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Abstract
Introduction: The United States President’s Emergency Plan for AIDS Relief (PEPFAR) is a large bilateral funder of the global
HIV response whose policy decisions on key populations (KPs) programming determine the shape of the key populations’
response in many countries. Understanding the size and relative share of PEPFAR funds going to KPs and the connection
between PEPFAR’s targets and resulting programming is crucial for successfully serving key populations.
Methods: Publicly available PEPFAR budgets for key populations’ services were assessed by country and geographical region
for all 52 countries with budget data in fiscal year (FY) 2020. For the 23 countries which completed a full planning process in
FY 2018 and 2019, PEPFAR targets for HIV testing and treatment initiation for key populations were assessed. Expenditures
for KP programming were calculated to determine whether shifts in targets translated into programming. Implementing part-
ners were characterized by the level of specialization using the share of assigned targets made up by KPs. The average target
per year and implementing partner was calculated for each KP group and indicator.
Results: PEPFAR country KP budgets ranged from US$35,000 to $15.2 million, and the proportion of funding to key populations
varied by region, with Eastern and Southern African countries having the lowest proportion. Between FY 2018 and 2019, the KP
targets for HIV testing and treatment among KPs increased, whereas expenditures on key populations decreased from US$115.4
to $111.0 million. Of the 11 countries with an increase in HIV testing targets, seven had a decrease in KP expenditures. Of the
nine countries with an increase in treatment initiation targets, five had a decrease in KP expenditures. The proportion of targets
assigned to partners which do not specialize in key populations increased from FY 2018 to 2019.
Conclusions: Current key population policies have not resulted in a tight connection between targets and expenditures. This
includes assigning a large proportion of key populations programming to partners who do not specialize in key populations,
which may weaken the performance management role of the targets. These results signal that a new approach to key popula-
tions programming is needed.

Keywords: key populations; HIV; funding; health policy; PEPFAR; programme targets; key and vulnerable populations; policy

Additional Supporting information may be found online in the Supporting Information tab for this article.

Received 28 October 2020; Accepted 8 April 2021
Copyright © 2021 The Authors. Journal of the International AIDS Society published by John Wiley & Sons Ltd on behalf of International AIDS Society
This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,
provided the original work is properly cited.

1 | INTRODUCTION

UNAIDS estimates that 62% of new HIV infections every year
are among key populations (KPs), including men who have sex
with men (MSM), female sex workers (FSW), people who inject
drugs (PWID), transgender people (TG), people in incarcerated
settings (PIP), or their partners [1]. KP programmes – particu-
larly in Africa – have long struggled to meet and maintain the
same ARV treatment, retention and viral suppression rates,
and countries with high adult HIV prevalence are experiencing
a concentration of HIV infections among KPs [2,3]. Significant
barriers such as stigma, discrimination, criminalization, violence,

unfriendly healthcare workers, lack of specialized services and
state-sanctioned policies undermine access to healthcare ser-
vices for KPs [4,5]. Deconstructing these barriers is critical to
provide quality HIV services for all and close the inequity gap
between health services delivered to KPs and those delivered
to other populations.
The United States President’s Emergency Plan for AIDS

Relief (PEPFAR) is the largest bilateral funder of the global HIV
response, with US$5.35 billion invested across more than 50
countries in the US fiscal year (FY) 2020 [6]. In many countries,
PEPFAR contributes a significant portion of the funding for HIV
services for KPs [7]. While PEPFAR is not the only source of KP
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funding, and both domestic and external funds from donors
such as the Global Fund to Fight AIDS, Tuberculosis and
Malaria and others are important to track, this study focuses
on the policies governing PEPFAR’s KP programming.
Like most funders and US foreign aid programmes, PEPFAR

does not implement its own programmes, and instead partners
with outside organizations, including non-governmental organi-
zations, ministries of health and multilaterals, to deliver health
services. Most PEPFAR programmatic decisions – including for
KPs – are made through a robust annual planning process that
develops detailed budgets and targets for each country where
PEPFAR provides funding [8]. In addition to being important
accounting processes, these budgets and targets are intended
to serve as accountability mechanisms, ensuring that PEPFAR
priorities are implemented.
Despite the success of these mechanisms for PEPFAR pro-

gramming in general, tracking KP programming continues to
be difficult as a result of few KP-specific indicators and limited
budget and expenditure data. PEPFAR recognized the need to
increase focus on KPs when it launched the Key Populations
Investment Fund (KPIF) in 2016 [9]. The KPIF is a US
$100 million additional investment into KP-specific pro-
grammes meant to close some of the persistent gaps in access
to services and follow the evidence that KP-led organizations
are critical partners [10-12].
This paper documents whether current PEPFAR policies

ensure stated KP priorities, in the form of targets and budgets,
are implemented. Recent changes in PEPFAR’s financial
accounting system for budgeting and expenditures allow a more
in-depth analysis of PEPFAR’s budgets, targets and implement-
ing organizations as they relate to KPs. We examine the scale
and share of PEPFAR resources directed to KP programming,
characterize the relationship between KP targets and expendi-
tures, and assess the share of PEPFAR programming being
implemented by KP-specialized partners, defined as partners
for whom KPs are a large fraction of their total targets.

