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Inttroduction
In 20
005 Canada, in partnership with thee G8, took a
leading role in settting what is now
n a global commitmentt
to acchieve univeersal access to
t prevention, treatmentt
and care by 201
10. Four yeaars on from the political
oric of 2005
5, millions of people are
a
still nott
rheto
receiiving the info
ormation, services or treeatment theyy
need
d to curb the impact of HIV and AIDS. For example,,
just one
o in five peeople at risk of
o HIV are tho
ought to havee
accesss to basic HIV‐preventtion servicess worldwidee
whilsst three out of
o four people in need of treatment in
n
low‐ and middle‐income coun
ntries are nott receiving it.
Wom
men and youn
ng people rem
main particularly affected.
This promise of universal
u
acce
ess has been reiterated att
h the scale off
severral global forra, and is in keeping with
the global
g
HIV ep
pidemic. How
wever, achievving universal
accesss requires heealth systemss that function.
The debate around health systems an
nd HIV
Healtth systems are strugglin
ng, particularrly in Africa,,
wherre HIV prevaleence and the burden of th
he disease aree
higheest. Years off neglect, underinvestment, structural
adjusstment proggrams, and poor governance, havee
weakkened these systems.
s
Som
me Southern governmentss
and civil society groups have expressed concerns
c
thatt
the influx of resources for HIV has exxposed thesee
weakknesses and in certain cases disto
orted health
h
systeems. The Worrld Health Orgganization (W
WHO) and thee
Global Fund to Fight
F
AIDS, Tuberculosis
T
and Malariaa
(GFA
ATM) have also ackno
owledged th
hat selectivee
approaches targeeting specificc diseases may have had
d
the unintentional
u
effect of eroding health systems.
The HIV commun
nity has hearrd these con
ncerns and iss
adjussting its resp
ponse to en
nsure that HIV and AIDSS
programming willl better contrribute to improving health
h
systeems. At the 2008 Intern
national AIDS Conference,,
the International AIDS Society,, UNAIDS, thee GFATM and
d
manyy senior HIV experts restaated their com
mmitment to
o
a mo
ore balanced approach
a
thaat couples uniiversal accesss

s
for th
he developm
ment of strongg
objeectives with support
health systems. Both
B
HIV programs and heealth systems
requ
uire adequatee funding and civil society action
a
for this
to haappen.
Why
y this paperr?
The Global Treatment Acceess Group (GTAG) is a
Canaadian workin
ng group of civil society organizations
seekking to improve access to HIV prevention
n,
treattment, care and
a support for
f people living with HIV
V
and//or AIDS in developing co
ountries. GTAG was one o
of
the first global treatment
t
access groups to affirm thee
centtrality of thee right to health and in
nclude health
h
systeems strength
hening (HSS) and other diseases
d
in its
HIV advocacy.
a
In 2007 and 200
08, GTAG reeviewed and validated its
commitment to the
t right to health,
h
to eq
quity and to a
‘do no harm’ ap
pproach to HIV
H advocacy. This paper
build
ds on that initiative by pro
oviding a brieef overview o
of
curreent health syystem discou
urse and by exploring thee
debaate and advo
ocacy themess as they relaate to GTAG’s
coree advocacy on
n HIV. It will feed
f
into the development
of a shared civil society platform for the
t
2010 G8
8
meeeting to be held in Huntsvillle, Ontario, Canada.
C

Heealth Systeems and Heealth System
ms
Strrengthenin
ng: some deefinitions
Wha
at’s in a hea
alth system
m?
Therre are many definitions off and consideerable debatee
arou
und what makes
m
up a health systeem. WHO’s
defin
nition encom
mpasses manyy of the wid
dely accepted
d
conccepts:
A health
h
system
m consists of all the organizations
o
s,
instittutions, reso
ources and people wh
hose primary
ry
purp
pose is to improve health.
WHO, 2005
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WHO also identifies six components or essential health
system1 building blocks:
•

•
•
•

•

•

Health systems strengthening (HSS)
Health system strengthening is ….building capacity in
critical health system components to achieve more
equitable and sustained improvements across health
services and health outcomes.
WHO, 2006

Health services and care (including information,
counseling and health promotion) and the
management of those services to ensure that
effective, safe and high quality care is delivered.
A sufficient number of health workers who are
appropriately trained, supported and remunerated.
Information systems to inform planning and ensure
that the right health services, workers and supplies
are available to the people who most need them.
Supply of medical products like medicines, health
supplies, vaccines and technologies, as well as
adequate infrastructure and maintenance of that
infrastructure.
Financing that is adequate, fair and sustainable,
including resource mobilization, management and
disbursement.
Leadership and governance so that health sector
policies and strategies are defined, agreed and then
implemented to drive the system.

