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The Partnership to Inspire, Transform and Connect the HIV response
(PITCH) enables people most affected by HIV to gain full and equal
access to HIV and sexual and reproductive health services.
The partnership works to uphold the sexual and reproductive health
and rights of lesbian, gay, bisexual, and transgender people, sex
workers, people who use drugs and adolescent girls and young
women. It does this by strengthening the capacity of communitybased organisations to engage in effective advocacy, generate robust
evidence and develop meaningful policy solutions.
PITCH focuses on the HIV response in Indonesia, Kenya, Mozambique,
Myanmar, Nigeria, Uganda, Ukraine, Vietnam and Zimbabwe. Partners
in these countries also share evidence from communities to influence
regional and global policies that affect vulnerable populations.
PITCH is a strategic partnership between Aidsfonds, Frontline AIDS
and the Dutch Ministry of Foreign Affairs.
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1. Executive summary
The response to HIV and AIDS stands as an
unprecedented example of shared political and
financial commitment by development partners and
governments to control the spread of the epidemic. It
has achieved significant results in reaching key
populations1 and other marginalised and affected
groups, confronting stigma and discrimination,
involving communities, and putting the right to health
at its core. In recent years, the focus on particular
diseases has been shifting towards reaching the goal
of addressing all health needs under the goal of
universal health coverage (UHC), 2 prominently
featured in the Sustainable Development Goals
(SDGs) adopted in 2015. 3 The World Health
Organization (WHO) defines UHC as coverage where
all people and communities can use effective
preventive, curative, and other much-needed health
services without exposure to financial hardship. 4
Global political attention for UHC comes at a time
when international funding for HIV and AIDS is
declining5 and governments are expected to
significantly boost their efforts to fund their own HIV
response and achieve UHC. If these funding trends
persist, we face the risk that government health
spending may not be enough to realise UHC and will
have to be spread even more thinly across a wide
variety of health priorities, threatening the availability
and quality of comprehensive health and HIV and AIDS
services. It might also leave marginalised groups
behind and endanger the critical role of the
community response to HIV.
The integration of HIV into UHC has the potential to
join up fragmented health systems when it is done
gradually and in carefully planned steps. It could also

1

2

3
4
5

According to WHO, Key populations include vulnerable and most-at-risk
populations (MARPs) including people living with HIV and AIDS (PLHIV),
men who have sex with men (MSM), transgender people, people who inject
drugs, and sex workers. Vulnerable populations are particularly vulnerable to
HIV infection in certain situations or contexts, including adolescents
(particularly adolescent girls), orphans, street children, people in closed
settings (such as prisons or detention centres), people with disabilities and
migrant and mobile workers. WHO encourages each country to define their
own key populations based on the epidemiological and social context. WHO
(2018) Definition of key terms. Available from: www.who.int/hiv/pub/
guidelines/arv2013/intro/keyterms/en/
World Health Organization (2012) Positioning Health in the Post-2015
Development Agenda (WHO discussion paper). Available from: www.who.
int/topics/millennium_development_goals/post2015/WHOdiscussionpaper_
October201.pdf
United Nations (2018) Sustainable Development Goal 3. Sustainable
Development Knowledge Platform. Available from: sustainabledevelopment.
un.org/sdg3
World Health Organization (2018) What Is Universal Coverage? WHO.
Available from: www.who.int/health_financing/universal_coverage_
definition/en/
Institute for Health Metrics and Evaluation (2018) Financing Global Health
2017: Funding Universal Health Coverage and the Unfinished HIV/AIDS
Agenda. Available from: hiv-erg.org/pdf/brief/UNA17007_S2_003.pdf
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make the HIV response more sustainable. However,
this integration must be ultimately guided by the
lessons learned of decades of responding to HIV and
AIDS and build on the successes achieved.
To better understand how HIV is being integrated into
UHC in-country and to assess whether this integration
is possible without major deterioration of the
strengths and advances of the HIV and AIDS response,
a multi-country assessment was carried out in
Indonesia, Kenya, Uganda and Ukraine.
This policy report is based on the findings of this
assessment. Its aim is to inform national and global
debates around UHC implementation to ensure UHC
takes a rights-based approach and includes
comprehensive and equitable health services for
people living with HIV (PLHIV), key populations and all
who need them, building on the successes and lessons
of the HIV and AIDS response.
Four low- and middle-income countries were selected
as case studies from the Partnership to Inspire,
Transform and Connect the HIV response (PITCH)6
programme. The researchers carried out desk reviews
and key informant interviews with representatives
from government, civil society, and development
partners in each country to elicit their views on the
main risks and opportunities of integrating HIV into
UHC. The study aimed to clarify whether such
integration is possible without jeopardising the key
strengths contributing to the success of the HIV and
AIDS response:7
• Matching political commitment with the
mobilisation of resources;
• Efforts to include everyone;
• Involvement of civil society and communities
in the provision of services;
• Inclusion of civil society and communities
in essential decision-making processes.

6
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PITCH is a five-year strategic partnership between Aidsfonds, Frontline
AIDS, and the Dutch Ministry of Foreign Affairs, funded by the Dutch
Ministry of Foreign Affairs as part of their “Dialogue and Dissent”
development cooperation programme. It is focused on building the capacity
of local civil society organisations (CSOs) to advocate for equal rights and
access to services for key populations in Kenya, Uganda, Nigeria, Zimbabwe,
Myanmar, Indonesia, Ukraine, Mozambique and Vietnam
The strengths of the HIV and AIDS response considered for these studies
have been identified by PITCH partners as crucial areas of concern in UHC
implementation.
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Main findings
Declining international support for HIV and health
poses a major risk for the effective integration of the
HIV and AIDS response into UHC
There are two critical concerns as countries transition
out of external donor-funded programmes for HIV and
move towards UHC and domestic funding for their
own HIV and AIDS response. The first is that domestic
resources may not be sufficient to achieve UHC in the
foreseeable future and already limited resources will
be spread even more thinly across competing health
priorities. The second is that even where governments
can fund their own HIV and AIDS response, they are
not always willing to ensure comprehensive HIV and
health services for everyone. Services for key
populations and other stigmatised and marginalised
communities, which are for the most part delivered by
civil society organisations (CSOs) and communitybased organisations (CBOs) may no longer be funded,
especially in countries with criminalising and restrictive
laws.
The WHO and World Bank advise countries pursuing
UHC to achieve “a minimum of 80% population
coverage of essential health services”.8 The 20% not
covered likely includes stigmatised and marginalised
people, in particular key populations. In all four study
countries, groups that are stigmatised and
criminalised because of their HIV status, sexual
orientation, gender identity, a behaviour (drug use) or
occupation (for example sex workers) risk being left
behind in UHC.
Domestic funding mechanisms for UHC come with
their limitations for HIV services and key populations
The issue of whether HIV and AIDS services should be
included in the national health insurance scheme was
still to be determined in the studied countries. The risk
with including antiretroviral treatment (ART) in
contributory health insurance and making access to
ART contingent on membership is that it can exclude
the people who work in the informal sector or who
cannot pay for their contributions. This could lead to
the discontinuation of life-saving treatment for these
people. It might also exclude key populations and
marginalised groups in countries where health
insurance schemes are ‘unfriendly’ towards key
populations, reflecting hostile societal attitudes
towards these groups. Bureaucratic hurdles could pose
additional obstacles for key populations to getting
insured.
An alternative to contributory health insurance
schemes and a more equitable pre-payment approach is
using general government revenue (such as income tax),