2 | METHODS

As our intent in this paper is to assess the policy decisions
being made by PEPFAR in resourcing programmes for key
populations (MSM, FSW, PWID, TG and PIP), we draw data
directly from PEPFAR. This allows us to explore how PEPFAR
approaches its programmes and prioritizes KP interventions.
We assess PEPFAR budgeting decisions, expenditures and
programmatic interventions – HIV testing and ARV treatment
initiation targets – to characterize the organizations tasked
with implementing PEPFAR programming for KPs. Note,
throughout this paper, we utilize PWID as opposed to people
who use drugs (PWUD) as PEPFAR programming specifically
targets the injection drug use mode of transmission.

2.1 | Data sources

PEPFAR’s annual Country/Regional Operational Plan (COP/
ROP) process involves most operating units (OUs) developing
detailed programme budgets and allocating funding to imple-
menting partners. OUs are either individual country or regio-
nal programmes that are treated equivalently for PEPFAR
planning purposes. For this paper, all data points of interest

are available at country-level, even when the programme is
administered as a regional programme, so we refer to coun-
tries instead of OUs. Country programme budgets are com-
bined with targets set according to PEPFAR’s Monitoring,
Evaluation and Reporting (MER) system [13] that cover a
range of metrics PEPFAR utilizes to monitor performance.
PEPFAR separately tracks expenditures by implementing part-
ners during the implementation phase.

2.1.1 | Budget data

The COP/ROP budgets are released by PEPFAR online [14].
COP budget years are implemented in the following fiscal
year (FY) such that the COP2018 budget corresponds to
expenditures incurred and programmes implemented in FY
2019 (October 2018 to September 2019). Throughout this
paper, we will refer to the COP budgets based on their year
of implementation rather than their budget year. These budget
data are at the country level. PEPFAR does release imple-
menting partner level budgets, but they are insufficiently
detailed for inclusion in this analysis. Budget data were down-
loaded on 30 July 2020.
Following a recent change in financial information systems,

budget data for FY 2020 and expenditure data since FY 2018
are categorized according to the programme’s intended bene-
ficiary population (Females; Males; Key Populations; Orphans
and Vulnerable Children; Pregnant and Breastfeeding Women;
Priority Populations; and Non-Targeted Programming), among
other categorizations [15].
Budgets for 52 countries were available for FY 2020, of

which 49 reported non-zero KP budgets (Table 1).

2.1.2 | Target data

As part of the annual COP/ROP process, PEPFAR has histori-
cally released several reports on their plans in each country
[16], including Budget and Target (B&T) Reports. B&T Reports
provide country-level MER targets as well as targets for each
implementing partner in a country. Both national and partner
targets were extracted for use on the PEPFAR Country/Regio-
nal Operational Plans Database developed by amfAR, and
were downloaded for this analysis on 13 March 2020 [17].
Throughout this paper, except when directly assessing partner
targets, we utilize the country-level targets.
We include targets for the 23 countries who completed the

full COP/ROP process in both FY 2018 and FY 2019 to
enable comparisons between the years. Not all countries and
regions participate in a full planning process each year, and
those that do not are generally smaller programmes. B&T
reports for FY 2018 and FY 2019 included disaggregated tar-
get information by age, sex and key population for many indi-
cators. We include indicators which have country-level targets
for all included countries in both years, and are provided to
both KPs and other populations. Counts of individuals receiv-
ing HIV testing services and newly initiated on ARV treatment
meet these criteria. For safety reasons, PEPFAR does not
release results against these disaggregated targets and thus
we do not include results data [13].
Implementing mechanism agreements are not always final-

ized at the time PEPFAR publishes B&T reports, and mecha-
nism targets are therefore incomplete. Country-level targets
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are final, so we compare the total mechanism targets to the
total country targets to assess missingness. The completeness
of mechanism targets varies by indicator and year from 70.2%
to 87.1%, and country-level missingness for each indicator and
year are documented in the supplement (Table S1).
Additionally, while FY2020 target data have been publicly

released, PEPFAR has reduced the specificity of the targets
data being released – eliminating transparency into the organi-
zations being assigned KP-specific targets for HIV testing and
treatment initiation.

2.1.3 | Expenditure data

PEPFAR tracks expenditures utilizing the same financial classi-
fication system described above for budgets. These data are
released at the OU level for FY2018 and FY2019. As we
compare PEPFAR targets to expenditures in these years, we
have limited expenditure data to the 23 countries included in
the target analysis [18].

2.2 | Analysis – funding

We calculated the proportion of FY2020 budgets allocated to
any “Key Population” beneficiary class under the financial clas-
sification system. Calculations were done at the country, regio-
nal (by UN region and sub-region [19]) and global level.
Likewise, using expenditure data, we calculated the totals

and proportion of PEPFAR expenditures in FY2018 and
FY2019 spent on any KP beneficiary class, and changes in
expenditures over these two years by country and overall.

2.3 | Analysis – targets

We calculated the proportion of country-level HIV testing and
treatment initiations that were targeted for KPs in both
FY2018 and FY2019 as well as the percentage change
between the two years by country and overall.
For each implementing mechanism, we calculate the per-

centage of the total targets specifically targeting KPs. Imple-
menting mechanisms were then sorted into five bins by this
percentage: <10%, 10% to 24.9%, 25% to 49.9%, 50% to
99.9% and 100%. A single mechanism was calculated to have
101% of their targets coded as KPs and was assigned to the
bin with 100%. A lower percentage of targets for KPs indi-
cates a “less-specialized” KP implementer, whereas higher

percentages are “more-specialized” implementers. For example
a partner for whom only 5% of their total HIV testing target
is KPs, with the rest being other populations, would be called
less-specialized. The share of the total KP target for each indi-
cator assigned to partners in each bin was calculated. This
was done for both FY2018 and FY2019.
Finally, we calculate the average target per partner per year

for each KP group for both indicators.