Strengthening health systems involves identifying,
analyzing, prioritizing and then addressing the key
constraints that hinder health systems from working.
Strengthening health systems capacity is complex; it is
important to involve all stakeholders, to work at
multiple levels and to create strong national ownership.

The Health Systems Crisis: How bad is it
and how did it get that way?
Africa is not on track to achieve Millennium
Development Goal (MDG) 6, ‘Combat HIV/AIDS, malaria
and other diseases’; nor is it poised to achieve any of
the other health related MDGs. This is largely due to the
deteriorating condition of Africa’s health systems.

What about equity; what about rights?

HIV is especially draining for health systems. It both
increases demand for health services and reduces
health systems’ ability to provide those services. The
Malawi experience provides a stark example. Before the
advent of treatment, health centres and hospitals were
overwhelmed with AIDS patients and already unable to
cope. At the same time, deaths among nurses, the very
workers who provided care, represented 40% of the
number of new nurses trained. The health worker crisis
is the most obvious hallmark of the urgent need for
HSS.

Neither of these concepts nor gender is included as a
WHO building block. However, efforts are being made
to correct these omissions. Equity is a central issue in
the 2008 World Health Report and there is a renewed
focus on gender. Recent global meetings on health
systems have asserted that health systems
strengthening must occur around core principles of
equity and social justice.
Civil Society

The crisis is not new: health systems were not coping
even before HIV. Successive World Health Reports,
including the 2008 Report, have drawn attention to the
inability of many health systems to tackle challenges.

Civil society’s role, while not explicit in the building
blocks, is crucial. For example, civil society participation
in governance can safeguard equity, quality, and rights
and be a means of holding health systems accountable.
In many situations, especially in resource limited
settings where HIV prevalence is high, civil society
groups provide care and are an integral part of the
health system.

Structural adjustment and globalization
Throughout the 1980s and 1990s the International
Finance Institutions (IFIs) and many donors promoted
macro‐economic policies designed to reduce and pay
down debt, alongside structural adjustment programs
to reduce public sector expenditure. This had a
devastating effect on health services in poor countries.
Health sector reform was prescribed. This included

1

Canadian readers to note that in countries most affected by
HIV, the public health system and the health care system (eg
clinics, hospitals etc) are one and the same.
2
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•

‘cost‐sharing’ or user‐fees; promotion of private sector
participation in health systems management (for
example, integration of services); and the
decentralization of health services to local
governments. Health sector reform experiments were
largely unsuccessful, especially when they tried to go to
scale. This was most evident in the poorest countries –
especially those dealing with severe HIV epidemics.

•
•
•

Health sector reform was driven by external donors and
IFIs, weakening governance and civil society
participation in health systems. Inequity was driven by
user fees and the promotion of private health care.
Even the IFIs now refer to many health sector
experimental reforms as ‘folly’.

an inability to transfer skills and capacity between
health issues, especially emerging health issues;
inequity of other health issues;
the duplication of effort and reporting due to
parallel management and reporting structures;
weak governance structures. National government
and civil society participation in health system
priority setting became almost tokenistic.

Gorik Ooms and Marc Bestgen decribe vertical
approaches to service delivery as ‘ìslands of sufficiency’
at risk of crumbling where health systems are weak (see
diagram below). The US Presidents Emergency Plan for
AIDS Releif (PEPFAR), the the Global Fund to fight AIDS,
TB and Malaria (GFATM) as well as other HIV programs
have been criticised for adopting vertical approaches by
PHC advocates.

