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Introduction

Learning objectives 

To outline the relationship between national health policies and 1. 
strategies and the health sector response to HIV.

To outline global and regional commitments to the HIV response, and 2. 
how they relate to strategic planning for the health sector response 
to HIV.

To better understand the relationship between national development 3. 
priorities and national AIDS priorities.

To describe the development, integration and implementation of 4. 
disease-specific programmes (e.g. HIV prevention and care) in the 
context of integrated primary health care.
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Module 1

Setting the scene for planning the health 
sector response to HIV/AIDS 

LEARNING OBJECTIVES

After completing this module participants will be able to:

Outline the relationship between national health policies and strategies 1. 
and the health sector response to HIV.

Outline global and regional commitments to the HIV response, and 2. 
how they relate to strategic planning for the health sector response 
to HIV.

Better understand the relationship between national development 3. 
priorities and national AIDS priorities.

Describe the development, integration and implementation of disease-4. 
specific programmes (e.g. HIV prevention and care) in the context of 
integrated primary health care.

Introduction
For maximum effectiveness and sustainability, a national strategy for the health sector’s 
contribution to the response to HIV needs to sit comfortably within a country’s overall 
health and development agenda. It needs to clearly establish the country’s priorities for 
HIV prevention, treatment and care and how the health sector will deliver these.

In most countries in the WHO South-East Asia Region, the response to HIV is a 
complex one, with many donors and partners involved. The Paris Declaration on Aid 
Effectiveness and the Accra Agenda for Action shift the ownership of and responsibility 
for strategic planning back onto countries. This sentiment is echoed by developments 
towards the direct funding of national strategic plans by the Global Fund to Fight AIDS, 
Tuberculosis and Malaria. It is now clear that maximum impact in the response to HIV 
comes when all efforts within a country are coordinated under a single plan. 
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The health sector has a leading contribution to make in the response to HIV. HIV 
is not just a health issue, and many countries have adopted multisectoral approaches 
so that other ministries and sectors such as Internal Security, Social Services, Prisons, 
Defense and Justice take up their responsibilities. Despite this multisectoral approach 
there is still a clear and essential role for the health sector to play in the response to 
HIV.

As defined by WHO, the health sector is “... wide ranging and encompasses 
organized public and private health services (including those for health 
promotion, disease prevention, diagnosis, treatment and care); health 
ministries; nongovernmental organizations; community groups; professional 
associations; as well as institutions which directly input into the health care 
system (e.g. pharmaceutical industry and teaching institutions).”

The workshop materials are intended to assist countries to more effectively take 
up their responsibilities for national health sector strategic planning.
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OBJECTIVE 1: To outline the relationship between national 
health policies and strategies and the health 
sector response to HIV

  20 min

Introduction
National health policies and strategies (NHPS) play a critical role in strengthening 
health systems, and in delivering effective interventions in an integrated approach which 
enables progress towards the achievement of health-related Millennium Development 
Goals (MDGs) and broader health improvements. NHPS vary considerably in their 
scope, quality, relevance, and influence over other ministries, and partners.

Health improvements depend upon effective interventions delivered by health systems. 
Health improvement requires coherent policies and a comprehensive approach that 
also addresses the social, environmental and economic determinants of poor health. 
Outcomes, interventions, programmes, and systems are brought together in a robust 
NHPS.

Programming for the health sector response to HIV must be based upon the wider 
NHPS, in such a way that reinforces national health priorities and maximizes synergies 
with other health programmes.

The ideal relationship between programme plans and NHPS is shown below: 
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This ideal relationship features NHPS as the over-arching national framework for 
health development, with programme plans (such as those for HIV) contributing various 
structural elements towards improved health outcomes.

The development of NHPS must be country-led. Such development requires an 
inclusive process of consultation in order to ensure shared ownership of the product. 
National policies, strategies and plans should also be used as a basis for aligning 
external support in order to reduce fragmentation and transaction costs.

The transformation of political commitment to outcomes, and the role that programmes 
can play, is detailed below:
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Within the health sector, the response to HIV needs careful strategic planning. 
HIV and AIDS remain somewhat apart from the usual or traditional medical and public 
health services provided by the health sector. Compared with more established service 
delivery programmes such as malaria, family planning, maternal and child health, and 
in-patient medical care, responses to HIV are afflicted by large resource differentials, 
both in terms of supply (i.e. available funding) and demand (i.e. costs of ART). As 
a result, strategic planning related to HIV in the health sector must be based upon 
precisely identified results, and be carefully managed to ensure that it fits into, and 
supports the implementation of, larger health sector planning frameworks.

Further, there can be difficulty distinguishing between HIV-specific services and 
other health services: hospital care for people with HIV is usually a part of overall 
hospital care, not a separate medical service. The same applies for logistics and supply 
chains for medicines, laboratory services and health worker training. As such, strategic 
planning for HIV needs to carefully identify and plan for:

the implementation of specific HIV-related interventions; �

HIV-related elements within broader health-care interventions; �

health system issues which impact upon HIV services; and �

how the delivery of HIV services impacts upon other service provision. �

The health sector is responsible for a significant proportion of HIV prevention, 
treatment and care services. The national response to HIV/AIDS takes place within the 
context of NHPS, as well as within a multisectoral framework. As such, a national plan 
for the health sector response to HIV/AIDS must be consistent with, and contribute to, 
both the national health plan and the national AIDS plan.

Good strategic planning must be flexible in order to:

accommodate differences in planning time frames; �

find ways to link different approaches and methodologies; and �

fit into the various results frameworks. �
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OBJECTIVE 2: To outline global and regional commitments 
to the HIV response, and how they relate 
to strategic planning for the health sector 
response to HIV

  20 min

Global and regional commitments
The global response to HIV is guided by a number of international commitments. The 
most important among these commitments are the Millennium Development Goals 
(MDGs), which were formally adopted by all Member States of the United Nations 
through the Millennium Declaration of 2000 and General Assembly resolutions of 2001 
and 2005.

The MDGs provide a blueprint for efforts to reduce poverty and improve the quality 
of life of disadvantaged communities worldwide. MDGs 4, 5 and 6 (i.e. Reducing Child 
Mortality, Improving Maternal Health and Combating HIV, Malaria and Other Diseases) 
are crucial to the overall success of the MDGs.

In addition to international commitments, numerous regional commitments related to 
HIV have been adopted to highlight specific challenges and priorities. In 2001, the first 
United Nations General Assembly Special Session on HIV/AIDS (UNGASS) adopted a 
Declaration of Commitment to respond to a growing epidemic, echoing global consensus 
to halt and reverse the spread of HIV as part of the broader MDGs. 

With the launch of the “3 by 5” Initiative in 2003, international and national partners 
galvanized unprecedented support to scale up access to HIV treatment to people 
living with HIV in low- and middle-income countries as a public health emergency. 
Subsequently, at the United Nations General Assembly High-level Meeting on AIDS in 
2006, countries committed to work towards universal access (UA) to comprehensive HIV 
prevention, treatment, care and support by 2010. This commitment was accompanied by 
an agreement to set national targets based on country-specific needs and resources. 
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“Universal access” means establishing an environment in which HIV 
prevention, treatment, care and support interventions are available, accessible 
and affordable to all who need them. It covers a wide range of interventions 
that are aimed at individuals, households, communities and countries.”

The document A strategy to halt and reverse the HIV epidemic among people who 
inject drugs in Asia and the Pacific 2010-2015 is a call to action and a roadmap to 
ensure that the HIV and hepatitis epidemics among people who use drugs, and their 
sexual partners, in the Asia-Pacific region will be halted. The strategy is designed 
to provide a regional framework, and it identifies issues and priorities and provides 
guidance to countries in the region for developing national strategic responses over 
the next six years. It shows the important link between halting the HIV epidemic and 
health and development, and will help countries achieve the United Nations Millennium 
Development Goal 6 that calls for a halt in and a reverse of the spread of HIV by 2015. 
The strategy also addresses new challenges and the responses required to overcome 
them and the need for evidence-based treatment for people who use drugs.