3 | RESULTS

3.1 | Key population budgets

For countries with non-zero FY2020 budgets for KPs
(n = 49), KP funding ranged from $35,000 (Ghana) to
$15.2 million (Nigeria) and 0.5% (Ghana) to 65.4% (Thailand)
in proportion to total COP funding (Figure 1). Three countries
(Angola, Dominican Republic and Papua New Guinea) report
no funds budgeted for KPs.
Countries in Eastern and Southern Africa largely had the

lowest percentage of their budget allocated to KPs (2.3%)
(Table 2), with Burundi (7.6%) allocating the largest share.
Countries in Asia had a higher share of their budget allocated
to KPs (45.6%), with Laos (23.6%) allocating the lowest share.
Countries in the Americas and Western and Central Africa
had countries with both high and low shares. Ukraine, the only
Eastern European country, had 13.3% of its total budget allo-
cated for KPs.

3.2 | Key population expenditures

Reported expenditures on KPs across the 23 included coun-
tries were $115.4 million (2.96% of total PEPFAR expendi-
tures) in FY2018 and fell to $111.0 million in FY2019
(2.85%) (Table 3).

3.3 | Key population targets

All 23 countries had country-level targets for both HIV testing
and treatment initiation in both years. For KPs, targets for HIV
testing were found for 16 countries and across 36 implement-
ing mechanisms in FY2018 and 21 countries and 69 mecha-
nisms in FY2019. For treatment initiation, KP targets were
found in 12 countries and across 23 mechanisms in FY2018
and 18 countries and across 68 mechanisms in FY2019.

Table 1. Summary of data used, for included countries

Fiscal year

Targets
Budget

Expenditures

HIV testing Tx initiation

2018 2019 2018 2019 2020 2018 2019

Countries included 23 23 23 23 52 23 23

Countries with non-zero KP figures 16 21 12 17 49 23 23

Completeness 83.5% 76.8% 87.1% 70.2% – – –

Partners 36 69 23 68 – – –

Source PEPFAR budget and

target reports

PEPFAR OU

budget dataset

PEPFAR Programme

Expenditure Dataset
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The total KP target for HIV testing in FY2018 was 668,877
and increased to 1,268,874 in FY2019 (Table 4). In FY2018,
country targets ranged from 208 in Rwanda to 225,593 in
Nigeria. In FY2019, targets ranged from 757 in Lesotho to
192,693 in Kenya. KPs made up 0.87% of the total testing
target (76,902,631) in FY2018 and 1.95% of the total target
(65,222,881) in FY2019.
The total KP target for treatment initiation in FY2018 was

36,590 and increased to 57,630 in FY2019. In FY2018, coun-
try targets ranged from 17 in Ethiopia to 19,531 in Nigeria. In
FY2019, targets ranged from 2 in South Sudan to 13,175 in
South Africa. KPs made up 0.93% of the total treatment initia-
tion target (3,940,535) in FY2018 and 1.77% of the total tar-
get (3,262,270) in FY2019.

Between FY2018 and FY2019, 11 of the 15 countries with
HIV testing targets for KPs in both years had increased tar-
gets, and seven of these 11 saw a decrease in KP expendi-
tures between the two years. For treatment initiation, nine of
the eleven countries with targets for KPs in both years had
increased targets in FY2019, whereas five of these nine coun-
tries saw a decrease in KP expenditures.

3.4 | Implementing mechanism specialization

In FY2018, 31.8% (201,240) of mechanism KP testing targets
across included countries were assigned to the least-
specialized implementing mechanisms (n = 18), for whom KPs
made up less than 10% of their total testing target, whereas
56.9% (360,180) were assigned to the most-specialized imple-
menting mechanisms (n = 12), for whom KPs made up more
than 50% of their total testing target (Figure 2).
In FY2019, the least-specialized mechanisms (<10% KP,

n = 42) made up 49.7% (505,154) of the total KP testing tar-
get, whereas the most-specialized mechanisms (50%+ KP,
n = 14) made up 23.7% (240,365).
For treatment initiations, the least-specialized mechanisms

(<10% KP, n = 9) made up 32.7% (7928) of the total KP
treatment target in FY2018, whereas the most-specialized
mechanisms (50%+ KP, n = 10) made up 54.1% (13,110).
45.1% (10,938) of the total KP treatment targets went to
eight mechanisms which only had treatment targets for KPs.
In FY2019, the least-specialized mechanisms (<10% KP,
n = 55) made up 59.8% (27,287) of the total KP treatment
target, whereas the most-specialized mechanisms (50%+ KP,
n = 6) comprised 10.6% (5276). Purely KP treatment
partners comprised only two mechanisms and 2.4% of total
targets.

Figure 1. PEPFAR key populations (KP) budget as a % of total budget, fiscal year 2020.

