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I. Introduction 
 
The Global Fund to Fight AIDS, Tuberculosis and Malaria holds much potential for advancing applicants’ 
health systems strengthening (HSS) efforts, including by supporting cross-cutting HSS interventions that 
benefit more than one of the Global Fund’s three target diseases, and quite possibly health system 
needs more broadly.  Compared to the immense health system needs facing many countries eligible for 
Global Fund grants, and the considerable extent to which these are obstacles to near- and long-term 
progress in improved outcomes for the Global Fund’s priority diseases, ambitious, successful proposals 
to address have been relatively few.  Round 9 is a chance to change that. 
 
This Guide provides information on how to use the Global Fund to support HSS, key opportunities that 
the Global fund presents for HSS, and more.  Several points bear immediate emphasis.  Applicants 
should be aware of several key points about the cross-cutting HSS that the Global Fund will support: 
 

• The Global Fund is flexible in terms of the types of HSS interventions it will support; only very 
few types of interventions are categorically excluded from funding. 

• Cross-cutting HSS interventions are those that will benefit the fight against more than one of 
the Fund’s target diseases.  These interventions must have “a clear and demonstrated link to 
improved HIV, tuberculosis and/or malaria outcomes.”1  That is, while there is much scope for 
interventions that have a broad, positive impact on the health system, all interventions must 
also have a link to improving outcomes for the Fund’s target diseases.  Proposals should clearly 
explain this connection. 

• People with health systems expertise should be involved with Country Coordinating Mechanisms 
(CCMs) and proposal development, including stakeholders with expertise in planning and 
budgeting.  Close collaboration between experts in health systems and particular health system 
areas (such as human resources) and disease programs will enhance the likelihood of success. 

• HSS interventions should be linked to the applicant’s assessment of the health systems gaps 
and weaknesses that are obstacles to improved outcomes in AIDS, tuberculosis, and/or malaria. 
Applicants may find existing analyses (e.g., for GAVI) that help with this assessment. 

 
Round 9 presents an important opportunity to invest in highly strategic areas, such as strategic 
development and improvement human resources management capacity, as well as to secure significant 
funds to invest in human resources and other health system areas, as long as the interventions are 
linked to improved HIV, tuberculosis, and/or malaria outcomes. 
 
HSS interventions that are rooted in sound national health strategies are most likely to receive support 
from the Global Fund.  If such strategies do not exist, countries should prioritize their development.2 
These strategies can be used as the basis for support in future funding rounds.   
 
Whether or not applicants submit a Round 9 proposal, they should plan early for Round 10, before the 
Global Fund releases its Round 10 Call for Proposals, scheduled for April 2009 (check 
www.theglobalfund.org for confirmation).  Applicants can use the time before Round 10 launches to 
engage in the planning (including, for example, strategic planning, needs assessments, and costing) and 
consultation that will lay the groundwork for an ambitious, strategic, HSS-related proposal.  

                                                 
1 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 62. 
2 One of the core obligations of the right to the highest attainable standard of health is that countries “adopt and 
implement a national public health strategy and plan of action, on the basis of epidemiological evidence, 
addressing the health concerns of the whole population . . . on the basis of a participatory and transparent process 
. . . [including] methods, such as right to health indicators and benchmarks, by which progress can be closely 
monitored . . . [and they] shall give particular attention to all vulnerable or marginalized groups.” Committee on 
Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable standard of 
health, U.N. Doc. E/C.12/2000/4 (2000), at para. 43(f).  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
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II. Using This Guide 
 
IMPORTANT NOTE: This Round 9 Guide contains modest revisions and updates 
from PHR’s earlier Round 7 Guide; much of the content is unchanged.  Most of the 
examples in this Guide are therefore drawn from earlier Global Fund rounds, 
especially Rounds 5 and 6.  This Guide has been updated to reflect Round 9 
Guidelines for Proposals.   Nonetheless, we urge applicants to carefully review 
the Round 9 Guidelines for Proposals.  If there is any conflict with information 
contained in this Guide, the official Round 9 Guidelines for Proposals should be 
followed.   
 
1. Who should use this Guide? 
 
This Guide is intended to assist members of Country Coordinating Mechanisms (CCMs) and others 
involved in preparing proposals for Round 9 of the Global Fund to Fight AIDS, Tuberculosis, and Malaria.  
This Guide provides assistance in thinking about and developing proposals that include health system 
strengthening activities.  It might also help motivate countries to use the Global Fund to support such 
activities.  Physicians for Human Rights (PHR) encourages civil society to engage their countries’ CCMs 
about ways to include HSS in their proposals to the Fund, and hopes that the information provided in 
this Guide will support civil society in these efforts.  
 
2. How definitive is this Guide? 
 
The advice in this Guide is primarily drawn from analysis of successful Round 5 Health Systems 
Strengthening (HSS) proposals, and Round 6 proposals with significant HSS elements, along with 
comments by the Technical Review Panel (TRP), the independent experts who review Global Fund 
proposals and recommend which ones the Global Fund Board should approve.  PHR reviewed TRP 
comments on unsuccessful Round 5 HSS proposals and Round 6 proposals, though the full proposals 
were unavailable. 
 
The advice provided in this Guide is meant to cover a variety of country circumstances, yet much will 
depend on the particular nature and goals of each proposal and the situation of each applicant.  
Applicants should consider how the advice and analysis in this Guide apply to their particular 
circumstances.  This Guide is intended to supplement, not replace, other forms of support.   
 
The advice and information contained in this guide is formed by careful analysis, but the final decision 
lies with the TRP. This Guide has not been reviewed or endorsed by the Global Fund. 
 
3. Where can applicants turn for further support in developing Global Fund proposals related to 
health system strengthening? 
 
PHR urges applicants to contact sources of technical expertise as needed.  Applicants can contact their 
country’s WHO Country Office.  In addition, PHR, in collaboration with the USAID-supported project 
Health Systems 20/20, has developed a partial list of entities that are available to offer technical 
support in developing HSS-related Round 9 proposals.  This list of technical support providers is 
available through: http://physiciansforhumanrights.org/hiv-aids/globalfund_round9.html.  Other 
organizations are very likely also available to provide technical support, and other entities are also 
available to assist in implementing HSS-related components of successful Global Fund grants. 
 
PHR strongly encourages countries to draw on all available resources, especially local experts, to 
ensure that proposals are technically sound, and to seek external support where needed.  
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If applicants have questions related to the Global Fund proposal process, PHR suggests that they 
contact country Global Fund portfolio managers.  Their names and email addresses can be found on the 
country page on the Global Fund website: http://www.theglobalfund.org.  PHR encourages civil society 
organizations to contact their country’s CCM to learn about their country’s particular Global Fund 
process and to discuss ways in which health workforce and other HSS interventions can be included in 
the Round 9 proposal. 
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III. Benefits of Using the Global Fund to Support Health System 
Strengthening 
 
This section discusses a number of benefits of incorporated health systems strengthening in Global 
Fund proposals.  It begins with overarching values of using the Fund to support HSS, and then provides 
a number of benefits of using the Fund to support system-wide approaches to health systems 
strengthening.   
 
1. Overarching value of using the Global Fund to support health systems 
 
a. Enabling HIV, tuberculosis, and malaria programs to succeed 
 
In many countries, weak health systems are a central obstacle to successfully scaling-up and sustaining 
HIV, tuberculosis, and malaria programs.  The Global Fund represents an opportunity to remove these 
obstacles and create enormous benefits for those affected by the Fund’s three target diseases. 
 
b. Helping fulfill obligations to highest attainable standard of health 
 
Using the Global Fund to strengthen health systems to reduce the spread and impact of HIV, 
tuberculosis, and malaria will help many countries fulfill their human rights obligations, in particular 
the “right of everyone to the enjoyment of the highest attainable standard of physical and mental 
health.”3 Under international law, states are obliged to take steps “to the maximum of [their] 
available resources,” including resources available through international assistance, to progressively 
realize the right to the highest attainable standard of health.4  By taking maximum advantage of the 
Global Fund’s financial resources to strengthen the national health system in ways that will improve 
outcomes for at least one of the Fund’s priority diseases and may also improve people’s health in other 
ways, states demonstrate their commitment to a universal right to health. 
 
Well-designed Global Fund proposals also provide an opportunity for states to take an important step 
towards realizing one of their core obligations under the right to the highest attainable standard of 
health: meeting the needs of poor, rural, and other marginalized populations.5  Health system 
strengthening activities included in Global Fund proposals should be designed with a particular 
emphasis on these populations. 
 
2. Further benefits from a system-wide, cross-cutting approach to health system strengthening 
 
Health system strengthening activities may be tied to a particular disease (e.g., developing a supply 
chain for HIV/AIDS medications or incorporating HIV into existing health information systems) or 
system-wide, cross-cutting activities (e.g., strengthening the national supply chain or health 
information system) that benefit not only a particular disease program but also a wide range of health 
priorities – as long as the proposal clearly demonstrates a link between these interventions and disease 
specific outcomes for AIDS, tuberculosis, and/or malaria.  Activities may also fall in the middle and 
benefit several health priorities including one of the Fund’s target diseases; examples might include 
integrating reproductive health with HIV services, or maternal and child health care with programs 
which prevent mother to child HIV transmission.  The following paragraphs will briefly examine the 
numerous benefits of a system-wide approach.   
 

                                                 
3 International Covenant on Economic, Social and Cultural Rights, G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. (No. 
16) at 49, U.N. Doc. A/6316 (1966), 993 U.N.T.S. 3, entered into force Jan. 3, 1976, at art. 12(1).  Available at: 
http://www1.umn.edu/humanrts/instree/b2esc.htm. 
4 Id. at art. 2(1). 
5 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 43(f).  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 

 8

http://www1.umn.edu/humanrts/instree/b2esc.htm
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm


 
a. Benefiting other health priorities  
 
In addition to supporting HIV, tuberculosis, and malaria programs, system-wide strengthening can 
benefit other health priorities.  By strengthening health workforces and other basic health system 
elements, applicants can address an array of health areas and create a workforce able to provide a 
range of health services, helping countries to reach the Millennium Development Goals and other 
health targets. For example, greater health worker density has enabled countries to increase coverage 
of measles vaccinations and skilled health workers attending births,6 thereby reducing maternal 
mortality. 
 
b. Avoiding harm to other health priorities 
 
In nations without an adequate supporting infrastructure, scaling up programs to address individual 
diseases creates an additional burden on a limited workforce and risks harming efforts to address other 
health priorities, unless support is provided to the system to enable it to successfully handle these 
additional programs.  Countries with severe health worker shortages may be unable to scale up disease-
specific programs without drawing health workers away from other health services.  Or new or 
expanded programs may further stress already overworked health workers, possibly compromising 
quality of care delivery and rendering them more likely to leave the country’s health services.7

 
Even singling out disease-specific programs for special benefits poses risks.  If only health workers 
associated with these programs receive financial incentives to promote their retention, health workers 
not receiving these incentives may feel that they are being treated unfairly.8  This may lower their 
morale and lead to reduced quality of care and staff attrition.  A system-wide approach minimizes such 
harm to other health services and can benefit them instead. 
 
c. Integration of health services 
 
Pursuing a system-wide approach supports the integration of health services rather than developing a 
parallel, disease-specific infrastructure that duplicates existing delivery systems and wastes scarce 
resources.  For example, duplicate procurement and distribution systems require staff to manage 
multiple mechanisms for drug ordering, more complex information systems, and duplicate warehouses 
and distribution systems.9   
 
Integration also has significant benefits with respect to improving health outcomes.  For example, 
integrating HIV services with family planning services, maternal and child health services, and other 
primary health services, will significantly increase the reach of HIV interventions, expanding uptake of 
HIV services faster than a non-integrated approach.  Integration will also enable programs to more 

                                                 
6 World Health Organization, World Health Report 2006: Working Together for Health (2006), at 9-11. Available at: 
http://www.who.int/whr/2006/en/index.html. 
7 Malawi’s Round 5 proposal successfully argued this very point: “Staffing levels are clearly inadequate in Malawi to 
scale up the three disease specific programs as well as meet increasing demand for other health services. ART 
clinics, and other vertical disease programs, are likely to distract staff from other services already suffering from 
significant staff shortages.  At the same time, integrated programs at primary care and hospital facilities…are 
placing increasing demand on the health workers that remain. . . . With increasing specialized ART/HIV/AIDS 
testing and counseling services, considerable extra burdens are placed on hospital staff undermining their ability 
to cope.” Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening 
and Orphan Care and Support) (June 2005), at 52. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
8 For example, Zambia received Global Fund money in Round 4 to provide financial incentives to health workers 
providing anti-retroviral therapy.  Ideally, such an approach would be complemented by efforts to secure funds to 
provide comparable incentives to other health staff. 
9 Kate Stillman & Sara Bennett (Partners for Health Reformplus Project, Abt Associates Inc.), Systemwide Effects 
of the Global Fund: Interim Findings from Three Country Studies (Sept. 2005), at 42.  Available at: 
http://pdf.usaid.gov/pdf_docs/PNADF196.pdf. 
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comprehensively meet the needs of health service users, and help overcome the risk that stigma will 
deter some people from seeking services from facilities that are associated solely with HIV/AIDS. 
 
Although developing parallel infrastructure may be faster and possibly less expensive in the short term, 
over time a unified system will result in greater efficiency and sustainability, while the investments to 
strengthen this system may also benefit other health services.  Ethiopia chose to develop its existing 
procurement and distribution system to handle anti-retroviral medications and drugs for opportunistic 
infections rather than construct a parallel system. Initially this led to slow procurement and a period of 
adjustment, but Ethiopia adapted and began “renting more warehouses, hiring more staff on short-
term contracts, and contracting out specific elements of the procurement and distribution chain… 
[resulting in] very positive effects upon the efficiency of procurement.”10 This is especially critical for 
HIV.  Securing ARVs for all is both an emergency and a lifelong commitment by governments, and needs 
to be backed by functioning systems for the long-term, making this type of HSS integration imperative. 
 
When applicants do seek support for disease-focused HSS interventions, they should be sure that these 
interventions do not come, in the words of the Global Fund’s Technical Review Panel, “at the obvious 
expense of the broader healthcare system…[such as] by attracting staff away from [other elements of 
the healthcare system], or by developing an entirely vertical disease program in isolation from the 
remainder of the healthcare system.  The TRP is critical of such approaches, and would not recommend 
them for funding.”  The TRP’s expectation is that proposed HSS activities, whether disease-focused or 
cross-cutting, and however they are incorporated into the proposal, “strengthen, or at a minimum, not 
undermine the broader healthcare system.”11  The Round 9 Guidelines for Proposals direct applicants 
to explain possible unintended consequences of responding to health system weaknesses on a disease-
specific program basis and how they intend to mitigate those risks.12

 
At a May 2006 meeting in Cape Town, South Africa, a meeting of AIDS advocates, health systems 
experts, health officials and workers, and people living with HIV/AIDS agreed that countries should 
undertake “an explicit assessment and evaluation of which components…can be integrated into general 
health systems and which require vertical implementation in the short to medium term.”13  If a vertical 
approach is chosen for the short-term (perhaps because of urgency combined with the serious 
weaknesses of existing systems), specific plans should be made – and the necessary measures taken – 
“for integrating all vertical components into the general health system in the medium and long term.”  
Finally, program planners should consider possible unforeseen consequences of their approach and 
“include contingency strategies to address potential problems.”14

 
d. Meeting essential needs 
 
Finally, in some cases, a system-wide approach is the only way to meet needs.  Rwanda’s and Malawi’s 
Round 5 HSS proposals are both good examples.  Realizing that its human resource shortage was too 

                                                 
10 Id. 
11 Report of the Technical Review Panel and the Secretariat on Round 6 Proposals.  Presented at the 14th Board 
Meeting of the Global Fund, Oct. 31-Nov. 3, 2006, at 27.  Available at: 
http://www.theglobalfund.org/en/files/boardmeeting14/GF-BM-14_10_TRPReportRound6.pdf. 
12 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 31. 
13 Communiqué from Moving towards Universal Access: Identifying Public Policies for Scaling Up AIDS Treatment 
and Strengthening Health Systems in Developing Countries, a workshop sponsored by Gay Men’s Health Crisis with 
support from The Rockefeller Foundation, May 4-5, 2006, Cape Town, South Africa.  Malawi’s Round 5 HSS proposal 
presents a good example of integrating a parallel system into the overall health system.  Malawi outsourced the 
initial responsibility for recruiting Health Surveillance Assistants to a local agency, which will also quickly build the 
capacity of its National Health Services Commission.  The Health Services Commission was to assume responsibility 
for recruiting Health Surveillance Assistants by 2008.  Government of Malawi, Round 5 Health System Strengthening 
proposal (Health Systems Strengthening and Orphan Care and Support) (June 2005), at 70. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
14 Communiqué from Moving towards Universal Access: Identifying Public Policies for Scaling Up AIDS Treatment 
and Strengthening Health Systems in Developing Countries, a workshop sponsored by Gay Men’s Health Crisis with 
support from The Rockefeller Foundation, May 4-5, 2006, Cape Town, South Africa. 
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severe to resolve only on a disease-specific basis, Malawi secured a Global Fund grant that included 
system-wide measures to retain health workers and expand its capacity to train new health workers.  
Rwanda recognized that overall low utilization of health services was an obstacle to the success of its 
AIDS, tuberculosis, and malaria programs, so it proposed measures to encourage utilization by 
improving overall access to health services. 
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IV. Overview of Global Fund and Health System Strengthening 
Possibilities 
 
This section of the Guide provides key points about the types of activities and ways in which the Global 
Fund will support HSS interventions in Round 9.  For more details, please review carefully the Round 9 
Guidelines for Proposals, especially pages 41-45 and Appendix 3 (pages 61-63).  
 