The document, Regional Strategy for the Prevention and Control of Sexually 
Transmitted Infections 2007-2015, describes the diversity of STI epidemics in the 
South-East Asia Region, and highlights opportunities for strengthening control efforts. 
It builds on regional successes and introduces new approaches endorsed in WHO’s 
global STI strategy. It describes how countries can take concrete steps to:

reduce the incidence of STIs in high-risk networks where most transmissions  �

take place;

improve STI services to further reduce morbidity and mortality; and �

strengthen STI surveillance to provide reliable data to guide the response. �

Some earlier regional commitments which have guided regional responses to HIV 
include the:

Bi-regional Strategy for Harm Reduction 2005-2009; �

Expanding Access to HIV/AIDS Treatment: A Strategic Framework for Action  �

at Country Level;

Regional Strategic Plan on HIV/TB; and �

HIV/AIDS Strategic Framework for the South-East Asia Region 2002-2006. �
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To bring about meaningful change, these international and regional commitments 
must be incorporated into national plans and translated into action at the national, 
sub-national and community levels.

References: 

A strategy to halt and reverse the HIV epidemic among people who inject drugs  �

in Asia and the Pacific 2010-2015, WHO SEARO/WPRO, UNAIDS, UNODC, 
GFATM, ANPUD, 2010 

 http://intranet.searo.who.int/LinkFiles/Publications_Harm_Reduction_Strategy2010-
2015.pdf

Regional Strategy for the Prevention and Control of Sexually Transmitted  �

Infections 2007-2015, WHO SEARO, 2007, ISBN 978-92-9022-295-8 
 http://intranet.searo.who.int/LinkFiles/Publications_WHO_Regional_Strategy_STI.

pdf
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OBJECTIVE 3: To better understand the relationship between 
national development priorities and national 
AIDS priorities

  15 min

National development priorities
National development priorities are typically described in a National Development Plan 
or a Poverty Reduction Strategy. Such documents provide a national macroeconomic 
framework which guides overall social and economic development activity, and outline 
measures aimed at enhancing economic growth, reducing inequality and improving 
quality of life. Health outcomes are usually clearly recognized within these documents. 
However, as HIV is sometimes less clearly articulated, it may be necessary to specifically 
detail how the anticipated HIV outcomes are linked to larger development issues and 
the wider macroeconomic policy debate.

National AIDS priorities
The overall national response to HIV is generally guided by a multisectoral strategic 
framework or national AIDS plan which reflects contributions of all sectors in addition to 
health. Development and implementation of the National AIDS Plan is often overseen 
by the National AIDS Commission/Council (NAC) or its equivalent.

The process of developing such a plan is more effective if it is inclusive and 
participatory, involving key government sectors, civil society organizations, the private 
sector, and community representatives1. This multisectoral response is guided by the 
principle of the ‘Three Ones’ which:

recognizes one national coordinating authority, with a broad-based multisectoral  �

mandate;

1 To facilitate this, in 2007 UNAIDS developed the Country Harmonization and Alignment Tool (CHAT): a tool to address 
harmonization and alignment challenges by assessing strengths and effectiveness of partnerships in the national AIDS 
response, available at http://data.unaids.org/pub/report/2007/jc1321_chat_en.pdf
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draws from one planning framework, which provides the basis for coordinating  �

the work of all partners; and 

follows one national system for monitoring and evaluating the response. �
2

The following diagram illustrates national development and planning frameworks.

2 Joint United Nations Programme on HIV/AIDS (UNAIDS). The ‘Three Ones’ key principles. UNAIDS: Geneva, 2004. 
http://data.unaids.org/pub/BrochurePamphlet/2004/threeones_keyprinciples_flyer_en.pdf
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OBJECTIVE 4: To describe the development, integration 
and implementation of disease-specific 
programmes (e.g. HIV prevention and care) 
in the context of integrated primary health 
care

  15 min

Primary health care
Most health sector interventions for HIV prevention and care are delivered by the health 
system. Health systems must be designed to deliver a set of effective clinical and public 
health interventions over the life course in order to achieve health improvements. A 
health system consists of all the organizations, institutions, resources and people whose 
primary purpose is to improve health. The six main components or “building blocks” 
of a health system include:

health service delivery; �

health workforce; �

health information system; �

medical products, vaccines and technologies; �

health systems financing; and �

leadership and governance. �

Recently, there has been renewed commitment to integrated primary health care3,4 

as the guiding framework for evolving health systems that improve health outcomes 
and reduce inequalities. Such systems aim to:

increase access, health equity and social justice for all people; �

be people-centred; �

promote and protect the health of communities; and �

make health authorities more accountable. �

3 World Health Organization (WHO). The World Health Report 2008 - Primary Health Care: Now More Than Ever. WHO: Geneva, 2008.  
http://www.who.int/whr/2008/whr08_en.pdf

4 World Health Assembly (WHA). WHA 62.12: Primary health care, including health system strengthening. WHA: Geneva, 22 May 2009. 
http://apps.who.int/gb/ebwha/pdf_files/A62/A62_R12-en.pdf



Module 1: Setting the scene for planning the health sector response to HIV/AIDS

12

When responding to HIV it is essential that systemic challenges are addressed in 
order to ensure adequate capacity to both deliver HIV services and respond to other 
health challenges. Recognizing that disease-specific programmes and integrated 
health systems approaches are mutually reinforcing and contribute to achieving the 
health-related MDGs, WHO encourages disease-specific programmes to be developed, 
integrated and implemented in the context of integrated primary health care.

Integration and synergies with other health programmes
Delivery of HIV services should be closely linked to the delivery of other health services. 
Strengthening and maximizing synergies between HIV and other health programmes 
should result in:

more efficient use of resources; �

more consistent delivery of related services; �

improved client satisfaction; and �

improved overall health outcomes. �

Because people at risk or living with HIV have a range of other health needs and 
concerns, HIV services must also be closely linked to services for tuberculosis (TB), 
sexual and reproductive health (SRH), and maternal and child health (MCH). Interventions 
to prevent the sexual transmission of HIV, and the transmission of HIV from mother to 
child, should be inseparable from programmes addressing sexually transmitted infections 
(STIs), family planning, and maternal, child and adolescent health.

Group discussion

  30 min

In the plenary session, participants will be asked to discuss:

In what ways is HIV/AIDS referred to in national health development?  �

How is the health sector response currently addressed at the country level?  �

How does it fit in with other health or national priorities? �

Assessing result-based nature of current plans. �
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Strategic planning

Introduction

Learning objectives 

To define the attributes of a good plan.1. 

To describe the steps required in developing a Strategic Plan.2. 

Exercise 2-A

To analyse available data and information to determine the nature 3. 
and extent of the HIV epidemic(s) in the country.

Exercise 2-B

To determine goals, objectives and strategies for the national 4. 
strategy.

Exercise 2-C

To determine the priority intervention areas for the national 5. 
strategy.

Exercise 2-D

To set targets and indicators for monitoring and evaluating the 6. 
implementation of the national strategy.

Exercise 2-E
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Module 2

Strategic planning

LEARNING OBJECTIVES

After completing of this module participants will be able to:

Define the attributes of a good strategic plan.1. 

Describe the steps required in developing a national HIV strategic 2. 
plan.

Analyse available data and information to determine the nature and 3. 
extent of the HIV epidemic(s) in the country.

Determine vision, goals, objectives and strategies for the National 4. 
Strategic Plan.

Determine the priority intervention areas for the national strategy.5. 

Set targets and indicators for monitoring and evaluating the 6. 
implementation of the national strategy.

OBJECTIVE 1: To define the attributes of a good plan

  30 min

Attributes of a good plan
A national plan to address HIV should serve as the main tool that sets priorities and 
direction for the responses and through which resources can be applied in order to 
achieve results at the level of institutions, individuals and the population. In the past, 
national HIV plans have often been characterized by a number of weaknesses. Common 
weaknesses can include:

insufficient analysis and justification of priorities; �
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inadequate links between activities and strategic objectives (outcomes/ �

impacts);

lack of clear and measurable targets, supported by reliable baseline data; �

lack of monitoring and evaluation systems; �

little consideration of requirements for effective programme development,  �

implementation and financing.

Reference: Strengths and weaknesses of HIV/AIDS strategies developed before 2006, 
Preparing National HIV/AIDS Strategies and Action Plans – Lessons of Experience, 
ASAP 2007, p. 8-11

Therefore, in developing new national strategic plans countries should aim to 
achieve the following:

Identify strategic priorities, based upon epidemiological, social, economic and  �

political imperatives.

Operationalize these priorities as a set of strategies (goals, objectives and  �

interventions) to be applied to achieve the desired results.

Determine the indicators and monitoring framework through which the achievement  �

of these goals, objectives or results can be assessed.

Describe governance structures and institutional frameworks through which  �

implementation is coordinated and supported, and accountability established.