Table 2. Percentage of fiscal year (FY) 2020 budget allocated

to key populations by geographic region

Region

FY20 KP

budget (US$)

Total FY20

budget (US$)

Percent FY20

budget allocated

to KP, %

Americas 16,362,686 181,482,979 9.0

Asia 45,376,321 105,857,750 42.9

Eastern and

Southern Africa

78,113,909 3,231,898,174 2.4

Eastern

Europe (UKR)

4,195,781 31,488,194 13.3

Western and

Central Africa

29,628,107 764,286,462 3.9

Total 173,676,804 4,315,013,559 4.0
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The average HIV testing targets per partner by KP group
varied from 83.9 for TG in FY2019 to 20,713.4 for PIP in
FY2018, and for treatment initiation from 5.8 for TG in
FY2019 to 1457.4 for PIP in FY2019 (Table 5).

4 | DISCUSSION

The relative scale of PEPFAR’s KP investment varies dramati-
cally by geography. Regions with higher adult HIV prevalence,
especially Eastern and Southern Africa, have a smaller share
of PEPFAR funds dedicated to KPs. Nevertheless, PEPFAR’s
KP programmes do not match the overall epidemiology of HIV
either globally or regionally. Sixty-two percent of new HIV
infections in 2019 occurred among KPs and their sexual part-
ners, including 28% of new infections in Eastern and Southern
Africa [1], a much larger share than PEPFAR’s budget and tar-
gets would indicate.
Total KP targets increased significantly from FY2018 to

FY2019, whereas KP expenditures remained essentially flat.
And on a country level, increases in targets more often corre-
sponded with a decrease in expenditures. In Burundi, for
example increasing KP targets for HIV testing and treatment
(44.9% and 28.2% respectively) were coincident with

decreasing KP expenditures (8.3%). This is consistent with pre-
vious findings that changes in PEPFAR budgets and expendi-
tures for KPs are not closely related [20], and indicates that
despite improved financial systems and an increased focus on
target-driven programming, KP targets do not seem be driving
spending.
One explanation for why the targets do not seem to drive

the KP programmes is that they are a small portion of the
PEPFAR programme in these countries as measured by bud-
gets and targets. If most planning and monitoring efforts are
directed to the non-KP testing and treatment programmes
which make up the majority of the programme, then the
attention paid to KP programmes may be insufficient to make
PEPFAR’s powerful budget and target tools effective.
This same pattern is shown at the level of implementing

mechanisms. In both FY2018 and FY2019, implementing
mechanisms which do not specialize in KPs are responsible
for a significant portion of PEPFAR’s KP HIV testing and treat-
ment programming. Furthermore, the share of targets going
to non-specialized partners increased between FY2018 and
FY2019. This increase does not necessarily represent a trend
beyond these two years, but suggests a decision-making pro-
cess that can result in increased targets for KPs without
increasing resources, perhaps by changing the targeted popu-
lations for a service in the planning stage and only monitoring
overall results.
In the current PEPFAR system, targets are meant to drive

the priorities of the implementing partners [8,21]. This is cer-
tainly the case for some programme areas; PEPFAR does
intensive performance management to push the programmes
to reach targets and implements performance improvement
plans for partners failing to meet aggregate targets in pro-
gramming [8]. The precision and care with which these targets
are set and monitored sends an implicit message about which
targets are most important and which are not. In-country
PEPFAR teams receive regular updates (sometimes weekly)
on the performance of indicators that drive the largest share
of budgets [22]. But it is less clear whether population-
specific targets receive this attention, particularly populations
that make up a small portion of a partner’s overall targets. If
this accountability mechanism is not being applied to KP pro-
gramming to drive performance, it is unclear which other
strategies are used.
Advocates often push for both increased targets and bud-

gets throughout the planning process [23,24], but this analysis
suggests they should be wary of increased KP targets being
assigned to partners who do not focus on KPs.
Additionally, the small absolute numbers of these targets

may restrict what’s possible. The treatment initiation targets
for all KPs were small for several countries, and the average
per-population treatment initiation target per partner assigned
such targets was even smaller. Programmes with such limited
targets cannot realistically scale or develop programming and
robust partnerships to do substantial outreach to these KPs,
especially in the context of much larger targets and in an envi-
ronment where the expectation is that partners – for good
reasons – are not required to publicly document achievement
against the specific KP disaggregates.
A known limiting factor for PEPFAR in monitoring KP pro-

gramming like other programming is that PEPFAR’s publicly
available data on KPs are limited. As noted, PEPFAR has