8
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WHO, World Bank (2014) Monitoring progress towards universal health
coverage at country and global levels: Frameworks, measures and targets.
Available from: apps.who.int/iris/bitstream/handle/10665/112824/WHO_
HIS_HIA_14.1_eng.pdf

to allow everyone the same level of access to care
regardless of contributions. However, if the health
system is insufficiently funded and spending must be
prioritised, organisations and services targeting
politically or socially marginalised and stigmatised
groups may be the first to lose funding.
Legal barriers and prohibitive laws risk leaving key
populations behind in UHC
In all four study countries, key populations are faced
with persistent stigma, discrimination and legal
barriers impeding their access to care. For decades,
HIV advocates have been vocal that the HIV epidemic
could not be effectively addressed without repealing
laws that criminalise same-sex relations or HIV
transmission, stopping the global war on drugs,
introducing strict anti-stigma and discrimination
measures, and confronting the human rights violations
suffered by marginalised groups. Advocacy and
activism have significantly contributed to improving
human rights protection for key populations globally
and helped to increase their uptake of life-saving
services. The support of development partners has
also been decisive for the advancement of the human
rights response to HIV and AIDS. As countries move to
domestic financing for health, development partners
will have less influence with governments and there is
a high risk that human rights advocacy on HIV will be
discontinued due to lack of support in countries with
significant legal barriers for key populations.
The risk of collapse of the community response to HIV
and AIDS
The HIV and AIDS response has demonstrated the
critical role of community involvement in service
delivery, in advocacy, in research, and in holding
governments to account for their commitments,
especially to the most vulnerable and marginalised
people left behind by the public health system. Local
CSOs and CBOs, many of them led by affected
communities and key populations, currently provide a
wide range of HIV and broader health and
development services in the four study countries,
particularly to key populations. Community efforts
play a major role in increasing people’s uptake of
services and have resulted in decreasing incidence.9
The replacement of disease-specific and populationspecific international funding with domestic health
funding could jeopardize the sustainability of services
available for key populations through local CSOs and
CBOs, particularly in countries which are hostile to
these groups.10 In addition, many governments are
likely to fund biomedical interventions as part of UHC

9

Rodriguez-Garcıa R, Bonnel R (2012) Increasing the Evidence on the Role of
the Community In Response to HIV/AIDS. Journal of Epidemiology
Community Health, 66(2):7-8. Available from: jech.bmj.com/content/66/
Suppl_2/ii7.info
10 Piot P, Karim SSA, Hecht R, Legido-Quigley H, Buse K, Stover J, Resch S,
Ryckman T, Møgedal S, Dybul M, Goosby E (2018) Advancing Global Health
and strengthening the HIV response in the era of the Sustainable
Development Goals: the International AIDS Society – Lancet Commission.
Available from: www.thelancet.com/journals/lancet/article/PIIS01406736(18)31070-5/fulltext
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“Many transgender people have a negative
experience at SRHR and HIV services. They are
humiliated by health professionals – sometimes
they are made to wait in a separate queue for
LGBTI people or staff will not respect their
confidentiality and expose them to their friends
and families. If they experience this, they simply

whereas non-medical HIV services, such as primary
HIV prevention and important social protectionrelated activities might no longer be available.
Traditionally these services have been provided in
many countries by CSOs and CBOs through donor
funding.
Lack of meaningful civil society participation in UHC
decision-making processes at country-level
HIV remains unique within the global health field with
respect to the extent of its formalised engagement
with civil society.11 Engagement and governance
mechanisms include participatory national
coordinating bodies such as the national and local
AIDS councils, the country coordinating mechanisms
(CCM) of the Global Fund, civil society and community
representatives in the governance structures of key
institutions, and other formal consultation and
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Piot P, Karim SSA, Hecht R, Legido-Quigley H, Buse K, Stover J, Resch S,
Ryckman T, Møgedal S, Dybul M, Goosby E (2018) Advancing Global Health
and strengthening the HIV response in the era of the Sustainable
Development Goals: the International AIDS Society – Lancet Commission.
Available from: www.thelancet.com/journals/lancet/article/PIIS01406736(18)31070-5/fulltext
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won’t go back. Many are already traumatised by
their situation, which will only get worse because
they can’t access these vital services. Health
providers need more information to build their
understanding of transgender people’s health
needs.”
– Ariana

accountability mechanisms. While these mechanisms
still require improvement, they have given an
important voice to the people directly affected by HIV
and have contributed to a more effective response,
thus providing a highly relevant foundation for civil
society participation in UHC efforts. As stated in a
Lancet Commission report “The greater integration
of affected communities in global health governance,
should it occur, will be one of the lasting legacies of
HIV activism.” 12 However, in all study countries where
crucial decisions about UHC are being taken at
present, there appears to be limited involvement
of civil society in the broader UHC planning,
implementation and monitoring processes. The lack
of meaningful civil society engagement poses a
significant risk for realising an equitable and rightsbased UHC that leaves no one behind.

12 Piot P, Karim SSA, Hecht R, Legido-Quigley H, Buse K, Stover J, Resch S,
Ryckman T, Møgedal S, Dybul M, Goosby E (2018) Advancing Global Health
and strengthening the HIV response in the era of the Sustainable
Development Goals: the International AIDS Society – Lancet Commission.
Available from: www.thelancet.com/journals/lancet/article/PIIS01406736(18)31070-5/fulltext
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2.	Introduction: Common trends
and concerns
The HIV and AIDS response has been largely financed
by international assistance and delivered via diseasespecific programmes.13 The Millennium Development
Goals (MDGs), adopted in 2000, which included a goal
dedicated to combating HIV and AIDS, Tuberculosis
and Malaria led to an unprecedented mobilisation of
financial resources to confront the HIV epidemic. The
Global Fund to Fight AIDS, Tuberculosis and Malaria
(Global Fund) was created in 2002 and has mobilised
billions of dollars for HIV programmes across the
globe. In 2003, President George W. Bush launched
the U.S. President’s Emergency Plan for AIDS Relief
(PEPFAR), representing the largest commitment in
history made by a country to combat a single disease
globally. The successes of the HIV and AIDS response
are largely the result of this massive international
solidarity effort and the targeted financial support to
HIV as an exceptional health crisis.

Some claim that the drive for integrating HIV and
AIDS responses into UHC might be “the right thing at
the wrong time”.18 Despite all the international political
support for UHC, international funding for global
health is stagnating and international funding for HIV
and AIDS is decreasing.19 Countries are expected to
significantly increase domestic resources for UHC,
however overall fiscal mobilisation for health in many
low-income and middle-income countries is dismally
short of what will be required to turn SDG 3 into
reality. 20 Integrating HIV and AIDS services in a poorly
funded national UHC plan with decreasing or
disappearing donor funding and inadequate domestic
resources could potentially leave millions of people
without access to HIV treatment, prevention and care,
while leaving key populations behind. This could lead to
a reversal of the progress that has been made towards
eliminating HIV and AIDS. 21

In 2015, the MDGs were replaced by the SDGs and HIV
and AIDS lost their dedicated goal. Ending the AIDS
epidemic by 2030 is one of the multiple targets
(target 3.3) included under an overarching health goal
(SDG 3) within the17 SDGs. SDG 3 aims to “ensure
healthy lives and promote well-being for all at all
ages”.14 Achieving UHC is one of the targets (3.8)
under this health goal, despite the strong push by the
WHO and others to make UHC itself the overarching
health goal.15 Despite UHC not being a goal in itself in
the SDGs, it has captured a high level of global political
attention and will be a key focus of the new “Global
Action Plan for Healthy Lives and Well-being for All,
led by the WHO.16

In addition, integration can result in the loss of the
unique attributes that have defined the HIV response,
as defined by the UNAIDS-Lancet Commission on
Defeating AIDS – Advancing Global Health:22

The WHO defines UHC as “coverage where all people
and communities can use effective preventive,
curative, and other needed health services, without
exposure to financial hardship”.17 The idea is that all
health priorities and essential health services would be
integrated into one basic package of services, including
HIV and AIDS services.

