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Introduction

The United States’ President’s Emergency Plan for AIDS

Relief (PEPFAR) has been a fixture of U.S. foreign policy and
development assistance since 2003. Over this period, the
program is credited with saving 26 million lives and preventing
7.8 million babies from acquiring HIV infection.' PEPFAR’s
introduction in 2003 fundamentally changed the trajectory of
the HIV epidemic through a focused, intentional, targeted, and
accountable treatment and prevention response. While the
early years of the program were designed and implemented

to rapidly scale up treatment and prevention services, the
emergency version of the program largely transitioned

toward an incremental, co-investment, co-development,

and management of the HIV response with host country
governments; the Global Fund to Fight AIDS, Tuberculosis and
Malaria; and other donors by the early to mid-2010s. This co-
investment, co-development approach has enabled PEPFAR
funding to be used to leverage the investments of others to
develop a cohesive service delivery platform that covers the
needs of people living with HIV (PLHIV) globally and make
progress on ending the HIV epidemic globally.

While few question the effectiveness and the quality of

the programming PEPFAR has implemented or the impact
PEPFAR has made on the HIV epidemic, questions have

been raised about the sustainability of the HIV response

and whether domestic governments are investing in HIV
services, or whether the HIV response is overly reliant on
external donors. Both PEPFAR and UNAIDS have attempted
to ascertain different funders’ contributions specifically to the
HIV response, but these are plagued by methodological and

Key Findings

* Domestic government health spending per capita
has grown nearly twice as much in PEPFAR supported
countries than in non-PEPFAR supported countries,
increasing by 356% and 201%, respectively.

¢ |nsub-Saharan Africa, home to around two-thirds
of all people living with HIV, domestic government
healthcare spending increased by $10.5 billion
in PEPFAR supported countries between 2004
and 2021.

* Local capacity has grown exponentially in countries
supported by PEPFAR, which have seen a 326%
increase in the number of trained nurses and
midwives, compared to an increase of just 91% in
countries not supported by PEPFAR.

* Domestic healthcare spending and local capacity for
HIV response have grown in countries supported by
PEPFAR at a pace that far exceeds that of non-PEPFAR
supported countries, contradicting the narrative that
PEPFAR supported countries have come to rely too
heavily on U.S. government support.

quantification challenges, particularly with regard to domestic
government contributions.?

While HIV-specific contributions are important consider-
ations, domestic health budgets are not developed around
single disease responses and generally do not contain single
disease-specific contributions or line-items. Health care
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workers within public health systems are not generally
tasked with singular disease response tasks, making it chal-
lenging to disaggregate how domestic government-funded
health care workers contribute to the HIV-specific response
within the country. Donor funding—such as from PEPFAR
and the Global Fund—obviously creates such clear delinea-
tions, but Ministry of Health budgets allocate resources for
the whole of the public health system, while leaving lower-
level decision making on resource allocation to district or
facility-level management.

Rather than trying to determine HIV-specific contributions,
this analysis assesses changes in domestic government

and domestic private contributions to health funding

since PEPFAR began implementation at scale in 2004 and
disaggregating by whether countries are PEPFAR supported
or non-PEPFAR supported countries as a mechanism

for understanding whether there are differences in how
governments are increasing their domestic resource
contributions to the HIV response writ large.

Methodology

We use World Bank’s (WB) Development Indicators data?
and the World Health Organization’s (WHQ) Global Health
Observatory* and categorize countries by income level,
region, and whether PEPFAR operates programs in the
country. The indicators we look at include:

e Total Population;®

e Domestic Government Expenditure for Health;®

e Domestic Private Expenditure for Health;”

e External Health Expenditure;®

e Human Resources for Health Data on Nursing and
Midwifery Personnel® and Medical Doctors.™

Unless otherwise indicated, all indicators are based on low
income (LICs) and lower middle income countries (LMICs).
Funding or expenditure data discussed is in current U.S.
dollars. Where actual total expenditures are reported, these
were calculated by multiplying per capita expenditures

by the total population in the given year. Classifications of
countries are based on current classifications (i.e., countries
that transitioned from LIC to LMIC at any point over the

period are treated as LMIC for the entire period. Likewise, any
country that transitioned from LMIC to upper middle income
(UMIC) over the period is excluded from the analysis). PEPFAR
countries are all countries that receive PEPFAR programmatic
funding whether as part of a Country Operational Plan