Describe the resource envelope required for implementation, through costing,  �

spending and feasibility assessments.

A good national strategic plan should reflect a strong understanding of the exact 
nature of the HIV epidemic(s) in the country, contain appropriate evidence-based 
solutions, and describe effective systems for management and accountability. A set of 
attributes that should characterize national strategic plans has recently been described 
by the Working Group on Strategies and Plans of the International Health Partnership 
(IHP+). 

The attributes reflect a minimum list of components considered essential for a sound 
national strategic plan. First and foremost among these components is the focus of a 
national strategy on improving health outcomes. The attributes are articulated in terms 
of high-level principles. The attributes of a sound national strategic plan are organized 
into five categories as seen below.
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Component Characteristic

Situational 
analysis

Good evidence is the bedrock of sound planning. Good evi-
dence is essential to understanding the context and challenges 
that exist in a country, and enables planners to look for the right 
solutions to prevailing challenges.  
A national strategy must be based on a comprehensive and 
participatory situational and response analysis of the context, 
including the political, social, cultural, gender, epidemiological, 
legal and institutional determinants. 

Programming Planned interventions must be feasible, locally appropriate, eq-
uitable and based on evidence and good practices, including 
consideration of effectiveness and sustainability (both financial 
and programmatic).  Programme areas or interventions should 
be clearly prioritized. 
In decentralized health systems, there is an effective mecha-
nism to ensure that sub-national strategies and processes ad-
dress all main national-level goals and targets. The Health Sec-
tor HIV/AIDS Strategic Plan, including sub-strategies, must be 
consistent with the multisectoral HIV/AIDS Strategy, and with 
overarching national development objectives.
The Plan must uphold the human rights of individuals and com-
munities and contribute to reducing stigma and discrimination 
associated with HIV/AIDS. Planning must fully take into account 
the gender dimensions of programmes that influence, among 
other things, vulnerability and access to services. Attention also 
needs to be paid to ensuring equity in access to services and 
in health outcomes for all affected, especially for socially dis-
advantaged groups such as sexual minorities, the poor, immi-
grants and other hard-to-reach populations. 

Implementation 
and Management

The Plan should describe the governance, management and co-
ordination mechanisms for implementation, and for defining the 
roles, responsibilities and decision-making of all stakeholders. 
It should describe how resources – both financial and human – 
will be deployed to achieve clearly defined outcomes, including 
procurement, logistics and distribution; this should include 
resource transfer to the sub-national level and non-state actors. 
Operational plans should be regularly developed through a par-
ticipatory process and detail how strategic plan objectives will 
be achieved. 
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Component Characteristic

Finance and 
auditing

The plan should be fully costed and include a comprehensive 
budget of the programme areas covered by the national strat-
egy, including a financial gap analysis.  The financial manage-
ment system must be well described, including reporting against 
budgeted costs, accounting policies and processes, and audit 
procedures.

Results, moni-
toring and 
review

The plan's monitoring and evaluation framework should be 
clearly described and include multi-year targets that can be 
used to measure progress and make performance-based de-
cisions.  Joint periodic performance reviews should be speci-
fied and include health systems and the development of related 
strengthening measures. The use of monitoring and review 
information should be clear, and describe processes by which 
monitoring results can influence decision-making (including fi-
nancial disbursement).

Ensuring strategic coherence
While the above attributes help to define elements of a good strategy, it is vital that 
these attributes hold together with strategic coherence. 

The situation analysis is the basis upon which priorities are identified. The priorities 
are translated into a strategic framework which includes the definition of goals, objectives 
and interventions.
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The monitoring and evaluation (M&E) framework defines how the goals, objectives 
and interventions will be quantified and measured.

The financial framework defines the costs of the strategic elements and how they 
will be financed.

The operational framework defines how planning will be translated into action on 
the ground.

A common mistake in strategic planning is to have different components of the plan 
that are disjointed from each other, making it unclear how they are linked, i.e. M&E 
indicators which are not related to identified goals and objectives, or costs that are not 
clearly linked to interventions to be delivered. Ensuring such strategic coherence adds 
great strength to a strategic plan.

Achieving results
A common weakness in many programmes is that they tend to focus too much upon 
what is being done rather than upon what is being achieved, i.e. on actions rather 
than on outcomes. Focusing on achieving results is the essence of results-based 
planning. A programme exists to produce specific products and services which lead 
to certain outcomes which, in turn, impact upon people’s lives. The planning methods 
or terminology used in strategic planning do not matter so much as long as all the 
components of the plan are aligned in such a way that they contribute to achieving 
the intended results.

Results which a programme addresses are normally classified in different levels. 
Impact is the highest level of results that a programme can achieve. Impact means 
demonstrable change occurring at the population level in terms of quality of life and 
absence of poor health. Impact might result from a number of other factors besides 
the programme. The next level of results is outcomes, followed by outputs, and so on. 
The table below shows the hierarchy of results and the associated planning elements 
used in this guide.

Definitions
Goal: A broad statement of a desired, usually longer-term, outcome of a programme. 
Each goal has a set of related, specific objectives that, if met, will collectively permit 
the achievement of the stated goal. The goal formulates the general long-term sector 
or programme intervention intention with a commitment to outcome or impact (target) 
within a time frame, and is the highest level of aspiration towards higher-level goals 
(e.g. MDGs, Universal Access) in the logical framework or strategic plan.
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Objective: A statement of a desired programme or intervention result. Those meet 
the criteria of being specific, measurable, achievable, relevant, and time-bound 
(SMART).

Strategy: The approach being taken or the model being used to meet the objective. 
For example, harm reduction among drug users, increased access to VCT, increasing 
access to health services for most at-risk populations. 

Impact: The long-term, cumulative effect of sectors or programmes over time on what 
they ultimately aim to change. Impact at the population-level is rarely attributable to a 
single programme or intervention, but a specific programme or intervention may, together 
with other programmes or interventions, contribute to impact on a population.

Outcome: Measurable medium-to long-term effect of the programme or intervention. 
(e.g. people treated, infections averted, etc). 

Output: The result of programme or intervention activities; and the direct products 
or deliverables of programme/intervention activities, such as the number of HIV 
counselling sessions completed, the number of people served, the number of condoms 
distributed.
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Target: A quantifiable measure of result to be achieved. Targets can be defined at the 
level of goals, objectives, interventions or activities.

Intervention: A specific activity or set of activities intended to bring about change in specific 
aspect(s) of the status of the target population (e.g. testing and counselling, reducing 
mother-to-child transmission of HIV, providing antiretroviral therapy for AIDS, etc).

Activity: Actions taken, steps taken or work performed through which inputs such as 
human resources, funds, technical assistance, and other types of resources are utilized 
to produce specific outputs.

Input: The financial, human and material resources used in implementing a programme 
or intervention.

Results-based planning
Results-based planning is an approach to planning which ensures that all the elements 
of the plan are oriented towards achieving the intended results. It is constructed around 
the hierarchy of results to be achieved and demonstrates strategic coherence across 
the components of the plan.

The key elements of results-based planning are as follows:

Based on situation analysis. The situation analysis defines the problem being 
addressed, the status of the current response efforts and the unmet needs and existing 
gaps. The situation analysis must be the starting point of a plan. The plan must address 
the HIV epidemic as it exists and within the specific context. 

Defines clear results to be achieved. Drawing from the situation analysis, the plan 
should define clear priorities and results to be achieved during the planning period in 
order to have the desired impact on the epidemic. While the results chain is constructed 
from bottom up, the planning exercise should move from top to bottom. 

Planning should begin by identifying the required impact(s) expressed as the goal 
or goals of the plan. Thereafter, specific and actionable objectives should be identified, 
which contribute to reaching the goal(s) of the programme. The most appropriate 
intervention(s) to achieve a specific objective should then be identified. These should 
have clear targets for the period and sub-periods covered by the plan. Subsequently, the 
activities and resources necessary to deliver the interventions will also be identified. 

Identifies means to measure the results. If results cannot be measured, then there 
is no way of knowing whether they are being achieved and whether the programme is 
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doing what it is intended to do. A results-based plan will include appropriate indicators 
to measure the results. The indicators should be measurable and should be identified 
in accordance with the hierarchy of results. For example, there should be indicator(s) 
for each goal, objectives and interventions. It is better to have fewer indicators which 
can be reliably measured than numerous indicators which might be difficult to measure. 
The plan should also identify methods and mechanisms for collecting and analysing 
the indicators to enable constant assessment of progress in achieving the desired 
results.

