Sound policies: PEPFAR and the Global Fund have been 
instrumental in encouraging host countries to follow 
evidence-based, effective policies to tackle their HIV 
epidemic. For example, countries have embraced the 
UNAIDS 90/90/90 goals,17 and “test and START,” the 
World Health Organization’s recommendation that people 
should be placed on antiretroviral (ARV) therapy as soon 
as they are diagnosed with HIV. PEPFAR’s evidence-
driven approach and diplomatic engagement have 
positively influenced host-government attitudes toward 

the populations that drive the epidemic. In Botswana, 
PEPFAR helped persuade the government to extend 
treatment to Zimbabwean migrants, a group with high 
HIV rates that had previously been ineligible for free 
treatment. Vietnam moved from criminalizing people 
who inject drugs to offering substitution therapy that 
gave users the confidence to seek HIV services, thereby 
reducing the rate of new infections. 

Stronger domestic resource generation for HIV: THROUGH 
ADVOCACY, TECHNICAL ASSISTANCE, AND INCENTIVES, PEPFAR 
AND THE GLOBAL FUND ARE HELPING COUNTRY PARTNERS 
INCREASE THEIR FINANCIAL COMMITMENTS TO THE HIV 
RESPONSE.18 The U.S. Treasury, one of PEPFAR’s seven 
implementing agencies,19 is helping countries like Zambia 
and Uganda improve public financial management of 
their health resources, facilitate communication between 
health and finance ministries, and produce sustainable 
plans for increasing domestic resource allocations for 
HIV.20 Countries have produced HIV investment cases 
that make the argument to ministries of finance to 
increase HIV spending and think strategically about how 

Estimated f inancial resources available for antiretroviral therapy, 2015–2026
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to finance them. In 2016, the Global Fund agreed on 
a new strategy to accelerate this effort that included 
strengthening cofinancing requirements and incentives 
for country partners.21 Several countries have taken up 
the challenge. In Zimbabwe, the proceeds of a 3 percent 
tax on formal sector employers and employees were 
given to Zimbabwe’s AIDS Trust Fund. In Côte d’Ivoire, 
a debt conversion instrument called Debt2Health raised 
$27 million for the domestic HIV response.22

These efforts are generating momentum. ALTOGETHER, 
DOMESTIC INVESTMENT AMOUNTS TO NEARLY 60 PERCENT 
OF HIV SPENDING IN LOW- AND MIDDLE-INCOME COUNTRIES 
AND INCREASED BY AN AVERAGE OF 11 PERCENT A YEAR 
FROM 2006 TO 2016.23,24 Wealthier country partners have 
progressively contributed more domestic resources to 
the HIV response. India pays for more than 80 percent 
of its national HIV program, while South Africa pays for 
77 percent of its response.25 Countries such as Brazil, 
Malaysia, and Romania have graduated from Global Fund 
support and are entirely self-sufficient. Thailand includes 
antiretroviral therapy in the package of treatments 

available under its universal health coverage scheme.  

Both26 PEPFAR and the Global Fund have an important 
role to play in encouraging new and innovative 
financing mechanisms for HIV. They include the 
development of impact bonds and blended financing 
with interest rate buy-downs, and supporting the 
growth of strong domestic constituencies that can 
forcefully argue that HIV remains a high political and 
budgetary priority. 

VIETNAM, A MODEL OF COUNTRY LEADERSHIP 
ON HIV/AIDS
Vietnam has built strong partnerships with PEPFAR and the 
Global Fund, presiding over a shift from a donor-dependent 
HIV response to one that is primarily domestically funded. 
In 2015, HIV spending was estimated at $137.5 million, 1.27 
percent of total health expenditure in Vietnam. PEPFAR and 
the Global Fund contributed 36 percent and 14 percent of total 
HIV expenditure, respectively.27 The government of Vietnam is 
taking greater responsibility for health system development, 
including managing health workers, HIV sentinel surveillance, 
the harm reduction program, procurement of HIV 
commodities, and HIV prevention activities.

Between 2014 and 2015, the government of Vietnam 
increased its annual ARV budget from $0.9 million to $4 
million and successfully completed its first domestic 
procurement of ARVs, negotiating prices comparable to 
those obtained through PEPFAR and the Global Fund. As 
a result, Vietnam secured enough fixed-dose combination 
ARVs to treat more than 26,000 patients for one year. Equally 
important was the government’s decision to centralize 
procurement of ARVs, to be paid for by the country’s Social 
Health Insurance (SHI) fund beginning in 2017.

Preliminary meetings leading up to the Global Fund 
request for 2018–2020 have considered how the Global 
Fund can support the sustainable transition of Vietnam’s 
HIV program to SHI. With PEPFAR support for commodities 
in its final year, the onus will be on Vietnam’s Ministry of 
Health to manage an orderly transition to SHI so that care 
and treatment are not interrupted.

While substantial progress has been made in the transition 
from a donor-led to a host government-run HIV response, 
U.S. government technical assistance and funding will 
remain important in several areas. These include the 
uneven implementation of nondiscrimination policies that 
limit patient access to services; limited understanding of 
the potential market for private-sector engagement in HIV 
prevention commodities; and weak clinical and human 
resource capacity at public health sites that are taking on 
HIV prevention and treatment services. Civil society HIV 
activities are currently externally funded, raising questions 
about sustainability. Finally, while Vietnam has committed 
to using its own funds to fill ARV treatment gaps, close 
monitoring will be required beyond this year to ensure 
the process remains on track and the most vulnerable 
populations receive the services they require. 

Obstacles to sustainability
Efforts by PEPFAR and the Global Fund to harness more 
sustainable HIV responses among their partners face 
several key challenges:

Managing transitions: While the ultimate goal is to reach 
a point where countries are fully in charge of their 
HIV programs, the pace of transition from a donor-
led to country-led HIV response must recognize local 
circumstances and cannot be rushed without putting 
progress at risk. IT IS NOT REALISTIC TO EXPECT THAT THE 
LEAST ECONOMICALLY DEVELOPED COUNTRIES IN SUB-SAHARAN 
AFRICA WITH LARGE HIV EPIDEMICS WILL BE ABLE TO SUSTAIN 
EFFECTIVE PROGRAMS BY THEMSELVES IN THE NEAR FUTURE. 
However, they can be expected to take on greater political 
and policy leadership, and advance along the path to 
achieving epidemic control by 2020. PEPFAR help to other 
countries with smaller epidemics and growing economies 

can aim to catalyze efforts by the countries themselves to 
take on full financial responsibility for their HIV program. 
Where middle income countries are already transitioning 
away from PEPFAR and Global Fund support due to their 
commitment and increased wealth, phase-out strategies are 
appropriate, but should be managed in close consultation 
with the government and other partners. Cutting off all aid 
abruptly might leave gaps in niche areas that the donors 
have promised to fill while country capacity is built. 
Further, there is a vested interest for the United States to 
maintain relationships with countries even when there is 
no direct service delivery or technical assistance occurring. 
U.S. technical collaboration with Brazil on the Zika virus and 
vaccine research with Thailand demonstrate the value of 
continued small investments in global health partnerships.

In the companion two-page policy brief “A Moment of 
Reckoning for U.S. Leadership on Global HIV,”28 CSIS 
recommended that the United States prioritize achieving 
epidemic control in at least 10 high-burden countries 
because the U.S. government has the tools to achieve 
that goal and it should not lose sight of the opportunity. 
However, achieving that goal does not necessitate 
dropping lower-burden countries or regions without 
sufficient transition planning. The U.S. Global AIDS 
coordinator, Ambassador Deborah Birx, has reinforced 
this message by committing to achieving epidemic 
control in 13 countries while continuing to support all 
the countries where PEPFAR works.29  

PEPFAR’s in-country presence is instrumental in 
navigating bumps in the road. PEPFAR has established 
trust with local partners that has taken many years to 
develop but can be instantly undone in the event of a 
hasty departure. 

Recognizing the importance of managing orderly country 
transitions, the Global Fund and PEPFAR are assessing 
transition risks in over 20 countries and taking actions 
to tackle them. This effort must continue, or there is a 
real danger that successful programs to tackle HIV will 
go into reverse gear, leading to millions of additional 
cases. Members of Congress also acknowledge the need 
for partner countries to be proactive. In its FY 2018 
Appropriations Bill, the State, Foreign Operations, and 
Related Programs Sub-Committee included language 
directing PEPFAR to include in its annual report a 
country-by-country assessment of sustainability and the 
country-specific obstacles to sustainability.30 

Managing the tradeoffs of country ownership: IN 
SOME COUNTRIES, PEPFAR AND GLOBAL FUND PARTNER 
GOVERNMENTS PURSUE POLICIES OR PROGRAMS THAT HARM, 

RATHER THAN ADVANCE, THE FIGHT AGAINST HIV. In Tanzania, 
increasing restrictions on civil society and hostility 
toward populations that drive the epidemic are disrupting 
service delivery and cutting off access to the most 
vulnerable. Despite these challenges, maintaining U.S. 
government staff in-country can help limit the damage 
and facilitate advocacy of more constructive policies. 
In Uganda, PEPFAR’s strategy of staying diplomatically 
engaged despite the passage of the 2014 Anti-
Homosexuality Act provided continuity and minimized 
disruption to AIDS programs in the months before the 
law was annulled by the country’s constitutional court. 
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Next Steps
The United States can support 
PEPFAR and the Global Fund 
as they guide countries on the 
path toward sustainability by 
prioritizing: 

1

2

Accelerated country transitions: PEPFAR and the Global Fund should 
design ambitious but sustainable transition plans with host-country partners 
in the more than 50 countries in which PEPFAR invests, particularly middle-
income countries that have already advanced along the road to self-reliance. 
Plans should include mutually agreed-upon criteria for transition, clear 
benchmarks to assess progress, and accountability mechanisms to enforce 
implementation. Frequent and transparent communication is critically 
important to manage mutual expectations and ensure coordination. The Trump 
administration and Congress can strengthen transition processes and help 
safeguard the long-term sustainability of the global HIV response by avoiding 
sudden, sweeping cuts to HIV/AIDS country programs that could trigger hasty, 
poorly planned exits.