(single country) program or through a Regional Operational
Plan (multi-country) process as of FY2024. The table on

the previous page provides the list of all LICs and LMICs by
regions that are included in the analysis, along with whether
they are PEPFAR supported. [Table 1]

Table 1: LICs and LMICs by Region and PEPFAR Support

Region PEPFAR Support Countries
Non-PEPFAR Supported | Kiribati, North Korea, Micronesia, Samoa, Solomon Islands, Timor-Leste, Vanuatu
East Asia & Pacific
PEPFAR Supported Cambodia, Laos, Myanmar, Papua New Guinea, Philippines, Vietnam
Non-PEPFAR Supported | Uzbekistan
Europe & Central Asia
PEPFAR Supported Kyrgyz Republic, Tajikistan
Latin America & Non-PEPFAR Supported | Bolivia
Caribbean PEPFAR Supported Haiti, Honduras, Nicaragua
Middle East & North Non-PEPFAR Supported | Djibouti, Egypt, Jordan, Lebanon, Morocco, Syria, Palestine, Yemen
Africa PEPFAR Supported None
Non-PEPFAR Supported | Afghanistan, Bangladesh, Bhutan, Pakistan, Sri Lanka
South Asia
PEPFAR Supported India, Nepal
Cabo Verde, Central African Republic, Chad, Comoros, Congo, Eritrea, The Gambia, Guinea,
Non-PEPFAR Supported Guinea-Bissau, Madagascar, Mauritania, Niger, Sao Tome and Principe, Somalia, Sudan
Sub-Saharan Africa Angola, Benin, Burkina Faso, Burundi, Cameroon, DRC, Céte d'lvoire, Eswatini, Ethiopia,
PEPFAR Supported Ghana, Kenya, Lesotho, Liberia, Malawi, Mali, Mozambique, Nigeria, Rwanda, Senegal, Sierra
Leone, South Sudan, Tanzania, Togo, Uganda, Zambia, Zimbabwe
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Some countries were excluded from our analysis as they do in 2017; Sudan: data combined with South Sudan pre-
not report data to the World Bank (North Korea, Somalia, 2017; Syria: data stop in 2013; Yemen: data stop in 2015;
Palestine) or their data were incomplete or inconsistent Zimbabwe: data begin in 2010).

over the total time period (South Sudan: data begin

Population Growth

LICs and LMICs have both seen expanded populations, population growth has been far more pronounced,

with PEPFAR supported countries expanding 39% from increasing 69% and 72% for PEPFAR supported and non-
2.01 billion people in 2004 to 2.79 billion in 2023. Non- PEPFAR supported countries, respectively. [Figure 1] The
PEPFAR supported LICs and LMICs expanded 40% from increasing population provides more economic opportunity
595 million in 2004 to 834 million in 2023. for these countries, but also requires substantial additional

expenditure on health generally simply to maintain the

In Sub-Saharan Africa, where the majority of PEPFAR’s same per capita expenditures.

resources and programmatic efforts are targeted,

Figure 1: Total Population in LICs and LMICs in
Sub-Saharan Africa (SSA) by PEPFAR Support, 2004-2021

—8— Non-PEPFAR —¢— PEPFAR
1,000,000,000
900,000,000
800,000,000
700,000,000
600,000,000
500,000,000
400,000,000
300,000,000
200,000,000

100,000,000 ._.__.__._'__.__H__.__.__.__._._—.—-—.——.——H

0
2004 2005 2006 2004 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

www.amfar.org




Domestic Funding Contributions to Health: Comparing Changes in Domestic Financing

in PEPFAR and Non-PEPFAR Supported Countries

Domestic Expenditures
on Health

Domestic government
expenditures on health on a per
capita basis have increased in LICs
and LMICs over the 2004-2021
period. In PEPFAR supported
countries, there has been a 356%
increase in per capita expenditure
from domestic government
resources, rising from $5.73 (2004)
to $26.15 (2021). In non-PEPFAR
supported LICs and LMICs, per
capita expenditures increased
201% between 2004 and 2021,
from $11.01 to $33.15. [Figure 2]