Ensures adequate resourcing. It is important to ensure that there are adequate 
resources to implement the activities required to produce the desired results. If a plan 
proceeds without adequate resources, it is unlikely that all the intended results will be 
achieved. Where resources are inadequate the plan should be modified in such a way 
that the identified priorities will be matched by the available resources or available 
resources are first allocated to the highest priorities. 

Defines appropriate implementation arrangements. The plan should define 
implementation arrangements for achieving the goals and objectives. It will identify 
who will contribute to which results; how all the efforts will be coordinated; and how 
the capacity of implementers will be enhanced over the period of the plan to ensure 
that results are achieved.

Describes accountability mechanisms. The plan will also define how the programme 
will be accountable and to who. Accountability mechanisms are often built into the 
various institutional contexts of programme implementation. For example, government 
systems have various reporting and accountability processes within the Ministry of 
Health. However, programme accountability should go beyond institutions to include 
a broader range of stakeholders. A programme that is accountable to a wider range 
of stakeholders is more likely to produce expected results. Mechanisms such as joint 
programme reviews and programme evaluations often allow a wider range of 
stakeholders to be involved in assessing progress being made by the programme and 
enhance its accountability.

Approaches to results-based planning
There are a number of tools and approaches for results-based planning that have 
been developed over the years. The tools aim to assist planners to follow a systematic 
approach to planning to lead to achieving the desired results. Although the tools may 
vary in the terminology used, areas of emphasis or in approaches, they are all built 
around the same principles of planning which leads to results. 
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Some of the most widely used planning methods and approaches are:

Logical Framework Approach

The Logical Framework Approach (LFA) is based on a systematic approach to an 
analysis of the situation (problem definition) and of the options for addressing that 
situation. It establishes a logical hierarchy of means by which programme objectives 
will be reached, identifies potential risks and indicates how outputs and outcomes will 
be monitored. 

The result of this analytical approach is captured in a logical matrix (the Logframe). 
The matrix summarizes what the project intends to achieve and how, what the key 
assumptions are, and how the results will be measured.

Objective Oriented Project Planning (OOPP)

The Objective Oriented Project Planning (OOPP) approach also provides a systematic 
structure for identification, planning, and management of projects. It is essentially a 
modification of the Logical Framework Approach. The OOPP is developed mostly in 
a workshop setting with the involvement of principal interest groups. The main output 
is a planning matrix which highlights logical linkages between inputs, activities and 
expected results. 

Results-based management (RBM) 

The Results-based management (RBM) approach focuses on achieving and measuring 
results. It defines expected results based on situation analysis. It also defines a results 
chain (logic model) which depicts causal or logical relationships between the inputs, 
activities, outputs, and outcomes of a programme. The product of the analysis is a 
results matrix, which shows the hierarchy of expected results and how they will be 
measured.

Although these approaches apply slightly differing methods and use different 
terminologies, they are all based on the same principles of ensuring coherence in all 
elements of the plan that lead to desired results. 

The commonality between them is that they both focus on the ‘logical chain’ that 
connects the four levels together. At each level the sum of achievement must be 
necessary and sufficient to achieve the higher level. So inputs must be selected that 
are necessary and sufficient to achieve the output; the outputs must be necessary and 
sufficient to achieve the objective, or outcome; and so on.
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OBJECTIVE 2: To describe the steps required in developing 
a national HIV Strategic Plan

  60 min

Introduction
A strategic plan identifies the direction that the response to HIV by the health sector 
in a country should take over a given period of time. A strategic plan draws from a 
thorough analysis of the current and preceding situation with regard to HIV in the 
country, and identifies priorities and effective response strategies to be followed by 
the health sector.

A strategic plan does not need to be too detailed, but must be very clear on the 
direction of the response, the reasons behind such a response, and how to get there. 
National strategic planning can be a complex process as it:

involves the efforts and perspectives of a broad range of stakeholders; �

requires diversity of information; and �

addresses multiple strategies or interventions. �

Effective strategic planning depends not only upon managing the content and 
substance of the strategic plan, but also of managing the process of strategic planning 
itself. Effective strategic planning thus involves a series of interrelated activities. Important 
steps in developing a strategic plan include:

preparing for planning;1. 

involving stakeholders;2. 

conducting a situation analysis;3. 

setting priorities;4. 

defining the M&E framework;5. 

defining management and support systems;6. 

costing the plan; and7. 

finalizing the plan.8. 
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These steps do not a lways occur consecut ively,  but  can take place 
simultaneously.

For example, the process of involving stakeholders, and ensuring support and buy-
in, needs to be followed throughout the entire strategic planning process, even from 
the preparation stage.

Similarly, the identification of indicators should be done as soon as priorities are 
identified, to ensure that monitoring is possible. In the same way, costing can both inform 
and follow the identification of priorities, to ensure that the programme is affordable 
and feasible.

The strategic planning process should be managed in such a way that all of the 
steps complement each other.

1. Preparing for planning
As strategic planning is a complex process that involves a wide range of stakeholders, 
a variety of processes, and different types of information, resources and time, it is 
important to prepare well. Good preparation for strategic planning will:

ensure effective participation; �

save time; �

ensure better allocation and utilization of resources; and �

help focus. �

Important elements towards preparing for planning include the following:

Defining how the planning process will be managed. �

Defining the methods and approaches to be used. �

Identifying and compiling the required information. �

Developing a workplan and budget for planning. �

1.1 Defining how the planning process will be managed

Establishing effective structures for leadership and management of the process for 
strategic planning is critical to achieving legitimacy, ownership and efficiency, which is  
a critical part of the preparation. A number of structures have been found to contribute 
positively.
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A Steering Group, comprising senior officials in the Ministry of Health and key 
partners, can provide guidance and oversight during the planning process.

A Core Planning Team, ideally led by the HIV programme manager in the Ministry 
of Health and comprising technical staff from other key partners, can manage and 
provide technical coordination.

There will usually be various Technical Working Groups (TWGs) depending upon 
the issues being addressed in the strategic plan.

These structures would draw from existing mechanisms, whenever possible, and 
need to be formally designated in their planning roles with clear terms of reference 
(ToR). It is also common to involve various experts or consultants in specific tasks, 
such as data analysis, estimates, costing, or compiling the strategic plan.

1.2 Defining planning methods and approaches

There are various approaches to strategic and other kinds of planning being used 
internationally. It is important to define and achieve consensus for the approach, methods 
and processes to be used as early as possible. The strategic planning team should 
propose the conceptual framework and identify the tools to be used for planning.

The planning team should identify methods for consulting partners, collecting additional 
information and validating the plan. The planning team also needs to identify:

what kinds of training and capacity-building are required; �

what technical assistance will be needed; and �

what kinds of studies or synthesis reports will be required. �

These may be orientation and briefing workshops, technical workshops, or specific 
training related to the strategic planning process. In addition, technical assistance needs 
must be identified and planned for.

Reference: Preparing National HIV/AIDS Strategies and Action Plans – Lessons of 
Experience, ASAP 2007

1.3 Identifying and compiling the required information

It is often useful to assemble all relevant documents and other information which might 
be required prior to planning. This includes:

the national development plan; �

the national health plan; �
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the national AIDS plan; �

HIV surveillance reports; �

related epidemiologic/socioeconomic studies; �

reports on programme reviews; and �

expenditure information. �

This information should be made easily accessible to all those involved in the 
strategic planning process. It is sometimes useful to prepare summaries of relevant 
information contained within the relevant documents.

1.4 Developing a workplan and budget for planning

It is helpful to develop a workplan or roadmap that identifies:

various steps in the strategic planning process; �

time frames for the different steps; �

roles and responsibilities; and �

budget. �

The roadmap should provide information regarding when broader consultation will 
take place so that stakeholders can be informed of relevant dates well in advance.

The strategic planning process itself can be quite costly. A budget must be drawn 
up that details all costs that are expected to be incurred during the planning process. 
Once the strategic planning process has been costed, the required funds must be 
secured before planning begins.

2. Involving stakeholders
The essence of a strategic plan is that it provides an overall framework within which 
all stakeholders can understand their roles and make their contribution. It is essential 
that as many stakeholders as possible are involved in developing the strategic plan 
to ensure legitimacy, ownership and commitment to the plan. This involves putting in 
place processes that ensure regular and transparent consultations and participation. 
The three most critical areas in which wider stakeholders need to be involved are 
detailed below.