1. Overall scope and requirements for cross-cutting HSS interventions 
 

• The Global Fund will support HSS activities that are specific to a single disease response or that 
are cross-cutting, that is, addressing more than one of the Fund’s priority diseases, and 
possibly also addressing health needs more broadly, including but not limited to the Fund’s 
priority diseases.15 

 
• Cross-cutting HSS interventions should have “a clear and demonstrated link to improved HIV, 

tuberculosis and/or malaria outcomes.”16 
 

• Global Fund Round 9 provides significant opportunities for ambitious proposals to support cross-
cutting HSS interventions that have a clear link to improved AIDS, TB, or malaria outcomes.  In 
its comments on HSS activities including in the Round 7 proposals, the TRP observed that 
“proposals often identified weaknesses in the national health systems, many did not comment 
on what could be done to improve the situation and restricted their strategic actions to 
relatively minor interventions….”17  Round 9 presents an opportunity to support not simply 
minor interventions, but rather to address fundamental health systems constraints to scaling up 
AIDS, TB, and malaria health services and improving outcomes for those diseases.  

 
• HSS interventions should be based on an analysis of how health system weaknesses constrain 

efforts to improve outcomes for AIDS, tuberculosis, and/or malaria, how they “impede the 
demand for, access to, and the delivery of services” for these diseases.18  Section 4.3 of the 
Guidelines for Proposals contains more information on the information to be included in this 
analysis.  The analysis in s.4.3 should include existing analyses (such as from national health 
strategies), or existing analyses may be included as an appendix to the proposal.19 

 
• Applicants have considerable flexibility in their HSS interventions.  Major categories of 

interventions are information, service delivery, medical products and technology, financing, 
health workforce, and leadership and governance.  Pages 62-63 of the Round 9 Guidelines for 
Proposals provide more details.  The only specifically excluded interventions are basic research 
and certain clinical research, and large scale capital investments such as building new hospitals 
or clinics.20  While Global Fund grants may not be used to build new health facilities, they may 
be used to rehabilitate health facilities.  Cross-cutting HSS interventions need not be limited to 
the health sector, and may cover, for example, education, the workplace, and social 
services.21 

 

                                                 
15 Cross-cutting HSS interventions are those that “benefit more than one of the three diseases.” Global Fund Round 
9 Guidelines for Proposals (Oct. 2008), at 2. 
16 Id. at 62. 
17 Report of the Technical Review Panel and the Secretariat on Round 7 Proposals, Presented at the 16th Board 
Meeting of the Global Fund, Nov. 12-13, 2007, at 32.  Available at: 
http://www.theglobalfund.org/en/files/boardmeeting16/GF-BM16-05_TRP_Report_R7_AnnexA.pdf. 
18 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 6. 
19 Id. at 25-26. 
20 Id. at 61. 
21 Id. at 63. 
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• Applicants may include up to five cross-cutting HSS interventions in s.4B.  Interventions can be 
broadly conceived (applicants may allocate up to one page to explain the intervention and how 
it “is essential to the intended disease-specific performance outcomes”22) and may include 
various activities and sub-activities.  

 
2. Structure for including cross-cutting HSS interventions in proposal form 
 

• Cross-cutting HSS activities may be included within a disease-specific component of the 
proposal or as a separate cross-cutting HSS section to any one of the three target diseases, as 
represented by s.4B.  This is most fully laid out in the Global Fund’s HSS factsheet 
(http://www.theglobalfund.org/documents/rounds/9/CP_Pol_R9_FactSheet_5_HSS_en.pdf).  
Countries may 1) include all cross-cutting HSS interventions as part of the description of and 
along with disease-specific interventions (s.4.5.1) of a single disease component; 2) divide 
cross-cutting HSS interventions among the disease-specific interventions of several disease 
components (e.g., AIDS and malaria), or; 3) include all cross-cutting HSS interventions in the 
separate section on cross-cutting HSS interventions (s.4B).  There should be no duplication of 
HSS interventions included in the diseases-specific component and the separate section s.4B.  
Applicants may only submit one s.4B form, as part of one of the disease components.  An 
applicant could not, therefore, submit one s.4B form as part of a malaria proposal and another 
as part of an HIV proposal.  

 
• When an applicant’s proposal includes the s.4B section on cross-cutting HSS interventions, the 

TRP may recommend for approval: a) both that section and the disease-specific interventions 
(s.4.5.1) of the disease proposal of which s.4B is a part; b) only the disease-specific 
interventions (i.e., the disease component excluding the cross-cutting HSS interventions in 
s.4B), or; c) only the cross-cutting HSS interventions in s.4B, but not the rest of the disease 
component, subject to technical merit and “if the interventions in that section materially 
contribute to overcoming health systems constraints to improved HIV, tuberculosis and/or 
malaria outcomes.”23  

 
This potential de-linking of the diseases-specific activities and the cross-cutting HSS 
interventions in the approval process has significant implications.  Applicants who might 
otherwise be reluctant to use the Global Fund for ambitious HSS activities for fear that this 
could harm the chances of other pieces of the proposal being approved can incorporate those 
ambitious cross-cutting HSS interventions in s.4B without necessarily putting the disease-
specific activities at risk, subject to the technical merit of the remaining activities and criteria 
of TRP review (included in Annex 2 of the Round 9 Guidelines for Proposals).  
 
When cross-cutting HSS interventions are included in s.4.5.1, along with disease-focused 
activities, the TRP will assess those interventions “as an integral part of its review of the 
relevant disease component(s).”24  In this case, the cross-cutting HSS interventions and 
disease-focused activities will rise or fall together – the TRP will recommend the full 
component for Global Fund approval, including the cross-cutting HSS interventions, or it will 
recommend that the Fund does not approve that component. 

  
• Disease-focused HSS interventions should be included in s.4.5.1, not in s.4B.25 
 

                                                 
22 Id. at 44. 
23 Global Fund, Fact Sheet: The Global Fund's approach to health systems strengthening (September 2008), at 2.  
Available at: http://www.theglobalfund.org/documents/rounds/9/CP_Pol_R9_FactSheet_5_HSS_en.pdf. 
24 Id. 
25 “All disease program activities (or pre-dominantly disease-specific) that may also benefit the health system must 
be included in s.4.5.1. and not s.4B.” Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 42. 
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• If applicants include the cross-cutting HSS interventions in s.4B, they must also include disease-
program activities in s.4.5.1.  A proposal may not consist only of interventions in s.4B.26 

 
• While proposals must include some disease-specific activities in s.4.5.1, the Fund does not 

require that cross-cutting HSS interventions be linked to the particular disease-specific 
activities including in s.4.5.1.  As stated above, the cross-cutting HSS interventions do need to 
be linked to improving AIDS, TB, and/or malaria outcomes. 

 
• Whether to include cross-cutting HSS interventions in s.4.5.1 along with disease-focused 

activities, or in the separate s.4B cross-cutting HSS interventions section, can be a difficult 
decision without a clear right or wrong answer (as long as the activities truly cross-cutting, and 
will benefit more than one of the Fund’s target diseases; otherwise they must be included in 
s.4.5.1).  The following are several factors applicants may consider in deciding whether to 
include these cross-cutting HSS interventions in s.4.5.1 or s.4B: 

 
o Consider how related the planned cross-cutting HSS interventions are to the disease-

focused activities in the disease proposal.  If they are closely related, and the success 
of the disease-focused activities is linked to the HSS activities, it may make sense to 
include the cross-cutting interventions in the disease component.  

o Consider whether the HSS interventions will predominantly benefit one disease or more 
than one of the Fund’s priority diseases.  If an intervention is a response to a health 
system weakness that only affects one of the diseases, or if it will occur through a 
disease program, it must be included in the component for that disease.  If the 
intervention will benefit more than one of the Fund's target diseases, but will address a 
health system weakness that is primarily a constraint to one of the diseases, it may 
well make the most sense to incorporate the intervention in section s.4.5.1 for that 
disease component.  

o If the applicant is unsure whether the HSS interventions will benefit more than one 
disease, the applicant should include the interventions in the disease-focused part of 
the proposal in case the interventions are not truly cross-cutting. 

o If the health system weaknesses that the HSS interventions will address present 
significant obstacles to better outcomes for more than one of the Fund's target 
diseases, the applicant may want to address them in the separate section s.4B. 

o If the HSS interventions will help achieve outcomes for more than one of the target 
diseases, and will help achieve these outcomes even if the TRP does not approve the 
disease-focused activities of the proposal, the applicant should consider including the 
HSS interventions in a separate s.4B section.  That way, in case the TRP does not 
approve the disease-focused activities, there is still a chance that it will approve the 
cross-cutting HSS interventions.  

o If the cross-cutting HSS interventions clearly address health system weaknesses that 
affect more than one of the Fund’s target diseases, and the applicant is therefore 
having difficultly logically dividing up the interventions among different disease 
components, the applicant may want to include these cross-cutting HSS interventions in 
the separate section s.4B. 

 
3. Process of developing HSS interventions 
 

• The Global Fund expects that key health system stakeholders will be involved in developing 
proposals that include cross-cutting HSS interventions – which is, in any case, critical to the 
development of successful HSS-related proposals.  In particular, applicants must provide 
“information on the level of involvement of government and non-government (including the 
private sector) health system stakeholders, including representatives of key affected 
populations (including women and men), and sexual minorities, who can help identify where in 

                                                 
26 Id. 
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the health system they can best be served.”27 In its 2007 decision on the Global Fund’s 
strategic approach to HSS, the Fund’s Board “[r]ecommend[ed] that applications provide 
evidence of the involvement of relevant HSS stakeholders in the Country Coordinating 
Mechanism – including at least one nongovernment in-country representative with a focus on 
HSS and one government representative with responsibility for HSS planning.”28  

 
4. Community systems strengthening 
 

• Community Systems Strengthening (CSS) activities are, as the Global Fund explains, “initiatives 
that contribute to the development and/or strengthening of community-based organizations in 
order to improve knowledge of, and access to improved health service delivery,” and, in the 
case of the Global Fund, should be linked to “improved outcomes for HIV, tuberculosis and 
malaria prevention, treatment, and care and support programs.”29  CSS activities may focus on 
building organizational capacity of civil society organizations (including physical capacity and 
organizational development), building partnerships, and sustainable financing (including to 
achieve predictable resources over a longer period of time).30  For more information on CSS, 
please see the Global Fund’s CSS fact sheet 
(http://www.theglobalfund.org/documents/rounds/9/CP_Pol_R9_FactSheet_2_CommunitySyst
ems_en.pdf) and the Global Fund’s report Civil Society Success on the Ground: Community 
Systems Financing and Dual-track Financing: Nine Illustrative Case Studies (2008)  
(http://www.theglobalfund.org/documents/publications/progressreports/Dual-
Track_Report_en.pdf). 

 
CSS activities are critical to ensuring an effective community-level response to the three 
diseases and to fully incorporating remote, impoverished, and other marginalized populations 
into national responses to the three diseases – and to ensuring that their voices and 
perspectives inform these responses. The Global Fund encourages applicants to include CSS 
interventions in their proposals.31

 
• Applicants may apply for CSS initiatives as part of a diseases specific approach (s.4.5.1) or, if 

the CSS initiatives will benefit the response to and achieve improved outcomes for more than 
one of the Fund’s priority diseases, they may be incorporated “within the framework of the 
HSS cross-cutting interventions optional additional section (s.4B).”32 

                                                 
27 Id. at 44.  When identifying disease program and health system barriers, the Guidelines call upon applicants to 
“[i]nvolve national, sub-national and community level health systems stakeholders (from government and non-
government sectors) in needs identification.”  Id. at 7. 
28 Global Fund Board, 16th Board meeting, decision point 10, Strategic Approach to Health System Strengthening 
(Nov. 2007).  Available at: http://www.who.int/healthsystems/gf_board_decision07_hss.pdf. 
29 Global Fund, Fact Sheet: Community Systems Strengthening (September 2008), at 1.  Available at: 
http://www.theglobalfund.org/documents/rounds/9/CP_Pol_R9_FactSheet_2_CommunitySystems_en.pdf. 
30 Id. 
31 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 34. 
32 Id. at 35. 
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V. Finding Opportunities to Support Health System Strengthening 
 
In considering the use of the Global Fund for health system strengthening, applicants can look at 
opportunities to apply for health strengthening from at least three perspectives. 
 

• The first is the perspective of constraints: what are health system constraints that they must 
overcome to reduce the spread and impact of the target disease(s)?   

• A second is that of existing health sector strategies: are there funding gaps in an existing 
health sector strategy that the Global Fund can support?   

• A third is the need to develop a health sector strategy: does a national, provincial, or district 
level strategy not yet exist, even though it is needed as a basis to act?   

 
These all represent excellent opportunities for using the Fund to support health systems strengthening.   
 
1. Overcoming health system constraints to reducing the spread and impact of AIDS, TB, and/or 
malaria 
 
When developing their proposals, applicants should consider the range of HIV/AIDS, tuberculosis, and 
malaria services needed and the health system constraints on delivering those services to all people in 
need of them.  Applicants should bear in mind national strategies for achieving these goals, as well as 
commitments such as universal access to HIV services by 2010.  What are the HSS current and 
anticipated constraints to initiating, scaling up, and sustaining interventions to reduce the spread and 
impact of the target diseases, and what are constraints to successful grant performance, both of 
previous Global Fund grants and of other activities included in the Round 9 proposal? 
 
While the HSS activities that may be included in the proposal are not limited to those required for 
successful implementation of disease-specific interventions in the Round 9 proposal, it is important 
that applicants analyze Round 9 proposal goals and consider how health systems must be strengthened 
to achieve those goals.  It is critical that such health systems strengthening be included in the proposal 
to enable it to be successful.  The TRP will very likely be skeptical of the feasibility of a proposal that 
identifies system constraints to disease-specific activities, but then fails to explain how the constraints 
will be addressed.   
 
What are the health system constraints that must be overcome?  What HSS activities will be necessary 
to initiate new activities in the target disease areas or ensure that current programs can succeed?  
What will be needed to scale up these programs as rapidly as possible, ensure their quality, and sustain 
progress?  What new barriers might emerge as the programs continue to expand?  These and other such 
questions will help shape the proposal.   
 
a. Avoiding harm to fragile infrastructure 
 
A constraint may exist if AIDS, TB, or malaria activities cannot be successfully scaled up with within the 
limitations of the current health systems.  Or a constraint exists if implementing disease-related 
activities may be possible, but would come at the expense of the broader health system.  For example, 
as a result of a human resource shortage, the only way for a country to achieve ART targets may be to 
draw health workers away from other health care services, thereby harming these other health 
services.33  Applicants may seek support from the Fund to overcome such constraints.  

                                                 
33 Malawi’s Round 5 HSS proposal explains this well: “Staffing levels are clearly inadequate in Malawi to scale up 
the three disease specific programs as well as meet increasing demand for other health services. ART clinics, and 
other vertical disease programs, are likely to distract staff from other services already suffering from significant 
staff shortages. At the same time, integrated programs at primary care and hospital facilities, such as [Essential 
Health Package] TB and malaria interventions, are placing increasing demand on the health workers that remain.”  
Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening and Orphan 
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A lack of long-term capacity can put the sustainability of HIV, tuberculosis, and malaria programs at 
grave risk.  In addition to activities that meet immediate needs, the Global Fund also allows support 
for applicants in building capacity for the future, as long as applicants can demonstrate that such 
actions are required for the longer term success of efforts to reduce the spread and impact of the 
target diseases. In Round 5, Malawi proposed expansion of health professional pre-service training 
capacity “to have adequate numbers of qualified staff for the future.”34  The TRP agreed that this was 
appropriate, noting that one of its strengths was that it “address[ed] both the immediate need to 
deliver services [and] the longer term need to build capacity to train the next generations of 
workers.”35  In Round 6, Mozambique received funds to expand its pre-service training for basic and 
middle level health professionals, including support for training 510 basic level and 11 middle level 
health professionals.36  In Round 8, the Technical Review Panel has recommended for approval 
Zambia’s HIV proposal, including its cross-cutting HSS section that contains support for expanding and 
rehabilitating ten health worker training institutions, recruiting tutors as a short-term strategy as more 
tutors are being produced, maximizing training capacity through public-private partnerships, reducing 
student attrition, and improving adherence to training standards.37

 
While the TRP was quite receptive of Malawi’s request to help meet its longer term health workforce 
needs, the TRP might be more skeptical of a proposal that seeks to meet a country’s longer term needs 
if no strategy is in place to address more immediate needs. 
 