Figure 2: Per Capita Domestic Government Expenditure on Health in LICs
and LMICs by PEPFAR Support, 2004-2021
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Figure 3: Per Capita Domestic Government Expenditure on Health in LICs

and LMICs in SSA by PEPFAR Support, 2004-2021
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In Sub-Saharan Africa, these
increases have been 119% and
97% in PEPFAR and non-PEPFAR
supported countries, respectively,
though in non-PEPFAR supported
countries the rates are substantially
higher only as a result of an uptick
in spending due to the COVID-19
pandemic. As of 2019, PEPFAR
supported LICs and LMICs in SSA had
increased per capita government
expenditure on health by 96%
compared to 56% in non-PEPFAR
supported countries. [Figure 3]
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This reflects additional expenditures
needed to implement systems

Figure 4: Total Domestic Government Spending on Health
in LICs and LMICs by PEPFAR Support, 2004-2021

developed over many years in PEPFAR
supported countries in a rapid
timeframe in non-PEPFAR supported
countries. In that emergency, PEPFAR
supported countries were able to more
rapidly respond with existing systems.

On a non-per capita basis, domestic
government investment in health has
increased even more substantially in
PEPFAR supported vs. non-PEPFAR
supported LICs and LMICs. [Figure 4]
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Figure 5: Total Domestic Government Spending on Health in LICs
and LMICs in SSA by PEPFAR Support, 2004-2021
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$16B

$14B

$12B

$10B

$8B

$6B

$4B

$2B

—=—Non-PEPFAR  —+—PEPFAR Supported

2021, anincrease of 516% in PEPFAR
supported LICs and LMICs. Non-
PEPFAR supported LICs and LMICs
have seen increases from $6.5 billion
to $26.8 billion, or 309%, over the
same period.

PEPFAR supported LICs and LMICs

in SSA have increased 253% from
$4.1 billion in 2004 to $14.6 billion in
2021. [Figure 5] By comparison, non-
PEPFAR supported LICs and LMICs

-
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in SSA have increased 220% in total
domestic government expenditure

2013 2014 2015 2016 2017 2018 2019 2020 2021

on health, rising from $392 million to

$1.25 billion over the same period. Again, however, the latter is more substantially influenced by COVID-19-related
upticks in spending in 2020 and 2021. As of 2019, overall increases in total expenditures by LICs and LMICs in SSA
were 200% and 141% for PEPFAR supported and non-PEPFAR supported countries, respectively.
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Moreover, private domestic
expenditures on health care have
also increased substantially over

the period. Globally, for PEPFAR
supported and non-PEPFAR
supported countries, the rate of
private expenditure growth is similar
at 236% and 268%, respectively.
However, in SSA LICs and LMICs,
PEPFAR supported countries
expanded private expenditures on
health more rapidly, increasing by
194% from $9.5 billion per year in
2004 to $27.9 billion per yearin
2021. Non-PEPFAR supported LICs
and LMICs in SSA have increased
162% over the same period, from
$790 million per year in 2004 to $2.1
billion per year in 2021. [Figure 6]

in PEPFAR and Non-PEPFAR Supported Countries

Figure 6: Total Private Expenditures on Health in LICs and LMICs
in SSA by PEPFAR Support, 2004-2021
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Figure 7: Combined Domestic Government and Domestic Private
Expenditure on Health in LICs and LMICs by PEPFAR Support, 2004-2021
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In aggregate terms, combining
both domestic government and
domestic private expenditures,
total domestic health expenditures
in PEPFAR supported countries
have increased 303% between
2004 and 2021, rising from $48.4
billion per year to $195.1 billion per
year. In non-PEPFAR supported LICs
and LMICs, the increase has been
282%, from $18.9 billion per year
to $72.2 billion per year over the

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

same period. [Figure 7]
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In SSA, combined domestic
funding of health increased
212% from 2004 to 2021, rising
from $13.7 billion per year to
$42.6 billion per year in PEPFAR
supported LICs and LMICs. Non-
PEPFAR supported LICs and LMICs
increased domestic funding by
181%, from $1.2 billion per year
to $3.3 billion per year over the
same period. [Figure 8]