Structural adjustment programs were part of a wider
globalization process. Globalization has exacerbated
inequality within and between countries, increased the
influence of pharmaceutical and other corporate actors
in global policy making, and reduced the authority and
leadership roles of national governments and civil
society. The resulting effects on health systems have
been particularly acute.
Primary Health Care (PHC) to vertical programs
to PHC renewal
Primary Health Care (PHC) is invoked in almost every
HSS discussion. It was introduced at the historic 1978
‘Health for all’ Alma Ata International Conference, at
which a number of key PHC pillars were developed,
including: equity, rights, a comprehensive care package,
civil society participation in governance, and inter‐
sectoral cooperation. However, the PHC approach to
delivering health almost immediately became selective,
focusing on those health issues that were preferentially
funded by donors. Selective PHC was justified by
assertions that it was not feasible to achieve
improvements in health outcomes and save lives with a
broad based or horizontal PHC approach. Indeed, this
argument is still being made. According to a 2008 WHO
policy review, where health systems are very fragile and
rapid response to deliver complex services is required, a
vertical PHC approach is warranted.

The WHO’s 2008 Report is about PHC renewal and
health systems strengthening and identifies service
delivery approaches as a priority area for health
systems reform. The GFATM and PEPFAR began taking
steps to balance their disease focus well before the
report’s release. The GFATM, for example, has adjusted
its funding mechanisms by providing separate
opportunities for health systems funding.

However, when applied to entire health systems over
several decades, vertical programs have contributed to
the development of parallel systems and a range of
problems, including:
3
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resources devoted to stigmatized populations, a pattern
seen in UNGASS Country Reports.

Is Aid Effectiveness part of the solution?
Aid effectiveness is a set of principles and methods of
working that developing and developed countries set
out in the 2005 Paris Declaration. It is meant to
accelerate progress towards achievement of the MDGs.
Aid effectiveness seeks to harmonize aid approaches
and to promote country ownership and shared
accountability. In keeping with these principles, The
Canadian International Development Agency (CIDA) and
other major donors increasingly support health (and HIV
as it is delivered through health systems) through sector
wide approaches (SWAps) and direct budget support.
These harmonized multi‐donor instruments are
supposed to base donor contributions on country led
plans and priorities. Both SWAps and direct budget
support are long‐term approaches that are seen as
enabling horizontal improvements in health systems.

Gender, HIV and health systems
Although women bear a disproportionate proportion of
the burden of ill health from HIV and other diseases as
well as a greater burden of care, health systems have
been slow to mainstream gender equality. Major
challenges include the following factors:
• Most health information is gender blind because of
insufficient capacity to collect and analyze gender
disaggregated data.
• While there has been an influx of resources for HIV
and other health issues, funding for reproductive
health services has stagnated. Maternal mortality
has stayed at the same level since the 1990s.
• Gender mainstreaming within internal health
systems is weak and is not a consistent trait of
health systems policy dialogue. For example,
physicians, most of whom are men, were the first to
receive anti‐retroviral treatment and retention
packages in Zambia, Health volunteers and home
based care providers, most of whom are women,
did not.

SWAps and budget support might represent the perfect
solutions to health system strengthening but their
success depends on sufficient human and other
resources to ensure competent management and
transparent governance. Malawi is one of the few
countries to have implemented a SWAp for HIV.
Implementation challenges to this and other SWAps
have included: the overall complexity of the concept;
weak public sector capacity; insufficient civil society
engagement for grass‐roots action; and human resource
shortages.
Zambia’s tuberculosis program nearly
collapsed in the late 1990s. The complexity of horizontal
drug procurement in the context of a health SWAp was
an important factor that contributed to the program’s
inability to cope.

Health Systems Advocacy for HIV
Advocates
Health systems are complex – as is the process of
supporting and strengthening them. In Canada, our
efforts to maintain a publically funded and universally
accessible health system have exposed some of the
challenges. These include: achieving equity; balancing
new and more expensive healthcare technologies with
health promotion; dealing with epidemics; and engaging
civil society participation. Health system strengthening
in developing countries faces similar challenges with the
added burden of addressing more severe health issues,
including HIV, with fewer resources to do so. Canadian
and global civil society advocacy must reflect that
reality.