Ensuring early buy-in to the planning process

When the Steering Group and Core Planning Team are established, care should 
be taken to ensure that critically important stakeholders are involved. It may prove 
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beneficial to invite some of these important stakeholders to be members of the various 
planning groups, teams and committees. Inviting stakeholders to participate in this way 
enables partners to provide their perspectives and assent at each step of the planning 
process.

Building consensus around programme priorities

Various stakeholders must be involved in validating the situation analysis, including 
analysis of the strengths and weaknesses of the response. There should also be general 
consensus regarding the main priority areas to be addressed in the strategic plan.

Obtaining consensus on the draft plan

Once the draft strategic plan has been developed, interested parties must reach 
consensus on the contents and presentation of the plan. There are various ways 
through which consensus can be reached. A key step towards reaching consensus 
involves circulating a draft of the strategic plan to all key partners and allowing sufficient 
time for review and feedback. This provides the opportunity for partners to appreciate 
the complete picture, raise any additional concerns and correct factual errors. A 
consensus meeting provides a forum for partners to openly express their views and 
make compromises.
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1. Preparing for planning

Define how the planning process  �

will be managed.

Define the methods and  �

approaches to be used.

Identify and compile the required  �

information.

Develop a workplan and budget  �

for planning.

2. Involving stakeholders

Ensure early buy-in to the  �

planning process.

Build consensus around  �

programme priorities.

Obtain consensus on the draft  �

plan.

3. Conducting situation analysis

Socioeconomic context. �

Epidemiological analysis. �

Response analysis. �

Stakeholder analysis. �

Programmatic gap analysis. �

4.  Setting priorities

Based on situation analysis. �

Informed by other national  �

priorities.

Define the results to be  �

achieved.

Identify how best to achieve the  �

results.

5.  Defining M&E framework

Select indicators. �

Define information collection and  �

flow.

Establish feedback to  �

programme development.

6.  Systems development and 
management

Define management and  �

coordination arrangements.

Systems and capacity  �

development.

Planning and implementation at  �

decentralized levels.

7.  Costing the plan

Financial gap analysis. �

Resource mobilization. �

Financial management. �

8.  Finalizing the plan

Consensus on the draft plan. �

Assessment of the plan. �

Official endorsement. �

Dissemination of the plan. �

9.  Supporting plans

Specific intervention plans (e.g.  �

testing & counselling, IDU, 
PMTCT, ART, etc.).

M&E plan. �

Financing  � plan.

Strategic planning at a glance
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Exercise 2-A

Method: Country groups

On a flipchart, map the steps in developing a strategic plan in a flow diagram. Be as 
specific as possible. Think through the steps from the beginning of the process to the 
launch of the strategy.

Key resources:

Planning guide for the Health Sector Response to HIV/AIDS, WHO/HQ, 2010 �

Preparing National HIV/AIDS Strategies and Action Plans: Lessons of experience,  �

World Bank, 2007

Inform you facilitator when you are ready for a group discussion
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OBJECTIVE 3: To analyse available data and information to 
determine the nature and extent of the HIV 
epidemic(s) in the country

  90 min

Situation analysis
Situation analysis is about identifying the problem. It describes the extent of the 
epidemic, who is affected, what is driving it, and what is being done to address it.

It is important to get the situation analysis right, because the whole strategic plan 
will be derived from it. The strategic plan must be based upon evidence, and the 
situation analysis provides the evidence base for priorities and strategies identified in 
the plan.

The strategic plan must respond to the real situation as it is – not to uninformed 
ideas or guesses about what the situation is. A good situation analysis tries to interpret 
the actual situation in the country.

Most countries are not just at the start of their response to HIV, so the situation 
analysis should be developed by reviewing existing information and responses. The 
situation analysis should draw directly from situation analyses of the National Health 
Plan and the National AIDS Plan, and incorporate information from recent programme 
reviews, surveillance reports and related studies.

In general terms, the situation analysis needs to answer the following questions:

Who is currently being infected with HIV and why? �

What factors or driving forces make some people more likely to acquire or  �

transmit HIV than others?

Who gets to know their HIV status and how? �

Who accesses HIV treatment, care and support and who does not, and why? �

What obstacles exist to HIV prevention, treatment and care and are these  �

obstacles different for different populations?
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What has been done to reduce HIV transmission, increase knowledge of status  �

and access to treatment, care and support?

How effective has this been? �

In countries with concentrated HIV epidemics, the situation analysis needs to 
contain information about populations and communities most vulnerable to, and most 
affected by, HIV. In many countries these populations will include men who have sex 
with men, sex workers, sex worker partners and clients, and injecting drug users and 
their sexual partners, among others.

The situation analysis needs to include information on the estimated size, 
characteristics and needs of each of these populations in relation to HIV prevention, 
treatment, care and support. 

If there is a multisectoral National Strategic Plan for AIDS, much of the situation 
analysis may have been done already. The situation analysis for the Health Sector 
Strategic Plan should then draw from the multisectoral National Strategic Plan for 
AIDS and, if necessary, identify and expand upon specific issues relevant to the health 
sector response.

A situation analysis should highlight the following areas:

Socioeconomic analysis1. 

Socioeconomic analysis identifies the social determinants, vulnerabilities and drivers 
of the HIV epidemic which impact upon the health sector response. For example, 
poverty levels, methods of health financing, geographical location, etc. could each have 
significant implications for plans to scale up access to services like ART.

Epidemiological analysis2. 

Epidemiological analysis constitutes the core of the situation analysis, and describes 
how HIV transmission is occurring, associated risk factors, affected populations, and 
those who require treatment and care. The epidemiological analysis will form the basis 
for identifying the type of HIV epidemic in the country (i.e. generalized, concentrated, 
low-level) and broad priority areas for responding to it.
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Response analysis3. 

Response analysis examines what has been done so far by the health sector in 
responding to the HIV epidemic. Response analysis includes the assessment of results 
achieved so far, in terms of coverage and outcomes. It also assesses the strengths 
and weaknesses of the health sector response.

Stakeholder analysis4. 

Stakeholder analysis identifies the key stakeholders in the health sector response to 
HIV/AIDS. Stakeholder analysis includes determining who is doing what, who has an 
interest in the response, what their interest is, what contribution they are making, and 
what can be expected of them.

Programmatic gap analysis5. 

The situation analysis should define the unmet need for HIV prevention, treatment and 
care. It should also identify programmatic gaps, policy gaps and system weaknesses 
in the health sector response.
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Situation analysis

Aspect Details

Description of 
socioeconomic 
context 

Income levels, population distribution (age/sex, urban/rural), 
occupation (e.g. transportation, sex work, farming estates, uni-
formed, white collar, etc), educational status, traditions and the 
policy/legal environment.

Epidemiological 
status

Types of epidemic
This looks at the scale of the epidemic in general in the country. 
It includes determining the HIV prevalence and where the new 
infections come from, the number of people living with HIV, and 
the number of people requiring treatment and care. It also seeks 
to determine whether the country is experiencing a low-level 
epidemic, a concentrated epidemic or a generalized epidemic or 
a combination of the above. 

Main determinants of the epidemic and behaviours
An improved understanding of what factors contribute to HIV 
transmission in the population is necessary, and behaviours, in 
particular among Most-at-risk-populations. The possible contrib-
uting factors (individual, community/social, and structural) need 
to be studied through the existing methods.

Distribution
This describes how the epidemic is distributed in different parts 
of the country. It includes the distribution of HIV infections by 
administrative areas such as states, provinces, districts and 
communes. It should also identify areas where HIV is more con-
centrated, such as urban versus rural, along transport corridors, 
around lakes, along the coast, etc.

Affected populations
This describes population groups that are most affected by HIV/
AIDS. For the general population it is often important to consider 
distribution between male and female, and between age groups, 
and to consider characteristics of civil status, educational status 
and income levels. For concentrated epidemics it is important to 
identify the specific population groups most affected by HIV, such 
as sex workers, men who have sex with men, injecting drug us-
ers and others. Assessment of populations affected by HIV/AIDS 
should take into account issues such as the risk of infection and 
the need for treatment and care. 
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Aspect Details

Modes of transmission
It is necessary to determine what is causing new infections. 
This involves assessing the major modes of transmission in the 
country using existing tools (ref. the Modes of Transmission (MT) 
– UNAIDS/WHO). Major modes of transmission usually include 
heterosexual sex, sex between men, injecting drug use, mother-
to-child transmission and transmission in health-care settings. 
Assessing modes of transmission should also include analysis of 
factors associated with new infection or "drivers of the epidemic". 
These may include behaviour patterns such as multiple concur-
rent sexual networks, transactional sex, sex work, needle shar-
ing, etc. The questions that need to be answered are in summary 
the WHAT, WHERE, WHO and HOW of HIV transmission.