The Lancet Commission also identified ‘crucial
weaknesses of the AIDS response’, particularly the
short-term funding cycles and programmatic goals.
The funding cycles of most development partners do
not allow for long-term planning or for interventions
that realise results over the longer term. Sustainability
of the HIV and AIDS response is vital for realising
better prevention and treatment outcomes and

13 HIV Economics Reference Group (2016) Integrating HIV & AIDS funding.
Available from: hiv-erg.org/pdf/brief/UNA17007_S2_003.pdf
14 United Nations (2018) Sustainable Development Goal 3. Sustainable
Development Knowledge Platform. Available from: sustainabledevelopment.
un.org/sdg3
15 World Health Organization (2012) Positioning Health in the Post-2015
Development Agenda (WHO discussion paper). Available from: www.who.
int/topics/millennium_development_goals/post2015/WHOdiscussionpaper_
October201.pdf
16 www.who.int/sdg/global-action-plan
17 World Health Organization (2018) What Is Universal Coverage? WHO.
Available from: www.who.int/health_financing/universal_coverage_
definition/en/
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• Activism and the leadership and engagement of
civil society and people living with HIV;
• Multi-stakeholder partnerships and multisectoral collaboration;
• Political leadership;
• Human rights frameworks and instruments;
• Billions of dollars in financing;
• Global and local monitoring and accountability.

18 Poku N (2016) How Should the Post-2015 Response to AIDS Relate to the
Drive for Universal Health Coverage? Global Public Health, 1-15. Available
from: doi.org/10.1080/17441692.2016.1215486
19 Institute for Health Metrics and Evaluation (2018) Financing Global Health
2017: Funding Universal Health Coverage and the Unfinished HIV/AIDS
Agenda. Available from: hiv-erg.org/pdf/brief/UNA17007_S2_003.pdf
20 Dieleman J, Kilmarz PH, Dube F, et al. (2016) National spending on health by
source for 184 countries between 2013 and 2040. The Lancet, 387: 2521-35
21 Piot P, Karim SSA, Hecht R, Legido-Quigley H, Buse K, Stover J, Resch S,
Ryckman T, Møgedal S, Dybul M, Goosby E (2015) Defeating AIDS—
advancing global health. The Lancet, 386(9989): 171-218.
22 Piot P, Karim SSA, Hecht R, Legido-Quigley H, Buse K, Stover J, Resch S,
Ryckman T, Møgedal S, Dybul M, Goosby E (2015) Defeating AIDS—
advancing global health. The Lancet, 386(9989): 171-218.
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addressing the structural drivers of the epidemic.
The integration of HIV and AIDS into UHC could make
the response more sustainable and has the potential
to make health systems less fragmented and
contribute to a more inclusive and rights-based
approach to UHC.
Other potential benefits of integration identified by
key informants and in the literature review included:
• Stigma reduction against PLHIV and key
populations by addressing HIV as a more
‘mainstream’ health issue among many other
health issues;
• Improvement of overall health care access for
PLHIV and key populations by enabling them to
access services in integrated settings for multiple
health needs;
• Engagement of PLHIV and key populations in
broader health decision-making, thereby
increasing inclusion and acceptance of these
groups;
• More effective resource use and more equitable
resource distribution across the health sector.

Aim and focus
The aim of the report is to inform national and global
debates around UHC implementation to ensure UCH
takes a rights-based approach and includes
comprehensive and equitable health services for
PLHIV, key populations and all who need them,
building on the successes and lessons of the HIV and
AIDS response. This report examines the risks and
opportunities identified by a wide range of
stakeholders in the four study countries regarding the
integration of HIV and AIDS into UHC.

in Eastern Europe and Southern Africa. Desk review
and key informant interviews with representatives
from government, civil society, and development
partners were carried out in Indonesia, Kenya, Uganda
and Ukraine to identify the main risks and
opportunities of integrating the HIV and AIDS
response into UHC.
The country assessments were guided by the
framework for the integration of targeted health
interventions into health systems, as developed by
Atun et al. 23 This framework is “intended to facilitate
analysis in evaluative and formative studies of — and
policies on — integration, for use in systematically
comparing and contrasting health interventions
in a country or in different settings to generate
meaningful evidence to inform policy.”
The country studies aimed to verify whether some key
strengths of the HIV and AIDS response are currently
present in the ‘intervention(s)’ and in the ‘adoption
system’.
The following strengths were identified:
• Matching political commitment with the
mobilisation of resources;
• Efforts to include everyone;
• Involvement of civil society and communities
in the provision of services;
• Inclusion of civil society and communities
in essential decision-making processes.

Methodology
Four low- and middle-income countries were selected
to serve as case studies from the Partnership to
Inspire, Transform and Connect the HIV response
(PITCH): a five-year project focused on building
capacity of local civil society organisations to advocate
for equal rights and access to services for key
populations. PITCH is a strategic partnership between
Aidsfonds, Frontline AIDS and the Dutch Ministry of
Foreign Affairs, and works in Indonesia, Kenya,
Mozambique, Myanmar, Nigeria, Uganda, Ukraine,
Vietnam and Zimbabwe as well as at the regional level

Building on the strengths and successes of the HIV and AIDS response

23 Atun R, de Jongh T, Secci F, Ohiri K, Adeyi O (2009) Integration of targeted
health interventions into health systems: a conceptual framework for
analysis. Health policy and planning, 25(2): 104-111.
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3.	An overview of key findings from
Indonesia, Kenya, Uganda and
Ukraine
Matching political commitment
with the mobilisation of resources
Ending the HIV and AIDS epidemic will take more
money. Achieving UHC will require even more. 24
However, there is limited specific international
financial support for achieving UHC in the four study
countries. 25
In Uganda, a low-income country which relies heavily
on external resources for health sector spending, 26
donor funding is mainly targeted to specific health
priorities and not necessarily aligned with the national
priority of UHC. 27 Although donors are willing to
provide technical support to Uganda to achieve UHC
– for example the European Union which launched in
2015 the “Supporting Policy Engagement for
Evidence-based Decisions (SPEED) for UHC in Uganda
Project”28 – this is not accompanied by a clear
commitment to fill funding gaps facing the country in
its journey to UHC. This is a pressing concerning in the
light of the decreasing government health expenditure
by the Ugandan government. Between 2010/2011 and
2015/16, the percentage of government budget
allocated to healthcare decreased from 8.9% to 6.9%,
though the total government budget increased by
14.8% in the same period. 29 In financial year 2017/2018,
government health financing was reduced to only 6%
of the total annual government budget, although the
government has committed to make a systematic
increase in health funding in 2018/2019. 30