There is still limited evidence about the impacts of
SWAps and budget support on health and HIV
outcomes. Progress towards equitable MDG
improvements in Mozambique, a country where CIDA is
engaged in direct budget support for health (including
HIV) is slow and severely hampered by the lack of public
sector capacity to implement the program. There have
been successes but they have tended to benefit
selected, mostly urban, populations.
The at risk
populations excluded by SWAps tend to include sex
workers, poor rural women, men who have sex with
men, and people who use drugs—the very people who
are most at risk of HIV. Ironically, SWAps and budget
support may actually decrease the magnitude of HIV

The health worker crisis
Health worker shortages are the most obvious
indication of a weak health system. HIV accentuates
the crisis. Poor health systems are unable to train,
recruit and retain enough health workers. Without
enough well‐trained health workers to plan, manage,
4
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monitor and deliver services, health systems deteriorate
further and are less likely to deliver the services needed
for universal access to be achieved.

The roll‐out of HIV treatment has brought attention to
the health worker crisis and has served as an impetus
for some countries ‐ Kenya, Ethiopia, Zambia and
Malawi among them ‐ to adopt improved strategies for
hiring and training additional health workers and
increasing their remuneration and retention packages.
However, there have been problems. For example,
retention packages in Zambia only included doctors and
not nurses. In a number of countries special allowances
and incentives for public sector health workers engaged
in GFATM or other HIV projects have enticed health
workers away from other programs thereby
inadvertently harming those programs.

The global and chronic shortage of well‐trained health
workers is a growing phenomenon. In its 2006 World
Health Report, WHO estimated that the world needed
more than 4.3 million new health workers. Health
worker shortages tend to be most severe in those
countries where HIV prevalence is highest. Of the fifty‐
seven countries that face crippling health workforce
shortages, almost all are in sub‐Saharan Africa. In
Malawi, where public sector health expenditure is
US$16 per capita, life expectancy is 47 years, and HIV
prevalence is 12 percent, there is one physician for
every 50,000 people. In Canada where per capita
expenditure is over US$2000, life expectancy is over 80
years, and HIV prevalence is less than 1 percent, we
have one physician for every 467 people. The situation
for nurses is similar.

A strategy to enable or improve delivery, which both
the WHO and PEPFAR have promoted, is task shifting.
This requires the reorganization of healthcare tasks so
that less highly trained workers are taught to assume
some tasks traditionally carried out by doctors and
nurses. The rationale behind task‐shifting is that it frees
up physicians or nurses to deal with more complex care.
Examples of task‐shifting include community health
workers doing prevention education or home based
care or nurses providing or monitoring AIDS treatment.
If carried out according to the new guidelines
developed by WHO, task shifting also involves the
development of policy frameworks, supervision and
appropriate remuneration. Too often though, task
shifting has occurred in an ad hoc manner, resulting in
more and more work being devolved to staff or
volunteers without sufficient training to absorb the
responsibility. This has resulted in inadequate oversight
and accountability and insufficient remuneration. More
often than not, unpaid workers are women.

In Africa, even before HIV, the few health workers who
staffed health facilities and managed services tended to
be overworked and underpaid, and often performed
with inadequate supplies in frequently unsafe
conditions.
Increasing workloads resulting from
patients with HIV‐related infections and AIDS have
exacerbated these conditions. HIV investments have
helped somewhat but in certain cases have served as a
double edged sword. The introduction of treatment, for
example, has reduced the number of severely ill AIDS
patients in hospital wards but increased the number of
people who need services for HIV testing and
treatment.