Response  
analysis

Service delivery
It is important to assess the types of services provided, who 
provided them, who were targeted and who accessed them. The 
appropriateness and adequacy of strategies and interventions 
to address the main modes of transmission (or drivers of the 
epidemic) should be assessed. 
Suggest also including assessment of funds allocation vis-à-vis 
priorities.
Some of the questions to be answered here are whether the right 
services were being delivered and whether these services were 
reaching the right people. 

Results achieved
This looks at how much has been achieved form previous and 
current efforts. This includes how far the response has met the 
intended and previously defined targets and current needs, in 
relation to the main challenges identified in the situation analysis. 
For example, it could look at changes that have occurred over 
the last planning period in HIV prevalence, incidence, mortality, 
morbidity and behaviour. 
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Aspect Details

Response  
analysis

Performance
In assessing performance of the health sector response to HIV/
IDS the focus should be on identifying factors that facilitated and 
constrained progress, looking at the changes in availability and 
coverage of services, identifying the health system weaknesses 
affecting HIV service delivery and how these have been ad-
dressed,  sustainability issues, etc. One way of assessing overall 
performance is by conducting a SWOT analysis (assessment of 
strengths, weaknesses, opportunities and threats).

Stakeholder analysis
It is essential to assess who are the major actors in the health 
sector response to HIV/AIDS and their respective contributions. 
The health sector includes a broad spectrum of actors including 
representatives of community groups, training institutions, private 
and faith-based providers, professional organizations such as the 
National AIDS Commission, politicians and senior policy-makers, 
people living with HIV/AIDS, implementers, service providers, 
collaborating programmes (e.g. TB, drug dependence, health 
manpower development institutions, etc), traditional leaders, 
religious leaders, civil society, development partners. 

Programmatic gap analysis
Gap analysis is the process of identifying gaps between the 
current state and the future or desired state. It helps understand 
‘where you are’, ‘where you want to be’ and ‘how you’re going to 
get there’. Gap analysis serves as a bridge between the situation 
analysis and priority setting. It identifies from the situation analy-
sis critical gaps in the current response and by so doing high-
lights potential priority areas of consideration in the new planning 
cycle.

Reading materials: 

National AIDS Programme Management training, Module 3 Determining programme  �

priorities and approaches, WHO SEARO 2007 

Planning guide for the Health Sector Response to HIV/AIDS, WHO/HQ �

Guidelines for Conducting a Review of the Health Sector Response to HIV,  �

WHO SEARO, 2008
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Regionally-specific frameworks to determine whether the extent to which approaches  �

being taken are evidence-based and comprehensive. These include:

For MSM:

Priority HIV and Sexual Health Interventions for Men who have Sex with Men  �

and Transgender People in the Asia-Pacific Region (WHO SEARO/WPRO, 
UNDPUNAIDS, APCOM, 2010);

Asia Regional Consultation on MSM HIV Care and Support – Meeting Report  �

(USAID Asia, UNDP, November 2009).

For IDU:

Report on people who inject drugs in the South East Asia Region (WHO SEARO,  �

2010);

A Strategy to halt and reverse the epidemic of HIV among people who inject  �

drug in Asia and the Pacific, 2010 – 2015 (WHO SEARO/WPRO, UNAIDS, 
UNODC, 2010).

For sex workers:

Toolkit for monitoring and evaluating interventions for sex workers (WHO SEARO/ �

WPRO, 2009).
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Exercise 2-B 
Situation analysis

Method – Country groups – 60 minutes

If it is going to succeed, the Strategic Plan must be developed based on a clear 
understanding of the exact nature of the HIV epidemic (or epidemics) in your country. 
Countries have adopted “one size fits all” plans in the past only to find that they provide 
the country and the people responding to HIV with very little clear information about 
how to proceed.

Start from what you know, and make sure that you critically analyze this data and 
information. Remember to use data and information, not just numbers, but information 
you have from formal and informal literature about the drivers of the epidemic.

Key sources of information for this:

BBSS reports.•	

UNGASS reports.•	

Social and operational research.•	

Global Fund applications and re-•	
ports.

Service use data (STI/TB/VCT).•	

Reviews and situation assessments •	
for donor funding.

Other donor reports and assess-•	
ments.

MDG and HSS reports.•	

Population size estimation reports.•	

ART and other clinical data.•	

Set out your situation assessment on a flipchart and be prepared to report back 
to the larger group



Module 2: Strategic planning

25

Fill out the following table, individually, in country groups (one for each country):

Population Data and information Source, date, sample 
characteristics

Sex workers

HIV prevalence

STI prevalence

The context of HIV risk

Population size

Sub-population 
characteristics
(Are some sub-
populations more 
vulnerable or affected 
than others?)
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Population Data and information Source, date, sample 
characteristics

Related populations
(clients of SW, MSW, 
IDU, most-at-risk 
adolescents)

Co-infection 
information (TB, HCV)
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Exercise 2-B

Population Data and information Source, date, sample 
characteristics

Men who have sex with men

HIV prevalence

STI prevalence

The context of HIV risk

Population size
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Population Data and information Source, date, sample 
characteristics

Sub-population 
characteristics
(Are some sub-
populations more 
vulnerable or affected 
than others?)

Related populations
(MSW, IDU, most-at-
risk adolescents)

Co-infection 
information (TB, HCV)
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Exercise 2-B

Population Data and information Source, date, sample 
characteristics

Injecting drug users

HIV prevalence

STI prevalence

The context of HIV risk

Population size
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Population Data and information Source, date, sample 
characteristics

Sub-population 
characteristics
(Are some sub-
populations more 
vulnerable or affected 
than others?)

Related populations
(Prisoners, SW, most-
at-risk adolescents)

Co-infection 
information (TB, HCV)
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Exercise 2-B

Population Data and information Source, date, sample 
characteristics

Other (specify)
Migrant workers? Most-at-risk adolescents, particular geographical or ethnic 
populations? 

HIV prevalence

STI prevalence

The context of HIV risk

Population size
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Population Data and information Source, date, sample 
characteristics

Sub-population 
characteristics
(Are some sub-
populations more 
vulnerable or affected 
than others?)

Related populations

Co-infection 
information (TB, HCV)
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Exercise 2-B

Population Data and information Source, date, sample 
characteristics

Cross-cutting (general population)

Transmission from 
mother to child

Transmission in other 
settings (health-care, 
blood transfusion etc)

Other

Key questions:
What are your key data and information gaps?1. 

How can these be filled?2. 

What does your National Strategy need to say about this?3. 

What else do you need to consider in analysing the HIV situation?4. 

Let your facilitator know when you have completed the table and are 
ready to discuss 
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OBJECTIVE 4: To determine vision, goals, objectives and 
strategies for the National Strategic Plan

  80 min

Introduction

Vision, goals, objectives, strategies, interventions and targets

In a strategic plan, the programme priorities constitute the strategic framework and they 
are expressed as goals, objectives, strategies, interventions and targets.

Vision and/or mission statement

A strategic plan may sometimes contain a vision and/or mission statement.

A vision is a political statement that communicates an ideal picture of a desired 
future that is aspired for in the long-term. A vision should be motivating and challenging, 
in order to stimulate good planning and implementation.

A mission statement describes what a particular organization aims to achieve. 
A mission statement might be more appropriate in an operational plan, or a specific 
organizational plan, rather than in a national strategic plan which encompasses the 
contributions of many institutions.

Goal(s)

A goal is a broad statement of the desired impact of the programme during the period of 
the strategic plan. A goal describes desired change at the population level, for example, 
in terms of HIV infections and quality of life. The goals, although broad in scope, still 
need to be quantifiable and include targets. 

Although targets are often ambitious, it is preferable that they stay realistic and 
take into account factors such as financial and human resources, institutional capacity, 
health systems, and the national sociopolitical environment. Goals of the health sector 
response to HIV/AIDS are sometimes clearly articulated in a National Health Plan or 
a National AIDS Plan.
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Objectives

Objectives define what is to be done for the goals of the programme to be achieved. 
One or more objectives directly contribute towards achieving a goal. Objectives 
describe the change that should occur at the level of individuals, and often relate to 
behaviour change or access to interventions. Objectives should be specific, measurable, 
achievable, realistic, and time-bound (i.e. SMART). Objectives should also have clearly 
defined baselines and targets.