Greater domestic resource mobilization: Some PEPFAR and Global Fund-
supported countries have made steady progress in committing more of their 
own financial resources to HIV, but others must do more. To assist the process, 
the United States should consider increasing technical assistance to partner 
countries’ finance ministries to strengthen their capacity to generate domestic 
resources for health. In countries where progress has been slow, PEPFAR should 
consider developing mechanisms to incentivize and influence more sustainable 
domestic responses to HIV, aligning more closely with the Global Fund’s 
transition and cofinancing requirements.

Capacity-building activities: The singular focus of PEPFAR on aggressively 
targeting HIV hotspots has been impressive, but to sustain the progress, efforts 
to build strong, well-resourced, fully staffed health systems in partner countries 
must continue. It will be important for the Trump administration and Congress 
to avoid sharp cuts to funding for other, complementary global health programs 
that help strengthen health systems. 

Mutual accountability: In addition to requiring PEPFAR to report on 
individual country obstacles to sustainability, Congress should insist that 
PEPFAR outline the steps it is taking on its own and in partnership with others 
to address these barriers. These actions should be included in the sustainability 
transition plans developed for each country.

3

4
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The U.S.-Thai Partnership against HIV
By Sara M. Allinder and Lillian Dattilo1 

Introduction1

Thailand has earned international recognition as an HIV success story 
for its political leadership, self-financing, technical capacity, strong 
civil society, and innovative research. However, HIV remains a pressing 

problem in Thailand. Despite reaching control2 of its HIV epidemic, the country 
struggles to put those diagnosed with HIV on antiretroviral treatment (ART), 
retain them on treatment, and achieve viral suppression. There also continue to 
be high HIV rates in several key population groups such as men who have sex 
with men (MSM) and people who inject drugs (PWIDs). The government’s ability 
to address these concerns will be key to its long-term success against HIV. 34

The U.S. government has partnered with Thailand on its national HIV response for 
decades through technical assistance, service delivery support, and HIV-related 
research, and through its contributions to the Global Fund to Fight AIDS, Tuberculosis, 
and Malaria (Global Fund). Thailand graduated from bilateral development assistance 
in the 1990s but HIV technical and research collaboration continued. However, the 
future of that collaboration is unclear given the debate over U.S. foreign assistance 
funding in Washington, D.C. In January 2017, the authors traveled to Thailand to 
understand the U.S. government’s HIV investment, how that investment supports 
Thailand’s HIV response, and what challenges and opportunities lie ahead.

HIV and Thailand’s Health System
Thailand became a constitutional monarchy in 1932, but has since bounced 
between military and civilian control. The country is currently under military 
control following a coup in 2014.5 Despite political upheaval, Thailand 
underwent rapid social and economic development over the last 100 years, 
moving from a low-income to upper-middle-income country in the span of 
less than a generation.6 The Royal Thai Government channeled the economic 
growth into social and economic development, including health infrastructure, 
which has enabled Thailand to become a global leader against HIV. 

The government’s “significant and sustained” commitment to health began in 
the 1970s.7 Early domestic investment in primary health care facilities, referral 
hospitals, and health care workforce laid the groundwork for a robust health 
system. The World Health Organization (WHO) also credits Thailand’s success 
to adoption and implementation of evidence-based policies and collaboration 
between civil society and policy entrepreneurs.8

Since 2002, Thai citizens have enjoyed universal health coverage. Three 
public financing schemes for civil servants, formal sector employees, and 
the remainder of the population, ensure financial coverage of all citizens.9 
The Ministry of Public Health previously provided annual budgets to health 
facilities; now, three public purchasers manage demand-led financing of 
facilities.10 Universal access to health care was aided by incentives for rural 
health workers, which have precipitated geographically widespread health 
coverage. However, despite universal health coverage, Thai social services are 
imperfect and citizens rely heavily on extended family for support. 

Thailand’s robust health systems and coverage schemes are part and parcel of its 
HIV response. HIV services are integrated into the Thai health care system with 
free testing and ART provided at clinics and hospitals as part of the universal 
health insurance scheme. While a few ART clinics are separate from hospitals, 
most are contained within them, allowing for integrated, comprehensive care and 
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ease of service access for people living with HIV.11 The WHO 
classifies Thailand as one of the 22 countries with the highest 
tuberculosis (TB) burden.12 Of the 130,000 TB cases each year, 
approximately 16 percent are people living with HIV. Some 
but not all ART clinics offer TB services. The government also 
lacks effective mechanisms to reach key population groups 
outside of its universal health care scheme.

The Royal Thai Government provided approximately 90 
percent of Thailand’s HIV spending in 2016.13 Funding 
for HIV treatment is integrated into the national health 
insurance system. Almost all of the government’s 
expenditures on HIV (89 percent in 2016) go toward 
clinical care and treatment. HIV testing and counseling 
represented combined 3.6 percent of all domestic 
expenditures in 2016.

The government also has pioneered and championed 
effective HIV prevention and treatment programs. Early 
in its HIV epidemic, the government invested in systems 
that identified high rates of HIV in specific populations 
and subsequently enacted evidence-based policies, 
many of which became standard global practice.14 In 
the early 1990s, at a time when 97 percent of all new 
HIV infections were linked to sex workers, Thailand 
implemented the then innovative 100 Percent Condom 
Use program. Under this program, national and provincial 
governments and police provided free condoms to 
brothels and massage parlors, threatening to close the sex 
shops if their owners and workers failed to comply with 
a “no condom, no sex” policy. The program ultimately 
increased condom use among sex workers from less than 
25 percent to greater than 90 percent at its peak and 
contributed to a 90 percent incidence (new infection 
rate) reduction between 1991 and 2001: 143,000 new 
infections per year down to 14,000.15 The current 
estimated rate of condom use among sex workers is 83.1 
percent.16 Universal health care for all Thai citizens and 
public information campaigns also contributed to this 
broad span reduction.

Technical Collaboration
U.S. Government Role
The U.S. government has partnered with the Royal Thai 
Government and civil society organizations for decades 
on HIV research and program implementation. The 
United States began providing development assistance 
to Thailand in 1950.17 The 2006 and 2014 military coups 
strained relations with the United States, prompting 
the U.S. government to suspend military assistance and 
some development assistance.18 However, global health 
assistance has continued throughout these periods 

without interruption. The U.S. government’s investments 
in HIV programming, research, optimization, and 
evaluation in Thailand have proven useful on a global 
scale, demonstrating the efficacy and cost-effectiveness 
of programs that Thailand models.

The U.S. government has provided HIV service delivery 
and technical support in Thailand through the President’s 
Emergency Plan for AIDS Relief (PEPFAR) since FY 
2007—and the broader Asia Regional Program, which 
also includes China and Laos, since FY 2013. Planned 
funding for the regional program is $15.03 million for FY 
2017, which is a small investment compared to PEPFAR’s 
individual country programs in sub-Saharan Africa. In 
FY 2017, PEPFAR is expected to fund an estimated 5.3 
percent of the total HIV/AIDS expenditure in Thailand.19 
PEPFAR’s strategy in Thailand is to “catalyze broad, 
sustained epidemic control by demonstrating effective 
approaches to reach, test, treat, and retain MSM, 
transgender (TG) women, and other key populations in 
settings with the greatest burden.”20 Through PEPFAR 
and the Global Fund, the U.S. government is supporting 
virtually all key populations focused outreach through 
civil society organizations (CSOs). 

The U.S. Agency for International Development (USAID) 
and the U.S. Centers for Disease Control and Prevention 
(CDC) implement PEPFAR in Thailand. Thailand graduated 
from bilateral development assistance in 1995 and the 
USAID mission closed in 1996. The USAID Regional 
Development Mission for Asia (RDMA) was established 
in 2003 in Bangkok and serves the Asia-Pacific Region.21 
RDMA works in partnership and collaboration with the 
government, implementers, and community-based groups 
to develop new solutions to combat HIV and fill gaps. 

CDC began working with Thailand in 1980 with the 
establishment of the Field Epidemiology Training 
Program, which trains “disease detectives” to address 
emerging and persistent disease threats. Its efforts on 
HIV have been ongoing since the virus was first detected 
in the region in 1984. CDC has domestic and global HIV 
activities in Thailand and provides technical assistance in 
the form of scientific training, laboratory improvement, 
and data system development. Through its Asia Regional 
Office, managed out of the Center for Global Health, CDC 
aims to improve the efficacy, sustainability, and country 
ownership of Thailand’s HIV response through technical 
assistance and collaboration with the Ministry of Public 
Health. CDC focuses on building in-country capacity for 
HIV surveillance, laboratory, and clinical research and 
services, and evaluation and monitoring of programs.22

Beyond PEPFAR, CDC’s National Center for HIV/AIDS, 
Viral Hepatitis, STD, and TB Prevention also conducts 
critical HIV research in Thailand, including the MTN 026 
HIV microbicide and HPTN 083 Pre-Exposure Prophylaxis 
(PrEP) trials, in partnership with the government and 
other stakeholders, and operates the Silom Community 
Clinic (SCC), which provides clinical services primarily 
for MSM and TG women. In the mid-1990s, CDC 
conducted, in collaboration with many partners, the 
short-course Zidovudine trial, laying the basis for the 
successful elimination of mother-to-child transmission 
(MTCT) of HIV 20 years later.23 CDC collaborated with 
the Bangkok Metropolitan Administration and Thailand 
Ministry of Public Health to complete the first study of 
PrEP use among PWIDs, called the Bangkok Tenofovir 
Study. Daily tenofovir was shown to reduce HIV infection 
by 49 percent among all trial participants and 74 percent 
among consistent users.

