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Abstract

Efforts to increase uptake of prevention of mother-to-child transmission of HIV (PMTCT)
services has produced a historic reduction in transmission rates to infants, but a significantly
larger investment will be needed to end the HIV/AIDS epidemic by 2030. Civil society
organizations (CSOs), which have traditionally been funded by international donors, have
made important contributions to reducing new infections in children, largely due to their close
links to local communities, understanding of the barriers to accessing HIV services, and ability
to reach vulnerable populations. CSOs are effective at delivering and supporting PMTCT
services, but there is little evidence demonstrating that they are cost-effective—that they avert
more child infections and connect more women to treatment per dollar invested than other
modalities. As international donors reduce their support to low and middle income countries
(LMIC), it is imperative for governments to incorporate CSOs into their health systems—Ilest
CSOs risk not having funding to provide crucial services. LMIC governments should study the
cost-effectiveness of CSOs for delivery and support to PMTCT services to determine how
partnering with them can provide the most value for money. For models that are effective,
LMIC governments should consider initiating performance-based contracts with CSOs and
giving grants to domestic community-based organizations to supplement the impact of public
health services. International donors should facilitate these activities by building the capacity
of LMIC governments and CSOs to enter into formal partnerships. Delaying investment in
CSOs will deprive LMICs of their most effective, and potentially cost-effective, resources for
ending the HIV/AIDS epidemic.

Keywords: PMTCT, HIV, Civil Society, Health Financing, Partnerships.



https://u928059.ct.sendgrid.net/wf/click?upn=FCN3ORrWzstxFmmMlqzCj0xsX7JQV535D5gIPhnEkuoee7-2B769boZ5Cqxq0YrIq-2FRWW9zTeDx4D341JDJK100Q-3D-3D_RRxo-2F-2BIQDXp1JJA-2BjsTHwvFpazgPXdn7xbC4cxb7DTeKFXCbxBOa8LSEDoSD0LQSJmNKuvetBkV7JCqQJVOj-2BRw7iEYGEizBrOzPcQw3okIaTS0dctBgkdCz2kBfRPO2mrChmYjcLirQq3rl3RUfMdbC6agcIotq3504JRWO6HiVxDK7pXBa5lf3nMFbGLbZM99F1fFS-2FM20gTvsMWux-2FA-3D-3D
mailto:Carlos_Avila@abtassoc.com

2 Cali et al (2017). Can Domestic Resources Sustain Civil Society Organizations? AJHE 6(1)

Introduction

The Sustainable Development Goal on health sets
the ambitious target of ending the HIV/AIDS
epidemic by 2030 [1]. To help achieve this goal,
UNAIDS has committed to eliminate new HIV
infections among newborns by 2020 [2]. Efforts to
increase uptake of prevention of mother-to-child
transmission of HIV (PMTCT) services has led to
historic reductions in new infections among children
and put hundreds of thousands of mothers on
treatment. Between 2000 and 2015, the number of
children being infected with HIV fell by 70%, and 85
countries now see fewer than 50 children acquiring
HIV each year [3, 4]. In Sub-Saharan Africa alone,
the number of children newly infected with HIV fell by
47% between 2009 and 2014 [5].

Civil society organizations (CSOs), including non-
governmental, faith-based, and  community
organizations, have played a major role in this
success [6]. With significant financial and technical
support from international donors, CSOs have
successfully engaged in advocacy, generated
demand for HIV services, delivered treatment,
supported treatment adherence, and provided
psychosocial support [7]. Despite these efforts,
PMTCT programs need to be scaled-up to meet
global commitments: there were 150,000 new
infections among children in 2015 alone [8]. Ending
the HIV/AIDS epidemic will require massive new
investments, including increasing funding for
prevention programs such as PMTCT from US$4.5
billion per year in 2016 to US$7.3 billion in 2020 [9].

Low and middle-income countries (LMIC) are at a
crossroads regarding the role of CSOs in the
HIV/AIDS response. Rather than increasing
investments, donors have been maintaining or
reducing support to both governments and CSOs
engaged in the response to HIV/AIDS [8]. Without
new sources of domestic financing, CSOs will have
difficulty continuing to deliver HIV services. As donor
financing declines, it is ever more critical for
governments to ensure limited resources are
allocated efficiently to maximize impact.

LMIC governments must decide if incorporating
CSOs into their national health systems is the most
cost-effective way to sustain and scale-up activities
for preventing and treating HIV/AIDS. Now is the time
to explore options for contracting or partnering with
CSOs to provide PMTCT services which could
deliver the best return on investment for domestic
HIV/AIDS funding. Donors can facilitate the
transition to domestic financing of CSOs by
increasing technical assistance for studying their

cost-effectiveness and strengthening the capacity of
CSOs and the public sector to develop formal
partnerships.