Strategies 

Strategies set out the approach you are going to take of the model you are going to 
use to achieve the objective. For example, a strategy for reducing mother-to-child 
transmission of HIV is to provide PMTCT services through antenatal and primary care 
clinics, including VCT and ART for positive pregnant women and PMTCT treatment for 
women who are diagnosed with HIV late in pregnancy; and a strategy for reducing the 
impact of HIV among drug users is harm reduction programmes that provide information, 
access to clean needles and syringes, access to drug substitution and treatment and 
primary health care. To differentiate “strategies” from “interventions” think of strategies 
as the broad approaches that you are going to take, and interventions as the things 
you will provide within those broad approaches.

Interventions

Interventions are packages of services intended to bring about specific change. For 
example, ART is an intervention for treating AIDS, and is delivered as a combination of 
clinical assessment, laboratory services, pharmacy services, and community services, 
among others. Implementing interventions leads to institutional changes linked to service 
outputs, such as increased accessibility and quality of services.

There are a number of considerations that can be made when selecting interventions. 
The most important consideration is whether the particular intervention is appropriate for 
the condition that it is addressing. Other considerations include feasibility, acceptability 
and affordability.

Targets

Having decided upon the programme goals, objectives and interventions, it is necessary 
to set targets. Target setting is a way of quantifying what is to be achieved at each 
level. Targets should, therefore, be quantifiable.
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When defining targets, it is necessary to consider the level likely to have the 
required impact. However, targets should also be realistic and take into account existing 
capacity to achieving them. Planning teams should avoid setting targets which cannot 
be achieved.

Basic population and epidemiological approaches are used to determine the coverage 
level of selected interventions required in order to achieve the outcome/objective and 
the planned impact. Many countries use MDG, UNGASS and/or Universal Access 
targets.
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Exercise 2-C 
Goals, objectives and strategies

Method: Country groups

Reflect on the situation analysis and response analysis information and complete  �

the tables below: 

What is the overall goal, objectives and strategies of your national 
HIV/AIDS programme?

Remember: A goal is a broad statement of the desired impact of the programme during 
the period of the strategic plan. A goal describes desired change at the population level, 
in terms of HIV infections and quality of life. The goals, although broad in scope, still 
need to be quantifiable and include targets. Although targets are often ambitious, it is 
preferable that they stay realistic and take into account factors such as financial and 
human resources, institutional capacity, health systems, and the national sociopolitical 
environment. Goals of the health sector response to HIV/AIDS are sometimes clearly 
articulated in a National Health Plan or a National AIDS Plan.

What are the main objectives that you will need to put in place to 
achieve that goal? 
Remember: Objectives define what is to be done to achieve the goals of the programme. 
One or more objectives directly contribute towards achieving a goal. Objectives 
describe the change that should occur at the level of individuals, and often relate to 
behaviour change or access to interventions. Objectives should be specific, measurable, 
achievable, realistic, and time-bound (i.e. SMART). Objectives should also have clearly 
defined baselines and targets.
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What broad strategies will you adopt?
Remember: Strategies set out the approach you are going to take of the model you are 
going to use to achieve the objectives. For example, a strategy for reducing mother-
to-child transmission of HIV is to provide PMTCT services through antenatal and 
primary care clinics, including VCT and ART for positive pregnant women and PMTCT 
treatment for women who are diagnosed with HIV late in pregnancy; and a strategy 
for reducing the impact of HIV among drug users is harm reduction programmes that 
provide information, access to clean needles and syringes, access to drug substitution 
and treatment and primary health care. To differentiate “strategies” from “interventions” 
think of strategies as the broad approaches that you are going to take, and interventions 
as the things you will provide within those broad approaches.
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OBJECTIVE 5: To determine the priority intervention areas 
for the national strategy

  180 min

Setting priorities
Prioritization is the essence of any planning exercise. Prioritization could entail deciding 
upon what should be done versus what should not be done. It could mean identifying 
what should be done first versus what should be done later. Prioritization could also 
mean identifying where to place most efforts amongst the many things being done.

As there are usually many more needs than the resources and capacity to address 
the needs, it is necessary to carefully identify priority areas for the HIV response. 
Ideally, such priority areas should result in the most benefits for the greatest number 
of people, and respond directly to the situation analysis. However, in setting priorities, 
it is also necessary to accommodate the views, perspectives and interests of many 
stakeholders.

Key considerations in determining programme priorities are set 
out below:
Base them on the situation analysis: It is important that priorities must be based 
upon the prevailing context of the HIV epidemic as identified in the situation analysis. 
The situation analysis should directly inform the selection of priorities for responding 
to the epidemic. For example, population groups identified in the situation analysis as 
accounting for the greatest number of infections, or the largest unmet needs, must be 
correspondingly identified in the programme priorities.

Draw from other national priorities: Priorities for the health sector response to  
HIV/AIDS must also be informed by other related national priorities. Where HIV 
priorities have been clearly defined in the national development plan, the national 
health plan and the national AIDS plan, they should become the priorities of the health 
sector strategic plan. Where HIV priorities have to be reformulated or expanded, it is 
necessary to ensure that they are consistent with, and contribute to, higher-level health 
and development frameworks.
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Define the results to be achieved: Priorities should identify the results to be achieved 
over the period covered by the strategic plan. It is important to identify the desired 
change, beginning at the level of impact and proceeding to lower levels. For example, 
the desired change might be to have new infections reduced, or HIV-related mortality 
reduced (in the general population, or amongst a specific population) by a specific 
margin.

Identify how best to achieve the results: In addition to defining the desired results to 
be achieved during the period of the strategic plan, it is also important to reflect upon 
and identify ways in which those results will be best achieved. For example, for the 
priority to reduce new infections and reduce HIV-related mortality, it will be necessary 
to identify, respectively, what should be done, among which population groups and by 
how much.
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Considerations in priority setting by epidemic type

HIV epidemic

Low-level HIV epidemics

HIV may have existed for many years, but it has never spread to substantial levels 
in any sub-population. Recorded infection is largely confined to individuals with 
higher risk behaviour: e.g. sex workers, drug injectors, and men having sex with 
other men. Numerical proxy: HIV prevalence has not consistently exceeded 5% in 
any defined sub-population.

Concentrated HIV epidemics

HIV has spread rapidly in a defined sub-population, but is not well-established in the 
general population. This epidemic state suggests active networks of risk within the 
sub-population. The future course of the epidemic is determined by the frequency 
and nature of links between highly infected sub-populations and the general 
population. Numerical proxy: HIV prevalence is consistently over 5% in at least one 
defined subpopulation, but is below 1% in pregnant women in urban areas.

Generalized HIV epidemics

In generalized epidemics, HIV is firmly established in the general population. 
Although subpopulations at high risk may contribute disproportionately to the 
spread of HIV, sexual networking in the general population is sufficient to sustain 
an epidemic independent of sub-populations at higher risk of infection. 

Numerical proxy: HIV prevalence consistently over 1% in pregnant women. Within 
generalized epidemics, there is a large range of HIV prevalence, including countries 
with HIV prevalence greater than 15%. The guidance provided for generalized 
epidemics in this document would also apply to these epidemics.
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Considerations

In all epidemics:

Place top priority on accelerating prevention. �

Start with geographical areas and populations where HIV is spreading/likely  �

to spread most rapidly.

Focus on interventions with most proven effectiveness and impact (e.g. harm  �

reduction instead of IEC for IDUs.

Plan treatment and care services that are accessible and will be used by  �

those affected or targeted.

In low-level epidemics:

Recognize that affected individuals are often from marginalized populations  �

and subject to stigma and discrimination.

Plan service delivery to match the distribution, needs and accessibility of  �

people most-at-risk of infection and people living with HIV.

Emphasize prevention targeting populations at increased risk and their direct  �

contacts, so HIV incidence remains low.

In concentrated epidemics:

Target interventions to most-at-risk populations, usually sex workers,  �

transgender people, injecting drug users, and men who have sex with men 
and prisoners.

In generalized epidemics:

Select service delivery approaches able to address the high risk of infection  �

and new infections.

Multiple affected groups, and large numbers of people requiring treatment  �

and care.