The Armed Forces Research Institute of Medical Sciences 
(AFRIMS), based at the Royal Thai Army Medical Center, 
began working in Thailand in 1958 to fight a cholera 
outbreak. AFRIMS’s mission is to “conduct state of the 
art medical research and disease surveillance to develop 
and evaluate medical products, vaccines, and diagnostics 
to protect DOD [U.S. Department of Defense] personnel 
from infectious disease threats.”24 AFRIMS’s research was 
instrumental in the RV144 Prime-Boost HIV vaccine trial 
in 2009, the first vaccine to show significant efficacy 
in preventing HIV.25 The U.S. Military HIV Research 
Program (MHRP) funded 25 percent of the $119 million 
trial, which showed 60 percent efficacy 1 year after 
vaccination and 31.2 percent after 3.5 years.26 This trial 
has informed and inspired more vaccine research. Most 
notably, the HVTN 702 trial that began in November 
2016 is based off the RV144 vaccine but modified to 
address the HIV subtype in South Africa.27

The U.S. National Institutes of Health (NIH) and 
National Institute of Allergy and Infectious Diseases 
(NIAID) also fund research projects in Thailand. One of 
their supported sites is the CDC SCC, a clinical research 
site part of the HIV Prevention Trials Network.

Thai HIV Epidemic
Thailand’s HIV epidemic is concentrated in key population 
groups, including among MSM, TG women, and sex 
workers. In 2016, prevalence among adults 15–49 years 
old was 1.1 percent, up from 0.80 percent in 2014,28 
which correlated with an increase in prevalence among 
MSM from 7.9 percent29 in 2014 to 9.15 percent30 in 2016. 
However, the prevalence rates among female sex workers 

decreased from nearly 2 percent to 1.0 percent and among 
PWID from 29.7 percent to 19.02 percent. The HIV rate 
among TG women remains high at 12 percent.31 There was 
a 50 percent reduction in new HIV infections between 
2010 and 2016 (an estimated 6400).32 Approximately 
437,700 people were living with HIV in 2016.

Thailand is doing quite well in testing and diagnosis; 
89 percent of people living with HIV know their HIV 
status. However, progress is slower with the second 
and third of UNAIDS’s 90-90-90 goals,33 which are 90 
percent of those diagnosed on treatment and 90 percent 
of those on treatment virally suppressed (this last goal 
is important because those with undetectable HIV viral 
loads are unable to pass on the virus). As of 2016, only 
70 percent (272,750) of those who know their status are 
on treatment and only 82 percent (223,372) are virally 
suppressed despite an integrated health system and free 
antiretroviral drugs under universal health care. 

Challenges to achieving the treatment and viral 
suppression goals include policy implementation delays 
and hindrances to reaching key population groups. For 
example, Thailand adopted test and treat (ART provision 
to people living with HIV immediately following 
diagnosis) in October 2014, becoming the first Asian 
country to do so.34 However, as of our January 2017 
visit, the policy was not being fully implemented and we 
heard anecdotally that some doctors still advise deferral 
of treatment.

Unlike its neighbor, Cambodia, Thailand is not ready to 
set its sights on virtual elimination35 of HIV. Thailand 
is doing well against HIV, but persistent, surmountable 
challenges stand in the way of HIV virtual elimination. 
Reaching key population groups and funding of 
civil society to make that possible will be key to 
Thailand achieving and sustaining 90-90-90 success, a 
prerequisite to targeting virtual elimination. 

Addressing Key Populations 
The highest overall prevalence is among PWIDs, but 
Thailand has been taking policy and program steps in 
recent years to address the needs of this group, which 
is reflected in the decreased prevalence rates. Its drug 
harm reduction strategy, launched in 2014, has helped 
to reframe drug addiction as a health issue rather than 
crime.36 In addition, by 2014, Thailand had exceeded its 
2016 targets for sterile injections and knowledge of HIV 
status amongst PWIDs. 

Unfortunately, Thailand is not doing as well with the 
increasing epidemic among MSM. The testing rate among 
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MSM is lower than that in any other key population 

group, estimated at a mere 31 percent in 2015. Such low 

testing rates contribute to low treatment rates, which 

are compounded by only 45 percent of HIV positive MSM 

registering for care.37 Additionally, spousal transmission is 

decreasing among the general population but expected to 

rise in MSM.38 We were told by one male sex worker that 

he insists on condoms with his new or infrequent clients 

but not with boyfriends or consistent clients.

SWING AND LINKAGES
The preeminent CSO working with sex workers is SWING, a 
nonprofit organization, which provides a multitude of HIV 
testing and care services along with other psychosocial 
support.39 Surang Janyam, founder and director of SWING, 
told us that “When we get support from USAID and PEPFAR, 
they not only give us money, they give us skills to improve our 
quality of work . . . that is sustainability.” SWING is supported by 
PEPFAR, USAID, FHI 360, and the Thai Red Cross Society. USAID 
trained SWING staff members to map the location and quantity 
of sex workers in Bangkok and Pattaya. With so many current 
and former sex workers on staff, SWING was uniquely qualified 
to identify sex worker hotspots and produced unprecedented 
epidemiological data identifying major sources of potential 
HIV spread. Notably, USAID granted SWING ownership of a data 
system and the data it collected, making SWING a self-sufficient 
and sustainable mapping operation. 

In 2014, USAID enlisted the help of SWING with the Linkages 
Across the Continuum of HIV Services for Key Populations 
Affected by HIV (LINKAGES) project, implemented by FHI 
360. LINKAGES aims to improve testing, treatment, follow 
through, and prevention among people most at risk of HIV. 
The project enlisted SWING’s help with two of its major aims: 
enhanced peer mobilization and mobile data collection for 
tracking and quality improvement. Because traditional peer 
education and outreach attempts suffer from limited reach 
and inefficiencies, LINKAGES and SWING are pioneering 
a targeted, more professionalized model for reaching sex 
workers that they think will gain them better entry into the 
informal sex work network. 

SWING also assists with eCascade, a mobile data collection 
system that monitors both clients and performance as part 
of the LINKAGES project. SWING encourages sex workers to 
download the eCascade app, which sends them reminders 
about referrals to HIV clinics. eCascade collects demographic 
and behavioral data from its users and tracks them over 
time. Data from the app go to SWING and LINKAGES and are 
ultimately linked with the national health system. This work 
helps to fill critical data gaps in the epidemiology of HIV in TG 
women and male sex workers.40 

CSO Funding 
The Royal Thai Government does not fund services for key 
populations outside the public health system. Targeted 
outreach and services are provided mostly by CSOs, many 
of which are supported by the U.S. government and/
or the Global Fund, including Service Workers in Group 
(SWING) (see sidebar). There is wide acknowledgment, even 
among the government officials with whom we spoke, that 
community-led groups attract and are most adept at finding, 
testing, and marshaling members of key population groups 
through the treatment cascade. Despite free testing and 
services available under the universal health care schemes, 
key population groups tend to avoid public services. The 
challenge is finding effective mechanisms for the Royal 
Thai Government to support CSOs directly financially and 
integrate community members as health workers. Funding 
regulations and concerns about the quality of CSO services 
have significantly slowed this effort.

In 2016, the Royal Thai Government’s National Health 
Security Office (NHSO) announced it would provide 
200 million Thai Baht to support CSO outreach to key 
populations. But despite such commitment, the funds 
have not yet been efficiently allocated to reach those 
communities. NHSO regulations require that funding 
must be used by service providers such as hospitals. 
Under the current funding scheme, the NHSO provides 
the money to Thai hospitals, which then transfer it 
to CSOs. There are significant gaps in this process as 
hospitals struggle to determine which CSOs to engage. 
As of January 2017, approximately 100 million THB had 
been moved to hospitals but very little of that money 
had been moved to CSOs. Efforts are underway to modify 
regulations and allow the Royal Thai Government to fund 
CSOs directly, while developing mechanisms to ensure 
accountability for the use of funds. 

SWING and other CSOs would like to assume more 
clinical responsibility for the care of their clients. SWING 
currently provides HIV counseling, referrals, and finger-
prick HIV tests but SWING can only test clients for HIV in 
the presence of a medical technician, which significantly 

restricts its testing capacity. Granting community-based 
organizations more testing autonomy would not only 
increase testing of hard-to-reach groups but also allow 
community-based organizations to efficiently screen 
out negatives, obviating the need to send individuals 
for follow-up at potentially overburdened clinics. A 
Ministry of Public Health official acknowledged the need 
to help lay workers provide services but, along with 
other government officials, expressed concerns about 
maintaining high quality of services. 

Efforts to develop accreditation standards for community-
based organizations are underway in Thailand, and 
UNAIDS is working with CSOs to create a professional 
association of CSO service providers, which would allow 
organizations to negotiate with the government from a 
higher platform as well as hold each other accountable 
for high quality services. The U.S. PEPFAR team (CDC and 
USAID) plays an instrumental role in this accreditation 
effort, working with professional associations and the 
Royal Thai Government to amend current regulations that 
would allow lay counselor testing in Thailand.