2. Supporting an existing strategy 
 
Limited funding may prevent the implementation of existing health sector strategies.  The Global Fund 
can help fill those funding gaps, where such funding is necessary to overcome constraints in advancing 
efforts to fight AIDS, tuberculosis, and/or malaria.  PHR encourages applicants to develop HSS 
interventions that are based on existing strategies.  This will ensure that these actions are harmonized 
with other health sector activities and part of a coherent and comprehensive approach (assuming 
existing strategies are of good quality), and thus most likely to be effective and to contribute to 
broader health system strengthening.  Also, this will ensure that they are consistent with the national 
health sector development plan and its timeframe.  The Global Fund itself forcefully suggests that 
cross-cutting HSS interventions should “not be developed in isolation from existing national 
strategies.”38

 
If it is not possible to address constraints through an existing strategy, applicants may develop targeted 
interventions to address the constraints.  They might also scale up programs, or replicate interventions 
that have been successful in other countries, if circumstances are sufficiently similar and local 
conditions are considered in tailoring the intervention to fit the country context.  If cross-cutting HSS 
actions are not part of an existing, comprehensive plan, applicants should describe how these actions 
are part of a functioning system or comprehensive approach.    
 
3. Creating or strengthening national health plans  
                                                                                                                                                             
Care and Support) (June 2005), at 52. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
34 Id. at 10. 
35 This and ensuing references to the Technical Review Panel’s statements and views on Round 5 proposals and 
Round 6 are based on the TRP review forms for Round 5 and Round 6. 
36 Mozambique, Round 6 HIV/AIDS proposal (Mozambican National Initiative to Expand Coverage for Prevention, 
Care, Support and Treatment for Persons Affected by HIV/AIDS) (Aug. 2006), at 54.  Namibia sought funds to 
provide scholarships to train 40 new nurses, 10 physicians, and 5 pharmacists out of the country in an unsuccessful 
Round 6 malaria proposal.  The TRP cited as a weakness of the proposal that it was seeking funds for training 
nurses outside the country even though Namibia has a nursing school. This suggests that the TRP was open to 
supporting pre-service training for health professionals, but was concerned about the lack of a rationale for 
external training of nurses. 
37 Zambia Country Coordinating Mechanism, Round 8 HIV/AIDS proposal (2008), at 5-6, 67-68. This proposal should 
be available on the Global Fund’s website after the Fund’s Board meeting Nov. 7-8, 2008. 
38 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 43. 
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The Global Fund represents an opportunity to support the development or revision of national health 
sector plans, comprehensive plans at the district or provincial level, or plans that cover a particular 
element of the health system, such as human resources for health.  Such plans have many benefits.  
They can:  
 

• serve as the basis for a coordinated response by all international and domestic partners; 
• create a comprehensive, coherent approach to developing the health sector, which will 

translate into improved health outcomes and increased opportunities for partners (such as the 
Global Fund) to invest in the health sector; 

• incorporate values, such as equity and a pro-poor response, throughout the health sector; 
• provide an opportunity for broad input and participation in developing the national response to 

the population’s health needs;  
• catalyze policy reforms and the development of monitoring and evaluation systems that 

facilitate sustainable strategies; 
• clarify funding needs, which can then be used to advocate within government and with 

international partners for the necessary funding; and 
• define investment needs that can then be incorporated into the national budgeting process, 

including through Poverty Reduction Strategy papers and Medium Term Expenditure 
Frameworks.  This can serve as a basis to help ensure that macroeconomic policies are 
designed to adequately fund these needs. 

 
Technical and other financial support may be needed to develop a national plan.  The Global Fund, 
which can support strategic planning and strategy development, can help finance this support,39 as 
long as applicants can demonstrate the necessary link between developing these plans and improving 
outcomes for the Fund’s target diseases.  Applicants might argue that the development of a plan is 
necessary for ensuring a comprehensive, coherent, and effective response to the health system 
constraints and weaknesses that limit achieving improved outcomes for the target diseases, and to 
ensure that the response to the Fund’s target diseases will contribute to broader health system 
strengthening, rather than risking unintended negative consequences.40  
 
Applicants can also argue that a comprehensive health sector plan can help ensure that health sector 
investments promote equity and address needs of marginalized populations – and applicants should 
ensure that their plans do so.  Previous TRP comments have indicated the TRP’s support for equity, and 
Round 9 Guidelines themselves expressed the Fund’s support for “equitable, efficient, sustainable, 
transparent and accountable health systems.”41

 
When developing health sector plans, countries should involve members of civil society (including 
representatives of marginalized populations), health workers, and other stakeholders in the planning 
process.  Such participation will help ensure the successful implementation of the plan, can build trust 
among health system users and health workers, and can help ensure that the plan meets the 

                                                 
39 World Health Organization officials agree: “If human resource development plans are not presently available, 
the framework of the Global Fund permits support to technical assistance to lay those foundations.”  Sigrid Dräger, 
Gulin Gedik & Mario Dal Poz, “Health workforce issues and the Global Fund to fight AIDS, Tuberculosis and Malaria: 
an analytical review.” Human Resources for Health (2006) 4:23.  Available at: http://www.human-resources-
health.com/content/4/1/23. 
40 Kenya explained in its proposal that improved district health planning and management capacity is needed so 
that plans reflect the disease burden and local solutions.  Further, improved understanding of the purpose of 
collecting data, along with developing a culture of operational research to define best practices, will enable 
district health teams “to define locally relevant approaches for improving health service delivery.”  This capacity 
will also enable planners and managers to address the “complex issues of health prioritization, resource need 
assessment and allocation based on the availability of . . . robust strategic information.” Kenya Country 
Coordinating Mechanism, Round 6 Tuberculosis proposal (August 2006), at 78, 72, 64. Available at: 
http://www.theglobalfund.org/search/docs/6KENT_1351_0_full.pdf.  
41 Global Fund Guidelines for Proposals Round 9 (Oct. 2008), at 42.   
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population’s health needs, including the needs of poor and other marginalized populations.  Applicants 
should explain in their proposal mechanisms to provide for genuine participation in the planning 
process.   
 
The Global Fund has previously supported planning.  Cambodia’s successful Round 5 HSS proposal 
focused largely on planning, including better linking Global Fund planning to the Ministry of Health’s 
core strategic planning processes, strengthening linkages between health system planning and 
financing, and strengthening technical planning capacities for health.  In Round 6, Kenya received 
funds to train “district health management teams in the development of integrated, comprehensive 
and implementable district health plans with a robust monitoring and evaluation system.”42  This 
training is expected to enable all districts in Kenya to have good quality and comprehensive health 
plans by the end of the five-year grant.  To our knowledge, however, no country has yet used Global 
Fund assistance to develop a costed, operational human resource plan, or such a plan for another 
health system element, or for the health sector overall, though PHR has not completed an analysis of 
Round 7 or 8 grants.  One sample HSS indictor in the March 2008 Addendum to the Fund’s Monitoring & 
Evaluation Toolkit is on directly on point and does support the potential of using the Global Fund to 
support this planning process: “Health sector development strategic plan developed, agreed, 
implemented and reviewed annually.”43

 
a. Developing a comprehensive human resources for health plan 
 
Developing human resources plans, along with specific strategies and budgets to implement the 
strategy, is an important step in beginning to overcome the health workforce crisis that constrain many 
countries burdened by AIDS, tuberculosis, and malaria.  Indeed, African Union health ministers 
committed to “[p]repare and implement costed human resources for health development plans” in the 
October 2005 Gaborone Declaration on a Roadmap Towards Universal Access to Treatment and Care.44  
And the Africa Health Strategy 2007-2015 calls on governments to “[d]evelop costed national human 
resources development and deployment plans, including revised packages and incentives, especially for 
working in disadvantaged areas.”45  Round 9 could provide the funds to begin to meet this 
commitment. 
 
Such plans are most likely to be successful if a core leadership team meets regularly to help develop 
the plan and ensure that it is implemented, if there is a consensus-building process among 
stakeholders, and if a clear monitoring and evaluation strategy is developed to ensure that adjustments 
are made as necessary.  Enabling a wide range of stakeholders to participate throughout this process is 
pivotal both to the plan’s success and as a matter of human rights, specifically the right of people to 
participate in decisions related to their health.46  In August 2008, Physicians for Human Rights released 

                                                 
42 Kenya Country Coordinating Mechanism, Round 6 Tuberculosis proposal (August 2006), at 74. Available at: 
http://www.theglobalfund.org/search/docs/6KENT_1351_0_full.pdf. 
43 Global Fund, Monitoring and Evaluation Toolkit: HIV/AIDS, Tuberculosis and Malaria (2nd ed.) Addendum March 
2008 (March 2008), at 22.  Available at: http://www.theglobalfund.org/pdf/guidelines/M-
E%20Toolkit_Addendum_March%202008_en.pdf. 
44 Gaborone Declaration on a Roadmap Towards Universal Access to Treatment and Care, 2nd Ordinary Session of 
the Conference of African Ministers of Health (CAMH2), Gaborone, Botswana, Oct. 10-14, 2005, at 2(v).  Available 
at: http://physiciansforhumanrights.org/library/documents/reports/gaborone-declaration.pdf.  Earlier, the Fourth 
Ordinary Session of the Assembly of the African Union, meeting in January 2005, urged Member States to “Prepare 
inter-ministerial costed development and deployment plans to address the Human Resources for Health Crisis.”  
Assembly of the African Union, Fourth Ordinary Session, Jan. 30-31, Abuja, Nigeria, Decision on the Interim Report 
on HIV/AIDS, Tuberculosis, Malaria and Polio. 
45 Africa Health Strategy 2007-2015, at para. 56. Adopted at the Third Session of the African Union Conference of 
Ministers of Health, Johannesburg, South Africa, April 9-13, 2007.  Available at: http://www.africa-
union.org/root/UA/Conferences/2007/avril/SA/9-13%20avr/doc/en/SA/AFRICA_HEALTH_STRATEGY_FINAL.doc. 
46 “A further important aspect [of the right to health] is the participation of the population in all health-related 
decision-making at the community, national and international levels.” Committee on Economic, Social and Cultural 
Rights, General Comment 14, The right to the highest attainable standard of health, U.N. Doc. E/C.12/2000/4 
(2000), at para. 11.  Available at: http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
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a guide on using a human rights framework in developing a health workforce plan.  It is available at: 
http://physiciansforhumanrights.org/library/documents/reports/health-workforce-planning-guide-
2.pdf.47   
 
WHO and several partners have also developed an HRH Action Framework to assist with health 
workforce planning.  It is available at: http://www.capacityproject.org/framework/.48

 
Applicants may also wish to lay the groundwork for a successful health workforce plan by seeking funds 
to support activities that can help ensure an evidence-based plan.  In Round 6, Kenya did this by 
planning studies on factors that influence health worker motivation and by carrying out TB/HIV 
workload assessments.  Applicants may consider studies in related areas, such as those influencing 
health worker migration and rural retention, or they may wish to conduct overall workload 
assessments, that cover but are not limited to the Fund’s target diseases. 
 
4. Building human resource management capacity 
 
Many countries that have health workforces that cannot meet their population’s health needs suffer 
from poor human resource management, including a lack of human resource capacity within health 
ministries and a lack of human resource professionals working in the health sector.  This limits the 
capacity of health ministries to engage in strategic policy development and to effectively implement 
human resource strategies and policies at the national, district, and facility levels.   
 
Applicants can seek support in a variety of areas to strengthen human resource management, such as 
building the capacity of human resource directorates in health ministries, developing or strengthening 
training and mentoring programs for human resources for health managers, and deploying human 
resource managers to hospitals and larger clinics.49   
 
Applicants can argue that without building human resource management capacity, they will be unable 
to effectively develop and implement the human resource policies that are needed to overcome the 
crisis in human resources for health, which in many countries is a major constraint to improved 
HIV/AIDS, tuberculosis, and malaria outcomes. 
 
For more information on how to include interventions to build health sector human resource 
management capacity in Global Fund proposals, please contact James McCaffery 
(jmccaffery@capacityproject.org) and/or Ummuro Adano (uadano@intrahealth.org) of the Capacity 
Project.  
 
  

                                                 
47 Physicians for Human Rights, The Right to Health and Health Workforce Planning: A Guide for Government 
Officials, NGOs, Health Workers and Development Partners (2008). Available at: 
http://physiciansforhumanrights.org/library/documents/reports/health-workforce-planning-guide-2.pdf. 
48 Two tools that human resource planners might find useful, particularly in the context of HIV/AIDS, are the joint 
Management Sciences for Health/World Health Organization publication Tools for Planning and Development 
Human Resources for HIV/AIDS and Other Health Services, available at 
http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf, and Management Sciences for Health, Human 
Resource Management Rapid Assessment Tool for HIV/AIDS Environments: A Guide for Strengthening HRM Systems 
(2003). Available at: http://erc.msh.org/newpages/english/toolkit/hr_hiv_assessment_tool.pdf. 
49 James McCaffery & Ummuro Adano, Global Fund Round 9 Opportunity to Build Human Resource Management 
Capacity: the central pillar in health systems strengthening initiatives (Oct. 2008).  Available through: 
http://physiciansforhumanrights.org/hiv-aids/globalfund_round9.html. 
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VI. Selected Issues in Constructing a Successful Proposal  
 
This section examines several aspects of constructing successful proposals: 1) linking cross-cutting HSS 
interventions to reducing target diseases; 2) sustainability; 3) several issues related to salary support 
and incentives; 4) the importance of a comprehensive approach; 5) the value of applying for technical 
support, and; 6) monitoring and evaluation systems. 
 
1. Linking cross-cutting HSS interventions to the Fund’s target diseases 
 
In both Rounds 5 and 6, some applicants found it difficult to demonstrate the required link between 
health system strengthening activities and reducing the spread and impact of AIDS, tuberculosis, 
and/or malaria.50  Malawi’s and Rwanda’s successful Round 5 HSS proposals, along with Kenya’s Round 
6 tuberculosis proposal, which focused on HSS activities, all provide good examples of how to 
demonstrate this link.  Each proposal qualitatively described and presented evidence on the severity of 
the problem; described the relationship of the problem to the target diseases and use data to 
demonstrate this relationship, and; included impact indicators for the target diseases.   
 
Strategically linking health system activities to HIV, tuberculosis, or malaria activities can strengthen 
and help affirm the link between the health system activities and the target diseases.  For example, all 
of the health workers supported through Malawi’s proposal are to be trained in HIV interventions, and 
the overseas training for tutors will provide them qualifications for curricula on HIV, tuberculosis, and 
malaria.  Applicants should be sure that when applying for cross-cutting HSS actions, these 
interventions are designed to ensure that they will contribute to the fight against at least one of the 
Fund’s target diseases, such as by ensuring that new health workers are trained in these diseases.  If 
needed, applicants should apply for funds to support such activities (such as incorporating HIV 
competencies into the pre-service curricula). 
 
The following paragraphs examine in depth how Rwanda, Malawi, and Kenya demonstrated the link 
between their proposals’ HSS activities and the target diseases. 
 
a. Rwanda’s Round 5 HSS proposal 
 
i. Summary of proposal 
 
Rwanda’s Round 5 HSS proposal identifies the lack of interaction between the population and the 
health services as a central obstacle in its efforts to combat AIDS, tuberculosis, and malaria. The 
proposal seeks to increase this interaction by improving financial access for the poor and other groups 
and by improving the performance and quality of the health delivery system. 
 
The proposal achieves the first objective through a community-based health insurance scheme.  The 
Global Fund will support the full cost of membership in the insurance scheme for the very poor, people 
living with HIV/AIDS, and members of vulnerable groups, and 50% of the membership costs for the 
entire poor rural populations of the six provinces covered by the proposal.  The proposal achieves its 
second objective primarily in two ways: 1) supporting pre-service and in-service training of health 
professionals and administrative and supervisory staff in health financing, health insurance, financial 
management of human resources, quality assurance, and monitoring and evaluation,51 and; 2) providing 

                                                 
50 In Round 5, proposals had to demonstrate that all health system strengthening activities “are necessary 
prerequisites to improving coverage in the fight against any or all of the three diseases,” according to the Round 5 
Guidelines for Proposals.  In Round 6, Guidelines required that health system strengthening activities be “linked to 
reducing the impact and spread of any or all of the three diseases” and that they be “necessary.”  In Round 9, 
cross-cutting HSS interventions should have “a clear and demonstrated link to improved HIV, tuberculosis and/or 
malaria outcomes.” Global Fund Guidelines for Proposals Round 9 (Oct. 2008), at 62.   
51 Notably, the Rwanda proposal includes training for management and administrative cadres, who often receive 
less attention than clinical staff but are also very important to the functioning of the health system.  By contrast, 
the TRP stated that one weakness of the Round 5 HSS proposal of the Democratic Republic of Congo was that it did 
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electricity to 74 health centers for facilitate laboratory services, safekeeping of vaccines, and 
addressing nighttime emergencies. 
 