24 Peter Sands, the Executive Director of the Global Fund to Fight AIDS,
Tuberculosis and Malaria in The Lancet (2018) Advancing Global Health and
strengthening the HIV response in the era of the Sustainable Development
Goals: the International AIDS Society – Lancet Commission. Available from
www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30070-5/
fulltext
25 Institute for Health Metrics and Evaluation (IHME) (2018). Financing Global
Health 2017: Funding Universal Health Coverage and the Unfinished HIV/
AIDS Agenda. Available from: www.healthdata.org/policy-report/financingglobal-health-2017
26 Ministry of Health (2016) Health Financing Strategy 2015/16 – 2024/25.
Kampala. Available from: library.health.go.ug/publications/health-systemfinancing/health-financing/health-financing-strategy-201516%E2%80%93-202425
27 ugandajournalistsresourcecentre.com/op-ed-heres-development-aid-willpromote-universal-health-coverage/
28 Speed (2018) About Speed Project. Available from: speed.musph.ac.ug/
overview/
29 Republic of Uganda – Ministry of Health (2016) Health Financing Strategy
2015/16 – 2024/25. Available from: library.health.go.ug/publications/healthsystem-financing/health-financing/health-financing-strategy-2015
30 speed.musph.ac.ug/government-of-uganda-to-increase-health-financingin-2019/
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We observed similar trends in Indonesia, Kenya and
Ukraine, three middle-income countries. The Ministry
of Health of Kenya estimates that Ksh826 billion is
needed for covering 80% of the population with an
essential health benefits package. This represents an
almost seven-fold increase from the projected health
expenditure in 2017 of Ksh125 billion. 31 In addition,
Kenya still relies heavily on external funding for HIV,
Tuberculosis and Malaria. In 2017, donor funding for
HIV and AIDS (mainly Global Fund and PEPFAR)
amounted to 1.6 times the total amount of domestic
funding for HIV and AIDS. 32 As Kenya transitions from
a low-income to a lower-middle-income country
(LMIC), donor support towards HIV programming is
likely to reduce. The transition has already seen
dwindling resources available for HIV programming
coupled with an increase in the costs of HIV services
due to the adoption of 90-90-90 targets. 33
In Indonesia, on average, roughly 1% of Indonesia’s
total health expenditure over the past several years
has come from external resources. 34 The national HIV
and AIDS response is mostly funded from domestic
resources and as the country is very close to becoming
an upper-middle-income country, external funding is
expected to further decline. 35
As a lower-middle-income country, Ukraine does not
appear on the list of countries projected to stop
receiving Global Fund support by 2025. However,
Ukraine’s 2017 funding request to the Global Fund
included plans for the government to assume a greater
share of the responsibility for providing services and
increasingly integrate the HIV and AIDS response in
domestically funded public health programmes. In the
Global Fund’s new grant cycle, which began in January
2018, Ukraine plans to gradually transition activities
and procurements from NGO Principal Recipients to

31 National AIDS Control Council (2018) Policy Brief: Leveraging the HIV
Response to drive Universal Health Care in Kenya. Available from: nacc.or.ke/
wp-content/uploads/2018/09/LEVERAGING-THE-HIV-RESPONSE-TODRIVE-UNIVERSAL-HEALTH-CARE-IN-KENYA-2ND.pdf
32 According to UNAIDS 2017 data, domestic (public and private) funding for
HIV in Kenya amounted to USD 433,773,640 and PEPFAR and Global Fund
funding to USD 737,180,140. Available from: www.unaids.org/sites/default/
files/media_asset/unaids-data-2018_en.pdf. (page 42)
33 Kenya Ministry of Health and the National AIDS Control Council (2018)
Kenya AIDS Response Progress Report 2018. Available from: www.
lvcthealth.org/wp-content/uploads/2018/11/KARPR-Report_2018.pdf
34 Harimurti P. et al (2018) Integration of HIV into the National Social Health
Insurance Program – Policy note. Available from: www.healthpolicyplus.
com/ns/pubs/8229-10436_GFTAHIVFinancingOptionsreduced.pdf
35 USAID, PEPFAR, the Republic of Indonesia, and Health Policy Plus (2018)
Options to Finance the Rapid Scale Up of the HIV response in Indonesia.
Available from: www.healthpolicyplus.com/ns/pubs/8229-10436_
GFTAHIVFinancingOptionsreduced.pdf
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the government run Public Health Centre by 20% in
2018, 50% in 2019, and 80% in 2020. 36
As countries transition out of external donor-funded
programmes and move towards domestically-funded
UHC plans, insufficient resources to achieve UHC
might lead to inadequate and poor-quality HIV and
health services. In this context, two key questions
must be answered:
• What financing mechanisms will be used to
deliver UHC (i.e. contributory health insurance
versus general taxation) and to what extent
should development partners, governments, and
individuals contribute?
• To what extent should HIV and AIDS
programming and services be integrated as part
of national UHC benefits packages?

Contributory health insurance schemes, primarily
intended to cover formal sector workers, have been
identified as the preferred mechanism by many SubSaharan African (SSA) countries. 37 Both Kenya and
Indonesia have opted for contributory health insurance
schemes, while Uganda is considering it. Ukraine
considered a contributory health insurance scheme
but has put it on the backburner.
Contributory health insurance is beneficial in health
systems where authorities might struggle to prove
someone’s level of income or collect taxes. Health
insurance places the burden of payment or of proving
qualification for subsidisation on individuals. Anyone
who cannot prove that they have paid or are eligible
for subsidised insurance or services cannot access
health care, potentially excluding many people who
cannot pay.
An alternative to contributory health insurance
schemes, and perhaps a more equitable pre-payment
approach to financing health care, is using general
government revenue to allow everyone the same level
of access to care regardless of their contributions or
ability to pay. However, since the burden of collecting

36 Avert (2017) HIV and AIDS in Ukraine. Available from: www.avert.org/
professionals/hiv-around-world/eastern-europe-central-asia/ukraine
37 McIntyre D, Obse A, Barasa E, Ataguba J (2018) Challenges in financing
universal health coverage in sub-Saharan Africa. Available from: economics.
oxfordre.com/abstract/10.1093/acrefore/9780190625979.001.0001/
acrefore-9780190625979-e-28
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revenue rests with the authorities, this system poses
risks of being underfunded and dysfunctional
depending on the governments’ capacity to collect
the tax.
In both health insurance and tax-based health
financing schemes, it could be argued that the
financing gap should be filled by development
partners, either by contributing to the generalised
fund for government-provided health care or by
directly subsidising the insurance and co-payment
contributions of those in need. However, in the four
study countries, it is currently unclear to what extent
the proposed UHC financing mechanism would be
supported by donor governments. It is also not
determined which health services would be included if
UHC financing is left up to the national government
and individual contributions alone.
In Indonesia and Kenya – which have already decided to
introduce national contributory health insurances
schemes – it is still being debated whether HIV and
AIDS services will be included in the health insurance
entitlement package. Both countries will keep some
healthcare services with strong public health benefits
‘free’ – meaning that people who are not regularly
paying their contributions are also entitled to these
services. Vaccination programmes, for example, will
remain ‘free’. The necessity of ART provision for
preventing and managing HIV and AIDS creates a
strong public health argument for HIV and AIDS
services to be offered as a ‘free’ public health
programme.38 In Uganda, where insurance is also being
considered as a means of financing health care, there
are plans to also develop an AIDS Trust Fund (ATF),
financed by national and international sources to ringfence funding for the HIV and AIDS response. However,
requiring insurance to access HIV treatment and other
services has also not been explicitly ruled out.
These changes potentially create a life-threatening
situation for PLHIV and key populations. If contributory
health insurance is the primary method of financing
health care and HIV and AIDS services are included, it
is almost certain that marginalised groups will be
excluded given the current political and social