U.S. and Global Fund CSO Support 
Given the challenges in the Royal Thai Government 
funding CSOs, the vast majority of the key populations 
support (86 percent of funding for HIV prevention 
among sex workers, MSM, and PWID as of February 
2016) has come from the Global Fund and PEPFAR. The 
Global Fund has provided more than $460 million in 
HIV, TB, and malaria grants to Thailand since 2002.41 
Much of Thailand’s Global Fund most recent expired HIV 
grant covered HIV services for key populations, but the 
expectation was that it would be the last HIV-related 
grant for Thailand. In its 2014 TB/HIV concept note to the 
Global Fund, Thailand’s Country Coordinating Mechanism 
(CCM) announced its plan to fully transition away from 
Global Fund money by December 2016 following heavy 
government lobbying in the CCM despite still being 
considered eligible for funding by the Global Fund. Some 
Thai CSOs feared the transition was premature for several 
reasons including that the proposed transition time was 
shorter than the fund’s standard three-year grant cycle.42  

PEPFAR’s Asia regional strategy includes supporting 
establishment of domestic financing mechanisms, 
systematizing the role of NGOs, and strengthening 
the links between NGOs and the health system in 
PEPFAR-supported areas.43 Recognizing the inherent 
vulnerabilities in the transition from Global Fund 
support, the PEPFAR Asia Regional Program in 2016 
applied for and was awarded $20 million in PEPFAR 

incentive funding over a three-year period to serve as 
bridge funding to cover HIV services formerly covered 
by Global Fund and finance a community response to 
HIV.44 By year three, the aim is for all community-based 
organizations to receive funding from the Royal Thai 
Government for key populations. Underlying goals for 
funding are facilitating systems and policies for domestic 
funding of CSOs, while at the same time improving the 
effectiveness and efficiency of those investments. 

Stakeholders were surprised by the Global Fund’s decision 
in late 2016 to make additional funding available for HIV 
in Thailand. The country is currently implementing the 
remaining $20 million in HIV support under a no-cost 
extension of its grant through the end of 2017.45 Thailand 
remains eligible for future support, but it is unclear 
whether the country will pursue subsequent funding.

Treating Non-Thai Citizens
In addition to reaching Thai key populations, Thailand is 
challenged by a large number of non-Thai who are living 
with HIV. Thailand’s economy attracts many foreigners, 
especially from the neighboring countries Myanmar, 
Cambodia, Vietnam, and Laos. A significant portion of 
key populations (90 percent of SWs in one province)46 
are non-Thai, which poses a significant challenge to 
Thailand’s HIV response, as non-Thai citizens are not 
covered under Thailand’s universal health care and are 
thus ineligible for the free HIV services offered Thai 
citizens. However, non-Thai citizens can purchase 
affordable insurance to cover basic services, such as 
HIV treatment. Still, difficulty testing and treating 
undocumented persons remains a critical barrier to 
addressing HIV among key populations in Thailand.  
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Next Steps
The U.S. government’s partnership with Thailand on HIV has been fruitful, serving as a breeding ground for new 
ideas and collaboration at relatively low cost to the United States. With a proposal to cut HIV support to RDMA by 
22 percent to $8.5 million in President Trump’s FY 2018 State-Foreign Operations budget request for Global Health 
Programs (from the $10.913 million47 appropriated for FY 2016), it is unclear how U.S. investment in the region will 
evolve.48 There is no defined benchmark for success in Thailand nor a cogent plan for how the U.S. government’s 
relationship with the country should evolve to reach that point. However, the potential benefits of its small 
investment in Thailand’s HIV response far exceed the costs. 

To continue to yield those benefits, the U.S. government should:

Sustain ongoing HIV research collaboration. Thailand’s legacy of pioneering research has been made 
possible by Thailand’s health infrastructure and the collaborative partnership with the U.S. government. 
For example, early successes with prevention of MTCT research were rapidly translated into program 
and national policy through the close working relationship of the U.S. government and the Royal Thai 
Government, resulting in elimination of MTCT in less than a generation. With ongoing research and 
trials supported by multiple U.S. government entities, future research outcomes could again inform more 
effective and efficient means of fighting HIV in Thailand and worldwide. 

Continue to support efforts to reach and provide services to key populations, including Thai and non-
Thai MSM, TG women, and sex workers, while the Royal Thai Government increases its support to civil 
society groups. Thailand’s ability to target, achieve, and sustain virtual elimination of HIV in the future 
depends upon its ability to reach key population groups. Other governments have similar issues directly 
funding CSOs for this type of effort. PEPFAR can continue to learn from Thailand’s experience in navigating 
regulatory and other challenges and apply those lessons to other countries.

Draw on Thailand’s transition experience to inform upcoming f inancial and programmatic transitions 
in other countries. Thailand’s transition from bilateral development assistance to a technical collaboration 
with the United States should serve as a model for other countries approaching financial and programmatic 
transition. The relationship has endured despite occasionally strained political and diplomatic relationships. 
The United States should strive to maintain similar technical collaborations with other countries as it 
pushes for country ownership and sustainability of the countries’ HIV responses.

1

2

3

Further, PEPFAR and the Global Fund should each develop a strategic f ive-year plan for their engagement in 
Thailand. It is unclear whether Thailand will continue to access Global Fund resources for HIV and what the 
trajectory of PEPFAR’s investment in the region will be in the future. While Thailand has the financial capacity to 
fund its national HIV response fully, PEPFAR and the Global Fund should avoid sharp decreases in money without 
a transparent, well-coordinated strategy that would potentially harm key population groups. If financial transition 
becomes an end goal, “plans should include mutually agreed-upon criteria for transition, clear benchmarks to assess 
progress, and accountability mechanisms to enforce implementation,” as recommended in the companion paper, 
“Advancing Country Partnerships on HIV/AIDS.”49 
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The Next Frontier  
Stop New HIV Infections in Adolescent Girls and Young Women

By Janet Fleischman and Katey Peck1 
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Introduction

U.S. leadership through the President’s Emergency Plan for AIDS1 
Relief (PEPFAR) has driven remarkable progress in curbing 
the global AIDS epidemic, raising the possibility of epidemic 

control2 in 10 African countries by 2020. BUT THIS SUCCESS MASKS AREAS OF URGENT 
UNFINISHED BUSINESS THAT COULD DERAIL THIS MOMENTUM, NOTABLY PREVENTING 
HIV INFECTIONS IN ADOLESCENT GIRLS AND YOUNG WOMEN AGES 15–24 IN EAST AND 
SOUTHERN AFRICA. Addressing the acute risks that these young women face 
presents unique challenges, especially in the current U.S. budgetary environment, 
but continued progress against HIV requires that this be a consistent and 
sustained U.S. priority. The benefits are clear and compelling: empowering these 
young women and providing access to services to protect themselves from HIV 
enables them to be healthy and to thrive, which contributes to healthier, more 
stable and prosperous families, communities, and societies.

ADOLESCENT GIRLS AND YOUNG WOMEN FACE SIGNIFICANTLY HIGHER HIV RISK THAN 
MALES THEIR AGE. That, combined with a youth population that has doubled 
since the start of the epidemic, leads to an inescapable conclusion: if new HIV 
infections among girls and young women are not greatly reduced, PEPFAR’s 
enormous investments to achieve an AIDS-free generation are at risk, as is  
the global response. Focusing on adolescent girls and young women, while also 
systematically engaging their male partners, provides a critical opportunity  
to interrupt the cycle of HIV transmission.3  

In response to these stark realities, in late 2014 PEPFAR launched DREAMS 
(Determined, Resilient, Empowered, AIDS-free, Mentored and Safe), a public-
private partnership to reduce HIV in adolescent girls and young women in 10 
countries. DREAMS holds notable promise in confronting this critical next 
frontier in fighting HIV, but faces challenges in demonstrating short-term 
impact on social and economic realities that directly or indirectly contribute to 
HIV risk for these young women. 4 

Fast Facts  
on HIV in 
Girls and 

Young 
Women4

NEARLY 7,500 ADOLESCENT GIRLS AND 
YOUNG WOMEN ARE INFECTED WITH 
HIV EVERY WEEK, representing almost 
75 percent of infections among 
adolescents and 25 percent of all new 
infections in sub-Saharan Africa.

COMPARED TO YOUNG MEN, the rate 
of new HIV infections among 
young women is 5 times greater in 
Zimbabwe, 8 times greater in Malawi, 
and 14 times greater in Zambia. Men 
catch up in later years.

GIRLS WHO EXPERIENCE VIOLENCE 
ARE UP TO THREE TIMES MORE LIKELY 
TO BE INFECTED WITH HIV or with a 
sexually transmitted disease (STD), 
and surveys in 11 countries found 
on average that one in three young 
women reported that their first 
sexual experience was forced.

MORE THAN HALF OF MEN UNDER 35 DO 
NOT KNOW THEIR HIV STATUS and are 
not on treatment, which is fueling 
the epidemic in 15- to 24-year-old 
girls and young women.

High Burden of HIV in Young Women 
in Southern and Eastern Africa

Source: UNAIDS, “The Gap Report,” 2014,  
http://files.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf.

Background:  
The Toll of HIV on Young Women
Data from east and southern Africa, where the world’s HIV 
burden is greatest, highlight the unrelenting toll that 
the epidemic continues to take on young women: 
with some 7,500 new infections every week, 
adolescent girls and young women constitute 75 percent of 
HIV infections among adolescents in sub-Saharan Africa. 
This disproportionate impact stems from social, cultural, 
and economic factors that fuel discrimination and violence 
against girls and young women. Most new HIV infections 
in this population occur in geographic “hot spots” (areas 
with high rates of new infections) and are connected to 
gender-based violence and rape,5  barriers to health services 
and education, poverty and lack of access to resources, and 
harmful cultural practices such as child marriage.6  

Higher infection rates among young women are due to a 
pattern of transmission in which older men (23–35 years 
old) transmit the virus to adolescent girls and young women 
(16–23). Later, these young women infect their longer-term 
partners (young men 24–29) who are not yet living with HIV. 
Interrupting this cycle is essential to control the epidemic’s 
trajectory.7  These patterns increase risk of transmission, since 
half of the men under age 35 do not know their HIV status 
and are not on treatment, even though HIV treatment reduces 
transmission by decreasing the amount of virus in the body.8  
This underscores the need to reach these male partners with 
HIV testing and condom availability, linking men living with 
HIV to treatment and linking uninfected men to voluntary 
medical male circumcision (VMMC), a proven method of HIV 
prevention.9  

The immediate challenge is to strategically address the 
needs of young women who have fallen through the 

cracks. Historical HIV prevention strategies such as A-B-C 
(abstinence, be faithful, use condoms) are too often not 
within a girl’s power to control, and no single approach 
has proven effective in reducing their vulnerability to 
HIV. Ensuring that girls have the necessary tools and 
family and community support to protect themselves, 
access education, and be economically productive 
improves their chances of staying HIV free. 