Table 3. PEPFAR expenditures on key populations program-

ming, fiscal years 2018 and 2019

Country

Key populations expenditures

2018 2019 % Change

Botswana $1,454,672 $1,920,472 32.0

Burundi $1,158,477 $1,062,428 �8.3

Cameroon $3,414,540 $2,780,277 �18.6

Cote d’Ivoire $4,144,377 $2,530,276 �38.9

D.R. Congo $3,052,462 $2,723,979 �10.8

Eswatini $1,506,402 $1,375,142 �8.7

Ethiopia $6,952,973 $5,109,964 �26.5

Haiti $4,194,765 $3,772,563 �10.1

Kenya $10,636,239 $12,981,233 22.0

Lesotho $727,055 $990,035 36.2

Malawi $2,354,787 $2,649,461 12.5

Mozambique $6,086,517 $4,667,548 �23.3

Namibia $1,600,266 $1,644,721 2.8

Nigeria $9,328,773 $6,570,685 �29.6

Rwanda $1,303,217 $1,144,497 �12.2

South Africa $12,122,308 $14,211,635 17.2

South Sudan $2,231,334 $1,199,438 �46.2

Tanzania $9,356,015 $12,132,258 29.7

Uganda $2,516,187 $2,951,873 17.3

Ukraine $3,859,783 $4,957,348 28.4

Vietnam $18,162,562 $13,147,592 �27.6

Zambia $5,913,725 $5,529,679 �6.5

Zimbabwe $3,334,558 $4,908,176 47.2

Total (KPs) $115,411,994 $110,961,280 �3.9

Total (all pops) $3,900,965,380 $3,900,116,714 0.0
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concerns that sharing data on KPs could expose clients to
security risks, and collecting that data require KPs to identify
themselves as KPs – which they are not obligated to do. We
share these concerns, particularly where KPs face criminaliza-
tion. In the absence of robust results data, PEPFAR should
develop new ways to ensure that targeted programming is
actually reaching KPs.
One idea that PEPFAR has already begun to trial is using

new types of partners. The PEPFAR KPIF set out to direct
resources to local, KP-led organizations [9]. This approach rec-
ognized that partners who are more deeply tied to KP com-
munities could have a greater impact than traditional
implementing partners.
Another strategy could include expanding community-led

monitoring (CLM) efforts to KP-led organizations to do robust
programmatic monitoring and quality assurance delivery
specifically for KPs. CLM relies on clear, public information
about what is meant to be implemented. PEPFAR should
release the KP targets for both FY2020 and FY2021 as has
been available in the past [16]. They should also release infor-
mation on sub-recipients, including assigned budgets and tar-
gets. CLM and parallel accountability efforts can build on
these data to ensure that stated priorities like increased KP
programming are in fact carried out.

There may be other implications of using non-specialist
implementing mechanisms. From the available data, we cannot
say whether services are being offered in settings specifically
for KPs or only in mainstream settings. Services dedicated to
KPs may improve access for some individuals. Drop-in centres
for KPs, especially KP-led, have been shown to be a preferred
access point for HIV services among MSM, FSW, PWID and
TG populations in several regions [10,25-28]. Others may pre-
fer the anonymity of receiving care at facilities serving all pop-
ulations, especially where doing so may allow them to avoid
discrimination. Even in places where KP-specific clinics are
demanded, multiple types of access points are valuable.
This analysis is subject to a few limitations. Our definition

of KP-specialized partners is useful, but crude. It does not
measure whether partners are KP-led or trusted, nor whether
they implement the programming themselves or pass these
targets on to sub-partners who may be more specialized.
Information on subgrants would help here, but has not been
available from PEPFAR since 2014, and even then was limited
to subrecipient names [16,21]. The link between targets for
KP services and implementer spending on KPs could be tested
directly with implementer-level expenditure data. Partner
expenditure data are collected by PEPFAR, but only released
as aggregated country-level figures.

Table 4. PEPFAR key populations (KP) HIV testing and treatment initiation country targets, fiscal years 2018 and 2019

Country

Target: KP HIV testing services Target: KP new on treatment

2018 2019 % Change 2018 2019 % Change

Botswana 2446 4296 75.6% 643 753 17.1

Burundi 12,857 18,632 44.9% 1182 1515 28.2

Cameroon 9840 11,651 18.4% – – N/A

Cote d’Ivoire 10,716 38,248 256.9% – 586 N/A

D.R. Congo 15,055 34,700 130.5% 457 1417 210.1

Eswatini 2960 2797 �5.5% – 37 N/A

Ethiopia 34,957 – �100.0% 17 165 870.6

Haiti – 91,236 N/A 165 4628 2704.8

Kenya 152,662 192,693 26.2% 1409 2837 101.3

Lesotho – 757 N/A – 866 N/A

Malawi 4298 4060 �5.5% 475 – �100.0

Mozambique 38,337 36,597 �4.5% – – N/A

Namibia – 1580 N/A 1177 362 �69.2

Nigeria 225,593 176,939 �21.6% 19,531 12,474 �36.1

Rwanda 208 19,548 9298.1% – 498 N/A

South Africa 101,735 113,327 11.4% 5824 13,175 126.2

South Sudan 3095 4776 54.3% – 2 N/A

Tanzania – 132,624 N/A – 17 N/A

Uganda – 171,567 N/A – – N/A

Ukraine 40,779 77,102 89.1% – 6773 N/A

Vietnam – 96,516 N/A – – N/A

Zambia 13,339 39,228 194.1% 3698 8384 126.7

Zimbabwe – – N/A 2012 3141 56.1

Total (KPs) 668,877 1,268,874 89.7% 36,590 57,630 57.5

Total (all pops) 76,902,631 65,222,881 �15.2% 3,940,535 3,262,270 �17.2
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The chosen measure of KP funding may exclude funds in
the “Non-Targeted Programming” classification which are used
to serve KPs, but are not designated for that purpose. We
measure total investment in KPs, but per-population invest-
ment measures would be more valuable. Programmes for
addressing the HIV epidemic in one KP group may be most
successful if run separately from other KPs. For example
MSM may be underserved if the only specialized clinics are
for sex workers [27]. While the budget and expenditures data-
sets reported by individual KP group, the majority of KP funds
in both datasets are coded “not categorized,” which limits the
utility of these data. However, this may be a reflection of the
programmes. Partners are limited in the number of financial
categorizations (combinations of programmes, beneficiaries

and cost category) they report, so the fact that many imple-
menters aggregate rather than reporting by KP group sug-
gests they may be responsible for multiple KP groups and
non-KP populations.
Finally, in order to study the share of targets going to KP-

specialized partners, this analysis uses only indicators that
serve both KPs and other populations: HIV testing and treat-
ment. Separate investigations into KP prevention implementa-
tion would be valuable, but require a different methodology to
compare services across PEPFAR’s array of prevention indica-
tors [29].