Through its proposed aims, the project seeks to improve financial accessibility of health services 
(leading to 30% growth in service utilization), improve access to quality prevention, care, and 
treatment in the health system’s periphery, improve management of district health services, and 
increase community involvement in the health care system.  
 
Rwanda’s Round 5 HSS proposal is available at: 
http://www.theglobalfund.org/search/docs/5RWNH_1199_0_full.pdf. 
 
ii. Linking HSS to the diseases
 
Severity of problem and data to make the case 
 
Rwanda’s proposal emphasizes that a major obstacle in controlling HIV/AIDS, tuberculosis, and malaria 
is the lack of interaction between the health services and affected populations.  The proposal states 
the urgency of improving health access to the fight against the Global Fund’s three priority diseases: 
“This lack of action between the health services and the diseased population jeapordises seriously any 
progress in the control of HIV/Aids, TB, malaria, and associated diseases.”52  And elsewhere: “it seems 
indispensable to assure the financial access to health services and to gradually improve their quality in 
order to address the disease burdened caused by the three target epidemics.”53

 
The proposal includes powerful statistics to highlight the severity of the problem of lack of access, such 
as the fact that in rural areas, people contact the health system in only 60% of disease episodes and 
that “average treatment costs in the case of a single episode of disease are next to equal to the 
median monthly income of a rural household.”54

 
Relationship of problem to target diseases (including statistic link) 
 
The proposal observes that even if particular health services, including TB, are free due to external 
funding, “the very entry into the health system remains a persisting and principal obstacle.”55  It 
specifically notes that the first consultation for TB is subject to user fees, and that “the availability of 
prompt and appropriate treatment of malaria remains one of the fundamental challenges within the 
Rwandan health system, and the need to increase the financial accessibility is of paramount 
importance in this context.”56

 
In many countries (and possibly Rwanda itself), much the same could be said with respect to HIV/AIDS: 
Even if HIV services are free, user fees that deter initial contact with the health services will prevent 
opportunities for HIV counseling and testing that such contact would promote.  Even if the HIV testing 
and counseling itself is free, if other essential health services require point-of-service payments, 
people may not interact with the health system in the first place, and so will not have the opportunity 
to be tested. 
 

                                                                                                                                                             
not provide for the training needs of management and administrative cadres, suggesting that countries should pay 
attention to these cadres.   
52 Rwanda Country Coordinating Mechanism, Round 5 Health System Strengthening proposal (Assuring Access to 
Quality Care: The Missing Link to Combat AIDS, Tuberculosis and Malaria in Rwanda) (June 2005), at 39.  Available 
at: http://www.theglobalfund.org/search/docs/5RWNH_1199_0_full.pdf. 
53 Id. at 43.   
54 Id. at 39.   
55 Id. 
56 Id. at 40.  
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The proposal provides data to connect health service utilization to the fight against AIDS, tuberculosis, 
and malaria.  These three disease account for at least half of the country’s entire disease burden,57 
and that of the 3 million annual health consultations in Rwanda, 1 million are related to malaria, 
400,000 to cough as the first sign of tuberculosis, and 300-600,000 to HIV-related diseases.58  
Therefore, a significant portion of the increased health service utilization can be expected to be 
related to HIV, tuberculosis, and malaria. 
 
Impact indicators linked to target diseases 
 
Rwanda’s proposal links its activities to a direct impact on HIV and tuberculosis.  Its impact indicators 
include maintaining a stable HIV prevalence rate in pregnant women (5.1%), increasing tuberculosis 
detection rates from 45% to 70%, and improving tuberculosis treatment completion rates from 58% to 
85%.59

 
b. Malawi’s Round 5 HSS proposal 
 
i. Summary of proposal 
 
Malawi’s Round 5 HSS proposal is dedicated to human resource strengthening, as Malawi has one of the 
most significant health worker shortages in the world.  The proposal seeks to achieve its goals of 
reducing HIV transmission and mortality and increasing output of highly skilled health workers through 
four objectives: 
 

• Increase community-based services by recruiting and training 4,200 health surveillance 
assistants (HSAs), including 1,000 people living with HIV/AIDS.  Compensation levels for these 
and other HSAs will enable these community-based health workers to benefit from the 52% 
salary increase already provided to other health cadres. 

• Recruit and retain the 54 doctors, 100 nurses, 100 clinical officers, and 100 counselors needed 
to staff planned ART clinics, support expenses of 25 expatiate pediatricians and 20 internal 
medicine specialists, and recruit and support the additional 1,028 community nurses needed to 
provide the Essential Health Package, which includes tuberculosis and malaria services. 

• Expand number and skills of nurse and other health professional tutors (teachers) by supporting 
100 tutors in overseas training programs and developing advanced degree programs at health 
professional training institutes. 

• Build capacity of training institutions through support for scaling up facilities and supporting 
curriculum development. 

 
Achieving these objectives will fill substantial gaps in Malawi’s Emergency Human Resource Programme 
and expand the capacity of health facilities to delivery the Essential Health Package and HIV/AIDS 
services. 
 
Malawi’s Round 5 HSS proposal is available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
 
ii. Linking HSS to the diseases
 
Severity of problem and data to make the case 
 
Malawi’s proposal states that “[a]nalysis of the previous national AIDS strategy and the phase 1 of the 
Global Fund Round 1 HIV/AIDS grant showed that human resource capacity is a major constraint to 

                                                 
57 Id. at 38.  
58 Id. at 43.  
59 Id. at 45.   
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scaling up.”60 The country’s “health system’s civil service suffers from one of the worse staffing 
shortages in Africa creating a near breakdown in capacity to deliver a basic level of health care, 
especially in rural areas.”61  The proposal emphasizes the Malawian government’s desire to scale up 
HIV, tuberculosis, and malaria services as well as other health services, and to scale up services for the 
target diseases in a way that did not harm other health services.  It states that this is not possible at 
current staffing levels: “The shortage of health workers in Malawi is the most major constraint to 
meeting the EHP [Essential Health Package] service requirements for the Millennium Development 
Goals including scaling up ART and other HIV/AIDS/TB/malaria services.”62

 
The proposal then provides data to back up these statements.  Among other things, it compares 
detailed information on Malawi’s health worker shortage to shortages in other sub-Saharan African 
countries, provides vacancy rates of health worker cadres, observes that four districts have no 
physicians at all, and presents the nurse-to-patient ratios, which are very poor.  The proposal includes 
specific information on human resource needs for ART scale-up, based both on international norms and 
a workload analysis from Malawi’s own ART clinics.  
 
Like Rwanda’s proposal, Malawi’s proposal highlights the high level of overall health services delivery 
in the country that is related to the three diseases, including that 60% of hospital occupancy is due to 
HIV-related diseases, and the fact that more than the majority of work of health surveillance assistants 
– many of whom are trained through the proposal – is related to the three diseases.63

 
Relationship of problem to target diseases (including statistic link) 
 
The proposal links the shortage in human resources to the country’s ability to address HIV, 
tuberculosis, and malaria.  “Only a small fraction of PLWHA have access to ART and less than 10 
percent of all health centers in Malawi are capable of delivering the” Essential Health Package (EHP), 
which includes tuberculosis and malaria services.  The proposal further explains, “Community based 
services especially in rural areas are almost devoid of EHP services.”64

 
The proposal also explains that the health workers whose numbers are to be increased through the 
proposal are critical to ART delivery, counseling, and home-based care, as well as to an improved 
response to tuberculosis and malaria, and that they will improve the effective utilization of existing 
HIV/AIDS finances.  They will also fill human resource “gaps left by staff moving to ART clinics.”65  All 
health workers supported by the proposal will be trained in HIV interventions and, since the majority of 
patients in Malawi are HIV-positive, all health workers funded by the proposal will also provide HIV 
services. 
 
Impact indicators linked to target diseases 
 
Malawi’s proposal directly relates human resource improvements to specific HIV-related improvements 
that human resource development will result in, including increasing the percent of community 
members who receive HIV counseling and testing from 3% to 10%, enabling above ART adherence to 
increase from 95% to 98%, and increasing the percent of home-based care patients who are followed-up 
and provided treatment from 25% to 75%.66

 

                                                 
60 Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening and 
Orphan Care and Support) (June 2005), at 8. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf.  
61 Id. at 50. 
62 Id.  
63 Id. at 10. 
64 Id. at 49. 
65 Id. at 68. 
66 Id. at 55. 
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c. Kenya’s Round 6 TB proposal 
 
i. Summary of proposal 
 
Kenya recognized that its previous tuberculosis proposals to the Global Fund, which had been 
approved, would increase demand on the health system, and that health system capacity had to be 
increased to meet this demand.  The proposal addresses three areas to build capacity to scale up the 
country’s integrated TB/HIV program.   
 

• Most of Kenya’s dispensaries, primary level health facilities, lack the ability to offer even basic 
TB/HIV services.  The proposal seeks funds to rehabilitate many of these facilities so that in 
five years, at least 80% would be able to provide basic TB/HIV services, up from 16% at 
present. Activities included procuring microscopes, other laboratory equipment, furniture, and 
power supply equipment; renovating examination rooms, and; maintaining equipment and 
physical infrastructure. 

• The proposal seeks build health workforce capacity, including by recruiting 155 additional staff 
(40 nurses, 15 clinical officers, and 100 laboratory technologists) and improving in-service and 
pre-service training, primarily for TB/HIV.  The proposal will fund studies on health worker 
motivation, and will support the production and distribution of a variety of job aids.  To 
improve health workforce planning and deployment decisions, the proposal will fund TB/HIV 
workload assessments.  These will be used to develop a human resource development plan for 
TB, which will be merged with overall human resources for health plan that Kenya will develop.  

• The proposal will support health planning and management capacity by training district health 
management teams in the development of comprehensive, implementable district health plans.  
These are to include robust monitoring and evaluation systems and built-in operational 
research to define best practices in the delivery of integrated TB/HIV services.    

 
Kenya’s Round 6 TB proposal is available at: 
http://www.theglobalfund.org/search/docs/6KENT_1351_0_full.pdf. 
 
ii. Linking HSS to the diseases
 
Severity of problem and data to make the case 
 
The proposal focuses on how a lack of health facilities, especially at the primarily level, that offer 
integrated TB/HIV services immediate access to these services, and includes several powerful statistics 
to demonstrate this fact.  The proposal explains that these primarily level facilities, especially 
dispensaries, are critically important because “the bulk of the population accesses its health care from 
them.”67  Higher level facilities that are more likely to offer TB/HIV services are at large health 
facilities that may be inaccessible to most communities.  Further, the proposal states that user fees 
are still charged at hospitals, but not primary level facilities.68

 
The proposal states that “Kenya is facing a human resource for health crisis,” that due to “an attempt 
to control the Government wage bill there has been no significant recruitment of health staff in the 
public sector for over a decade and therefore, large human resource gaps have emerged that threaten 
the ability of the country to deliver on its health objectives.”  Further, the proposal explains the need 
to expand the number of health facilities as the population rises – and that in fact funding is being used 
to develop new facilities – yet “[w]ithout bringing in more [human resources], this [increase in the 

                                                 
67 Kenya Country Coordinating Mechanism, Round 6 Tuberculosis proposal (August 2006), at 71. Available at: 
http://www.theglobalfund.org/search/docs/6KENT_1351_0_full.pdf. 
68 Id. at 56, 64. 
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number of health facilities] will worsen the human resource gaps.”69  Kenya’s proposal observes that 
“several health care facilities . . . closed as a result of lack of health care staff.”70  
 
In less detail, the proposal also refers to both low productivity – “[t]he human resource for health 
equation does not end with numbers alone,” the proposal correctly observes – and weak health 
management capacity.71  “There has been a lot of effort to “expand the financial envelope available 
for health,” the proposal asserts, “but there has been no equal zeal to pursue better health planning 
and health resource management.”72  Yet “[i]t is critical that health planners and managers at district 
level are well versed with the complex issues of health prioritization, resource need assessment and 
allocation based on the availability of a robust strategic information.”73

 
The proposal refers to the fact that “only 16% of dispensaries, a small proportion of truly primary level 
facilities, are able to provide the basic package of TB/HIV services.”  Even “of the 1605 health units 
that offered TB services in 2005 only 700 (43.6%) were offering smear microscopy services.”74  With 
respect to health personnel, the proposal includes the statistic that based on current staff numbers of 
staffing ratios, the country is experiencing a shortage of 17,041 health personnel,75 yet “[i]f the needs 
are to be based on workload, it is very likely that larger gaps will emerge.”76  
 
Relationship of problem to target diseases (including statistic link) 
 
Kenya’s linkage between the problems its Round 6 proposal addresses and tuberculosis is founded on 
two principles.  First, reminiscent of both Malawi’s and Rwanda’s proposals, is to increase access to 
health services, in this case integrated TB/HIV services.  The central goal of the proposal “is to expand 
the capacity of the health care system to deliver integrated TB/HIV services, especially at primary 
levels of the health care system, in order to improve access to these services and thus, increase TB 
case detection and treatment success rates.”77

 
Second, the proposal is premised on an increase of demand for TB services that the full implementation 
of earlier Global Fund proposals will create without a commensurate increase in the capacity of the 
health system to deliver these services: “The full implementation of activities in round of 2 and 5 and 
in particular the Communication and Social Mobilization activities of round 5, may lead, as intended, to 
a massive increase in the demand for services yet both grants were not designed to strengthen the 
system to cope with this demand. This proposal is intended to form the bridge between demand for 
health services that the previous grants may create and the supply of those services.”78

 
That only 16% of primary care facilities dispensaries provide integrated TB/HIV services provides a clear 
link between the lack of capacity at these facilities and the availability of TB/HIV services.  To further 
bolster this link, the proposal includes a table with “data to suggest that TB case notification is directly 
related to health facility density in Kenya,” while conceding that “the evidence is imperfect.”79

 
The proposal also presents data on decreasing improvements in TB case notification, which had been 
increasing “at 12-16% annually, [though] in 2005 there was an increase of only 3% compared with 
2004.”  Kenya’s proposal offers that “[o]ne hypothesis for the decline in annual case notification 
between 2003-05 is the possibility that the health care system has reached a ‘saturation’ point and can 

                                                 
69 Id. at 63. 
70 Id. at 57. 
71 Id. at 63. 
72 Id. at 63-64. 
73 Id. at 64. 
74 Id. at 56. 
75 Id. at 62. 
76 Id. at 63. 
77 Id. at 71. 
78 Id. at 76. 
79 Id. at 55 (the table is on page 56). 
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no longer cope find additional cases. This would imply that TB case notification will only rise again if 
the health care system is ‘boosted’ to increase its capacity to cope with the demand for TB services.”80

 
Impact indicators linked to target diseases 
 
The proposal includes indicators both on key TB measures as well as health system capacity to deliver 
TB services and the population to access them.  These include increasing case notification by 50% by 
year 5, increasing successful outcomes from 82% to at least 85%, increasing the proportion of 
dispensaries offering the full basic DOTS package and select HIV services from 16% to 40%, and 
increasing the total number of sputum smear examinations for new patients by 50% by year 5, and 
maintaining updating of HIV testing for TB patients at over 80%.81

 
2. Sustainability82   
 
The Global Fund’s Guidelines for Proposals require countries to explain how they will sustain activities 
included in their proposal, including financial sustainability.  As the Round 9 Guidelines for Proposals 
emphasize, this does not mean that applicants need “to demonstrate financial self-sufficiency for the 
targeted interventions by the end of the proposal term.”  Rather, “applicants should include how the 
proposal is addressing issues such as capacity to absorb increased resources and recurrent 
expenditures, and how national planning frameworks are seeking to increase available financial and 
non-financial resources to ensure effective prevention and control of the disease(s).”83

  
Examined below are the ways in which several countries have addressed the sustainability of health 
systems strengthening costs, especially salaries, in Global Fund proposals.  These are not mutually 
exclusive possibilities; an applicant might demonstrate sustainability through several different 
approaches, such as through an increasing domestic health budget along with support from 
international partners.  The Global Fund does not have different standards or special requirements for 
demonstrating sustainability of salaries as compared to other interventions.  
 
a. Absorbing costs into national budgets 
 
Particularly where only a small number of health workers are being hired, countries might simply state 
that they will be absorbed into the national budget, as Sierra Leone did in a Round 4 proposal.  Where 
more substantial numbers of health workers will be hired, and are expected to be covered by the 
government after the Global Fund grant ends, applicants should explain, if possible, what will enable 
the government to absorb these additional expenditures.  For example, a country might have a policy 
to increase its health budget, which could accommodate the additional salaries.  Rwanda used a 
planned national health budget increase to help demonstrate sustainability in a successful Round 3 HIV 
proposal.84

 
If a country proposes to sustain activities by increases in domestic health spending, if possible the 
proposal should explain how these increases will be possible.  Otherwise, the TRP might be concerned 
about sustainability, as for example in Round 5, when the TRP expressed concerned about the 
sustainability of Kenya’s HSS proposal, in part because “[a]lthough the government has a policy to 
increase health sector budget it is not linked to any ability to mobilize additional resources.”   
 