The Impact of Rising Youth  
Populations on the Epidemic:  
The Youth Bulge
Changing population dynamics contribute to the urgency 
of the HIV epidemic and necessitate a far greater focus 
on meeting the needs of young people. The youth 
population ages 15–24 has nearly doubled in 
sub-Saharan Africa since 1990 and is predicted 
to increase by an additional 30 percent by 2030.10  
This is due in large part to the success of U.S. leadership 
and investments in reducing early childhood deaths in 
sub-Saharan Africa, through HIV programs that have 
prevented mother-to-child transmission and increased 
treatment for pediatric HIV, as well as U.S. support for 
vaccinations and malaria programs. Another contributing 
factor to the youth budge involves high unmet need 
for family planning, which contributes to high fertility 
rates in many countries hard hit by the epidemic. With 
millions more young people entering adolescence and 
adulthood—a time of increased vulnerability for HIV—
these demographic trends mean that there is a limited 
window to reduce new HIV infections before important 
gains, stemming from the success of PEPFAR and other 

global investments, are lost. 
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U.S. Leadership Generates  
Other Investments
U.S. leadership has been instrumental in the fight against HIV, 
backed by its unique ability to mobilize diplomatic, scientific, 
community, faith-based, and financial commitments. Still, 
the alarmingly high levels of infection in adolescent girls 
and young women prompted PEPFAR to launch DREAMS 
on World AIDS Day, December 1, 2014. DREAMS is a public-
private partnership that includes the Bill & Melinda Gates 
Foundation, Girl Effect, Gilead Sciences, Johnson & Johnson, 
and ViiV Healthcare, and is active in 10 high-burden countries 
in east and southern Africa that represent half of new HIV 
infections.11 Its ambitious goal is to reduce HIV infections 
among 15- to 24-year-olds in selected geographic “hot spots” 
by 40 percent by the end of 2017.

This $385 million effort12 operates through a “core 
package” of evidence-based interventions with three main 
components: 1) empowering adolescent girls and young 
women to reduce risks and access services (HIV testing and 
counseling; post-violence care; relevant skills in finance 
management, health, social networks, and personal goal 
setting; condom availability; increased contraceptive 
method mix ); 2) strengthening the family (parenting/
caregiver programs, educational subsidies, socioeconomic 
approaches); and 3) mobilizing the community (school-
based HIV and violence prevention; community 
mobilization and support for empowerment). 

The program seeks to reach at-risk young girls and women 
ages 10–24, many of whom are out of school and married 
before the age of 18. At the community level, the DREAMS 
program is also engaging faith-based organizations 
and community-based groups.  DREAMS includes an 
$85 million Innovation Challenge Fund that brings in 
additional private-sector resources and local partners to 
spur new approaches. In addition, PEPFAR is providing 
supplemental funding to reach the male partners and link 
them to HIV services through voluntary medical male 
circumcision, condoms, and HIV testing.

PEPFAR’s leadership in launching DREAMS 
is already generating engagement by other 
donors, multilateral institutions, and national 
governments, which are developing strategies and 
national programs that build on the DREAMS model. For 
example, the Global Fund to Fight AIDS, Tuberculosis and 
Malaria is providing $55 million over three years in 13 
countries.  The government of South Africa has launched 
SheConquers, which is expanding a DREAMS-like approach 
to meeting the needs of young women across the country, 
and other governments are developing new strategies and 
policies. UNAIDS and PEPFAR also lead a strategy called 
“Start Free. Stay Free. AIDS Free” that includes targets for 
reducing HIV infections in adolescent girls and young 
women by 2020. 

Strengthen measurement and documentation of what  
works and systems to track progress, to ensure accountability.

Generate greater leadership, capacity, and  
implementation of programs by national governments, 
community engagement, and private-sector support to  
ensure scale and sustainability.

Increase approaches to reach men and boys with HIV 
testing, treatment, and VMMC services, and engage them in 
the broader efforts to empower adolescent girls and young 
women and reduce new infections in their communities.

Build on existing U.S. investments in global health and 
development and strategic partnerships with other bilateral 
and multilateral donors to accelerate an integrated approach 
to addressing the needs and unleashing the potential of 
adolescent girls and young women. 

Next Steps
The Trump administration and Congress should 
make HIV prevention among adolescent girls and 
young women a top priority in U.S. HIV strategy, 
which also requires reaching their male partners 
with HIV services. The approach developed by 
DREAMS to address the needs of this population 
is the most promising vehicle for moving this 
agenda forward and should remain a vibrant, 
well-funded, and politically supported initiative. 
To increase impact and effectiveness, certain areas 
will need to be addressed as the program moves 
forward, including:

1

2

3

4

This is a moment of great opportunity as well as challenge; it requires continued focus on and pressure for results, 
combined with realism and patience about the timeline needed to achieve such ambitious and critical outcomes.

1. This paper grew out of the work of the CSIS Global Health Policy Center working group on HIV’s sub-group on adolescent girls/young women. See page VII 
for the full list of members.  

2. According to PEPFAR, epidemic control refers to the point at which new HIV infections have decreased and fall below the number of AIDS-related deaths. 
See PEPFAR, “PEPFAR 3.0: Controlling the Epidemic and Delivering on an AIDS-free Generation,” https://www.pepfar.gov/documents/organization/234744.
pdf.

3. Recent U.S.-funded Population HIV/AIDS Impact Assessment (PHIA) data out of the first 3 of 13 PEPFAR-supported countries largely in sub-Saharan 
Africa show that this cohort is less likely to know their HIV status and thus be on life-saving treatment.

4. PEPFAR, Preventing HIV in Adolescent Girls and Young Women: Guidance for PEPFAR Country Teams on the DREAMS Partnership (Washington, DC: PEPFAR, 
February 2015); UNAIDS, The Gap Report (Geneva: UNAIDS, July 2014), http://www.unaids.org/sites/default/files/media_asset/UNAIDS_Gap_report_en.pdf; 
PEPFAR, “Optimizing Results in PEPFAR Every Partner Every Site Driving Towards Increased Impact,” PEPFAR 2017 Annual Report to Congress, March 29, 
2017, 11–12, https://www.pepfar.gov/documents/organization/267809.pdf; Amb. Deborah Birx, “Ending the HIV Epidemic through data use and targeted 
interventions to reach adolescent girls and young women” (presentation at the Atlanta Summit on Global Health, May 8, 2017).

5. According to the Violence against Children Surveys (VACS) in several DREAMS countries, between 22 and 54 percent of young women ages 13–24 
reported that their first sex was forced or coerced; between 8.5 and 49 percent of young women reported to have experienced sexual violence in the past 
12 months. See Together for Girls, “Violence Against Children Surveys,” various dates, http://www.togetherforgirls.org/knowledge-center/violence-against-
children-surveys/.

6. Married adolescents have higher HIV rates than their unmarried, sexually active peers. See Girls Not Brides, “Four facts you need to know: child marriage 
and HIV,” July 14, 2016, http://www.girlsnotbrides.org/child-marriage-and-hiv/.

7. Birx, “Ending the HIV Epidemic through data use and targeted interventions to reach adolescent girls and young women.”

8. HIV treatment as prevention refers to the impact of antiretroviral therapy (ART) on someone living with HIV, since these medications reduce the amount 
of the virus in the body and keeps the immune system functioning. This reduces transmission through sex, needle sharing, and from mother-to-child dur-
ing pregnancy and childbirth. See CDC, “HIV Treatment as Prevention,” https://www.cdc.gov/hiv/risk/art/.

9. VMMC provides life-long, partial protection against HIV. WHO, “Voluntary medical male circumcision for HIV prevention: fact sheet,” July 2012, http://
www.who.int/hiv/topics/malecircumcision/fact_sheet/en/.

10. Birx, “Optimizing Results in PEPFAR Every Partner Every Site Driving Towards Increased Impact”; PEPFAR, Preventing HIV in Adolescent Girls and Young 
Women.

11. The 10 countries are Kenya, Lesotho, Malawi, Mozambique, South Africa, Swaziland, Tanzania, Uganda, Zambia, Zimbabwe. In this next year, five ad-
ditional PEPFAR countries will receive funding for “DREAMS-like” activities, with a focus on risk-avoidance in 10- to 14-year-old girls: Botswana, Côte 
D’Ivoire, Haiti, Namibia, and Rwanda.

12. This figure rises to $500 million when including voluntary medical male circumcision and other programs to reach the male partners.

Notes
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Addressing HIV in Adolescent Girls  
and Young Women in Malawi 

The DREAMS Partnership 
By Janet Fleischman and Katey Peck1 

Introduction

“Knowing what we now know about the transmission 
belt—with men passing HIV to young women, who pass  
it on to younger men—we have to interrupt the life cycle  
of the virus, or we’ll never get ahead of the epidemic. . . .  
We can . . . break the back of the epidemic only if we focus 
on adolescent girls and their male partners.”1

VIRGINIA PALMER, U.S. AMBASSADOR TO MALAWI2

  

In many ways, Malawi exemplifies the success of the U.S. President’s 
Emergency Plan for AIDS Relief (PEPFAR). Over the last 14 years, new HIV 
infections have declined by 34 percent.3 Despite being among the poorest 

countries in the world, Malawi is approaching its HIV treatment targets. The 

possibility of controlling the epidemic is within reach. 4

But Malawi also lays bare MAJOR CHALLENGES AND GAPS FACING THE HIV 
RESPONSE, NOTABLY HOW TO PREVENT HIV AND ADDRESS HIV RISK FOR ADOLESCENT 
GIRLS AND YOUNG WOMEN (AGYW) in low-resource settings: in Malawi, a 25-year-
old woman is three times more likely to be HIV positive than her male peers.5 
Adolescent girls now comprise almost a third of new infections in Malawi,6 
stemming from the social, economic, and cultural factors that fuel their risk 
for HIV. Related indicators demonstrate the stark realities for young women, 
including very low secondary school completion and high rates of adolescent 
pregnancy, gender-based violence (GBV), and child marriage.7 Meanwhile, 
Malawi’s population has doubled between 1990 and 2016 and continues to 
grow; with nearly half of Malawians under the age of 15, there are more young 
people to reach with information and services than ever before. This “youth 
bulge” presents critical challenges to curbing the AIDS crisis in Malawi, and 
highlights the importance of effectively addressing young people’s health and 
development needs. In addition, Malawi is facing a severe food security crisis, 
which also increases the vulnerability of adolescent girls and young women.