38 Saag MS, Benson CA, Gandhi RT, Hoy JF, Landovitz RJ, Mugavero MJ, Sax
PE, Smith DM, Thompson MA, Buchbinder SP, Del Rio C (2018) Antiretroviral
drugs for treatment and prevention of HIV infection in adults. 2018
recommendations of the International Antiviral Society-USA Panel. JAMA,
320(4): 379-396
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“Peer Educators
are here to
serve their
communities.
Let’s be smart
- value their
work.”
“The role of LGBTI Peer Educators for SRHR [sexual
reproductive health and rights] and HIV service
outreach in Uganda, is key. In the past years, their
involvement has proven to be vital in the fight
against HIV and AIDS amongst the communities
that are most vulnerable. They bring essential
sexual health services and support closer to their
peers, and commit to the needs of their
communities - often working voluntarily. However,
for many, they remain unmotivated in the
organisations they represent.
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As peers, they see the world in the same way, they
share the same hopes and aims for the future.
Peer Educators hold valuable insights into the
communities that they work with and so it is
essential that they are involved in decision-making
in advocacy for equal rights, access to effective and
friendly services and mental health support for
LGBTI individuals.”
– Ruthiana
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landscape. For example, to obtain health insurance
coverage including access to HIV and AIDS services,
the Government of Indonesia prescribes family
enrolment in the village or district where individuals
are registered. Families must present their ‘family
card’ (kartu keluarga) and enrol everyone mentioned
on that card together. However, many members of key
populations have been rejected by their families and
live away from the place where they are registered.
They would therefore be unable to enrol for health
insurance. On the other hand, if HIV and AIDS services
were kept ‘free’ for public health benefits reasons,
high-quality HIV and AIDS services, including
treatment, risk discontinuation when government
health spending becomes insufficient.
If healthcare provision is entirely financed by
government revenue from general taxation, people
would not be required to demonstrate proof of
contribution to access health care, and therefore the
system might be less likely to exclude marginalised
populations. However, if the health system is
insufficiently funded or poorly managed, then the
public system is likely to be dysfunctional and risks not
being accessible to any population. Additionally, in case
resources need to be prioritised, then politically or
socially marginalised and stigmatised groups risk to
face further marginalisation as programmes targeting
them might be taken out from the public health
system first. This might lead to a risk of increased HIV
incidence, particularly in key populations.

Efforts to include everyone
The logic of ‘transition’ – from international assistance
to domestic funding for health – seems to be
dominated by the idea that if countries can finance
their own HIV and AIDS response, they should. The
question of whether these countries are also willing to
finance an appropriate HIV and AIDS response for
everyone has not been given proper consideration.
Integration into UHC is sometimes constrained by
what is politically palatable.39 This could mean that
governments may not be willing to pay for or subsidise
services for marginalised and stigmatised groups,
including key populations, especially in countries where
discriminatory and criminalising laws are in place.
In all four study countries, there are major barriers for
key populations in accessing the HIV and health
services they need. Prejudices, legal barriers and social
discrimination are some of the main obstacles that
prevent certain groups of Uganda’s population,
including sex workers and men having sex with men,
from seeking health care. In Kenya, sex workers, MSM,

39 Meeting report (2018) Ensuring Efforts to Scale up, Strengthen and Sustain
HIV responses – leveraging current and innovative approaches to financing,
hosted by the Joep Lange Institute and the Kenyan National aids Control
Council, 20-21 February 2018, Nairobi, Kenya
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and people who use drugs are criminalised: key
populations (or ‘most at-risk populations’) are
‘criminals by legal definition’. In Indonesia, punitive
strategies are already in place for people who use
drugs and there are concerns that proposed laws
criminalising extramarital and homosexual sex are also
gaining political ground. 40 Similarly, in Ukraine,
intolerant social attitudes lead to widespread
discrimination, harassment and abuse and increasing
violence against MSM, while punitive drug laws and
administrative barriers relating to harm reduction also
exist.41, 42
Given the considerable risk of a reversal of the
progress that has been made towards eliminating HIV
and AIDS and life-threatening situations for key
populations, development partners should
acknowledge that ‘able’ countries are not always
‘willing’. This concern has been raised already by the
Global Fund, stating that “although countries with
higher income status are expected to have a greater
ability to finance their health programmes, the ability
to pay does not necessarily translate into a willingness
to support key populations affected by those
diseases”. 43
Human rights advocacy by both civil society and
development partners working towards the removal of
legal barriers have been critical components of the HIV
and AIDS response worldwide. There are interesting
examples of this work and concrete results achieved in,
for example, Kenya and Uganda. In Kenya, civil society
organisations work together with the ‘Comprehensive
Care Centres’ sensitising and training health workers
to increase their awareness on why certain groups may
perceive their behaviour and comments as
stigmatising and discriminatory. There have also been
countrywide anti-stigma campaigns, and while many
PLHIV and key populations continue to face high levels
of stigma and discrimination, Kenya has demonstrated
commitment in providing an enabling legal, social and
policy environment at the national and county level to
reduce barriers to health services for PLHIV. 44 For
example, in 2006, it established the first HIV tribunal
in the world to increase access to justice for HIVrelated issues and in 2015, the High Court of Kenya
declared a law that obliged PLHIV to disclose their HIV

40 World Health Organisation (2017): Review of the National health sector
response to HIV in the Republic of Indonesia. Available from: www.searo.
who.int/indonesia/publications/hiv_country_review_indonesia_eng_pdf
41 Human Rights Watch (June 2017) Human Rights Watch Country Profiles:
Sexual Orientation and Gender Identity. Available from: www.hrw.org/
news/2017/06/23/human-rights-watch-country-profiles-sexualorientation-and-gender-identity
42 Equal Rights Trust/LGBT Human Rights Centre Nash Mir (2015) In the
Crosscurrents: addressing discrimination and gender inequality in Ukraine.
Available from: www.equalrightstrust.org/ertdocumentbank/In%20the%20
Crosscurrents%20Addressing%20Discrimination%20and%20
Inequality%20in%20Ukraine.pdf
43 The Global Fund Office for the Inspector General (2018) Audit Report:
Global Fund Transition Management Processes. Geneva. Available from:
www.theglobalfund.org/media/7634/oig_gf-oig-18-017_report_en.pdf
44 Avert (2017) HIV and AIDS in Kenya. Available from: www.avert.org/
professionals/hiv-around-world/sub-saharan-africa/kenya
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status as unconstitutional. 45 In 2016, civil society
began to challenge the current law criminalising
homosexuality as unconstitutional. As a result of this
activism, the case is now being heard in Kenya’s High
Court and a verdict is expected in the first half of
2019.
In Uganda, development partners rather than the
national government have primarily taken the role of
strengthening civil society to advocate for and
advance the rights of marginalised groups. These
include the Danish, the Irish, the Dutch and the U.S.
governments and multilateral donors such as the
Global Fund, which have implemented several
initiatives and programmes over the years aimed at
increasing the advocacy capacity and strengthening of
CSO and CBOs. This includes the Dutch Governmentfunded PITCH programme.
A compelling example of development partners
advancing the human rights agenda in Uganda is
demonstrated through the condemnation of the
proposed anti-homosexuality Bill in 2009. Multiple
international political leaders, including in Botswana,
Sweden, Canada, United Kingdom, United States, and
the European Union condemned the Bill, supported by
strong civil society outrage globally. In a Statement
against the Bill in 2009, the European Parliament
reminded the Ugandan government of potential
implications of passing the Bill into law which included
development partners reconsidering or ceasing their
activities in Uganda. Several donor governments also
suggested that passing the Bill could put development
assistance and trade relations to Uganda at serious
risk. 46 Though many Ugandan national actors criticised
development partners for interfering with Uganda’s
democratic procedures and rejected their attempts to
block the Bill as efforts to ‘persuade’ Uganda to
embrace homosexuality, international criticism was
able to strengthen human rights defenders’
campaigning against the bill and mobilised domestic
opponents to the Bill beyond human rights circles. 47
There was a similar response to the 2014 Uganda AntiHomosexuality Act which was signed into law (and
later annulled). Several donor governments cut their
aid to Uganda after the bill was passed. Since then,
however, other discriminatory laws have been signed
into law and the many political and cultural barriers
and stigmatising attitudes towards key populations
are persistent obstacles to reaching key populations
in Uganda. 48