An unprecedented improvement in coverage of
PMTCT services, but further gains needed

In many LMICs, low capacity of public health
systems, especially their limited ability to reach
marginalized and geographically-isolated
communities, is hindering the scale-up of PMTCT [7].
CSOs provide crucial support for delivering PMTCT
services, but face questions of sustainability. The
“Global Plan towards the Elimination of new HIV
Infections among Children and Keeping their
Mothers Alive,” established ambitious targets, but
between 2009 and 2014, the 21 prioritized countries
reduced new HIV infections among children by only
48%, falling short of the target of a 90% reduction.
The number of AIDS-related deaths among women
declined by 45% in those 21 countries, missing the
target of 50% [8]. Furthermore, the mother-to-child
transmission (MTCT) rate was reduced by half
between 2009 and 2014 to 14%, but is still higher
than the target of 5% [8]. Attaining bold targets will
only become more challenging with the anticipated
decline of donor funds.

Global HIV funding is stagnating and HIV
programs need to do more with less

Donor support for HIV/AIDS programs is declining
and will likely impact the operations of CSOs and
LMIC governments, which are bearing more of the
burden for financing their HIV/AIDS response. Total
donor spending for HIV declined from $8.62 billion to
$7.53 hillion (a 13% decline) between 2014 and
2015, and all 14 bilateral donor governments
assessed had reduced their expenditure [10]. This
trend of stagnating international funding is likely to
continue. The United States, the largest international
donor for HIV, reduced its funding allocated to the
global HIV/AIDS response by $2.7 million from 2015
to 2016 and requested $7.2 million less for 2017 [11].
Global Fund disbursements for HIV/AIDS increased
only from US$17.01 to US$17.13 billion from 2016 to
2017 [12]. Meanwhile, African countries have
increased expenditure on HIV/AIDS by 150% in the
past four years, and will need to make difficult
choices on how to spend new domestic resources
[13-15]. Investment decisions should be guided by
cost-effectiveness, and CSOs should be examined
as potential mechanisms for preventing new child
infections.

Global Data Suggests that CSOs are Effective;
but Evidence on Cost-Effectiveness is Lacking.

CSOs have advantages for meeting the needs of
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people living with HIV as they have close links to
communities, giving them a good understanding of
social and cultural barriers to adopting preventative
measures and adhering to treatment, and influence
for shaping cultural norms [16]. CSOs can provide
services to marginalized groups, such as drug users
and sex workers, which are sometimes challenging
for the public sector to reach due to legal or political
concerns. CSOs are often small and less
bureaucratic than the public sector, giving them
flexibility to try new approaches and adaptability to
meet new challenges. Their close links to the
community creates environments where people
living with HIV are less likely to encounter stigma [17-
18].

CSOs’ advantages for preventing and treating new
infections are applicable to PMTCT. Community-
level interventions often carried out by CSOs,
including strengthening linkages to care, facilitate the
uptake of PMTCT services [10]. CSO involvementin
PMTCT service provision in Uganda increased the
capacity for delivering PMTCT services, with CSOs
increasing the number of women tested from 225 to
5,867 between 2004 and 2005 in 13 PMTCT sites
[20]. In Lesotho, the involvement of CSOs in
improving referrals for PMTCT services resulted in
improved access, demand and uptake of those
services. Phelisanang Bophelong, a civil society
organization, trained community leaders, facilitated
public education sessions, and successfully referred
91 women to PMTCT services from October 2013 to
September 2014, significantly surpassing its target of
40 [21]. Evidence also shows that CSOs can be an
effective complement to public health systems. In
Ghana, partnership contracts between government
and CSOs for HIV service delivery have resulted in
the delivery of more comprehensive and cost-
effective services [22].

Several studies suggest that CSOs can be at least
as effective as the public sector in providing PMTCT
services. Behets et al. found that in the Democratic
Republic of Congo 94.1% of pregnant women
seeking antenatal care were tested for HIV in clinics
managed by CSOs compared to 84.4% in public
facilities. A higher percentage of HIV-positive women
and infants seeking care in CSOs received ART
compared to those in public facilities [23]. Ladner et
al. assessed 64 PMTCT programs in 25 sub-
Saharan African countries and found that 84.2% of
pregnant women seeking antenatal care in facilities
managed by CSOs were tested for HIV, compared to
67.2% of women seeking care in public facilities [24].

While there is substantial evidence that CSOs are
effective for PMTCT, evidence on whether they are
worth the financial investment is less clear. The costs
of providing PMTCT services in the public sector are

well-documented, but there are few published
studies comparing the costs of public provision of
PMTCT services to PMTCT services provided by
CSOs. Evidence from other health areas suggests
that CSOs provide some health services at a lower
cost than the public sector, but others at a higher cost
[25].