Malawi is 1 of 10 focus countries in east and southern Africa8 under DREAMS 
(Determined, Resilient, Empowered, AIDS-Free, Mentored, and Safe), a public-
private partnership led by the President’s Emergency Plan for AIDS Relief 
(PEPFAR) that aims to reduce the number of new HIV infections among 15- to 
24-year-old women by 40 percent in geographic “hot spots.”9 As a prevention 
program, it is attempting to reach young women and their male partners, 
populations that have proven very difficult to reach thus far.10

This is a moment of heightened focus on the urgency of addressing HIV in 
adolescent girls and young women by the United States, other international 
partners, and the government of Malawi.11 To learn more about the status 
of DREAMS implementation and lessons for other country programs, CSIS 
conducted a research trip to Malawi in April 2017. THIS IS A PARTICULARLY 
IMPORTANT MOMENT FOR U.S. POLICY, WHICH HAS PLACED A SPECIAL FOCUS ON HEALTH 
AND DEVELOPMENT PROGRAMS FOR WOMEN AND GIRLS IN MALAWI; in addition to 
DREAMS, the U.S. government is supporting initiatives to prevent and respond 

9 percent of girls  
complete secondary school

1 in 5 girls under 18 have  
been sexually assaulted

46 percent of girls  
are married by age 18

29 percent of girls  
are pregnant by age 19 

Total fertility rate is 4.4  
children per woman

58 percent of married 
 women use a modern  

family planning method

10.6 percent of adults  
are HIV positive

The maternal mortality  
ratio is 439 deaths per  

100,000 live births

Key Data4
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to gender-based violence and to increase educational 
opportunities for adolescent girls. Our visit explored 
the significance of the new, more holistic approach to 
preventing HIV in adolescent girls and young women in 
Malawi, a place where alignment of U.S. investments have 
the potential to achieve greater results and impact.

This briefing paper provides an overview of the 
DREAMS program in Malawi, discusses some of the 
major implementation opportunities and challenges, 
and concludes with implications for U.S. policy. The 
paper recommends that the U.S. government consider 
key policy recommendation for PEPFAR and DREAMS, 
including: maintain the specific goals for HIV prevention 
in this population and refine the combination of 
interventions to achieve sufficient reach and demonstrate 
impact; enhance coordination and referral systems to 
ensure that the intended range of services are reaching 
the right girls; emphasize local capacity building as 
a priority area to enable eventual transition to the 
government and communities; and enhance monitoring 
and documentation to demonstrate outcomes and share 
lessons with other countries and donors focused on this 
population. AT A TIME OF CONSTRAINED U.S. BUDGETS, THESE 
NEW APPROACHES TO PREVENT HIV IN ADOLESCENT GIRLS 
AND YOUNG WOMEN ADDRESS A CRITICAL GAP IN EFFORTS TO 
CURB THE EPIDEMIC, and simultaneously could advance 
the economic and social progress for adolescent girls and 
young women, their families, and communities.

DREAMS Malawi

“We’re pushing with all cylinders.”

LITTLETON TAZEWELL, USAID MISSION DIRECTOR,  

LILONGWE, MALAWI12

In FY 2017 the U.S. government planned to provide 
$195.65 million in assistance to Malawi; 85 percent of 
the budget is dedicated to health,13 including over $114 
million for the HIV response.14 DREAMS in Malawi has 
a dedicated, centrally funded $14 million budget for FYs 
2016–17 to cover core HIV prevention and community 
mobilization activities for adolescent girls and young 
women, with additional resources for HIV services for 
their male partners funded through PEPFAR’s annual 
Country Operational Plan (COP).15 The program is 
operating in two districts, Machinga and Zomba.16 In 
addition to having high HIV prevalence, these districts 
were chosen because they have large numbers of orphans 
and vulnerable children, high rates of sexual initiation 

and school dropout among young girls, and high rates of 
early pregnancy.17

The program is working to reach vulnerable young 
women with an evidence-based core package of 
interventions to prevent HIV, including improved access 
to key health services, education support, social skills 
and asset building through safe spaces, and economic 
strengthening. These activities focus on directly meeting 
the needs of the girl by going beyond traditional clinical 
services, and are complemented by efforts to strengthen 
families, mobilize communities for change, and reduce 
HIV in their male partners. Addressing these factors 
through a COMPREHENSIVE APPROACH IS KEY TO THE DREAMS 
CORE PACKAGE AND IS A SIGNATURE FEATURE OF THE PROGRAM 
design. DREAMS also builds off the public health and 
social service systems provided by the government 
of Malawi, and the work of other donors, civil society 
groups, and faith-based organizations. 

Several PEPFAR implementing partners are working to 
deliver the core package of interventions in Machinga 
and Zomba, focused in the following areas: 

• Efforts to keep girls in school through improved 
quality of education and access to water, sanitation 
and hygiene (WASH) and menstrual hygiene 
products; reenroll girls in school through mothers 
groups that advocate for the benefits of girls’ 
education and the annulment of child marriages,  
as well as providing material support to the girls;

• In- and out-of-school clubs to provide safe spaces  
for girls to socialize and learn;

• Access to youth-friendly HIV and family planning/
reproductive health services; 

• Economic empowerment through village savings  
and loans groups; 

• Family/community strengthening through 
engagement of parents, male champions, and 
traditional and religious authorities;

• Risk reduction for male partners through voluntary 
medical male circumcision (VMMC) and HIV testing, 
counseling, prevention, and treatment. 

Education has emerged as a prominent feature of the 
DREAMS program in Malawi. Keeping girls in school, as 
well as re-enrolling girls who have been forced to drop 
out (most often due to early pregnancy, child marriage, 
and/or poverty), is viewed as essential to improving 
economic prospects and reducing HIV risk.18

In its attempts to reach the most vulnerable girls in 
Machinga and Zomba, DREAMS has largely oriented its 
activities around in- and out-of-school populations and 
different age categories. For girls who are enrolled, school 
serves as a key entry point for reaching students with 
important health and life skills information as well as 
linking them to other services in the core package. For 
example, through Save the Children’s ASPIRE project,  
girls participate in after-school clubs, are referred to mobile 
clinics during school health days, and can receive additional 
material and psycho-social support from trained mothers 
groups. Orphan and vulnerable children (OVC) support is 
also provided through another partner, One Community,  
led by Johns Hopkins Center for Communication Programs. 

Go Girls! community clubs are the main platform to 
reach vulnerable girls who are out of school. The clubs 
are segmented based on age and marital status and have 
customized curricula—for girls under 15, a “mentor mother” 
provides oversight, while older girls choose someone from 
the group who undergoes a short training to serve as a 
facilitator. The clubs provide a safe space for girls to socialize 
with friends and receive information on education, risk 
avoidance and reduction, family planning, and HIV. From 
the clubs, girls are linked to mothers groups to assist with 
school reenrollment as well as with mobile clinics for HIV 
and family planning services. The implementers have 
plans to refer girls for skills training and secondary school 
bursaries under the DREAMS Innovation Challenge. 

Layering and Saturation
When asked how DREAMS differs from past efforts, 
representatives from U.S. government agencies and their 
implementing partners focused on THE NEW APPROACHES 
OF “LAYERING” AND “SATURATION” TO EFFECTIVELY REACH 
YOUNG WOMEN AND PREVENT NEW INFECTIONS. Layering 
means providing girls with a comprehensive package 
of services related to HIV prevention, as opposed to 
singular, standalone interventions.19

From the Field 
DREAMS MALAWI CORE PACKAGE SNAPSHOT 
Mothers groups to keep and reenroll girls in school 
Mothers groups have emerged as an important component of 
DREAMS’s attempts to keep and reenroll girls in school. Under 
the Ministry of Education, every public school in Malawi has 
a mothers group, which includes 10 mothers chosen by the 
community, as well as the school’s head teacher, child protection 
officer, traditional leader, and PTA head. Mothers groups spend 
time in the community speaking with parents who have forced 
or allowed their girls to drop out of school. While mothers groups 
predated the launch of DREAMS, the program has added several 
components including village savings and loans, which has 
allowed the mothers groups to cover school fees and purchase 
uniforms and books for girls at risk of dropping out. Block grants 
have also allowed the groups to feed the students in school, 
which has improved participation and reduced absenteeism. 
So far, mothers groups under DREAMS have convinced over 300 
families to return their daughters to school. 

Mobile clinics to provide youth-friendly health services 
Mobile clinics, operated by Population Services International 
and Banja la Mtsogolo, are helping adolescent girls and 
young women to receive integrated HIV and family planning 
services. The clinics are purposefully situated in places that 
are convenient for young women to access, including near 
schools, and use several large tents to ensure privacy and 
confidentiality of services. The providers come to each location 
approximately once a month, and stay long enough to see all 
the clients seeking services. There is coordination among the 
DREAMS partners to ensure that girls in and out of school are 
referred to mobile services and aware of the dates, and PSI also 
provides condoms to the Go Girls! community clubs. 