45 Avert (2017) HIV and AIDS in Kenya. Available from: www.avert.org/
professionals/hiv-around-world/sub-saharan-africa/kenya
46 Strand C (2013) The rise and fall of a contentious social policy option –
narratives around the Ugandan Anti-Homosexuality Bill in the domestic
press. Journal of African Media Studies, 5(3): 275-294
47 Strand C (2013) The rise and fall of a contentious social policy option –
narratives around the Ugandan Anti-Homosexuality Bill in the domestic
press. Journal of African Media Studies, 5(3): 275-294
48 Avert (2018) Funding for HIV and AIDS. Available from: www.avert.org/
professionals/hiv-around-world/global-response/funding
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Human rights violations and legal barriers continue to
fuel the HIV epidemic and human rights advocacy is
critical for an effective response and for equitable
access to health care. Despite this, funding for human
rights programmes is extremely limited, accounting
for approximately 0.13% of all HIV and AIDS spending
in low-and-middle-income countries.49 Many donor
governments and other development partners do not
fully appreciate the challenges faced by civil society to
do advocacy in hostile environments. The results of
such work can also be difficult to measure.50 WHO
states that “UHC is firmly based on the WHO
constitution of 1948 declaring health a fundamental
human right, and on the Health for All agenda set by
the Alma Ata declaration in 1978”.51 The reality,
however, is that without the continuation and increase
of international funding for human rights advocacy,
the integration of HIV and AIDS into UHC risks leaving
key populations behind.

Involvement of civil society and
communities in the provision of
services
Community responses to HIV and AIDS are the
cornerstone of effective, equitable and sustainable
HIV and AIDS services. Community responses are
typically provided by a range of actors, including
community health workers working in clinics, peer
educators, key population networks, volunteers,
counsellors, members of a household supporting
family members or the wider community, amongst
others. They deliver a wide range of prevention, care
and treatment services, support health systems,
engage in advocacy, and, importantly, reach the most
vulnerable and marginalised people where state
facilities cannot. Communities have effectively been at
the forefront of the HIV and AIDS response since the
start of the epidemic, playing a crucial role in the
delivery of non-medical services, such as HIV
prevention, and have advocated for the right to health.
In Ukraine, the Global Fund’s support for HIV
prevention is largely channelled through the Alliance
for Public Health in Ukraine, which provides technical
assistance and financial support to local organisations
and communities focusing on prevention among
vulnerable groups. As of today, the Alliance for Public
Health accounts for 70% of the total HIV and AIDS
response in Ukraine. 52

49 Avert (2018) Funding for HIV and AIDS. Available from: www.avert.org/
professionals/hiv-around-world/global-response/funding
50 Meeting report (April 2018) Ensuring Efforts to Scale Up, Strengthen and
Sustain HIV responses: Scaling up HIV Prevention for Key Populations,
Adolescents and Young Adults – developing a differentiated service delivery
approach, hosted by the Joep Lange Institute, The Netherlands
51 www.who.int/health_financing/universal_coverage_definition/en/
52 Alliance for Public Health website: www.aidsalliance.org.ua/cgi-bin/index.
cgi?url=/en/about/index.htm
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In Indonesia, clinical services provided through the
public sector are “unfriendly” to key populations,
reflecting Indonesia’s societal attitudes. Most clinical
services are provided in government-run facilities, but
civil society organisations are deeply involved in
efforts to encourage key populations to take up
voluntary counselling and testing (VCT) and ART
services while trying to make VCT and ART sites and
staff friendlier to key populations. They play a crucial
role in targeted prevention efforts, such as condom
distribution programmes and in information,
education and communication activities. 53 They are
also engaged in the persistent struggle to defend the
human rights of key populations and PLHIV. 54
Civil society organisations play an active role in
Uganda providing HIV and health services. The
Ugandan National Strategic Plan for HIV and AIDS
promotes strengthening community systems and
implementing guidelines on community-based care,
mobilising community support systems to address
stigma, and strengthening the capacity of civil society
for increased advocacy. 55 Currently, all these activities
are primarily supported through external funding and
it is unclear to what extent they would continue to be
prioritised by national authorities.
The Non-Governmental Organisations Act from 2016
prohibits CSOs and CBOs in Uganda from carrying out
activities in any part of the country unless they are
registered with the government. Those with objectives
contravening Ugandan laws are prohibited from
registering. In addition, the Prohibition of Promotion
of Unnatural Sexual Practices Bill from 2014 poses
grave threats to civil society organisations engaging in
any advocacy work with MSM or others from the LGBT
community. 56 These discriminatory laws act as barriers
for organisations seeking to provide services to key
populations and for key populations to access these
services.
In Kenya, the National AIDS Control Council (NACC)
estimates that 14,000 civil society entities are
engaged in HIV and AIDS activities in the country. The
NACC is vocal in recognising the importance of these
groups, especially those led by PLHIV and people from
key populations. 57 However, these activities are
currently mostly funded through external donor

53 Verstraaten EJ, Beeren FM, Janssen JL, Kemper S, Siregar AY, Tromp N,
Baltussen RMPM (2017) Comparative cost analysis of four interventions to
prevent HIV transmission in Bandung, Indonesia. Acta Med Indones –
Indones J Intern Med, 49(3):236-242
54 Human Rights Watch (2018) Scared in Public and Now No Privacy: Human
Rights and Public Health Impacts of Indonesia’s Anti-LGBT Moral Panic.
Available from: www.hrw.org/sites/default/files/accessible_document/
indonesia0618_lgbt_web.pdf
55 Republic of Uganda – Uganda AIDS Commission (2015) National HIV and
AIDS Strategic Plan 2015/2016-2019/2020: an AIDS Free Uganda, My
Responsibility. Available from: library.health.go.ug/publications/servicedelivery-diseases-control-prevention-communicable-diseases/hivaids/
national-h-1
56 Avert (2018) HIV and AIDS in Uganda. Available from: www.avert.org/
professionals/hiv-around-world/sub-saharan-africa/uganda
57 Avert (2018) HIV and AIDS in Uganda. Available from: www.avert.org/
professionals/hiv-around-world/sub-saharan-africa/uganda
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assistance or organised on a volunteer basis, except
for official government employed community
extension workers. The Government of Kenya (via the
NACC) has signalled its interest in exploring the
option that national or local authorities “hire” civil
society organisations to continue (and expand) the
work they are currently doing. 58 The fact that some of
these organisations work with and for key populations
who are considered ‘criminals by legal definition’ might
create a serious obstacle: they would have to report
(and seek to be paid) for activities that can be
construed as supporting criminal behaviour.
The key question is whether and how the sustainability
of these critical services provided by civil society and
communities can be maintained after the transition to
UHC. Work currently carried out by civil society and
communities is insufficiently funded by donor
governments59 and there is a serious risk that the
community response is diluted when HIV is integrated
into UHC. Some positive initiatives are being taken in
the study countries to address the role of civil society
and communities in UHC implementation.
In Uganda, HIV and AIDS services are already largely
integrated with other health services at the facility
level in both private and public health centres and
some efforts are being made to include interventions
for key populations and marginalised groups through
the ‘MARP Initiative’.60 This is a registered NGO based
in a regional referral hospital under the Ministry of
Health, which aims to make HIV interventions
accessible for key populations by operating drop-in
centres and providing specialised HIV and primary
health care services to key populations.
In Ukraine, the transformation of the government’s
‘Ukrainian Centre for Combating AIDS’ into the
‘Ukrainian Centre for Socially Dangerous Disease
Control’ and finally the Public Health Centre provides
interesting opportunities for taking HIV and AIDS
services out of their ‘silo’. CSOs working with the
Public Health Centre are expanding the scope of their
work, beyond HIV and AIDS. This has created a clear
pathway for the continuation of the community
response: services can continue being implemented by
civil society, with support from the Public Health
Centre. Through this transition process, the close
cooperation with civil society in providing services to
key populations has become firmly rooted in Ukraine’s
public health strategy.