                                                 
80 Id. at 55. 
81 Id. at 87. 
82 Parts of this section not referring to Round 5 are quoted from the Guidance to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria and Support for Human Resources for Health (pages 14-15), which Physicians for Human 
Rights produced in April 2005 and is available at: 
http://physiciansforhumanrights.org/library/documents/reports/guidance-to-the-global-fund.pdf.  
83 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 34 
84 Rwanda Ministry of Health, Round 3 HIV proposal (Decentralisation of the overall management of people living 
with HIV/AIDS), (2003), at 48.  Available at: http://www.theglobalfund.org/search/docs/3RWNH_711_0_full.pdf. 
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There are several ways a government might be able to demonstrate that increased domestic resources 
will be available for health.  A government might plan to reallocate its budget priorities towards 
health, in line, for example, with the commitment of African countries to allocate at least 15% of the 
government budget to the health sector.85  Several countries have discussed in their proposals policy 
reforms that will increase funding for the health sector.  Zambia stated in its Round 4 HIV proposal that 
it is implementing a public sector reform plan, freeing additional resources “which will be channeled to 
the social service sectors, especially health.”86  Malawi’s Round 5 HSS proposal cited a medium-term 
pay reform policy that it is implementing, which includes “eliminat[ing] donor dependency and 
lessen[ing] the threat of employee earning loss should donor funding decrease.”87   
 
A government might have a strategy to increase overall revenue, such as through economic policy 
changes or economic growth.  Rwanda’s Round 5 HSS proposal explained several mechanisms through 
which the economy would grow, making more money available for health.  That proposal described 
how poverty reduction, economic development, and the government’s commitment to health will 
increase domestic funds available for health.  As the country implements its Poverty Reduction 
Strategy, people’s economic situation will improve so an increasing proportion of people will be able 
pay towards the health insurance.  The proposal noted that improved health – in part due to the impact 
of the proposal – will lead to “increased population wealth through improved health,” this “[i]n 
concordance with the insight of the WHO Commission on Macroeconomics and Health.”  Furthermore, 
the Rwanda’s government will be able to contribute more funds to health due to economic growth, 
funds from debt cancellation, and its commitment to increase the health sector’s share of the 
government budget.88

 
If countries include support for both salary payments and human resource management in their 
proposals, the proposal could at least partially pay for itself: the elimination of ghost workers (workers 
who are on the payrolls but are not actually working, or might not even exist) and unearned allowances 
that is made possible through improved human resource management can free enough resources to hire 
significant numbers of health workers. 
 
b. Progressive involvement 
 
The TRP has expressed support for approaches that progressively shift salaries from the Fund to the 
government.  The TRP cited as one weakness of Botswana’s unsuccessful Round 6 tuberculosis proposal 
was that “[l]ab technical and support personnel salaries are to be fully supported via the requested 
funding from the Global Fund and without the progressive involvement of the” Ministry of Health.  By 
contrast, the TRP praised how Swaziland’s Round 6 malaria proposal addressed sustainability (though 
the proposal failed), noting the “increasing contribution of the government up to >50% of the overall 
budget.” 
 
A similar TRP interest in the gradual transfer of responsibility away from the Global Fund and its 
structures relates to the development of local capacity.  The TRP saw as a weakness in the 
unsuccessful Round 6 Central African Republic malaria proposal that “[n]o description of the local 

                                                 
85 Abuja Declaration on HIV/AIDS, Tuberculosis and Other Related Infectious Diseases, Organization of African 
Unity summit, adopted April 27, 2001, Abuja, Nigeria, at para. 26.  Available at: 
http://www.un.org/ga/aids/pdf/abuja_declaration.pdf. 
86 Zambia Country Coordinating Mechanism, Round 4 HIV proposal (Scaling-Up Antiretroviral Treatment for 
HIV/AIDS in Zambia) (2004), at 54.  Available at: 
http://www.theglobalfund.org/search/docs/4ZAMH_831_0_full.pdf. 
87 Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening and 
Orphan Care and Support) (June 2005), at 73. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
88 Rwanda Country Coordinating Mechanism, Round 5 Health System Strengthening proposal (Assuring Access to 
Quality Care: The Missing Link to Combat AIDS, Tuberculosis and Malaria in Rwanda) (June 2005), at 54.  Available 
at: http://www.theglobalfund.org/search/docs/5RWNH_1199_0_full.pdf. 
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capacity to administer malaria grants included how UNDP intends to phase out its role as the recipient 
of Global Fund grants in [the Central African Republic] (after four previous grants).”   
 
c. Support from development partners 
 
Countries may also be able to maintain support for salaries through donor-supported country plans or 
other possibilities of receiving additional external resources.  For example, Swaziland referenced its 
Poverty Reduction Strategy in its Round 4 HIV proposal.89  Cambodia, in its Round 4 HIV proposal, 
referred to the support it receives from the United Kingdom’s Department for International 
Development (DFID), the World Bank, and the Asian Development Bank, which provide funding to the 
country’s Health Sector Support Project.90  Malawi’s Round 5 HSS proposal stated that Malawi had 
received a commitment from DFID for a minimum of 6-10 years beginning in 2004.91   
 
Importantly, however, external commitment need not be quite this explicit.  Rwanda’s Round 5 HSS 
proposal expressed confidence that “[i]t is extremely probable that eventually additional needed funds 
for the project’s continuation” will be available because the project [community-based health 
insurance] is within a framework “endorsed by practically all development partners in Rwanda, among 
them [the] World Bank, UN Agencies, bilateral partners, and the Churches.”92   
 
Where external resources will be needed for sustaining salaries or other health systems spending, but 
have not yet been secured, applicants should provide any evidence that they are likely to secure such 
funding.  Rwanda’s description of how the community-based health insurance is within a framework 
endorsed by development partners is a good example.  Countries may want to state (where it is true) 
and provide any evidence that: (1) health (and sustaining salaries and supporting the health workforce, 
if that is the issue at hand) is a national priority; (2) the government is committed to aggressively 
seeking the necessary external resources; and (3) to the extent possible, increased domestic resources 
will be used to sustain the salaries.  It would also be useful to refer to any budgetary and development 
plans or frameworks (such as Medium Term Expenditure Frameworks) of which the salaries or other 
health system strengthening activities are a part. 
 
d. Innovative financing sources 
 
Malawi’s Round 5 HSS proposal included an innovative financing strategy.  Its Medical College has a 
strategic plan that will enable the College to generate income through “enrolment of students from 
[Southern African Development Community] countries, income generation from private practice by 
various departments, and the opening of a medical clinic to the public.”93

 
In determining their strategies, Physicians for Human Rights urges countries to adhere to the right to 
health, including its requirement to protect marginalized populations, including the poor.94  For 

                                                 
89 Swaziland’s Round 4 HIV/AIDS proposal is available at: 
http://www.theglobalfund.org/search/docs/4SWZH_820_0_full.pdf, at 69. 
90 Cambodia’s Round 4 HIV/AIDS proposal is available at: 
http://www.theglobalfund.org/search/docs/4CAMH_775_0_full.pdf, at 73. 
91 Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening and 
Orphan Care and Support) (June 2005), at 73. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
92 Rwanda Country Coordinating Mechanism, Round 5 Health System Strengthening proposal (Assuring Access to 
Quality Care: The Missing Link to Combat AIDS, Tuberculosis and Malaria in Rwanda) (June 2005), at 54.  Available 
at: http://www.theglobalfund.org/search/docs/5RWNH_1199_0_full.pdf. 
93 Id. at 65.   
94 Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the highest attainable 
standard of health, U.N. Doc. E/C.12/2000/4 (2000).  Available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm. 
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example, one possible financing strategy, user fees, has been found to significantly reduce access to 
health services by the poor,95 and so recommends against using this mechanism to pay for salaries. 
 
e. Special circumstances 
 
Malawi’s Round 5 HSS proposal argued that the severity of the country’s health worker shortage 
required sustainability to be viewed differently than might otherwise be the case.  The proposal 
explained that DFID’s Permanent Secretary for Health has “indicated that the human resources 
shortages in Malawi had reached such a critical point that ‘measures that might not otherwise be 
considered as sustainable’ needed to be urgently implemented.”96

 
3. Salaries and incentives: Several important considerations 
 
Applicants may include support for salaries in their Global Fund applicants.  The Fund frequently 
supports salaries of health workers in its grants.  In some cases, such as Malawi’s Round 5 HSS proposal 
and Kenya’s Round 6 TB proposal, the Fund supports salaries of significant numbers of health workers.  
The Malawi proposal has had the most extensive salary support, covering salaries for more than 1,000 
community nurses and several hundred of other health professionals, along with the full salaries of 
more than 4,000 Health Surveillance Assistants and salary increases for several thousand more.  As with 
other HSS activities, if a proposal includes cross-cutting HSS interventions to recruit health workers and 
pay their salaries, the applicant will have to demonstrate “that there is a clear and demonstrated link” 
between the HSS interventions and “improved HIV, tuberculosis and/or malaria outcomes.”97

 
Several considerations related to using the Global Fund to support salaries and incentives are discussed 
below.  
 
a. Salary support 
 
In its comments to the Global Fund Board on Round 6 proposals, the TRP suggested “that the following 
points be taken into account in guiding future proposals for the funding of” human resource strategies, 
which the proposals should locate within the broader national context: 
 
i. Proposals for salary support and/or premiums within the public sector and/or NGOs and private 
sector institutions should be located within and justified in terms of:  

• the overall human resources policy of the relevant institution(s); 
• the existing salary scales; 
• the expected specific contribution of such additional resources to the disease specific 

targets; 
• the expected impact (positive and negative) of the strategy on other aspects of the 

healthcare system; 
• how any negative expected impacts will be mitigated; and 
• plans to shift the salary costs to the national budget and the timetable for this; and 

 
ii. For NGO and/or private sector institutional proposals, particular attention should be given to 
describing the nature of the relationships and interactions between these institutions and the 

                                                 
95 See discussion and citations in Physicians for Human Rights, An Action Plan to Prevent Brain Drain: Building 
Equitable Health Systems in Africa (June 2004), at 82.  Available at: 
http://physiciansforhumanrights.org/library/documents/reports/report-2004-july.pdf. 
96 Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening and 
Orphan Care and Support) (June 2005), at 73. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
97 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), 62.  Elsewhere, the Guidelines for Proposals strongly 
recommend that “there must be a clear and logical justification given between the planned HSS cross-cutting 
interventions, the national health development plans or strategies, and improved outcomes for HIV, tuberculosis 
and/or malaria.”  Id. at 43. 
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relevant public sector institutions, and how the proposal might improve these for mutual benefit (to 
the extent that this is feasible);98

 
The TRP would seem most likely to recommend for proposals that include significant salary support if 
the levels and nature of salary support is based on national health strategies or other planning 
frameworks. 
 
b. Incentives 
 
If applicants seek funding for retention and incentive schemes, whether to retain health professionals 
in the country or to induce them to serve in rural and other deprived areas, they should provide the 
details of these incentives and retention strategies. What is the incentive package?  In Round 5, 
countries frequently failed to include detail on incentives for health workers, a weakness that the TRP 
cited on several occasions.  Proposals should also be clear on who will be eligible for incentives – for 
example, only health workers at government health facilities, or also those at church-run health 
facilities – as well as the districts or other areas that such health workers will be located, and why 
these areas were selected.  Applicants should also present any evidence that incentives will work, such 
as success of a pilot program or health worker input in designing the incentive package. 
 
c. Mitigation or avoiding harm to other health services, and the potential for broad-based incentives 
or salary support 
 
i. What potential do incentives have for harming non-targeted health services or regions? 
 
One common strategy to help retain health workers is to provide salary top-ups or other incentives and 
benefits, such as housing allowances, car loans, and special training opportunities.  If such incentives 
are provided to only some health workers, the incentives are likely to attract workers to the 
opportunities that provide these incentives.  For example, if the incentives are provided only to health 
workers in ART clinics, the incentives could draw health workers away from primary health services to 
these clinics, or if incentives are only provided to health workers in only certain regions of the country, 
health workers are likely to migrate to that region.   
 
This migration can be the point of incentives, as when incentives are provided to health workers to 
serve in rural or other hardship areas.  When not part of an intentional strategy to redeploy health 
workers, the migration can harm regions that lose health workers.  The Global Fund’s Round 9 
Guidelines for Proposals use the movement of health workers from one area or sector to another as an 
example of a potential unintended consequence of HSS interventions.99

 
As indicated above, the TRP has expressed severe reservations about health systems strengthening 
activities that harm other parts of the health system.  It was this concern that the TRP cited as a 
weakness in Zimbabwe’s unsuccessful Round 6 HIV proposal.  That proposal would have provided 
increased salaries through a Salary Augmentation Program to nurses, pharmacists, and physicians in the 
39 districts in Zimbabwe that had ART programs.  Health workers in other districts would not receive 
the augmented salaries.  The TRP stated, “It may be difficult to avoid serious inequities/inequalities 
with the SAP [Salary Augmentation Program] between supported districts and those that are not.”  The 
TRP was evidently concerned that these inequities in health worker pay would lead to harmful 
distortions and internal movement of health workers. 
 
It should be noted that this was not the only concern that the TRP had about Zimbabwe’s Salary 
Augmentation Program. The TRP further explained that no evidence had been “presented that this 
salary augmentation would lead to significant improvement in health worker retention. Without some 
                                                 
98 Report of the Technical Review Panel and the Secretariat on Round 6 Proposals.  Presented at the 14th Board 
Meeting of the Global Fund, Oct. 31-Nov. 3, 2006, at 27.  Available at: 
http://www.theglobalfund.org/en/files/boardmeeting14/GF-BM-14_10_TRPReportRound6.pdf. 
99 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 31, 44-45.  
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evidence that this intervention would have the desired impact this cannot be recommended at this 
time.”  As explained more below, applicants seeking funds to support investments should always 
provide evidence that the incentives are likely to succeed.  Zimbabwe’s hyperinflation may have 
presented an extra difficultly in providing evidence of a positive impact. 
 
In Round 4, Zambia successfully sought Global Fund support in its HIV proposal for more than 5,000 
nurses, doctors, and other health workers who were to be providing ART services (as well as other 
health services).100  One factor that may have helped Zambia’s proposal succeed where Zimbabwe’s 
failed was that Zambia’s ART program was not limited to particular parts of the country.  Instead, “ART 
centres are targeted for both urban and rural populations in all the 72 districts of the Country to 
ensure the service is as near as possible to the persons in need.”101

 
ii. How can applicants avoid or mitigate harmful distortion from incentives?  Can applicants seek 
funding for broad-based incentives or salary support? 
 
Applicants can engage in several strategies to help ensure that incentives serve their intended purpose 
of helping to retain health workers without risking harm to other parts of the health sector or country.  
Preferably, the incentives for which applicants seek funds from the Global Fund should be part of a 
comprehensive approach to incentives (and if possible, an overall, comprehensive approach to 
strengthening the health workforce) that covers all health workers, unless the incentives are aimed at 
strategically encouraging health workers to serve in rural or other underserved areas.  PHR strongly 
encourages applicants to consider the use of incentives and other strategies to deploy health workers 
to rural and other underserved areas. 
 
The Global Fund could then be used to fund a piece of that strategy, for example, connected to health 
workers provided in activities related to the Fund’s target diseases, as Zambia and Zimbabwe did for 
anti-retroviral therapy.  If this is the approach applicants take, they should if possible have a strategy 
for funding the rest of the incentives strategy, whether from the government or international partners.  
If funding is not available for the rest of the strategy, applicants should make clear that the incentives 
for which they seek support are part of a comprehensive plan, and that the applicants are actively 
seeking sources of funding for the rest of the strategy, as they should be.  
 
In at least several cases, an applicant has successfully used the Global Fund to provide incentives and 
regular salary increases on a nationwide basis.  In its Round 5 HSS proposal, Malawi received funding to 
increase the compensation of all Health Surveillance Assistants, a community-based cadre of health 
workers who have an important role in providing Malawi’s Essential Health Package, including 
HIV/AIDS, tuberculosis, and malaria health services.  That is, their retention was clearly linked to 
providing services in the Fund’s priority areas.  If applicants seek funding for salary increases or 
incentives to help retain all health workers of one or more category, they should if at all possible 
explain these workers’ involvement in AIDS, tuberculosis, and malaria activities to demonstrate that 
their retention is necessary to sustaining and scaling up services in these areas.   
 