Zathu brings private-sector knowledge and skills to the table 
Zathu (“Ours”) is a norms change program that looks to 
bridge the gender divide and promote girls’ empowerment 
in Malawi. As the primary private-sector partner under 
DREAMS, Girl Effect (formerly part of the NIKE Foundation) is 
looking to harness the power of branding to unlock behavior 
change, supported by in-depth market research to customize 
messaging for a Malawian audience and high-level execution. 
Zathu is Girl Effect’s first program targeting girls and boys, 
and it is looking to reach young people through a coordinated 
mass-media campaign. This includes a radio show starring 
three male and three female characters who are part of a 
band; the shows feature dramas and music (highlighting 
themes from friendship to sexual and reproductive health), 
and are broadcast to all districts in Malawi. Certain districts 
(including Zomba and Machinga) include additional outreach 
activities and print magazines. To evaluate the project, Girl 
Effect is working with PEPFAR to create indicators around 
perception of girls and gender equality, and is employing 
Technology Enabled Girl Ambassadors (TEGA) to collect data 
using mobile research tools. 

Given that the DREAMS model in Malawi has each 
partner providing a specific piece of the package, this also 
requires successful referral of girls across the program 
areas. REFERRAL PATHWAYS HAVE PROVEN COMPLICATED 
TO ESTABLISH BETWEEN AND AMONG PROGRAMS. While 
all the partners utilize a standardized referral form, as 
well as personal health passports, to keep track of vital 
information and record when clients have received 
services, a unique identifier system to track whether 
girls are receiving multiple services has not yet been 
implemented throughout DREAMS programs in Malawi.20 
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Saturation entails reaching the majority of vulnerable 
girls21 in the two target districts with the full package 
of interventions. The goal in Machinga and Zomba is to 
reach roughly 60 percent of all identified vulnerable girls 
with the core package in 2017, and 80 percent of girls by 
2018.22 Saturation is what differentiates DREAMS from 
pilot programs: in reaching an entire district, the goal is to 
create a lasting change in attitudes, behaviors, and patterns 
of transmission within an entire geography, not just within 
a small subset of the population. Saturation with services 
also means that girls are receiving the full range of tools 
to protect themselves from HIV, and that VMMC and HIV 
treatment are available for their male partners. 

Results to Date
Quarterly data collection for DREAMS is ongoing by the 
implementing partners. As of May 2017, the reported 
results were: 25,458 out-of-school girls have been 
enrolled in Go Girls! clubs and 13,283 OVCs enrolled 
in community-based social services and in school OVC 

support; 14,600 adolescent girls and young women have 

accessed family planning through mobile outreach; 562 

girls have returned to primary and secondary school, 

and 132 child marriages have been annulled (including 

one non-DREAMS district); and over 4,200 men (25–49) 

have tested for HIV through mobile outreach services.23 

PEPFAR will use HIV infection rates among pregnant 

15- to 24-year-old women in antenatal clinics at public 

health centers to determine if there have been reductions 

in new HIV infections. 

The following programs are supported by the U.S. 
government and are operating in both districts, unless 
otherwise noted, and combine to form the “layering” of 
interventions. Save the Children: ASPIRE is an integrated 
school-based project featuring after-school health clubs, 
mothers groups to support school reenrollment and to 
work with traditional leaders to annul child marriages, 
teacher trainings, quality improvement for health and life 
skills education, and school health days. Population Services 
International and Banja La Mtsogolo are working to provide 
integrated family planning and HIV services through mobile 
outreach services. Johns Hopkins Center for Communication 
Programs: The One Community project works to meet the 
needs of out-of-school girls through Go Girls! community 
clubs; comprehensive orphans and vulnerable children 
(OVC) case management; and engaging male partners, 
parents, traditional authorities, and male champions. FHI 
360: LINKAGES focuses on providing comprehensive HIV, 
STI, family planning, and GBV services to female sex workers 
(FSWs) and their male clients through public clinics, drop-
in centers, and community-based peer educators and 
navigators. Project Concern International (Zomba) focuses 
on addressing risks in a military context through school 
clubs; Go Girls! clubs; GBV services; and programs targeting 
female soldiers, families, and the community. Girl Effect, the 
private-sector partner, runs Zathu (“Ours”), a mass-media 
effort targeting adolescent boys and girls, with a print and 
radio campaign to change gender norms and promote 
girls’ empowerment. Population Council: Project SOAR is 
supporting Implementation science for DREAMS. Peace 
Corps has a volunteer supporting district-level coordination 
through District AIDS Councils.

The DREAMS Innovation Challenge24 awards, which include 
private-sector funds (notably ViiV healthcare), are filling 
identified gaps in the core package by providing secondary 
school bursaries, linking girls to vocational skills training, 
and expanding the reach of reproductive health information 
and services through a hotline and SMS messaging. The 
five partners in Malawi are: FHI 360, Camfed (Campaign for 
Female Education), Save the Children, Badalika Foundation, 
and Village Reach. John Snow Inc. (JSI) is managing the 
grants for the Innovation Challenge in all the DREAMS 
countries. The Innovation Challenge is engaging new 
partners that have never received PEPFAR funding before, 
thus expanding beyond the regular PEPFAR partners.

Other Funding for AGYW 
Programs in Malawi 

“It is possible. We did a lot to break the 
silence on HIV, and things have changed. 
We can also do the same for adolescent 
girls. . . . Adolescents are our window of 
hope to sort out our problems tomorrow. 
. . . If you empower the woman, you 
empower the nation, so the saying goes. 
The number one problem in Malawi is to 
educate the girls, keep them in school, or 
the other interventions won’t work.”

RUTH HOPE MWANDIRA, HEALTH AND HIV ADVISOR,  
UK DEPARTMENT OF INTERNATIONAL DEVELOPMENT (DFID)25 

Complementary U.S.  
Government Programs
The focus on adolescent girls and young women under 
DREAMS IS HELPING TO FACILITATE AN INTEGRATED AND 
COORDINATED APPROACH THAT SPANS U.S. GOVERNMENT 
PROGRAMS in the two focal districts. In addition to 
DREAMS funding, the program is leveraging other 
resources from PEPFAR and USAID, which include 
funding for family planning commodities,26 VMMC, HIV 
testing and treatment for male partners,27 treatment for 
HIV-positive young women, OVC support,28 education, 
and water, sanitation and hygiene activities. Malawi has 
also received $18.6 million from the DREAMS Innovation 
Challenge for two years to address programmatic gaps 
in select areas, including scholarships for secondary 
education, providing a bridge to employment for out-of-
school girls, and mobile health technologies. 

Education for girls,  
with a focus on secondary school 
Given evidence demonstrating that staying in school 
reduces the risks of HIV infection, EDUCATION FOR GIRLS IS 
AN IMPORTANT FOCUS OF DREAMS IN MALAWI AND IS AN AREA 
FOR OTHER U.S. DEVELOPMENT INVESTMENTS. AMAA (which 
means “give girls a chance to learn” in the local language, 
Chichewa, and was formerly called Let Girls Learn) is a U.S.-
funded program with a $10.5 million budget over five years 
to work in five districts (including one DREAMS district, 
Machinga, which has a $1 million budget for classroom 
expansion and bursary support). With the goal of keeping 
girls in school and reenrolling girls who have been forced 
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to drop out, its major focus in one DREAMS district will 
be on building secondary schools and dormitories, both of 
which are in high demand for female students.29 Some of its 
other activities will resemble interventions in the DREAMS 
core package, including a focus on sexual and reproductive 
health, gender-based violence referral systems, female role 
models, and improving teacher’s academic performance.30 
In addition, the U.S. Department of Agriculture (USDA) 
is providing $7 million in complementary funding, which 
includes school construction and feeding programs.

Gender-based violence prevention and response
The DREAMS partners are WORKING TO STRENGTHEN 
THEIR GENDER-BASED VIOLENCE (GBV) RESPONSE SYSTEM 
AND PROGRAMS FOR RISK AVOIDANCE AND REDUCTION FOR 
ADOLESCENT GIRLS AND YOUNG WOMEN. LINKAGES, the 
partner working with female sex workers and led by 
FHI360, has established a rapid response system for 
GBV, a screening tool, and training for peer navigators to 
provide psychosocial support. In the DREAMS districts, 
they are partnering with the health facility partners to 
provide screening and treatment for sexually transmitted 
infections (STIs) as well as postexposure prophylaxis 
(PEP), a short course of antiretroviral drugs taken after 
potential exposure to HIV to prevent infection. 

In 2015, the U.S. government designated Malawi to be a GBV 
focus country. In late 2016, it was announced that Malawi 
would receive $6 million in prevention and response funding 
from the State Department’s Office of Global Women’s 
Issues. Implemented by EngenderHealth, the initiative will 
USE TARGETED, MULTISECTORAL APPROACHES TO PREVENT AND 
RESPOND TO GBV BY STRENGTHENING CARE FOR SURVIVORS OF 
VIOLENCE, engaging communities, and supporting economic 
empowerment activities.31 While at this writing, the program 
still has not started, it is expected to fill a critical need, since 
studies32 show that women and girls in Malawi face high 
rates of physical and sexual violence. 

For example, the 2013 Violence Against Children 
Survey,33 led by the Centers for Disease Control and 
Prevention (CDC) as part of the Together for Girls 
Partnership showed that ONE IN FIVE FEMALES EXPERIENCE 
AN INCIDENT OF SEXUAL VIOLENCE BEFORE THE AGE OF 18, 
with over three-fourths of those who experience sexual 
violence reporting multiple incidents. Half of the girls 
and reporting sexual violence describe their perpetrator 
as being five years or more older.