58 Joep Lange Institute and National Aids Control Council of Kenya (2018)
Developing reporting mechanisms for community-based HIV service delivery
in Kenya. Available from: www.joeplangeinstitute/org/wp_content/
uploads/2018/07/180222_23_final-Report-Communities-Kenya.pdf
59 Meeting report (April 2018) Ensuring Efforts to Scale Up, Strengthen and
Sustain HIV responses: Scaling up HIV Prevention for Key Populations,
Adolescents and Young Adults – developing a differentiated service delivery
approach, hosted by the Joep Lange Institute, The Netherlands
60 MARP stands for Marginalised Population
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In Indonesia and Kenya, there are still many
uncertainties about how and to what extent
community responses will be included in UHC and this
seems to be a general trend in many countries.
There is currently no robust infrastructure for
integrating non-state actors into UHC in a way that
strengthens them while retaining the independent,
separate qualities that make them effective.61

Inclusion of civil society and
communities in essential
decision-making processes
The HIV and AIDS response would not have achieved
the landmark successes without the involvement of
civil society and PLHIV and affected communities in
decision-making processes at global, regional and
country-level. The response has been guided by the
principle ‘nothing about us without us’ or ‘meaningful
involvement’, meaning that no HIV policy or plan
should be decided without the full and direct
participation of those directly affected by the
epidemic. This principle has been translated into a
number of engagement mechanisms at the different
levels, such as civil society delegations to and
participation in governing bodies of International
Institutions and the country coordination mechanisms
of the Global Fund. While these mechanisms could be
improved and are not always entirely inclusive and
adequately supported, civil society engagement in
HIV and AIDS decision-making processes remains
exceptional within the global health field.62
In 2016 after the adoption of the SDGs, the
International Health Partnership (IHP+), a group of
development partners, CSOs and national
governments led by WHO and the World Bank and
dedicated to achieving the health MDGs, became the
International Health Partnership for UHC 2030, then
simply UHC2030. In similar ways as the IHP+,
UHC2030 provides a multi-stakeholder platform to
promote collaborative working in countries and
globally on health systems strengthening and UHC.
The CSOs supporting the IHP+ became the global
Civil Society Engagement Mechanism (CSEM). The
intention was to set up “National Groups” as well,
which would support UHC2030 through a national
CSO platform building on existing country-level
health platforms. 63

61 Meeting report (April 2018) Ensuring Efforts to Scale Up, Strengthen and
Sustain HIV responses: Scaling up HIV Prevention for Key Populations,
Adolescents and Young Adults – developing a differentiated service delivery
approach, hosted by the Joep Lange Institute, The Netherlands
62 Piot P, Karim SSA, Hecht R, Legido-Quigley H, Buse K, Stover J, Resch S,
Ryckman T, Møgedal S, Dybul M, Goosby E (2018) Advancing Global Health
and strengthening the HIV response in the era of the Sustainable
Development Goals: the International AIDS Society – Lancet Commission.
Available from: www.thelancet.com/journals/lancet/article/PIIS01406736(18)30070-5/fulltext
63 UHC2030, Proposal for a Civil Society Organisation Engagement Mechanism
in UHC2030 (2016) Available from: www.uhc2030.org/fileadmin/uploads/
uhc2030/Documents/Key_Issues/UHC2030_civil_society_engagement/
CSEM_UHC_2030finaldec2016.pdf
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At this stage, it is not clear if any such ‘National Group’
exists. None of the CSO representatives we
interviewed in Indonesia, Kenya, Uganda or Ukraine
was aware of efforts to create a country-level UHC
engagement platform, although some had been
invited to global CSEM meetings and events in Geneva
and elsewhere. The study countries have certain
mechanisms in place for engaging civil society and
communities in HIV and AIDS decision-making
processes, but it is unclear what will happen with this
engagement when HIV is integrated into UHC.
In Indonesia, civil society organisations have been
included in the National AIDS Commission and in local
AIDS commissions since their inception. However, a
decision to dissolve the National AIDS Commission
was taken at the end of 2017. The activities were
supposed to be continued by the sub-Directorate HIV
and AIDS and STI Control of the Ministry of Health,
but interviewees reported that meetings have become
irregular and “on request” by civil society organisations
themselves. This has created the perception that civil
society is no longer in the position of an equal partner.
Civil society organisations are also represented in the
CCM of the Global Fund. Several interviewees
confirmed that the CCM is a key factor in their
relationship with the Ministry of Health and the
government of Indonesia, even if they feel they are
often invited to validate plans before they are officially
released rather than contributing to their design.
However, when Global Fund funding to Indonesia ends,
it is likely that the CCM will end as well. This is
particularly concerning because civil society
engagement in UHC decision-making processes in
Indonesia so far has been limited or non-existent,
especially at the national level.
While several recent papers praise the achievements
of the recent steps towards UHC in Indonesia, they do
not mention any involvement of CSOs. 64, 65 Even after
the dissolution of the National AIDS Council, there is a
substantial discrepancy between the way civil society
is involved (or allowed to be involved) in HIV and AIDS
decision-making processes or UHC decision-making
processes. One of the key risks of integrating HIV and
AIDS into UHC in Indonesia is that it might ‘silence’
civil society and make them ‘run around’ looking for
platforms that do not exist or from which they are
excluded.

64 Mboi N, Surbakti IM, Trihandini I, Elyazar I, Smith KH, Ali PB, Kosen S,
Flemons K, Ray SE, Cao J, Glenn SD, Miller-Petrie MK, Mooney MD, Ried JL,
Anggraini Ningrum DN, Fachmi I, Siregar KN, Harimurti P, Bernstein RS,
Pangestu T, Sidharta Y, Naghavi M, Murray CJL, Hay SI (2018) On the road to
universal health care in Indonesia, 1990–2016: a systematic analysis for the
Global Burden of Disease Study 2016. The Lancet, 392(10147): 581- 591.
65 Marzoeki P, Tandon A, Bi X, Pambudi ES (2014) Universal Health coverage for
Inclusive and Sustainable Development: Country Summary Report for
Indonesia. Available from: documents.worldbank.org/curated/
en/937721468260332783/pdf/912170WP0UHC0C0Box385329B00P
UBLIC0.pdf
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In Ukraine, there are similar challenges. Through the
government’s Public Health Centre, which works
closely together with civil society organisations and is
a principal recipient of the Global Fund together with
the NGO Alliance for Public Health, civil society
interviewees felt informed about the ongoing health
sector reform and felt able to influence it to a certain
extent. However, this is by no means comparable to
the institutionalised involvement of civil society in
Ukraine’s HIV and AIDS response, mainly through the
CCM. The present situation seems to create a great
opportunity to encourage the CCM to follow the
same path as the Ukrainian Centre for Combating
AIDS which became the Public Health Centre of
Ukraine. The CCM could become the national UHC
engagement platform in Ukraine, for example. This
could be an option for well-functioning CCMs in other
countries as well.
CSOs working on HIV and AIDS in Kenya have
organised themselves to facilitate strengthened
coordination and formed several umbrella
organisations, and several CSOs are members of the
Board of the National AIDS Control Council. Most
interviewees agreed that civil society does have a
meaningful voice in decision-making processes in
relation to HIV and AIDS, at least at the national level.
Via the National AIDS Control Council and the CCM,
the Ministry of Health got used to working closely
with civil society. When the Ministry of Health
established the ‘UHC Benefits Package Advisory
Panel’ in June 2018, it included the national
coordinator of HENNET, which is a network of many
CSOs working in health.66 Some interviewees were
disappointed that only one civil society actor was
included. However, there seems to be an incipient civil
society involvement in UHC decision-making, and the
National AIDS Control Council is pushing for stronger
community engagement and stronger partnerships
between government and civil society.67