5 | CONCLUSIONS

PEPFAR investments in HIV services for key populations are
crucial to the success of the HIV response. Turning those
investments into improved services for KPs will require more
than higher overall targets for KP services delivered. In the
two years of implementation documented in this study,
increased targets corresponded with a slight decrease in expen-
ditures for KP programming. Instead, new funding models, part-
ner arrangements and accountability mechanisms should be
explored. The gaps in key populations’ access to HIV services
will not be closed without addressing the underlying barriers
that prevent services uptake in the first place. The KPIF was
intended to address these structural barriers, but its implemen-
tation has changed substantially since conception [30]. Rather
than directly funding KP-led groups, the KPIF funds were
passed through many of the same large implementing partners
responsible for PEPFAR’s core programme, and the decision
was made to evaluate KPIF programming against the same (or
similar) service delivery measures as other PEPFAR

Figure 2. PEPFAR key populations implementer targets for HIV testing and treatment (Tx) initiation, by share of implementing partner tar-
gets accounted for by key populations, fiscal years 2018 and 2019.

Table 5. Average target per implementing partner, HIV testing

and treatment (Tx) Initiation, By Key Population Group (female

sex workers, men who have sex with men, transgender people,

people who inject drugs and people in incarcerated settings)

Population FSW MSM TG PWID PIP

HIV testing

2017 11,522.6 5,411.7 348.2 4,747.3 20,713.4

2018 9,125.1 2,907.5 83.9 4,393.5 7,605.8

Tx initiation

2017 645.4 363.9 11.0 41.8 1,457.4

2018 282.3 179.0 5.8 546.1 474.1

FSW, female sex worker; MSM, men who have sex with men; TG,
transgender populations; PWID, people who inject drugs; PIP, people
in incarcerated settings; Tx, treatment.
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programming [13,31]. These decisions ultimately left little room
and resources for KP-led groups to focus on larger structural
inequalities that undermine HIV service delivery.

AUTHORS ’ AFF I L IAT IONS

Public Policy Office, amfAR, the Foundation for AIDS Research, Washington,
DC, USA

COMPET ING INTERESTS

The authors declare no competing interests.

AUTHORS ’ CONTR IBUT IONS

The analysis was designed by AJ and BH, with input from JS and GM. Data
extraction and cleaning was conducted by BH and EL. Analysis was carried out
by AJ. The first draft of the manuscript was written by AJ and revised by BH,
JS and GM. All authors have read and approved the final manuscript.

ACKNOWLEDGEMENTS

None declared.

FUNDING

This work was funded through internal funds of amfAR, the Foundation for
AIDS Research.

REFERENCES

1. UNAIDS. Global AIDS update 2020. 2020 Jul [cited 2020 Oct 28]. Available
from: https://www.unaids.org/en/resources/documents/2020/global-aids-report
2. Baral S, Rao A, Sullivan P, Phaswana-Mafuya N, Diouf D, Millett G, et al. The
disconnect between individual-level and population-level HIV prevention bene-
fits of antiretroviral treatment. Lancet HIV. 2019;6(9):E632–8.
3. Ortblad K, Baeten J, Cherutich P, Wamicwe J, Wasserheit J. The arc of HIV
epidemics in sub-Saharan Africa: new challenges with concentrating epidemics in
the era of 90–90-90. Curr Opin HIV AIDS. 2019;14(5):354–65.
4. Mayer K, Allan-Blitz L. Similar, but different: drivers of the disproportionate
HIV and sexually transmitted infection burden of key populations. J Int AIDS
Soc. 2019;22:e25344.
5. DeBeck K, Cheng T, Montaner J, Beyrer C, Elliott R, Sherman S, et al. HIV
and the criminalisation of drug use among people who inject drugs: a systematic
review. Lancet HIV. 2017;4(8):e357–74.
6. Kaiser Family Foundation. The U.S. president’s emergency plan for AIDS
relief (PEPFAR) [Online]. 2020 [cited 2020 Oct 13]. Available from:https://www.
kff.org/global-health-policy/fact-sheet/the-u-s-presidents-emergency-plan-for-aid
s-relief-pepfar/
7. amfAR. Following the money to key populations, national priorities, and
evidence-based budgeting. 2016 [cited 2021 Mar 12]. Available from: https://
www.amfar.org/following-the-money/
8. PEPFAR. 2020 Country operational plan guidance for all PEPFAR Countries.
2020 [cited 2020 Oct 13]. Available from: https://www.state.gov/wp-content/
uploads/2020/01/COP20-Guidance_Final-1-15-2020.pdf
9. PEPFAR. Announces new $100 million investment fund to expand access to
proven hiv prevention and treatment services for key populations [Online].
2016 [cited 2020 Oct 13]. Available from:https://reliefweb.int/report/world/pe
pfar-announces-new-100-million-investment-fund-expand-access-proven-hiv-pre
vention
10. Ochonye B, Foloyan M, Fatusi A, Emmanuel G, Adepoju O, Ajidagba B,
et al. Satisfaction with use of public health and peer-led facilities for HIV pre-
vention services by key populations in Nigeria. BMC Health Serv Res. 2019;19
(1):856.
11. Nguyen V, Phan H, Kato M, Nguyen Q, Le Ai K, Vo S, et al. Community-led
HIV testing services including HIV self-testing and assisted partner notification
services in Vietnam: lessons from a pilot study in a concentrated epidemic set-
ting. J Int AIDS Soc. 2019;22:e25301.
12. Reza-Paul S, Lazarus L, Maiya R, Venukumar K, Lakshmi B, Roy A, et al.
Delivering community-led integrated HIV and sexual and reproductive health