The nationwide salary enhancements in Malawi that the Fund supported were for a single cadre, 
extending to Health Surveillance Assistants salary increases that other cadres were receiving through 
other funding sources.  A proposal seeking salary support or incentives for a wider range of health 
workers, on a national basis, would be more ambitious still.  But it should be possible for the Global 
Fund to support such a proposal – as long as the applicant makes the necessary connection to improving 
outcomes for at least one of the Fund’s priority diseases.  
 

                                                 
100 Zambia Country Coordinating Mechanism, Round 4 HIV/AIDS proposal (Scaling-Up Antiretroviral Treatment for 
HIV/AIDS in Zambia) (2004), at 54.  Available at: 
http://www.theglobalfund.org/search/docs/4ZAMH_831_0_full.pdf. 
101 Id. at 29. 
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Indeed, Lesotho’s Round 8 HIV proposal suggests that in the face of serious health workforce 
challenges, the TRP may well look favorably on proposals that seek salary support or incentives for 
large numbers of health workers from multiple cadres whose responsibilities contribute to addressing 
the Fund’s priority diseases – and hence to improved outcomes for these diseases – but who also 
provide a wide range of other health services.  Lesotho's Round 8 HIV proposal, which the TRP 
recommended for approval, includes salary complements for more than 1,200 health workers at all 
levels (not only a single cadre) – nearly one-third of the entire formal sector health workforce102 – as 
well as monthly hardship allowances for 391 health professionals working at rural primary health care 
clinics.  These health workers provide a full range of health services, including HIV and TB services, but 
also many other health services.  The salary complements and hardship allowances are based on 
Lesotho's national human resource strategy.103

 
PHR has not completed a comprehensive review of Round 7 and 8 proposals to determine whether 
there are additional cases of applicants using the Global Fund to provide incentives on a nationwide 
basis in these rounds.  
 
It is not clear how the TRP would react to a proposal that seeks funding for incentives to significant 
numbers of health workers who are not providing services in the Fund’s target disease areas (as well as 
for a significant number of health workers who are engaged with these diseases), on the grounds that 
such funding is necessary to ensure that providing incentives to the health workers who are providing 
these services does not harm the broader health system.  This would be different from a case like 
Malawi or Lesotho, where incentives or salary complements are broadly based, but in general the 
health workers will indeed be providing services that address the Fund’s priority diseases, even as they 
will provide a wide range of other health services as well.  On the one hand, the TRP would welcome 
efforts to mitigate harm to other health services.  On the other hand, the TRP might see this as outside 
the Global Fund’s mission, and not sufficiently linked to improved outcomes for at least one of the 
Fund’s target disease.  Ethiopia’s success Round 4 HIV proposal appears to include some funds for a 
small number of health professionals not involved in HIV services.104  And while Zimbabwe’s Salary 
Augmentation Program would have supported health workers in districts where anti-retroviral therapy 
was being or going to be provided, it is doubtful that all of the health workers would have been 
involved in providing AIDS treatment.  Particularly in light of the high HIV prevalence in Zimbabwe, 
however, they very well might be involved in other HIV services. This is not one of the issues that 
appeared to concern the TRP.   
 
Quite a number of countries where the health workforce needs are greatest also have high prevalence 
of HIV/AIDS, tuberculosis, or malaria, or several of these diseases, as is the case for Malawi and 
Lesotho.  In such countries, most or nearly all health workers will be engaged (among other activities) 
in activities related to increasing coverage of interventions that will improve the outcomes for these 
diseases.  If this is the case in the applicant’s country, and the applicant is seeking support for 
incentives on a broad (e.g., nationwide) basis, the applicant should make this point, that most or all of 
the health workers will be engaged in HIV/AIDS, tuberculosis, and/or malaria health services.   
 

                                                 
102 Lesotho’s 2004 human resource for health strategic plan reports that in Lesotho, “approximately 3,790 [health 
workers] are employed in the formal health sector operated by the Government of Lesotho (GOL), the Christian 
Health Association of Lesotho (CHAL), other Non Governmental Organizations (NGOs), and the private for-profit 
sector.”  The large major of these health workers are employed by the Government or CHAL.  Lesotho Ministry of 
Health and Social Welfare, Human Resources Development and Strategic Plan 2005-2025 (2004), at 3-1. Available 
at: http://www.equinetafrica.org/bibl/docs/LEShres_200307.pdf. 
103 Lesotho Country Coordinating Mechanism, Round 8 HIV/AIDS proposal (Stepping up Universal Access:  A Multi-
Sectoral Partnership Response to HIV at Community Level) (2008), at 73-74.  This proposal should be available on 
the Global Fund’s website after the Fund’s Board meeting Nov. 7-8, 2008. 
104 Ethiopia’s Round 4 HIV proposal stated that “[m]ost of the professionals employed will work on VCT, PMTCT, 
ARV therapy and clinical care,” implying that some might not be involved in HIV services at all.  Ethiopia’s Round 4 
HIV/AIDS proposal is available at: http://www.theglobalfund.org/search/docs/4ETHH_785_0_full.pdf, at 66. 
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In all cases, applicants must explain the link between the incentives or salary support for which they 
are seeking Global Fund money and achieving improved outcomes for AIDS, tuberculosis, and/or 
malaria.  Applicants should also explain how the salaries and incentives are linked to national health 
workforce strategies and other planning frameworks. 
 
Applicants should also consider innovative incentive possibilities, beyond salary support, including 
various allowances (such as for housing), loans, enhanced professional development possibilities, 
flexible hours, and more.  For more on incentives, see Guidelines: Incentives for Health Professionals, 
available at:  http://www.who.int/workforcealliance/documents/Incentives_Guidelines%20EN.pdf.105  
 
4. Pursuing a comprehensive approach 
 
It may be useful to explain how interventions included in cross-cutting HSS actions are part of a 
comprehensive approach.  For example, if interventions include providing incentives for health workers 
to serve in rural areas, the applicant might explain how these incentives are part of a comprehensive 
approach to strengthen the health workforce overall, part of a comprehensive approach to 
strengthening the health workforce particularly in rural areas, or part of an otherwise well-functioning 
health system in rural areas.  
 
This discussion might include several aspects.  In above example, the incentive structure could itself be 
comprehensive, such as the package received by physicians serving on contract in rural parts of 
Zambia, including a hardship allowance, housing allowance, allowance for their children’s education, 
and graduate training opportunities.106  The Global Fund proposal might add one or several incentives – 
for example, hardship and housing allowances – to an existing incentive, such as preference in 
receiving certain training opportunities.  The proposal might explain what other actions are being 
taken to retain health workers and improve their motivation overall, in addition to the incentives to 
serve in rural areas, such as activities to improve recruitment procedures, improve human resource 
management, and improving working conditions.  Another dimension to comprehensiveness might be 
explaining other efforts to improve rural health infrastructure so that health workers posted in rural 
areas can do their jobs, such as electrifying and rehabilitating rural health facilities and improving the 
drug distribution system.  Applicants may also find it appropriate to describe planned but not yet 
implemented activities that would contribute to a comprehensive approach.  If these activities do not 
yet have a source of funding, applicants should consider whether the Global Fund is an appropriate 
financing source for these activities.  
 
It may also be that the intervention is filling a gap in an otherwise functioning system. For example, 
the physical infrastructure might exist in the rural areas, systems might exist to get medicines and 
other key items to clinics in a timely fashion, but the clinics have too few health workers.  Incentives 
to encourage health workers to serve in rural areas would then help fill this gap and create a 
functioning system where health services can be delivered. 
 
The Round 9 Guidelines for Proposals recommend that the HSS interventions that applicants include 
should be related to national health development plans or strategies, rather than being developed in 
isolation of such plans.107  
 

                                                 
105 International Council of Nurses, International Hospital Federation, International Pharmaceutical Federation, 
World Confederation for Physical Therapy, World Dental Federation & World Medical Association, Guidelines: 
Incentives for Health Professionals (2008).  Available at:  
http://www.who.int/workforcealliance/documents/Incentives_Guidelines%20EN.pdf. 
106 Jaap Koot et al., Supplementation Programme Dutch Medical Doctors 1978–2003 Lessons learned; Retention 
Scheme Zambian Medical Doctors 2003–2006 Suggestions: Final Report (Dec. 2003), at 27. 
107 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 43. 
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5. Technical support for implementing proposals 
 
One challenge some successful Global Fund applicants face is that they receive short-term technical 
support to help develop their proposal, but then lack needed support in implementing that proposal 
once approved.  Therefore, applicants should do their best to determine what technical support they 
will need to implement their proposal, include in the proposal a request for funds for that technical 
support, and if possible, identify where that technical support will come from.  
 
6. Health systems monitoring and evaluation system 
 
A strong monitoring and evaluation system can also help ensure the success of Global Fund programs.  
It would enable problems to be quickly identified and understood, and thus help lead to their rapid 
correction.  Developing these systems is particularly important for health systems strengthening 
activities given the complexities of health systems, their many interacting parts, and the resulting 
difficulties of quickly identifying and correcting problems absent a systematic approach to health 
systems monitoring and evaluation.  Such a systematic approach will also provide important 
information about the effectiveness of new strategies that the Global Fund may support, such as those 
related to health worker retention, and enable those strategies to be adjusted if they are not yielding 
the expected results.  
 
WHO, with support from the Health Metrics Network, has developed a Service Availability Mapping tool 
which forms the basis of a health systems monitoring and evaluation system.  This tool combines a 
simple questionnaire on health facility capacity (as it relates to human resources, basic infrastructure, 
equipment, and supplies) with software and personal digital assistants (PDAs) to create a detailed 
picture of health system capacity to deliver certain health services.  For example, the tool can 
measure whether the various health system elements required for a facility to deliver comprehensive 
HIV/AIDS services are in place.  Along with measuring health systems, the tool can be adjusted to 
measure other areas of interest, such as coverage of school-based HIV education programs. 
 
The tool has been employed in about a dozen countries to paint a picture of health systems at the 
district level. In one case, in the Mwanza Region of Tanzania, the Service Availability Mapping has 
taken place at the level of the individual health facility.  More information is available at 
http://www.who.int/healthinfo/systems/serviceavailabilitymapping/en/index.html.  To learn more, 
applicants should contact the Health Metrics Network at: 
 
Telephone: +41 (0)22 791 5494 
Fax: +41 (0)22 791 5855 
Web-form: Available through: http://www.who.int/healthmetrics/contact/en/index.html 
 
The Global Fund explicitly encourages countries to use Round 9 to strengthen the ability of monitoring 
and evaluation frameworks to “disaggregate data by age and sex to enable countries to undertake 
gender sensitive programming” if the frameworks do not currently do so.108

 

                                                 
108 Id. at 36. 
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VII. Features of Successful Global Fund Proposals on Health System 
Strengthening 
 
The two largest HSS proposals approved in Round 5, those of Malawi and Rwanda, include a number of 
common features.  Proposals that include health systems strengthening activities may be more likely to 
be approved for funding if they include many of the following features.  This may be particularly 
importantly for more ambitious proposals. 
 
1. Strong links to reducing spread and impact of target diseases:  As detailed in section VI.1, both 
proposals included strong links to the Global Fund’s target diseases.  They both explained the linkages 
convincingly and provided data to support these linkages. 
 
2. Strong health system analyses: Both proposals had strong and detailed analyses of the current 
health system situation and relevant national strategies and plans.  The proposals had particularly 
detailed analyses of the health system element that was the focus of each proposal – the major gap in 
current efforts against the target diseases – human resources in the case of Malawi and health system 
utilization and financing in the case of Rwanda.   
 
3. National commitment and strategies: Both proposals were based on national strategies to which 
the countries were clearly committed.  Rwanda’s community health insurance program was already 
being funded by multiple development partners in various provinces, and was the subject of a draft 
national law, which would create a national policy of covering all families with health insurance, with a 
special emphasis on vulnerable groups.  Malawi’s proposal sought to fill in funding gaps in that 
country’s Emergency Human Resource Programme.  The government of Malawi had shown a clear 
commitment to addressing its human resource shortage.  Five years earlier, in 2000, Malawi had 
“developed an HR Finance Plan that was submitted and rejected by the GF.”  Malawi had since 
designed and begun to implement the emergency program, which was integrated into the country’s 
Sector Wide Approach and included “6-year staffing targets and sets out cost-effective, sustainable 
strategies for meeting the targets.”109

 
4. Strong chance of success: Both proposals made a convincing case that they would have an impact.  
Malawi sought to fill in gaps in their Emergency Human Resource Programme, which addresses both 
immediate and longer-term needs and focused both on training and retaining health workers, so that 
new health workers would not simply leave the country.  Rwanda’s proposal was able to cite country-
specific evidence that members of health insurance schemes utilized the health services three to five 
times more than non-members.110

 
5. Pro-poor and pro-marginalized populations: Both proposals were pro-poor.  Rwanda’s proposal was 
fundamentally about improving access to health services by the poor.  The first objective of the 
proposal was to remove financial barriers to health service utilization.  The grant from the Global Fund 
will enable Rwanda to co-finance health insurance membership fees for the poor and to fully cover the 
cost of the health insurance membership fees for the very poor, orphans, and people living with 
HIV/AIDS.  An estimated 83% of the people who will benefit from Rwanda’s proposal live in rural areas. 
 
Malawi’s proposal, too, will have considerable benefits for the poor and rural dwellers, who are hit 
hardest by the health worker shortage.  The country’s Essential Health Package, which the increased 
health staff levels will support, “is based on the premise of reducing inequities in access to service 

                                                 
109 Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening and 
Orphan Care and Support) (June 2005), at 52. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
110 Rwanda Country Coordinating Mechanism, Round 5 Health System Strengthening proposal (Assuring Access to 
Quality Care: The Missing Link to Combat AIDS, Tuberculosis and Malaria in Rwanda) (June 2005), at 10.  Available 
at: http://www.theglobalfund.org/search/docs/5RWNH_1199_0_full.pdf. 
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delivery for all Malawians.”111 The proposal explains, “Of primary importance is the positive affect 
additional [human resources] will have on health services at rural community levels that have been 
critically compromised by staff migration.”112  The proposal includes interventions to recruit, train, 
retain, and support health surveillance assistants, whose community outreach functions will primarily 
benefit rural communities.  The purpose of including health surveillance assistants in the proposal is to 
“rapidly scale-up ARV and other HIV/AIDS services in underserved areas, to improve equity in HR supply 
and compensation, and to build rural community access to the EHP including TB/malaria services.”113   
 
6. Support from other development partners: Both Rwanda’s community-based health insurance 
scheme and Malawi’s human resource program are receiving support from other development partners.  
Rwanda sought Global Fund money to introduce the insurance scheme in six of twelve districts because 
Rwanda’s government and development partners, including U.S. Agency for International Development 
(USAID), the World Bank, and the German Agency for Technical Co-operation (GTZ), were already 
funding similar programs, or would soon be funding programs.  Malawi’s Emergency Human Resource 
Programme was also receiving support from the United Kingdom’s Department for International 
Development (and from reprogrammed funds from Malawi’s Round 1 Global Fund grant). 
 
7. Discrete focus: Both Malawi’s and Rwanda’s proposals had a relatively narrow focus within the area 
of health system strengthening.  Malawi’s proposal was entirely focused on human resources for health.  
Rwanda’s proposal addressed two key obstacles to increasing on health service utilization, financial 
barriers and perceived low quality. 
 
The Global Fund certainly has no rules against proposals that cover multiple areas of health system 
strengthening (except insofar as the separate cross-cutting HSS section, as represented by form s.4B, is 
limited to five cross-cutting HSS interventions), and the experiences of Rwanda and Malawi do not 
mean countries should restrict themselves to a single area of health system strengthening.  Cambodia’s 
successful Round 5 HSS proposal, for example, covered two areas, health system planning and drug 
forecasting, procurement, and distribution, These experiences do, however, suggest that a proposal 
that is focused on a limited number of areas within the realm of health system strengthening might 
have a greater chance of success than a proposal that addresses a very wide range of issues.  This 
might be because the TRP would view more focused proposals as being more realistic and achievable 
than a proposal that covers many different issues.  A proposal that is more ambitious in the scope of 
activities covered should take extra care to demonstrate its feasibility. 
 