Global Fund and Other Donor 
Investments 
An example of the catalytic influence of DREAMS is the 

Global Fund to Fight AIDS, Tuberculosis and Malaria’s 
support for programs on adolescent girls and young women. 
THIS IS NOW A FOCUS POPULATION FOR THE GLOBAL FUND, 
AND ADDITIONAL FUNDS HAVE BEEN PROVIDED TO 13 PRIORITY 
COUNTRIES, INCLUDING MALAWI, to intensify efforts to prevent 
new infections. In Malawi, the Global Fund is implementing 
a package, through Action Aid, that is aligned with DREAMS 
but is focusing on other districts with high HIV prevalence 
that also overlap with other priority PEPFAR districts: peri-
urban Lilongwe, Mulanje, and Mangochi. With $12.4 million 
for three districts in Malawi for 2016–2017, the Global 
Fund program will provide several of the elements of the 
DREAMS package. The PEPFAR country team collaborated 
closely with the Global Fund in determining where the 
program should be implemented and what the package of 
interventions should look like.34

Other donors working on issues related to the health 
and wellbeing of young women include Norway, the 
United Kingdom, Germany, the European Union, Canada, 
Japan, and the United Nations agencies. Some of these 
development partners focus more narrowly on sexual and 
reproductive health for adolescents, but many of their 
programs are increasingly holistic and multisectoral, and 
their support could be leveraged if DREAMS is replicated 
in other parts of the country.

Challenges 

“Ten years from now, what kind  
of footprint do you want DREAMS  
to leave behind?”

TIONE CHILAMBE, HEAD OF DISTRICT COORDINATION UNIT, 
NATIONAL AIDS COMMISSION OF MALAWI35

From its initial announcement in December 2014, DREAMS 
has generated anticipation and excitement, and the 
government and partners in Malawi have greeted it with 
particular enthusiasm. By “going beyond business as usual,” 
government officials, development partners, and civil society 
groups alike are eagerly awaiting lessons learned from the 
first two years of implementation. But there is also pressure 
to deliver on a highly anticipated, novel, and complicated 
endeavor. Despite the considerable amount of time and 
resources that have been invested in the program to date in 
Malawi, there are several ongoing challenges to be reckoned 
with if DREAMS is to succeed in preventing new infections 
among adolescent girls and young women.

Coordination Challenge and Delays in Start-Up 
Time: DREAMS WAS LAUNCHED WITH AMBITIOUS GOALS AND 

A SHORT TIMELINE TO DEMONSTRATE IMPACT. The program 
start-up was delayed for several reasons, including the 
time required to coordinate the implementing partners 
to work together on a shared vision, to sensitize the 
government of Malawi at the national and district level, 
and to put the monitoring and evaluation systems 
(DREAMS will track outcomes/outputs not currently 
tracked by PEPFAR). In an effort to move rapidly, 
DREAMS Malawi, like other DREAMS countries, enlisted 
PEPFAR implementing partners with preexisting 
programs to deliver the core package. This also meant 
that their awards had to be modified to include the 
DREAMS activities, and some of these activities were new 
to some partners. It has proved challenging to rapidly 
advance this new, holistic approach to HIV prevention. 

Given that the layering model in Malawi has each 
organization delivering a piece of the core package, 
it has given rise to unique challenges: partners 
operating on different timelines; the time-consuming 
process of building relationships among the different 
organizations; a need to coordinate messaging, referrals, 
and information sharing; and the initial absence of a 
dedicated person at the district level to help coordinate 
this process. THE GOVERNMENT OF MALAWI HAS BEEN VERY 
SUPPORTIVE AT THE HIGHEST LEVELS, AND IS CURRENTLY 
FINALIZING ITS NATIONAL STRATEGY FOR ADOLESCENT GIRLS 
AND YOUNG WOMEN, an inter-ministerial effort to provide 
holistic and integrated services that is expected in 
August 2017. However, district-level collaboration and 
coordination has been more limited. In November 2016, 
a Peace Corps volunteer was brought in to support the 
district AIDS coordinator in Machinga and Zomba on 
DREAMS, although the long-term solution would be to 
strengthen the government’s capacity to coordinate the 
efforts on adolescent girls and young women.

Scale and Sustainability: The DREAMS activities have 
been included in Malawi’s FY 2017 Country Operational 
Plan and will be integrated into regular PEPFAR 
programming.36 In addition to providing important lessons 
about reaching adolescent girls, the DREAMS partners 
hope that certain pieces will be taken on by community-
based organizations and the government. But DREAMS 
IS RESOURCE-INTENSIVE AND LIMITED IN SCOPE, CURRENTLY 
WORKING IN ONLY 2 OUT OF 28 DISTRICTS. As one HIV expert 
noted, DREAMS comes with international partners, 
technical assistance, and substantial funding, and in its 
current form it is unlikely to be replicated across the 
country.37 The ultimate goal would be for the government 
of Malawi to eventually take on this initiative, building 
on its new national strategy and the involvement of the 

National AIDS Commission with both DREAMS and the 
Global Fund program.38 But Malawi remains a solidly 
low-income country,39 and the majority of the national 
health budget is funded by donor partners.40 Prospects 
for government scale-up of the program in its current 
form are unlikely in the near term, though integration of 
existing cross-sectoral interventions are already under 
consideration through the forthcoming strategy. 

Monitoring and Evaluation: A shortfall in program 
design is the LACK OF A SPECIFIC MONITORING AND 
EVALUATION COMPONENT TO IDENTIFY THE RELATIVE IMPACT 
OF THE DIFFERENT ELEMENTS OF THE CORE PACKAGE on HIV 
incidence. DREAMS is composed of several components of 
evidence-informed interventions, built on the recognition 
that a more holistic approach is required to address the 
complex needs of adolescents. The potential impact of 
such a program is broader than just HIV prevention, since 
it also includes prevention of teenage pregnancy, delayed 
marriage, school completion, and reduction in sexual 
violence. However, more evidence needs to be generated 
to better understand the influence of the program on 
beneficiaries and their communities, including the impact 
of layering the interventions and the referral mechanisms. 
Additional costing work is needed to understand the fixed 
and variable costs associated with this type of innovative 
and comprehensive intervention. There is a risk that if the 
program is concluded prematurely, the important learning 
about the impact of comprehensive approaches could be lost.

DREAMS in Malawi is relying largely on data from 
prevention of mother-to-child transmission (PMTCT) 
programs to demonstrate a reduction in HIV in this 
population.41 However, this data will only be able to 
demonstrate if the program has worked as a whole, 
but not how it could be effectively slimmed down to a 
minimum package or replicated in a more targeted and 
cost-effective way. This would require a costly and complex 
evaluation, for which there was reportedly little interest 
either in Washington or in-country.42 At a minimum, 
expanded implementation science research is needed to 
ensure that programs are targeting the right girls, with 
the right interventions, to allow for appropriate learning 
and course corrections. A few DREAMS countries with 
stronger research infrastructure than Malawi are looking 
at the DREAMS package to hopefully inform all of DREAMS 
country programs.

Implications for U.S. Policy
To date, PEPFAR has seen much success in supporting 
HIV programs in Malawi. However, Malawi cannot control 
its epidemic without preventing new infections among 
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Next Steps
The United States should continue 
to make adolescent girls and young 
women a primary focus of its efforts 
to prevent HIV infections in Malawi. 
This will not only serve to break the 
back of the AIDS epidemic in Malawi, 
but it will save thousands of lives, 
educate and empower girls and young 
women to secure the country’s health 
and development, protect them from 
violence, and build on critical U.S. 
investments through PEPFAR and 
USAID. To accomplish these objectives, 
the United States should consider the 
following policy options: 

1

2

Ensure that the DREAMS targets and unique activities are 
continued through PEPFAR’s country operational plans, with 
the goal of achieving sufficient coverage of the interventions 
to demonstrate impact for vulnerable adolescent girls and 
young women.

Enhance coordination and referral systems across the 
implementing partners in the DREAMS districts to ensure 
that the girls and young women have access to the intended 
range of services and that the partners can learn from 
their implementation successes and challenges. Given the 
complex nature of DREAMS, the program needs a dedicated 
coordinator at the district level. 

Build capacity to transition DREAMS activities and 
coordination to community and government oversight, at the 
district and national level, as a glide path to national scale-
up and sustainability. As the program is expanded to new 
districts, ensure that district and city government officials are 
engaged from the beginning. 

Invest additional resources to monitor and document that 
the combination of DREAMS interventions is producing 
outcomes for the most at-risk girls and their male partners, 
and ensure that lessons and best practices are shared with 
other countries, donors, and multilateral institutions focused 
on this population. In addition to reduction in HIV, areas to 
monitor for longer-term impact should include reduction in 
teenage pregnancy, early marriage, and gender-based violence, 
and increased access to and retention in secondary school.

3

4

adolescent girls and young women, which involves 
empowering them with the knowledge and skills to protect 
themselves and better reaching their male partners. The 
ANTICIPATED SPILLOVER EFFECTS—THROUGH EDUCATING 
GIRLS, PROMOTING ACCESS TO FAMILY PLANNING INFORMATION 
AND SERVICES, STRENGTHENING FAMILIES, AND MOBILIZING 
COMMUNITIES—COULD ALSO CONTRIBUTE TO SIGNIFICANT 
ECONOMIC AND DEVELOPMENT GAINS. These, in turn, could 
provide potential economic benefits for the United States, as 
controlling the HIV epidemic helps to create stable markets 
for U.S. business. As Ambassador Palmer noted, PEPFAR is all 
about “safety and security for American prosperity.”43 

The reverse is also possible: if DREAMS activities are 
interrupted or ended prematurely, this could lead to 
increased vulnerability for marginalized young women. 
Failing to curb the epidemic, at a time of threatened U.S. 
budget cuts to health and development programs, could 
have a serious, destabilizing effect on Malawi, which 
struggles with the complicating factors of widespread 
food insecurity and rampant poverty.44 
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