Figure 8: Combined Domestic Government and
Domestic Private Expenditure on Health in LICs and LMICs
in SSA by PEPFAR Support, 2004-2021
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Figure 9: External Expenditure on Health Per Capita in LICs

and LMICs by PEPFAR Support, 2004-2021
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External expenditures—in this case,
support from foreign governments
or non-governmental bodies such
as the United Nations and private
philanthropy—on health per capita
in LICs and LMICs have increased
somewhat more substantially in
non-PEPFAR supported countries
compared with PEPFAR supported
countries. Globally, external

2014 2015 2016 2017 2018 2019 2020 2021 expenditures on health increased

in PEPFAR supported countries by

227% between 2004 and 2021,

while increasing 265% in non-PEPFAR supported countries, though much of the increase for both can be

attributed to increased spending associated with the COVID-19 pandemic, comprising approximately half of
the total increase. As of 2019, the increase for PEPFAR supported countries was 118% compared with 132% in

non-PEPFAR countries. [Figure 9]

www.amfar.org




Domestic Funding Contributions to Health: Comparing Changes in Domestic Financing

in PEPFAR and Non-PEPFAR Supported Countries

In SSA, the rate of increase in
external expenditures on health
per capita in LICs and LMICs has
grown 216% in PEPFAR supported
countries compared with 110%

in non-PEPFAR supported LICs
and LMICs, rising from $3.77 to
$11.90 between 2004 and 2021
in PEPFAR supported countries
compared with $4.06 to $8.52 in
non-PEPFAR supported countries
[Figure 10]. However, the difference
in these increases is essentially an
artifact of categorizing countries
by their status as countries being
supported by PEPFAR. If PEPFAR's
budgeted contributions in these
countries are removed from the
external expenditure totals, the
rate of growth in PEPFAR supported
countries is reduced to 76%
between 2006 and 2021," rising
to $8.55 per capita. Non-PEPFAR
supported countries increased
94% over this period, rising to
$8.52 per capita. [Figure 11]

Figure 10: External Expenditure on Health Per Capita in LICs and LMICs
in SSA by PEPFAR Support, 2004-2021

== Non-PEPFAR ==¢-—= PEPFAR Supported

14

12

10

2

0

2004 2005 2006 2004 2008 2009 2010 20711 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

Figure 11: Non-PEPFAR External Expenditure on Health Per Capitain LICs
and LMICs in SSA by PEPFAR Support, 2004-2021
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Health Care Workforce Expansion

The WHO's Global Health Observatory includes
indicators on health care workforce personnel by cadre
of health care worker, including total numbers and

rates per 10,000 population. WHQO's data are updated
annually, though country submissions on the health care
workforce numbers are not consistent, making long-term
trend analyses difficult. However, both 2004 and 2022

www.amfar.org

included significantly more countries reporting health
care workforce data than most other years.'?

Growth in the number of nurses and midwives across
29 LICs and LMICs in SSA with data for both years
was 294% between 2004 and 2022, increasing from
200,970 nurses and midwives to 791,604. In PEPFAR
supported countries, this increase was 326%, from
abase of 173,818 to 739,730, while non-PEPFAR
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Table 2: Number of Nurses and Midwives in LICs and
LMICs in SSA by PEPFAR Support, 2004 & 2022

PEPFAR Support  Location 2004 2022 Increase (%)
Central African Republic 1,613 2,545 58%
Chad 2,499 3,838 54%
Comoros 588 1,371 133%
Congo 3,672 6,763 84%
Eritrea 2,505 5,261 110%
Non-PEPFAR Gambia 695 1,815 161%
Guinea 4,408 5,912 34%
Guinea-Bissau 1,072 2,085 95%
Madagascar 5,081 8,554 68%
Mauritania 1,893 7,844 314%
Niger 2,818 5,396 91%
Sao Tome and Principe 308 490 59%
Subtotal 27,152 51,874 91%
Angola 18,485 66,751 261%
Benin 5,789 7,954 37%
Burkina Faso 6,557 24,699 277%
Cameroon 26,042 18,208 -30%
Coéte d'lvoire 10,180 20,914 105%
Eswatini 6,828 5,320 -22%
Ethiopia 15,543 153,257 886%
Ghana 19,707 148,086 651%
Zﬁgzﬁted Kenya 16,146 109,796 580%
Liberia 1,035 5,413 423%
Malawi 7,264 10,435 44%
Mali 8,338 9,589 15%
Mozambique 6,500 30,493 369%
Senegal 3,287 7,540 129%
Sierra Leone 1,211 9,627 695%
Togo 1,937 4,494 132%
Uganda 18,969 107,154 465%
Subtotal 173,818 739,730 326%

supported countries only increased 91% from 27,152 to
51,874. [Table 2]