services for sex workers: a mixed methods evaluation of the DIFFER study in
Mysore, South India. PLoS One. 2019;14:e0218654.
13. PEPFAR. Monitoring, evaluation, and reporting indicator reference guide
v2.4. 2019 [cited 2020 Oct 13]. Available from: https://datim.zendesk.com/hc/
en-us/articles/360000084446-MER-Indicator-Reference-Guides
14. PEPFAR. Panorama Spotlight. [Online] [cited 2020 Jul 30]. Available from:
https://data.pepfar.gov/dashboards
15. PEPFAR. Financial classification reference guide v2.1. 2020 May [cited
2020 Oct 13]. Available from: https://datim.zendesk.com/hc/en-us/articles/
360015671212-PEPFAR-Financial-Classifications-Reference-Guide
16. PEPFAR. Where we work. [Online] [cited 2020 July 30]. Available from:
https://www.state.gov/where-we-work-pepfar/
17. amfAR, the Foundation for AIDS Research. PEPFAR country/regional opera-
tional plans (COPs/ROPs) database. [Online] [cited 2020 July 30]. Available
from: https://copsdata.amfar.org/
18. PEPFAR. PEPFAR 2018 country operational plan guidance for standard
process countries. 2018 [cited 2021 Mar 12]. Available from: https://na.usemba
ssy.gov/wp-content/uploads/sites/132/PEPFAR-COP18-Guidance_FINAL-1.pdf
19. United Nations. Standard country or area codes for statistical use, series
M, No. 49. [cited 2020 Oct 13]. Available from: https://unstats.un.org/unsd/me
thodology/m49/
20. amfAR. Is PEPFAR funding for key populations aligned with the epidemio-
logical burden? 2016 Jul [cited 2021 Mar 12]. Available from: https://www.amfa
r.org/pepfar-funding-key-populations/
21. amfAR. Data watch: data accessibility from global funders of HIV, TB, and
malaria programming. 2019 Oct [cited 2021 Mar 12]. Available from: https://
www.amfar.org/data-watch-accessibility/
22. PEPFAR. Tanzania country operational plan (COP) 2020 strategic directions
summary. 2020 [cited 2021 Mar 12]. Available from: https://www.state.gov/wp-
content/uploads/2020/07/COP-2020-Tanzania-SDS-FINAL.pdf
23. Russell A, Luba M, Mwehonge K, Lusimbo R, Milanga M, Kavanagh M. Civil
society demand for accountability to achieve the 90–90-90 targets: lessons
from Eastern and Southern Africa. Curr Opin HIV AIDS. 2019;14(1):41–5.
24. Health GAP. Rough guide to influencing and monitoring PEPFAR country
programs. 2020 [cited 2021 Mar 12]. Available from: https://healthgap.org/wp-
content/uploads/2020/01/PEPFAR-Watch-Activist-Guide-2020-English.pdf
25. Campbell C, Lippman S, Moss N, Lightfoot M. Strategies to Increase HIV test-
ing among MSM: a synthesis of the literature. AIDS Behav. 2018;22:2387–412.
26. Lorenc T, Marrero-Guillam�on I, Llewellyn A, Aggleton P, Cooper C, Leh-
mann A, et al. HIV testing among men who have sex with men (MSM): system-
atic review of qualitative evidence. Health Educ Res. 2011;26(5):834–46.
27. Mulongo S, Kapila S, Hatton T, Canagasabey D, Arney D, Kazida T, et al.
Applying innovative approaches for reaching men who have sex with men and
female sex workers in the democratic Republic of Congo. JAIDS J Acquir
Immune Defic Syndr. 2015;68:S248–51.
28. Mofizul Islam M, Topp L, Day C, Dawson A, Conigrave K. The accessibility,
acceptability, health impact and cost implications of primary healthcare outlets
that target injecting drug users: a narrative synthesis of literature. Int J Drug
Policy. 2012;23(2):94–102.
29. Djomand G, Bingham T, Benech I, Muthui M, Savva H, Alama S, et al.
Expansion of HIV preexposure prophylaxis to 35 PEPFAR-supported early pro-
gram adopters, October 2016–September 2018. Morb Mortal Wkly Rep.
2020;69(8):212–5.
30. Edwards S. What happened to PEPFAR’s $100M Key Population invest-
ment fund? devex. 2018 August [cited 2020 Oct 28]. Available from: https://
www.devex.com/news/what-happened-to-pepfar-s-100m-key-population-inve
stment-fund-93207
31. AVAC. An activist’s guide to influencing and monitoring KPIF rollout. 2019
Jul [cited 2021 Mar 12]. Available from: https://www.avac.org/resource/activist
%E2%80%99s-guide-influencing-and-monitoring-kpif-rollout