Many health workers in countries severely affected by
HIV have left the public service to escape poor working
conditions. Some move to non‐governmental or multi‐
lateral organizations and the private sector which tend
to offer more attractive salaries and benefits–
significant pull factors. Others emigrate to high income
countries such as Canada, the United States, New
Zealand and Australia. This exodus of healthcare
workers is most significant on the African continent.
According to the United Nations Economic Commission
for Africa (UNECA) and the International Organization
for Migration (IOM), 20,000 Africans have emigrated
each year to high‐income countries since 1990. In
5
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•

Zambia, Zimbabwe and Ghana, over 50% of recently
graduated medical students have either already
emigrated or are making arrangements to do so.
According to Kenya's Health Department, only 10% of
the 6000 doctors trained in public hospitals stay on to
practice in their country. This fact is all the more
alarming given that Africa is the continent most affected
by the HIV/AIDS pandemic. But the problem is not
contained to Africa ‐ the Caribbean, South and
Southeast Asia, and several South American countries
are also experiencing a serious brain drain.

•

•
The consequences of the South‐North displacement
of personnel are overwhelmingly negative. The health
systems suffer from the loss of their personnel, which
leads to a reduction in the quantity and quality of
care provided to poorer hospital and health centres
and to an increased deterioration of public service.
•
There are now two important global initiatives to
galvanize commitment to address the health worker
recruitment crisis. In September 2008, WHO circulated
guiding principles and voluntary international standards
for the recruitment of health workers in order to
increase the consistency of policies and discourage
unethical practices, while simultaneously promoting a
balance of interests among health workers, source
countries and destination countries. The recently
completed public consultation on this draft code of
practice will help to finalize and create standards for
ethical recruitment and migration to which countries
and companies can be held accountable. There is also a
voluntary NGO Code of Conduct for Health Systems
Strengthening that prescribes the adoption of ethical
practices that support health systems with particular
attention paid to recruitment practices.

•

Task shifting must not occur without appropriate
policies, training, supervision and remuneration. It
is unacceptable for volunteers to assume complex
and sometimes risky health worker tasks without
appropriate training and remuneration.
Canadian NGOs and global HIV partners, including
multi‐laterals and private sector organizations
working in HIV in the most affected countries, must
adopt ethical recruitment and human resource
strategies and in particular, refrain from active
recruitment of public sector health staff.
While people clearly have a right to migrate, all
countries need to invest in their own health
professionals.
The federal and provincial
governments of Canada need to develop and fund a
feasible health human resource strategy so that we
do not recruit health workers away from their home
countries.
Private sector companies must also refrain from
active recruitment of health workers from countries
most severely affected by HIV.
Health system human resource policies must
consider and include gender mainstreaming
strategies

HIV as a strategy for health systems strengthening
Rather than debate whether resources should be
directed towards vertical or horizontal approaches to
service delivery, or whether the GFATM or PHC and aid
effectiveness approaches are the most effective means
of improving health, it is important to recognize that all
these approaches are necessary and can complement
one another. The results‐based focus of vertical
approaches ensures that HIV dollars are translated into
fewer infections and more people receiving treatment.
The emphasis on vulnerable groups that the GFATM has
championed is essential to prevent their exclusion. But
strong systems and country ownership are also needed
so that improvements in HIV prevention, treatment and
care are sustainable and support the right to health for
all.

Increased reliable funding for health systems and for
HIV programming will go a long way to reversing the
problems that led to the health worker crisis. However,
civil society has an important role to play as well in
promoting ethical human resource policies within HIV
and health programs and health worker recruitment
and management. Suggestions include:
• Civil society needs to adopt a ‘watchdog’ role by
monitoring the manner in which HIV grants are
managed and delivered to ensure that incentives to
health workers engaged in HIV programs do not
draw workers away from other health programs.

There is growing evidence that a diagonal approach ‐ a
combination of vertical and horizontal approaches
which aims to improve specific health outcomes and
strengthen health systems ‐ may be a successful
strategy in HIV programming. For example, HIV
programs in Haiti improved clinic management and
more people sought not only HIV but also other types of
6
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•

health care. In Rwanda, with GFATM support, HIV is
being used as a platform to improve PHC. Also with
GFATM support, Cambodia is improving district health
planning and management for all PHC services. Health
infrastructure has benefited from HIV investments in
many African countries.

•
Funders are increasingly recognizing the value of a
diagonal approach. The GFATM now has a window of
opportunity for health systems applications that do not
focus on a specific disease, as well as disease specific
opportunities for diagonal HSS funding.
The
International Health Partnership (IHP) also uses a
diagonal approach, working with governments in the
context of aid effectiveness. However, there is still a
great deal to learn about how to ensure that diagonal
approaches achieve their dual aim of improving specific
health outcomes and strengthening health systems.