8. Address major obstacles: The proposals both focused on particularly significant obstacles to scaling 
up HIV, tuberculosis, and malaria interventions.  Malawi faces “overwhelming [human resource] 
obstacles,” and the proposal calls the human resource shortage “the major constraint to delivering 
effective health care.”114  Rwanda’s proposal states that the lack of the population’s interaction with 
health services “jeapordises seriously any progress in the control of HIV/Aids, TB, malaria, and 
associated diseases.” The very name of the proposal indicates the importance of access to quality 
health services, calling it “the missing link” in Rwanda’s efforts to combat AIDS, tuberculosis, and 
malaria.115   
 

                                                 
111 Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening and 
Orphan Care and Support) (June 2005), at 76. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
112 Id. at 52.  
113 Id. at 61. 
114 Id. at 49, 9. 
115 Rwanda Country Coordinating Mechanism, Round 5 Health System Strengthening proposal (Assuring Access to 
Quality Care: The Missing Link to Combat AIDS, Tuberculosis and Malaria in Rwanda) (June 2005), at 39.  Available 
at: http://www.theglobalfund.org/search/docs/5RWNH_1199_0_full.pdf. 
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VIII. What Applicants Can Learn from the Technical Review Panel’s 
Comments on Earlier Proposals 
 
The TRP’s comments previous proposals provide important guidance to countries applicants in 
developing their Round 9 proposals.  Comments in this section are drawn primarily from the 30 Health 
System Strengthening proposals from Round 5.  Several comments are also included from Round 6 
proposals.  Where not otherwise noted, proposals described are Round 5 HSS proposals. 
 
This section will review some of the weaknesses and strengthens that the TRP cited in these proposals.  
The comments discussed below are divided into two overarching categories, those that relate to the 
Global Fund proposal writing in general, and those that are specific to the health system strengthening 
content of the proposals. 
 
This section relies entirely on the TRP comments.  Proposals that the TRP did not recommend for 
approval were not available to Physicians for Human Rights.  Characterizations of proposals used below 
are those used by the TRP, unless otherwise indicated. 
 
Each proposal is unique.  Brief TRP observations on particular proposals cannot always serve as an 
absolute guide to other proposals.  Some of the TRP’s comments are indeed likely to apply in all or 
nearly all cases, such as the need to include unit costs in the budget.  Other observations, however, 
particularly those related to the content of proposals, depend more upon the particular proposal and 
country circumstances.  Final judgment rests with the TRP. 
 
A. General Advice Arising from HSS-Related Proposals 
 
In addition to the analysis below, PHR strongly recommends that people involved in preparing proposals 
review Chapter 4 of The Aidspan Guide to Round 8 Applications to the Global Fund – Volume 1: Getting 
a Head Start, available through http://www.aidspan.org/guides/, which provides lessons from Round 
3-7. 
 
1. Detailed, realistic budgets: Countries should be very careful in developing budgets.  Countries 
should be sure to: 
 

• Ensure that budget summaries and budget details are consistent with each other. 
• Include quantities and unit cost for each budget item. 
• Ensure that overall budgets are realistic, neither unreasonably high nor low for the 

interventions proposed, and that unit costs are realistic. 
• Ensure that expenditure projections are not unrealistically front-loaded (such as determining 

that the work for a 3-year, $10 million contract to computerize medical records would be 
completed by the second quarter of year one) and that they are spread over the period of time 
that the activities are most likely to take. 

• Describe funding projections from partners for activities similar to those included in the 
proposal. 

• Include a budget for 5 years if activities proposed will cover 5 years. 
• Ensure that budget allocations to various entities (such as a Christian Health Association or 

Central Board of Health) are consistent with the level of activities those entities will provide, 
and that the budget is not allocated to entities not described in the work plan. 

 
The TRP comments to the Global Fund Board on Round 6 and HSS also provided advice on budgeting 
and certain HSS activities:  
 
Several of the proposals also contained budget items for improvement of infrastructure and/or 
procurement of equipment aimed at HSS. The TRP would like to make the following suggestions in 
relation to guiding proposals that cover these items: 
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i. Proposed expenditures should be justified in terms of the national infrastructure development plan; 
ii. The contribution of the proposed expenditures towards achievement of the disease specific targets 
in the proposal should be made explicit; 
iii. Unit costs should be justified in terms of unit cost patterns within the national budget; and 
iv. Provisions for long term maintenance, as well as provision of necessary supportive environment 
(power supply, trained technicians etc) should be clearly spelled out to avoid the situation where, as 
was seen in Round 6 in a number of proposals, applicants are applying for funding for new 
infrastructure, rather than proposing an effective arrangement to more effectively utilize resources 
that they already have;116

 
2. Modest administrative costs: The TRP may question a proposal that devotes a significant portion of 
its budget to administrative costs.  One weakness of Liberia’s Round 6 malaria proposal was that it 
allocated 25% of its budget to cover administrative costs, which the TRP felt “seem[s] excessive.”  A 
weakness that the TRP cited of Nigeria’s Round 6 malaria proposal was that 21% of its budget was for 
planning and administrative costs. Excessive administrative costs were also a common weakness in 
Round 5. 
 
3. Proposal size: feasible and not too small:  
 
 Not too small… 
 
Countries must be sure that their proposals are not too small to justify a separate grant.  In Round 5, 
Georgia’s proposal was deemed too small to merit a separate Global Fund grant.  Georgia’s proposal 
was worth $436,320 over two years and $814,320 over five years.  Such concerns are less likely to arise 
in Round 7, where health system strengthening activities will be included in disease components and 
therefore, will typically (but not necessarily) be supplemented by disease-specific interventions.   
 
 …but not beyond applicant’s capacity to implement 
 
In several cases, the TRP expressed concern that proposals were too ambitious or broad.  This concern 
appears to be closely linked to doubts about the proposals’ feasibility.  The TRP indicated that South 
Sudan’s Round 5 HSS proposal was overly ambitious for a country emerging from a 50-year conflict.  
Similarly, referring to Burkina Faso’s proposal as “too unfocused and broad,” the TRP stated that “[i]t 
does not appear to be feasible to implement effectively in the timeframe.” The TRP did not approve 
Eritrea’s grant request in part because the TRP viewed it as too ambitious, covering a very wide range 
of needs.  The TRP was concerned about the proposal’s feasibility; the TRP observed that “[t]he 
workplan lacks unit costs and sufficient details to determine that full implementation can feasibly be 
accomplished.”  Therefore, all applicants need to demonstrate that they will be able to carry out the 
proposed activities.  Applicants with ambitious proposals should make extra efforts to demonstrate 
their proposal’s feasibility, including through detailed budgets and work plans.   
 
Further, recall the need to link each item to the target disease.  An applicant that seeks funding in a 
wide range of health system areas should include solid analysis explaining why activities in each of 
these areas are needed to help fill gaps in achieving and sustaining HIV, tuberculosis, or malaria 
programs, or to initiate new activities in these disease areas. 
 
4. Sufficient details: Applicants should provide sufficient details on their planned activities, including 
work plans and the timing of their activities. Given that the TRP criticized approximately 13 HSS 
proposals in Round 5 for lacking details or specificity – nearly half of the HSS proposals – countries are 
advised to err on the side of including more detail when in doubt of how specific to be.  Along with 

                                                 
116 Report of the Technical Review Panel and the Secretariat on Round 6 Proposals.  Presented at the 14th Board 
Meeting of the Global Fund, Oct. 31-Nov. 3, 2006, at 27.  Available at: 
http://www.theglobalfund.org/en/files/boardmeeting14/GF-BM-14_10_TRPReportRound6.pdf. 
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general concerns about lack of details and clarity on timing and work plans, the TRP noted that one 
country listed multiple implementing entities, but did not explain which entity would do what. 
 
5. Relationship to previous grants and other sources of funding: A number of HSS proposals in Round 
5 were either poorly integrated into previous grants that countries had received from the Global Fund 
or poorly integrated with other sources of funding.  For example, the TRP observed that North Sudan’s 
proposal was insufficiently clear and detailed on how the proposed HSS activities would link to, 
complement, and build on USAID and Secretary of Health funding for similar issues.  By contrast, the 
TRP noted that a strength of Ethiopia’s proposal was that it “addresses one of the key weaknesses in 
the implementation of previous Global Fund grants,” procurement and supply management, while a 
strength of Madagascar’s Round 5 HSS proposal was that the geographic regions covered by that 
proposal matched those covered by HIV/AIDS, malaria, and tuberculosis proposals from Round 1-4. 
 
Countries should also make any appropriate links between HSS activities and related disease-specific 
interventions for which they are seeking funding in Round 9.  In Round 5, for example, the TRP faulted 
Burundi’s HSS proposal for not linking the training included in the HSS component with training 
included in the HIV and malaria components. 
 
6. Realistic indicators: A number of countries had trouble with their indicators.  The problems varied.  
Some proposals included activities without any indicators for those activities; applicants should be 
careful to include indicators for all activities.  The TRP called several countries’ indicators weak or 
unrealistic.  Several specific critiques were that indicators focused too much on committees, that 
indicators seemed designed to meet the needs of donors rather than of local decision makers, and that 
the indicators could not be measured. 
 
Chapter IV of the March 2008 addendum to the Monitoring & Evaluation toolkit (January 2006) 
(http://www.theglobalfund.org/pdf/guidelines/M-E%20Toolkit_Addendum_March%202008_en.pdf) 
provides suggested indicators on health systems strengthening.  Applicants lacking relevant expertise 
would also be well-advised to work with technical partners with health systems expertise in developing 
appropriate indicators.117  
 
Countries that are facing difficulties with health system strengthening-related indicators may also 
consider contacting the Health Metrics Network (http://www.who.int/healthmetrics/), which is hosted 
by the World Health Organization.  The Health Metrics Network should be able to help or direct 
applicants to the relevant individuals or organizations who will be able to assist.  The contact 
information for the Health Metrics Network is: 
 
Telephone: +41 (0)22 791 5494 
Fax: +41 (0)22 791 5855 
Web-form: Available through: http://www.who.int/healthmetrics/en/
 
7. Realistic pace of activities:  The TRP deemed several proposals to have overly ambitious schedules 
for constructing and rehabilitating facilities.  In the first year of its grant, Ethiopia sought to complete 
work upgrading 100 health facilities, from identifying which facilities needed upgrading through 
completing the work and commissioning the facilities.  Liberia’s timeline was even more ambitious, as 
its proposal called for rehabilitating and reconstructing several hospitals and training institutions, along 
with 100 primary care clinics, in six months.  Countries should therefore ensure that the pace for their 
activities, including facility construction and rehabilitation, is realistic. 
 
8. Principal recipient capacity: Countries should be sure that the Principal Recipient has the capacity 
to carry out its responsibilities.  One country’s Round 5 HSS proposal was rejected in part because the 

                                                 
117 The monitoring and evaluation toolkit is available through: 
http://www.theglobalfund.org/en/performance/monitoring_evaluation/.  
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Principal Recipient lacked management and information systems, had not been subject to an external 
audit, and had extremely limited staff.   
 
9. Proposal coherence:  If various entities or regions contribute to the proposal, the CCM should 
ensure that the pieces come together to form a coherent whole.  The TRP reported that South Africa’s 
Round 5 HSS proposal was a collection of proposals from provinces, NGOs, and the private sector, 
rather than a coherent national proposal. 
 
10. Added value for regional proposals: Regional proposals must demonstrate how they add value to 
strictly national strategies and approaches.  Three of the weaknesses that the TRP listed for the one 
regional HSS proposal in Round 5, which aimed to create a network of public health training institutions 
in four African countries, were related to a failure to demonstrate the added value of a regional 
approach and a failure to adequately integrate the proposal with national plans.  In particular, the TRP 
reported that the proposal did not make the case for a regional network, did not adequately link the 
proposal to the training needs and demands of each country, and did not make a convincing case for a 
regional approach as opposed to having each training institution work within its country’s national 
strategy. 
 
11. Capacity to manage significant scale-up: If institutions will receive significantly increased funds 
and responsibilities, applicants should explain how those organizations will be able to manage the 
increased funds and responsibility.  In the Round 5 regional training institution HSS proposal, the TRP 
stated, “Other than adding of project staff at [the Makerere University Institute of Public Health], the 
proposal does not address how these training institutions will be able to manage teaching programs and 
funds that are much larger than their current operations.”  
 
B. Health System-Specific Strengthens and Weaknesses 
 
1. Careful health systems analysis, including gaps: The TRP values careful analysis of the health 
system, particularly as relevant to the proposal.  The TRP noted that a number of Round 5 HSS 
proposals were weak in this area.  Several countries provided inadequate details on their current 
health staff situation.  For example, Liberia’s proposal did not include proposed staff levels of rural 
clinics, health centers, and district hospitals and Mali’s proposal did not address the baseline number 
of staff. Benin’s proposal did not include what the TRP called “basic simple information” on public and 
private sector coverage.  Burundi’s proposal, according to the TRP, had only a superficial analysis of 
health system weaknesses, ignoring such underlying problems as governance, while Nigeria failed to 
explain how its proposal fit into other health system reforms. 
 
Applicants should explain in detail gaps in health system needs, especially those for which funds are 
sought.  For example, a weakness of the Round 5 HSS regional (Ghana, Uganda, Zimbabwe) proposal, 
which was focused on training, was that it included only a “superficial” analysis of the gaps in training 
needs.  A country that seeks Global Fund support for health workforce strengthening, therefore, should 
include a careful analysis of the current health workforce and its gaps, including as related to the 
country’s capacity to initiate, implement, and sustain HIV, tuberculosis, and/or malaria activities. 
 
2. Health system element details:  Health system strengthening activities should include a certain 
level of detail.  The TRP noted a number of health system strengthening areas in which proposals were 
inadequately detailed.  In Round 5, applicants provided insufficient details on a scheme to reduce 
financial barriers for the poor; on improving conditions of service for health workers; on rehabilitating 
training schools and health facilities in poor condition, including detailed unit costs; on what 
contracting services at the community level would entail; on a doctor retention scheme; on how more 
than 1,000 health personnel proposed to be recruited would be recruited, selected, and retained, and; 
on the costs and on the number of health workers in different categories, including community health 
workers, to be trained.   
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The TRP noted the following proposed activities as insufficiently detailed in Senegal’s Round 5 HSS 
proposal: “Agree to contracts for people (150 workers), resources and skills available to help fight 
against the 3 diseases,” “Implement incentive measures,”  “Implement risk-sharing mechanisms,” 
“Implementing case management mechanisms for the indigents,” “Promote the practice of self-
evaluation in care facilities,” “Implement a drug monitoring system,” and “Awareness-raising of 
personnel on ethical matters.” 
 
a. Explaining why beneficiary regions are selected 
 
Proposals that will benefit particular regions should state which those regions are and how they are 
selected.   For example, according to the TRP, Zambia’s Round 5 HSS should have included information 
on which districts would benefit from the increased human resources and how those districts would be 
selected.  Thus, if an incentive scheme will increase the number of health workers in rural or deprived 
areas, the applicant should explain which these regions are and how they have been selected.  
Senegal’s Round 5 HSS proposal was also criticized for not explaining how target districts would be 
selected.   
 
3. Strategies likely to succeed – demonstrating feasibility:  The TRP will not approve a proposal that 
it believes cannot achieve its goals.  Applicants therefore will have to propose strategies that the can 
succeed, and demonstrate to the TRP that these strategies can succeed.  This concern about the 
proposal’s chance of success appears to underlie the TRP observations that a weakness of several 
proposals was that they did not address certain issues.  Presumably, the TRP believed that these issues 
had to be addressed, whether or not through the Global Fund, in order for the proposal to succeed.  
 
For example, Burundi’s Round 5 HSS proposal, which addressed human resources largely through 
incentives, gave “[i]nsufficient attention . . . to understanding motivation, placement, retention, or 
professional development,” according to the TRP.  The TRP likely viewed the proposal’s response as a 
simplified or superficial response to a complicated problem, and thus one unlikely to succeed.  
Incentives will not always be seen as a simplified response.  If the goal is overall human capacity 
development, a strategy that relies only on incentives is indeed overly simplistic.  But if the goal is to 
increase health services in rural areas, incentives – so long as they are detailed and the areas to be 
served as well as how they are selected are described – may be a perfectly reasonable approach, one 
that is the focus of an increasing number of country efforts (even as this is not the only strategy to 
increase access to health providers in rural areas).118  
 
The TRP will have to believe that the incentives can work.  Mozambique proposed only staff housing to 
assist in retention in rural areas, which the TRP believed would be insufficient, as it noted as a 
weakness of the proposal that no other mechanisms were suggested. 
 
a. Comprehensive response to health workforce crisis 
 
Zambia’s Round 5 HSS proposal, which addressed recruitment, pre-service training, and staff retention, 
had according to the TRP, “little if any discussion of how other HR issues will be addressed; for 
example, supervision, in-service training, and overall personnel management.”  This suggests that 
proposals that address human resources should be as comprehensive as possible in discussing plans and 
activities to address the human resource situation in its totality.  A comprehensive approach to a 
human resource crisis, one that includes both the elements that Zambia’s proposal included and those 
that the TRP cited that it did not, is indeed important to a successful response.   
 
The proposal itself need not seek funding for activities in all of these areas.  For example, Malawi’s 
successful proposal did not include funds for the critical area of human resource management.  