SUPPORTING INFORMATION

Additional Supporting Information may be found in the online
version of this article.
Table S1. Missingness of included indicators by country and
year, calculated as the % of targets which are in the national
total, but are not in the mechanism total

Jones A et al. Journal of the International AIDS Society 2021, 24(S3):e25753
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25753/full | https://doi.org/10.1002/jia2.25753

66

https://www.unaids.org/en/resources/documents/2020/global-aids-report
https://www.kff.org/global-health-policy/fact-sheet/the-u-s-presidents-emergency-plan-for-aids-relief-pepfar/
https://www.kff.org/global-health-policy/fact-sheet/the-u-s-presidents-emergency-plan-for-aids-relief-pepfar/
https://www.kff.org/global-health-policy/fact-sheet/the-u-s-presidents-emergency-plan-for-aids-relief-pepfar/
https://www.amfar.org/following-the-money/
https://www.amfar.org/following-the-money/
https://www.state.gov/wp-content/uploads/2020/01/COP20-Guidance_Final-1-15-2020.pdf
https://www.state.gov/wp-content/uploads/2020/01/COP20-Guidance_Final-1-15-2020.pdf
https://reliefweb.int/report/world/pepfar-announces-new-100-million-investment-fund-expand-access-proven-hiv-prevention
https://reliefweb.int/report/world/pepfar-announces-new-100-million-investment-fund-expand-access-proven-hiv-prevention
https://reliefweb.int/report/world/pepfar-announces-new-100-million-investment-fund-expand-access-proven-hiv-prevention
https://datim.zendesk.com/hc/en-us/articles/360000084446-MER-Indicator-Reference-Guides
https://datim.zendesk.com/hc/en-us/articles/360000084446-MER-Indicator-Reference-Guides
https://data.pepfar.gov/dashboards
https://datim.zendesk.com/hc/en-us/articles/360015671212-PEPFAR-Financial-Classifications-Reference-Guide
https://datim.zendesk.com/hc/en-us/articles/360015671212-PEPFAR-Financial-Classifications-Reference-Guide
https://www.state.gov/where-we-work-pepfar/
https://copsdata.amfar.org/
https://na.usembassy.gov/wp-content/uploads/sites/132/PEPFAR-COP18-Guidance_FINAL-1.pdf
https://na.usembassy.gov/wp-content/uploads/sites/132/PEPFAR-COP18-Guidance_FINAL-1.pdf
https://unstats.un.org/unsd/methodology/m49/
https://unstats.un.org/unsd/methodology/m49/
https://www.amfar.org/pepfar-funding-key-populations/
https://www.amfar.org/pepfar-funding-key-populations/
https://www.amfar.org/data-watch-accessibility/
https://www.amfar.org/data-watch-accessibility/
https://www.state.gov/wp-content/uploads/2020/07/COP-2020-Tanzania-SDS-FINAL.pdf
https://www.state.gov/wp-content/uploads/2020/07/COP-2020-Tanzania-SDS-FINAL.pdf
https://healthgap.org/wp-content/uploads/2020/01/PEPFAR-Watch-Activist-Guide-2020-English.pdf
https://healthgap.org/wp-content/uploads/2020/01/PEPFAR-Watch-Activist-Guide-2020-English.pdf
https://www.devex.com/news/what-happened-to-pepfar-s-100m-key-population-investment-fund-93207
https://www.devex.com/news/what-happened-to-pepfar-s-100m-key-population-investment-fund-93207
https://www.devex.com/news/what-happened-to-pepfar-s-100m-key-population-investment-fund-93207
https://www.avac.org/resource/activist%E2%80%99s-guide-influencing-and-monitoring-kpif-rollout
https://www.avac.org/resource/activist%E2%80%99s-guide-influencing-and-monitoring-kpif-rollout
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25753/full
https://doi.org/10.1002/jia2.25753

	Outline placeholder
	jia225753-tbl-0001
	jia225753-tbl-0002
	jia225753-tbl-0003
	jia225753-tbl-0004
	jia225753-tbl-0005
	jia2sup25753-bib-0001
	jia2sup25753-bib-0002
	jia2sup25753-bib-0003
	jia2sup25753-bib-0004
	jia2sup25753-bib-0005
	jia2sup25753-bib-0006
	jia2sup25753-bib-0007
	jia2sup25753-bib-0008
	jia2sup25753-bib-0009
	jia2sup25753-bib-0010
	jia2sup25753-bib-0011
	jia2sup25753-bib-0012
	jia2sup25753-bib-0013
	jia2sup25753-bib-0014
	jia2sup25753-bib-0015
	jia2sup25753-bib-0016
	jia2sup25753-bib-0017
	jia2sup25753-bib-0018
	jia2sup25753-bib-0019
	jia2sup25753-bib-0020
	jia2sup25753-bib-0021
	jia2sup25753-bib-0022
	jia2sup25753-bib-0023
	jia2sup25753-bib-0024
	jia2sup25753-bib-0025
	jia2sup25753-bib-0026
	jia2sup25753-bib-0027
	jia2sup25753-bib-0028
	jia2sup25753-bib-0029
	jia2sup25753-bib-0030
	jia2sup25753-bib-0031