•

•

One feature of using HIV resources to strengthen health
systems has been private sector participation in service
delivery. This strategy is being promoted by the IFIs,
WHO and the GFATM. For example, with support from
both the GFATM and PEPFAR in Ethiopia and Tanzania,
private laboratories perform CD4 counts, a test to
monitor the severity of HIV infection and effectiveness
of treatment. Sub‐grantees of the Malawi GFATM grant
include two large for‐profit private sector entities.
However, despite the evidence that private sector
participation
has
accelerated
efficient
grant
implementation, there is less evidence to support
claims that these mechanisms promote access for the
poorest or the most excluded groups.

•

•

There are a number of important messages for civil
society advocates to take to policy makers when HIV
funding is used as a strategy to improve health systems.
These include:
• Resources are needed for both broader HSS and
specific HIV programs.
Investing in one at the
expense of the other is counter‐productive and
unsustainable.
• When investing in HSS through aid effectiveness
approaches such as SWAps, budget support or
initiatives such as the IHP, it is essential that these
investments include specific HIV indicators that will
demonstrate progress towards universal access. In
addition, indicators to ensure gender equity and
inclusion of vulnerable groups are needed.

CIDA and the Canadian Government must improve
transparency and provide opportunities for
consultation with Canadian and Southern civil
society about aid effectiveness instruments and
investments, including HIV, gender and equity
indicators.
The promotion of HSS should include a systematic
and rigorous evaluation of the impact of HSS
investments on both HIV and health system
improvements.
Civil society participation in GFATM governance and
advocacy must promote a ‘do no harm’ approach.
Inappropriate funding can distort health systems
and care must be taken to correctly assess its
impact.
The trend through which the private sector is
receiving GFATM sub‐grants needs to be monitored
to ensure these grants promote equity of access to
HIV and other health services, gender equality and
sustainable health systems. The GFATM and other
donors must provide opportunities for civil society
to contribute to the debate regarding private sector
health care, equity and inclusion.
Smaller scale diagonal HIV initiatives to strengthen
health systems are successful ‐ but we need more
information about these initiatives to better
understand how health system improvements are
translated into tangible improvements in HIV. The
current interest in health systems provides an
opportunity for global advocates to get involved in
the debates.
The Government of Canada, with support from civil
society, must adopt and promote positions that
protect both health systems and HIV investments

Funding and the Financial Crisis
Long term and severe underfunding is at the root of the
current health system crisis. Economic crises, structural
adjustment, IFI imposed conditionality, health reform
experiments and low national and donor expenditure
on health have all contributed. Since health is a public
good, public financing is essential. The majority of
government expenditure on health in developing
countries comes from national budgets and African
leaders committed to allocating 15 percent of their
budgets to health in the 2000 Abuja Declaration.
According to an analysis undertaken by the Centre for
Global Development, only two countries, Burkina Faso
and Rwanda, are living up to this commitment.
7
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limit access to health services by the poor unless some
sort of exemption system can be arranged.

In Canada, per capita public sector investment in health
is US$2000. In Malawi, it is US$16. In Africa, where HIV
prevalence is greatest, underfunded health systems are
least likely to be able to keep people healthy. Even
when HIV and health systems are well funded, there are
still difficulties. For example, Finland and Botswana
spend similar amounts on health care, yet Botswana’s
health‐adjusted life expectancy remains below 40 years
while Finland’s population remains healthy for a much
longer period. Furthermore, while there has been some
growth in health systems funding and substantial
increases for HIV/AIDS programming since 2001,
UNAIDS estimates that four times the amount available
in 2007 is necessary for universal access to become a
reality. The health needs in developing countries are
enormous and there is an urgent need for international
assistance to support countries in fulfilling
commitments to the right to health and in particular the
commitment to universal access.