While PEPFAR invests in supporting the salaries of
healthcare workers, including nurses and midwives,

the most recent human resources for health data show
PEPFAR programming supports 5,164 individual nurses
and midwives in the 17 PEPFAR supported countries
listed, making up only 0.7% of total nurses and midwives

Table 3: Number of Medical Doctors in LICs and LMICs
in SSA by PEPFAR Support, 2004 & 2022

PEPFAR Support Location 2004 2022 Increase (%)
Central African Republic 331 146 -56%
Chad 345 1,506 337%
Comoros 115 354 208%
Congo 756 1,042 38%
Eritrea 142 299 Mm%
Gambia 166 274 65%
Non-PEPFAR
Guinea 987 2,946 198%
Guinea-Bissau 188 531 182%
Madagascar 2,780 5,230 88%
Mauritania 313 1,273 307%
Niger 296 706 139%
Sao Tome and Principe 81 105 30%
Subtotal 6,500 14,412 122%
Angola 1,165 8,693 646%
Benin 3M 2,608 739%
Burkina Faso 708 3,323 369%
Burundi 200 1,038 419%
Cameroon 3,124 3,762 20%
Céte d'lvoire 2,081 4,930 137%
Eswatini 171 684 300%
Ethiopia 1,996 1317 557%
PEPFAR Ghana 3,240 4,726 46%
Supported Liberia 103 954 826%
Malawi 266 1115 319%
Mali 721 4,402 511%
Mozambique 514 5,719 1013%
Senegal 594 2,188 268%
Sierra Leone 168 1,106 558%
Togo 244 730 199%
Uganda 2,209 9,052 310%
Zambia 1,499 6,531 336%
Subtotal 19,314 74,678 287%

and accounting for only 1% in total growth of this cadre
between 2004 and 2022.

Likewise, for medical doctors, growth across all LICs and
LMICs in SSA was 245%, increasing from 25,814 in 2004
to 89,090 in 2022. For PEPFAR supported LICs and LMICs,
growth was 287% compared to 122% in non-PEPFAR
supported countries. [Table 3] Across these PEPFAR
supported countries, PEPFAR employs only 3,058 doctors
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and clinical officers, making up just 4% of total medical
doctors and 5.5% of the growth.

Conclusion

PEPFAR has been an essential investment in combating
the HIV epidemic globally and one that has made America
safer, stronger, and more prosperous in numerous ways.

PEPFAR's investments have saved more than 26 million lives

globally, prevented millions of new infections, supported
the development of health systems critical to maintaining
global control of the pandemic and preventing HIV
resurgence, and establishd enduring partnerships with
our partner governments and garnered significant global
approval of U.S. leadership in combatting HIV and other
infectious diseases.

While over the long term, reduction of PEPFAR and HIV-
specific investments is warranted, this must be done

in collaboration with the governments with whom the

U.S. has partnered over the past 22 years in developing

a comprehensive HIV response. As this analysis shows,
PEPFAR partner governments have increased resources
for health significantly and those resources have increased

www.amfar.org

health care workforce and infrastructure, and improved
the regulatory environment and management of the
total health system on which PEPFAR’s programming
relies to maintain achievements in the fight against HIV.

While additional co-financing requirements and
expectations of partner governments are supported

in principle, the methodology for how to allocate

and quantify the specific contributions to the HIV
response must be clearly identified and a meaningful
methodology established. Otherwise, co-financing
requirements run the risk of being little more than
accounting exercises that don’t change the underlying
realities on the ground. More importantly, any

PEPFAR transition requires a clear determination of

the health system components that are currently not
institutionalized sufficiently to prevent HIV resurgence
or decay in the treatment and prevention achievements
that have been made over the past 22 years. In the
absence of a clear and specific plan for institutionalizing
the testing, treatment, and prevention results and
surveillance systems, we risk allowing HIV to become re-
established in the coming generations and it will require

enormous investments to bring it back under control.
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Domestic Funding Contributions to Health: Comparing Changes in Domestic Financing

in PEPFAR and Non-PEPFAR Supported Countries
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