Researchers have conducted numerous cost-
effectiveness analyses of PMTCT programs, but
many only compare different PMTCT regimens:
Option A, Option B, and Option B+ [26-27]. We did
not find cost-effectiveness analyses comparing the
delivery of PMTCT services in facilities managed by
CSOs to services delivered in the public sector.
There are also few economic analyses that study
CSO support to public facilities and compare them to
facilities that do not receive such support. One such
study found that “mentor mothers” providing
education and psychosocial support to HIV-positive
pregnant women and mothers increased retention in
care and up take of early infant diagnosis, and
produced US$11.40 in savings from averted
treatment costs for every US$1 invested [24].
However, additional research on the cost-
effectiveness for engaging CSOs to deliver PMTCT
services and partnering with CSOs to support public
provision of services would arm LMIC governments
with the information needed to determine if and how
investing in CSOs can deliver value for money in the
effort to end the HIV/AIDS epidemic, while also
providing CSOs the resources they need to sustain
crucial activities.

A Way Forward for LMIC Governments and
Donors for Investing in CSOs for PMTCT

Given the impending risk to the financial
sustainability of CSOs currently supported by
international donors and the need for governments
to receive maximum return on their investments,
there are several steps that LMIC governments and
international donors should take to maintain and
build upon the contributions of CSOs to PMTCT.

1. Assess Cost-Effectiveness of Contracting
and Partnering with CSOs to Guide
Government Policy

CSOs are effective at scaling up and supporting
PMTCT services and have advantages over other
sectors for reaching marginalized communities and
encouraging adherence to treatment. Producing
evidence on the cost-effectiveness of CSOs can
guide LMIC governments’ decisions on whether they
should invest domestic resources to sustain CSOs’
activities for PMTCT. Additional studies can also
inform governments which types of mechanisms are
most cost-effective for engaging with CSOs, and
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which roles performed by CSOs provide the most
value for money.

2. Develop Partnerships with CSOs to Increase
ANC and PNC Visits and Retention in Care

Governments can provide grants to community-
based CSOs to generate demand for public services
and encourage adherence to treatment. In this way,
CSOs can increase the effectiveness of existing
government services rather than replacing or
supplementing them. For example, internationally-
funded CSOs in Lesotho use peer groups,
community events, outreach campaigns, and
community health workers to encourage pregnant
women and new mothers to visit public health
facilities for testing and treatment, and to track down
women and infants who missed their appointments
and refer them back to care. Domestic grants from
LMICs can sustain these programs as donors reduce
their investments.

3. Consider Contracting CSOs to Provide
PMTCT Services

Performance-based contracts tie a portion of
payments to the achievement of measureable
targets. Where LMIC governments have limited
capacity to expand access to services through the
public health system, they can use contracts to
incentivize CSOs to perform specific functions, and
to coordinate different CSOs to work together and
provide complimentary services. Contracts are
legally binding and enforceable, provide strong
incentives for meeting performance targets, and
allow funds to be tracked closely [28]. Governments
and donor agencies can expand financial and
physical access to PMTCT by entering into service
delivery contracts with CSOs that provide incentives
for retaining women and infants along the PMTCT
cascade. They can also increase quality by linking
terms of the contract to quality-related indicators.

Governments considering contracting, however,
should proceed carefully. Successful contracting
requires a pool of CSOs with the capacity to deliver
the desired service and the legal and financial
mechanisms to sign contracts and bill for services.
Contracting also requires the government to develop
clearly defined targets, dedicate effort to contract
negotiation, collect high-quality data, and invest
resources to monitor performance [29].

4. Provide Technical Assistance to
Governments and CSOs to Build Contract
Management Capacity

International donors have funded CSOs for decades
to deliver health services. As donors reduce their

investments, they should focus on building the
capacity of LMIC governments to initiate and monitor
contracts with CSOs and the capacity of CSOs to
execute contracts. Support for governments can
focus on defining contract objectives and indicators
for measuring quality, designing information systems
for monitoring implementation, running competitive
bidding processes, and managing contracts [30].
Many CSOs would benefit from capacity building for
financial management and contract compliance.

Conclusion

Global efforts to combat the HIV/AIDS epidemic
have made incredible progress, especially in
reducing the number of child infections. A massive
investment is needed to end the epidemic, but new
resources are unlikely to come from international
donors. It is an urgent priority for LMIC governments
to study the cost-effectiveness of CSOs for delivery
and support to PMTCT services, initiate
performance-based contracts with CSOs, and give
more domestic grants to community-based
organizations that amplify the impact of the public
health system, and for donors facilitate these
activities with capacity-building. LMIC governments
that hesitate to invest in the CSOs providing vital
services in their countries risk losing the most
effective foot soldiers in the fight against HIV, and
letting the opportunity to end the epidemic slip away.
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