New financing tools are also being promoted as ways to
finance health systems and HIV. Advanced Market
Commitments
(AMCs)
assure
pharmaceutical
companies a market for new vaccines and drugs for
neglected diseases or those that particularly affect the
poor, such as HIV. A special levy on air travel is being
applied in Europe and the proceeds used to fund HIV
medicines.
Funding has long been central to civil society HIV and
health advocacy. Now is not the time to relax.
• Canada must announce a realistic but rapid
timetable
for
fulfilling
its
long‐standing
international promise of providing 0.7 percent of
gross national income (GNI) for official development
assistance (ODA).
• Canada should reassess its pledge to the GFATM.
The current contribution of $150 million per year is
welcomed but is insufficient. $300 million per year
is Canada’s fair share to enable the GFATM to scale
up sufficiently for universal access to become a
reality.
• The G8’s 2005 commitments to universal access
must be honoured. The first steps are to develop
targets, investment plans and a timetable.
• Canadian civil society should support Southern
counterparts in holding African countries
accountable for the promises made in the Abuja
Declaration to invest 15 percent of national budgets
in their own health sectors.
• Debt cancellation needs to continue and to include
more countries so that countries can focus their
resources on essential services such as health.
• IFIs must cease imposing caps on public sector
expenditure and other conditionality clauses, such
as unrealistic inflation levels, that harm health
systems and HIV services.
• New trends in financing for HIV and health such as
insurance schemes need monitoring to ensure that
they provide exemptions for the poor and enable
equity of access to HIV and other health services
and gender equality.
• AMCs, the airline levy and other such financing
mechanisms are innovative but unproven. There is
still a need to demonstrate that they provide value

The current global financial crisis is a huge threat to
advances in HSS and universal access. The structural
adjustment programs that so hampered health systems
began with a previous global financial crisis during
which donors’ efforts were focused on reducing
developing country public sector expenditure.
"Now more than ever we must be bold. In these times of
crisis, when we are tempted to look inward, it is precisely
the time when we must move pursuit of the common
good to the top of the agenda. Global solidarity is
necessary and in the interest of all. Pursuing the
common good will require addressing a set of global
challenges that hold the key to our common future."
UN Secretary General Ban Ki Moon, October 21, 2008,
Speech at the John F. Kennedy School of Government

Some progress has been made on debt forgiveness.
However, the International Monetary Fund (IMF) and
other IFIs continue to pressure developing countries to
pay down debt and comply with stringent budget
guidelines. This compromises the ability of countries to
adequately fund health systems and deliver HIV
programs. User fees for health are still encouraged by
certain donors despite overwhelming evidence of their
negative impact on access to services. Donors are also
promoting a range of alternative funding mechanisms,
such as insurance schemes, which are likely to further
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multilaterally held debts and end conditionality in
IFI lending.

for money and deliver life saving drugs and vaccines
at lower prices.
Both Southern and Northern CSOs need financial
support and access to policy makers so that they
can be effective in monitoring funding promises,
mechanisms and disbursements to ensure that
these important commitments contribute to
achieving universal access and better health.

•

The GFATM is an important mechanism for
achieving universal access. Canada must pay its fair
share.

•

To repair health systems, the health worker crisis
must be overcome.
Ethical health worker
recruitment and management by the Government
of Canada, developing countries, the private sector,
multi‐laterals and civil society is essential

•

Gender is an important co‐conspirator in HIV –
gender equality must be a feature of health systems
strengthening efforts, especially those designed to
address the health worker crisis.

•

Southern and Canadian civil society must assume a
watchdog role in ensuring that both HIV and health
systems investments strengthen health systems in a
sustainable manner, achieve HIV and health
outcomes, promote equity and inclusion and ensure
gender equality. To do that, civil society needs clear
and complete information on programs. This in turn
requires greater transparency on the part of
funders and implementers.

Conclusion
Achieving Universal access to HIV prevention, treatment
and care requires health systems that work. HIV may
risk overwhelming weak health systems but has also
brought attention, commitment, innovation, funding
and action to health systems strengthening.
By
combining targeted investments in HIV and health
systems perspectives and objectives, it should be
possible to strengthen both. Civil society action is
needed on various fronts.
•

Both HIV and health systems need sustainable,
supportive and predictable funding. Canada must
live up to its commitments to 0.7%, work to cancel
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