society and communities in UHC planning and HIV
integration will develop. There was a participatory
process for the development of the Second Ugandan
Health Sector Development Plan similar to the Second
National Strategic Plan for HIV and AIDS, but it is not
clear if civil society organisations and community
groups representing marginalised groups and key
populations were engaged to any extent. The inclusion
of communities and civil society in both HIV and AIDS
and health sector plans in Uganda indicates that these
groups will likely continue to be engaged in an
integrated health system and UHC context. However,
meaningful involvement of key populations is likely to
remain very limited especially if their work is no longer
supported when left to national authorities.
For a successful transition to UHC, civil society,
including CBOs led by and working with marginalised
groups and key populations, must be meaningfully
engaged in broader health policy and strategy
development, funding allocation decisions, and
monitoring in order to ensure UHC meets their
specific needs and no one is left behind.

Finally, in Uganda, civil society and communities are
engaged in HIV and AIDS decision-making largely
through the CCM, despite challenges in the way it
functions and the limited representation of key
populations.68 Communities, civil society and other
stakeholders have also been included in the
development of the Ugandan national HIV and AIDS
strategies, such as the Second National Strategic Plan
for HIV and AIDS through a range of consultation
activities. It is as yet unclear how engagement of civil

66 Joep Lange Institute and National AIDS Control Council of Kenya (2018)
Developing reporting mechanisms for community-based HIV service delivery
in Kenya. Available from: www.joeplangeinstitute.org/wp- content/
uploads/2018/07/180222-23_Final-Report_Communities-Kenya.pdf
67 National AIDS Control Council (2018) Policy Brief: Leveraging the HIV
Response to drive Universal Health Care in Kenya. Available from: nacc.or.ke/
wp-content/uploads/2018/09/LEVERAGING-THE-HIV-RESPONSE-TODRIVE-UNIVERSAL-HEALTH-CARE-IN-KENYA-2ND.pdf
68 Byonanebye P, Alesi J, Dan K (2018) The Uganda Civil Society and
Communities CCM Shadow Report. Available from: accountability.
international/admin/wp-content/uploads/2018/10/Uganda_CCMReport_
DIGITAL.pdf
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“Make HIV services
affordable and accessible
to all - Support don’t
Punish.”

“The HIV prevalence in people who inject drugs is
almost 3 times higher than the general population,
but most people who use drugs (PUDs) boycott
public HIV and health facilities through fear of
arrest, stigma and discrimination.
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The extension of HIV services to drug hot spots and
dens has the power to increase uptake of HIV
services across PUD communities in Uganda.”
– Malcolm
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4.	Risks and opportunities for
integration
The findings from the four study countries highlight
the many obstacles on the road towards successful
integration of HIV and AIDS into UHC and at first
sight, the risks seem to outweigh the opportunities:
• Poor-quality health services or limited HIV and
AIDS services in a context of declining or
disappearing donor funding and insufficient
domestic resources;
• Exclusion of groups who would not be able to
obtain access to health insurance; and, similarly,
exclusion of marginalised groups if general
taxation is the preferred method and UHC
continues to focus on the 80% coverage target;
• Loss of the human rights focus of the HIV and
AIDS response and the contribution of
communities if civil society is de-funded and not
engaged.

safeguarded. Furthermore, it is critical that countries’
UHC plans include all necessary HIV and AIDS services,
including appropriate lines of ART, as well as a budget
for HIV prevention and for investment in the
community response to HIV and health. UHC plans
should not be restrained by domestic budgets but
should be supported by external development
partners wherever gaps need to be filled.
When governments and development partners make
the commitment to working together to make UHC
truly universal, leave no one behind and build on the
lessons learned and the successes achieved in decades
of responding to HIV and AIDS, UHC might actually
work for people living with HIV and key populations.
Millions of lives depend on it.

However, the integration of HIV and AIDS into UHC
does have the potential to make services more
sustainable in the long run when these are no longer
dependent on unpredictable and short-term donor
funding cycles. It could:
• Make health systems less fragmented;
• Reduce stigma against PLHIV and key
populations by addressing HIV as a more
‘mainstream’ health issue among many other
health issues;
• Improve overall health care access for PLHIV
and key populations by enabling them to access
services in integrated settings for multiple
health needs;
• Engagement of PHIV and key populations in
broader health decision-making, thereby
increasing inclusion and acceptance of these
groups;
• More effective resource use and more equitable
resource distribution across the health sector.

Most people interviewed in the country studies are
cautious supporters of integration of the HIV and
AIDS response into UHC. Achieving a successful
integration would require a gradual transition to
integration as well as a gradual replacement of donor
funding with national resources. In order to maintain
the gains of the HIV and AIDS response so far, it is
essential that meaningful engagement with civil
society continues and improves and the human rights
aspect of HIV and AIDS advocacy and programming is

Building on the strengths and successes of the HIV and AIDS response
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5. Recommendations

Matching political commitment
with the mobilisation of
resources
• To development partners: Match political and
technical support for UHC to countries with
financial contributions to fill any domestic
budget gaps to make UHC a reality for all. This
should include catalytic support for the
essential components of UHC that usually
receive less or no support from domestic
sources, such as key populations and human
rights programming and advocacy, prevention
and the community response to HIV and
health.
• To governments: Negotiate a transition plan
and financial support with development
partners to meet both UHC and HIV and AIDS
goals.
• To civil society advocates: Advocate for a
complete package of health services for
everyone, regardless of their ability to pay or
register for health insurance.

Efforts to include everyone
• To development partners: Engage in policy
dialogue with governments to push for law
reform to realise UHC, including repealing
discriminating and criminalising laws that
negatively impact the right to health.
• To governments: Work towards a legally and
socially enabling environment for all people to
access healthcare without discrimination and
criminalisation and remove legal and policy
barriers that restrict key populations’ access to
needed health services.
• To civil society advocates: Continue to
advocate for the right to health and
particularly for the rights of PLHIV and key
populations in accessing comprehensive and
high-quality HIV and other health services.
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Involvement of civil society and
communities in the provision of
services
• To development partners: Maintain and
increase investment in and support to local
civil society and communities enabling them to
deliver services to key populations and other
groups left behind and to continue human
rights advocacy.
• To governments: Consider civil society and
communities as key partners in the
development, implementation and monitoring
of UHC plans if UHC is to be realised. There
should be funding and legal mechanisms in
place for communities to access national and
local resources to play this role.
• To civil society advocates: Engage in budget
advocacy to influence domestic funding
priorities and push for both donor and
government investment in civil society and
communities as well as appropriate and
accessible civil society funding mechanisms
in-country.

Inclusion of civil society and
communities in essential
decision-making processes
• To development partners: Support and fund
the creation of inclusive national civil society
groups for UHC engagement, ideally building
on existing and functioning civil society
engagement platforms for health where this
makes sense, for example the CCM.
• To governments: Build on the experience of
working with civil society engagement
platforms and consultation mechanisms put in
place for HIV and AIDS and support CSOs and
CBOs as critical partners in UHC decisionmaking processes.
• To civil society advocates: Build partnerships
and coalitions across the wider health sector
to hold development partners and
governments accountable for realising UHC
and the right to health in a way that ensures
equitable and comprehensive HIV and health
services for all.
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