                                                 
118 Several strategies to strengthen the health workforce in rural areas are described in an excerpt from PHR’s 
Round 6 version of this Guide, available at: http://physiciansforhumanrights.org/hiv-aids/docs/excerpt-guide-
globalfund-round6.pdf. 
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However, the proposal discussed Malawi’s longer term human resource development strategy, which 
includes multiple strategies on improving human resource management, such as staff development and 
career management, building Ministry of Health human resource policy and planning capacity, and 
developing performance-based management approach, as well as such critical issues as staff working 
and living conditions.119  In other ways, Malawi’s proposal was itself comprehensive.  For example, 
Malawi sought funds not only to train and cover the current salaries of Health Surveillance Assistants, 
but also to increase their salaries in line with other health cadres in order to help retain them, to 
provide them in-service training, and to supply them with bicycles.  
 
Many countries are not presently implementing a comprehensive response to the health workforce 
crisis.  To the extent that an applicant’s response to the health workforce crisis is comprehensive, 
however, the applicant should clear make the full breadth of its response to the TRP, as discussed 
above at section VI.4.  And the applicant should strongly consider using the Round 9 application to help 
fill in gaps, to complement existing measures on human resources so as to implement a more 
comprehensive approach. 
 
4. Meaningful community participation: Countries should involve communities in health and health 
system planning.  Not only do people have the right to participate in decisions that affect their health, 
but the TRP may well look more favorably upon proposals that demonstrate meaningful community 
participation in health systems.  The TRP criticized Burundi’s Round 5 HSS proposal for taking a 
superficial approach to community participation in health systems. By contrast, the TRP expressed 
clear interest in Madagascar’s proposed “process of involving community in the administration of equity 
funds,” as the community would “decide who among the poor should be eligible for subsidies and get 
equity funds.” 
 
5. Integrated approach for addressing target diseases: The TRP has explicitly recognizes the value of 
an integrated approach for health information systems, where countries avoid creating separate, 
parallel structures for different diseases, instead developing structures that integrate the needs of 
various programs.  The TRP cited as a weakness in Burundi’s proposal the fact that in the proposal, 
“Health information systems are organized around needs of programs (HIV, TB, malaria) rather than the 
decisions that need to be made by different levels of health workers and organizational units.”  This, 
the TRP stated, could result in “continually adding data requests without coherent integration and 
simplification of” health information systems. 
 
6. Integration into health system strengthening strategies:  To the extent possible, proposals should 
explain the national strategy for addressing identified health system needs, especially constraints that 
a country identifies as interfering with efforts to reduce the spread and impact of the target 
disease(s).  The Global Fund is increasingly concerned with the connection between proposed HSS 
interventions and national strategies, and as explained elsewhere in this Guide, this is reflected in the 
Round 9 Guidelines for Proposals.120   The TRP observed that in its Round 5 HSS proposal the 
Democratic Republic of Congo failed to elaborate a strategy for health system strengthening.  By 
contrast, the TRP commended the Round 5 HSS Eritrean proposal for being consistent with the draft 
National Health Strategic Plan, the Ethiopian proposal for being “well embedded in the national health 
sector development strategy,” Ghana’s proposal for being “well integrated in the national health 

                                                 
119 Government of Malawi, Round 5 Health System Strengthening proposal (Health Systems Strengthening and 
Orphan Care and Support) (June 2005), at 61. Available at: 
http://www.theglobalfund.org/search/docs/5MLWH_1142_0_full.pdf. 
120 The Guidelines for Proposals suggest that applicants should not develop responses to health system weaknesses 
and gaps “should not be developed in isolation from existing national strategies.”  Global Fund Round 9 Guidelines 
for Proposals (Oct. 2008), at 43.  The March 2008 addendum to the Global Fund’s Monitoring and Evaluation Toolkit 
notes the importance of having HSS being “[c]onsistent with (where they exist) national policy directions, for 
example, a health sector development plan, a national financing strategy or a health workforce plan.” Global 
Fund, Monitoring and Evaluation Toolkit: HIV/AIDS, Tuberculosis and Malaria (2nd ed.) Addendum March 2008 
(March 2008), at 19.  Available at: http://www.theglobalfund.org/pdf/guidelines/M-
E%20Toolkit_Addendum_March%202008_en.pdf. 
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sector development strategy and plan,” and Rwanda’s proposal for being “fully integrated in the 
national health sector development and health care financing strategy.”  Zambia’s Round 5 HSS 
proposal “is consistent with a broad range of national policy instrument.”  Rwanda detailed its health 
financing strategy, and Malawi’s proposal, based on that country’s Emergency Human Resources 
Programme, provides considerable detail on the country’s strategy for addressing its human resource 
crisis. 
 
7. Inclusion of non-government sector: Countries should define how the proposal will impact non-
governmental sectors and how it will divide activities and responsibilities between the government and 
non-government sectors.  The Round 9 Guidelines for Proposals “recognize that non-government 
organizations, the private sector and communities affected by the disease(s) are each an integral 
component of the health system, as is the government sector.”  And accordingly, the Guidelines 
encourage applicants to “consider the broad range of non-government sector needs in any assessment 
of overall weaknesses and gaps in strategies to ensure increase demand for, and access to required 
services and/or care.”121  
 
The TRP cited as a weakness of several Round 5 proposals their failure to address how the Ministry of 
Health would work with the private sector, how activities would be divided between the public and 
church-based sectors, and how health facilities not run by the government would be involved in and 
impacted by the proposal. 
 
While the roles of the governmental and non-governmental health sectors vary by country, in general 
proposals will benefit by addressing both sectors.  Ethiopia’s proposal covered needs of both the public 
and private sectors, which the TRP cited as a strength of that proposal.  Similarly, the TRP commends 
Ghana’s proposal for “acknowledg[ing] the key role of NGOs, religious organizations, the private 
sector, and non-health personnel,” and Mali’s “use of civil society [to complement] the public sector 
program.”  Applicants may benefit from including information on the proportion of health services 
provided by each sector, which is in both Rwanda’s and Malawi’s successful proposals.  If a proposal 
focuses exclusively on the public sector, the proposal can only benefit from explaining this limitation. 
 
8. Evidence of success: Where applicants can provide evidence that the strategies included in their 
proposals are likely to succeed, they should do so.  For example, Ghana’s Round 5 HSS proposal 
included a focus on community-based health care staff which, the TRP observed, had been tested in 
Ghana and resulted in “evidence that it can generate major health benefits.”122  Rwanda’s successful 
proposal “is evidence-based on several years of experience and evaluation of the community health 
insurance system in Rwanda.” 
 
By contrast, although Ethiopia proposed higher training incentives to retain staff in rural areas, the TRP 
questioned whether these incentives would in fact help retain staff in rural areas.  Any evidence that 
incentives will work – perhaps they are designed based on input from health workers who are the target 
of the incentives, or a pilot program suggests that such incentives would have an impact – should be 
presented. 
 
9. Support for rural/deprived areas: The TRP looks favorably on proposals that effectively address 
health worker and systems needs in rural and other deprived areas.  A weakness of Kenya’s Round 5 
HSS proposal was that it failed to demonstrate whether its scheme to recruit more than 1,000 health 
workers would “ensure the availability and retention of qualified personnel at the lower, more remote 
area where the gaps are the greatest.”  This weakness also arose from a failure to link the proposed 
activities with the proposal’s objectives; a more equitably distributed workforce to promote equal 
access to essential health services was one of the Kenyan proposal’s objectives.   
 
                                                 
121 Global Fund Round 9 Guidelines for Proposals (Oct. 2008), at 42. 
122 More information on community-based health care in Ghana is available in Providing Doorstep Services to 
Underserved Rural Populations: Community Health Workers in Ghana (Oct. 2006), is available at: 
http://www.capacityproject.org/images/stories/files/community_health_workers_ghana.pdf. 
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The TRP observed with dismay that Uganda’s proposal made “no mention of the approach needed to 
deliver services in the areas of the country suffering from ongoing conflict.”  The TRP again 
demonstrated concern about the ability of poor people to access health services when it included in a 
comment about weaknesses of Senegal’s Round 5 HSS proposal the observation that the government 
“maintains user-fees in its health facilities.” 
 
By contrast, the TRP considered on strength of Zambia’s Round 5 HSS proposal that it “focuses on 
strengthening health services for underserved and poor rural populations.”  Another strength of that 
proposal was that its focus on “human resources capacity is consistent with the plan to roll out ART to 
rural hospitals and health centers.”  The TRP describes Rwanda’s successful proposal as “an innovative 
and creative effort to address an issue that is largely neglected in current international development 
programs, i.e. to establish a system of social protection for the very poor, for orphans, and for people 
living with AIDS.” In addition, the TRP commended Ghana for its focus on community-based primary 
health care services.  Such a community-based approach is particularly important to providing care in 
rural areas.   
 
10. Limited focus on workshops, meetings, and research: The TRP is skeptical of proposals that focus 
too heavily on activities that do not directly benefit patients or strengthen the health system, such as 
workshops, meetings, consultants, and research.  These activities are permitted, but a high proportion 
of the budget generally should not go to these activities.  Of South Africa’s proposal, the TRP observed: 
“A large proportion of the budgets from the provinces is allocated to salaries, workshops, meetings and 
consultancies with very high fees.  There is no evidence of direct benefit to people living with HIV and 
AIDS strengthening of health infrastructure.”  The TRP stated that 20% of Pakistan’s budget going to 
research amounted to “an overemphasis on research . . . given the Global Fund’s mandate.” 
 
11. Salaries consistent with national standards: The TRP found a number of salary costs in Liberia’s 
Round 6 TB proposal to be excessive.  It considered the proposed annual salaries for medical officers 
and salaries to be “excessive when compared with [Ministry of Health] salaries.”  A salary of $65,000 
for a TB expert seemed excessive to the TRP, as did incentives for the program manager and deputy 
program manager.123

 
12. On-site training where possible:  Botswana’s Round 6 TB proposal included external venue costs 
for training that required equipped laboratory benches.  The TRP criticized this, stating that the 
training should take place in a reference laboratory. 
 
13. Length of training should reflect position responsibilities:  In Cote d’Ivoire’s Round 6 HIV 
proposal, the TRP believed that the proposed short training courses would be inadequate to prepare 
trainees for the responsibilities they would assume.  
 
14. Avoid creation of highly vertical programs: As explained earlier in this guide, the TRP is critical of 
vertical disease programs that risk harming the overall health system.  Swaziland’s Round 6 HIV 
proposal would have created a “highly vertical HIV treatment system,” with health workers assigned to 
exclusively HIV programs, and with salaries that appear to be significantly higher than those of other 
health workers in Swaziland.  The TRP expressed its concern that this might “have a potentially serious 
negative impact on overall health sector performance in Swaziland.  This highly vertical approach 
appears to be the major reason that the TRP did not recommend this proposal for approval. 
 

                                                 
123  Please see section VI.3 above for more information about including salaries in Round 9 proposals. 
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IX. Resources 
 
1. Publications related to the Global Fund and technical support 
 
For a broader overview of applying to the Global Fund, PHR recommends applicants review The 
Aidspan Guide to Round 8 Applications to the Global Fund, available through 
http://www.aidspan.org/guides/index.htm.  Volume 1 includes an important section on lessons from 
previous rounds, which will be very useful for people involved in preparing proposals read.  The 
Aidspan Guide to Developing Global Fund Proposals to Benefit Children Affected by HIV/AIDS is also 
available through this website.   
 
For perspective on how global health initiatives such as the Global Fund can be used to support health 
systems, see the WHO working paper on Opportunities for Global Health Initiatives in the Health 
System Action Agenda: World Health Organization, Department of Health Policy, Development and 
Services, Evidence and Information for Policy, Making Health Systems Work: Working Paper No. 4: 
Opportunities for Global Health Initiatives in the Health System Action Agenda (2006).  Available at: 
http://www.gavialliance.org/resources/17brd_5_HealthSystemsGHIs_6Dec2005.pdf
 
The World Health Organization has various documents that should be useful in supporting inclusion of 
HSS interventions in Global Fund proposals, including a short paper on making the case for health 
system strengthening, available at: http://www.who.int/healthsystems/gf_round9/en/index.html
 
The Health Workforce Advocacy Initiative and Health Systems 20/20 have developed a packet of 
information on using the Global Fund to support health systems strengthening in Round 9, available at: 
http://physiciansforhumanrights.org/hiv-aids/globalfund_round9.html
 
The Global AIDS Alliance is producing Guidelines for Integrating Sexual and Reproductive Health into 
the HIV/AIDS Component of Country Coordinated Proposals to be submitted to the Global Fund to 
Fight AIDS, Tuberculosis and Malaria Round 7 and Beyond.  It is available through: 
http://www.globalaidsalliance.org/index.php/355
  
A publication on technical support interventions for HIV/AIDS, tuberculosis, malaria, and other major 
diseases, including health systems strengthening activities, and available technical support related to 
the Global Fund and other sources of global health financing, is accessible through: 
http://www.backup-link.de/
 
2. Selected resources on human resources for health 
 
Physicians for Human Rights, An Action Plan to Prevent Brain Drain: Building Equitable Health Systems 
in Africa (2004).  Available at: http://physiciansforhumanrights.org/library/documents/reports/report-
2004-july.pdf
 
Physicians for Human Rights, Bold Solutions to Africa’s Health Worker Shortage (August 2006).  
Available at: http://physiciansforhumanrights.org/library/documents/reports/report-boldsolutions-
2006.pdf.  Several other innovative responses to health worker shortages, excerpted from PHR’s Round 
6 version of the present Guide, can be found at: http://physiciansforhumanrights.org/hiv-
aids/docs/excerpt-guide-globalfund-round6.pdf
 
Physicians for Human Rights, The Right to Health and Health Workforce Planning: A Guide for 
Government Officials, NGOs, Health Workers and Development Partners (2008). Available at: 
http://physiciansforhumanrights.org/library/documents/reports/health-workforce-planning-guide-
2.pdf.  This is guide explains how to ground health workforce plans and the planning process in human 
rights.  For an authoritative explanation of the right to the highest attainable standard of health, 
please see Committee on Economic, Social and Cultural Rights, General Comment 14, The right to the 
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highest attainable standard of health (2000), available at: 
http://www1.umn.edu/humanrts/gencomm/escgencom14.htm
 
The Capacity Project has published a series of case studies as part of their Health Workforce 
“Innovative Approaches and Promising Practices” Study.  These cover promising practices in Ghana, 
Malawi, Namibia, and Uganda, are available through: 
http://www.capacityproject.org/index.php?option=com_content&task=view&id=164&Itemid=158
 
World Health Organization, World Health Report 2006: Working Together for Health (2006).  Available 
at: http://www.who.int/whr/2006/
 
The World Health Organization and several partners have developed an HRH Action Framework to assist 
with health workforce planning, available at: http://www.capacityproject.org/framework/.  The 
Framework links to a number of human resources for health tools.  Some human resources for health 
tools can also be accessed at http://www.who.int/hrh/tools/.  A smaller set of tools that have been 
reviewed by people with expertise in human resources for health can be found at the HRH Tools 
Compendium, available at: http://www.hrhcompendium.com/. 
 
The HRH Global Resource Center is a “digital library devoted to human resources for health (HRH),” 
and is available at: http://www.hrhresourcecenter.org/
 
EQUINET has an extensive set of publications on the health workforce and other issues pertaining to 
health and equity in Africa though their website: http://www.equinetafrica.org/
 
An open access (free) journal on Human Resources for Health is available at: http://www.human-
resources-health.com
 
The Manager’s Electronic Resource Center, which contains a wide range of tools for health managers in 
such areas as human resources for health, leadership, finances, information, managing drug supplies, 
community health services, health systems reforms, and organizational management, is available at: 
http://erc.msh.org/
 
The Eldis Health Systems Resource Guide, which contains an extensive set of resources on human 
resources for health and other health system issues, is available at: 
http://www.eldis.org/healthsystems/index.htm
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Physicians for Human Rights (PHR) mobilizes health professionals to advance health, dignity, and 
justice and promotes the right to health for all.   
 
Since 1986, PHR members have worked to stop torture, disappearances, and political killings by 
governments and opposition groups and to investigate and expose violations, including: deaths, 
injuries, and trauma inflicted on civilians during conflicts; suffering and deprivation, including denial of 
access to health care, caused by ethnic and racial discrimination; mental and physical anguish inflicted 
on women by abuse; loss of life or limb from landmines and other indiscriminate weapons; harsh 
methods of incarceration in prisons and detention centers; and poor health stemming from vast 
inequalities in societies. 
 
Health Action AIDS, a PHR campaign, mobilizes health professionals to support a comprehensive AIDS 
strategy and advocates for funds to combat the disease. The Campaign develops ways for US health 
professionals to support colleagues and activists around the world and researches the connection 
between human rights and HIV/AIDS. 
 
As one of the original steering committee members of the International Campaign to Ban Landmines, 
PHR shared the 1997 Nobel Peace Prize. 
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Washington, DC Office: 
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Washington, DC 20005 
Tel. (202) 728.5335 
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www.physiciansforhumanrights.org
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