Decentralize HIV services to health centres and into the community. �

Integrate HIV prevention, treatment and care services within primary care. �
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List of interventions

1. Enabling people to know their HIV status  

1.1 Client-initiated HIV testing and counselling.

1.2 Provider-initiated HIV testing and counselling.

1.2.1 Family and partner HIV testing and counselling.

1.2.2  Infant and children HIV testing and counselling.

1.3 Blood donor HIV testing and counseling.

1.4 Laboratory services for HIV diagnosis.

2. Maximizing the health sector’s contribution to HIV prevention 

2.1  Preventing sexual transmission of HIV.

2.1.1  Promoting and supporting condom use.

2.1.2  Detecting and managing sexually transmitted infections.

2.1.3  Safer sex and risk reduction counselling.

2.1.4  Male circumcision.

2.1.5  Prevention among people living with HIV.

2.1.6  Interventions targeting most-at-risk populations.

2.1.7  Specific considerations for HIV prevention in young people.

2.1.8  Specific considerations for vulnerable populations.

2.1.9 Non-occupational post-exposure prophylaxis.

2.2  Interventions for injecting drug users.

2.2.1  Needle and syringe programmes.

2.2.2  Drug dependence treatment.

2.2.3  Information, education and communication for IDUs.

2.3  Prevention of HIV in infants and young children.

2.3.1  Family planning, counselling and contraception.

2.3.2  Antiretroviral medicines to prevent HIV infection in infants.
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2.3.3  Treatment, care and support for women living with HIV, their 
children and families.

2.3.4  Infant feeding counselling and support.

2.4  Prevention of HIV transmission in health settings.

2.4.1  Safe injections.

2.4.2  Safe waste disposal management.

2.4.3  Occupational health of health care workers.

2.4.4  Occupational post-exposure prophylaxis.

2.4.5  Blood safety.

3. Accelerating the scale-up of HIV/AIDS treatment and care 

3.1  Interventions to prevent illness.

3.1.1  Cotrimoxazole prophylaxis.

3.1.2  Preventing fungal infections.

3.1.3  Vaccinations.

3.1.4  Nutritional care and support.

3.1.5  Providing safe water, sanitation and hygiene.

3.1.6  Preventing malaria 

3.2  Treatment and care interventions.

3.2.1  Antiretroviral therapy for adults, adolescents and children.

3.2.2  Managing opportunistic infections and co-morbidities.

3.2.3  Palliative care.

3.2.4  Tuberculosis prevention, diagnosis and treatment.

3.3 Laboratory services.  

4. Strengthening and expanding health systems 

4.1  Service delivery. 

4.1.1  Integration and linkage of health services.

4.1.2  Infrastructure and logistics.

4.1.3  Demand for services.
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4.1.4  Management. 

4.1.4.1  Strengthening management systems. 

4.1.4.2  Ensuring the technical quality of services. 

4.2  Health workforce. 

4.3  Medical products and technologies.  

4.4 Financing.  

4.5  Leadership and governance.  

4.5.1 Coalition building and partnerships. 

4.5.1.1  Involving people living with HIV.  

4.5.1.2  Involving civil society and the private sector. 

4.5.2  Addressing stigma and discrimination.  

4.5.3  Delivering gender-responsive HIV interventions. 

5. Investing in strategic information 

5.1  Strengthening health information systems. 

5.2  Surveillance of HIV/AIDS and sexually transmitted infections. 

5.3  Monitoring and evaluation of the health sector response.  

5.3.1  Monitoring health sector HIV programmes.  

5.3.2  Global monitoring and reporting.  

5.3.3  Patient monitoring systems. 

5.3.4  Prevention and assessment of HIV drug resistance. 

5.3.5  Pharmacovigilance.  

5.3.6  Evaluation.  

5.4  Research  

5.4.1  Operational research.  

5.5  Using data effectively for programme improvement.  

5.5.1  Situation analysis. 

5.5.2  Setting targets. 

5.5.3  Data quality. 
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6.  Operationalizing the health sector response 

6.1  Operational management.  

6.2  Strategic review and re-planning.  

6.2.1  Overcoming bottlenecks.  

6.2.2  Responding to controversial, sensitive and emerging issues. 

6.3  Planning and managing implementation. 

6.4  Planning for low-level epidemics.  

6.4.1  Prevention services.  

6.4.2  Treatment and care services.  

6.4.3  Considerations for middle-income countries. 

6.5  Planning for concentrated epidemics. 

6.5.1  Targeted interventions and service delivery models. 

6.5.2  Understanding most-at-risk populations (MARPs). 

6.5.3  Priority focused interventions and delivery approaches.  

6.5.3.1  Services for sexually transmitted infections. 

6.5.3.2  Services for injecting drug users. 

6.5.3.3  Services for sex workers. 

6.5.3.4  Services for men who have sex with men.  

6.6  Planning for generalized HIV epidemics. 

6.6.1  Prevention. 

6.6.2  Decentralization of integrated prevention, treatment and care.  

6.6.2.1  Community mobilization and involvement of people 
living with HIV. 

6.6.2.2  Most-at-risk groups in generalized epidemics.  

6.6.2.3  Where to implement: health facility or community?.  
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Key reading:
National AIDS Programme Management training, Module 3 Determining programme  �

priorities and approaches, WHO SEARO 2007

National AIDS Programme Management training, Module 6 Implementing  �

prevention, treatment and care strategies, WHO SEARO 2007

National AIDS Programme Management training, Module 4 Targetted HIV  �

prevention and care interventions, WHO SEARO 2007

Priority Interventions – HIV/AIDS Prevention, treatment and care in the health  �

sector, WHO HIV/AIDS Department, Version 1.2 May 2009

For specific strategies:
MSM:

Priority HIV and Sexual Health Interventions for Men who have Sex with Men  �

and Transgender People in the Asia-Pacific Region (WHO SEARO/WPRO, 
UNDP, UNAIDS, APCOM, 2010);

Asia Regional Consultation on MSM HIV Care and Support – Meeting Report  �

(USAID Asia, UNDP, November 2009).

IDU:
Report on people who inject drugs in the South-East Asia Region  � (WHO SEARO, 
2010);

A Strategy to halt and reverse the epidemic of HIV among people who inject  �

drug in Asia and the Pacific, 2010 – 2015 (WHO SEARO/WPRO, UNAIDS, 
UNODC, 2010).

Sex workers:

Toolkit for monitoring and evaluating interventions for sex workers �  (WHO SEARO/
WPRO, 2009).

Sexual health:

Regional Strategy for the Control of Sexually Transmitted Infections 2007 –  �

2015, WHO SEARO

http://www.searo.who.int/LinkFiles/Publications_WHO_Regional_Strategy_STI.pdf

VCT:

Voluntary HIV Counselling and Testing : Manual for Training of Trainers – Module 1  �

Sub-module 5, Role of VCT in HIV prevention and care, WHO SEARO, 2007

http://www.searo.who.int/EN/Section10/Section18/Section1562.htm
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Exercise 2-D 
Determining priority interventions

Look at the objectives that you have outlined in exercise 2-C. How are these going 
to be met?

Take the examples in the following table and work through the interventions that 
you will need to undertake to reduce HIV transmission or to improve the health and 
well-being of PLHIV.

Substitute your own objectives for the ones above if they are different. �

Remember that people can belong to more than one MARP at the same time  �

– sex workers use drugs sometimes, MSM can be sex workers and/or drug 
users – so think about the environments that you want to target and not just 
the populations.

Remember that reducing the burden of ulcerative STIs reduces HIV transmission  �

and acquisition.

Think about who will deliver these interventions and where – what partnerships  �

will you need – can some be delivered through existing primary health care, 
through NGOs? 

Remember also that telling someone to use a condom once does not generally  �

lead to sustained behaviour change – how will you ensure that these interventions 
are sustained among MARPS?

Try to remain focussed – WHAT CAN THE HEALTH SECTOR DO? �
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Objectives Priority target 
populations

Priority 
interventions 

(Who will deliver 
these?)

Reduce sexual 
transmission

Reduce 
transmission 
through injecting 
drug use

Reduce the 
transmission of 
HIV from mother 
to child
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Objectives Priority target 
populations

Priority 
interventions 

(Who will deliver 
these?)

Improve STI 
prevention, 
treatment and 
care

Prevent 
transmission of 
HIV in health-care 
settings

Create an 
enabling 
environment for 
programmes and 
services
(eg. reduction 
of stigma and 
discrimination by 
HCW, removal of 
access barriers)
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Objectives Priority target 
populations

Priority 
interventions 

(Who will deliver 
these?)

Maximize the 
health of PLHIV 
through increased 
knowledge of 
HIV status and 
increased access 
to ART and clinical 
care 

Improve the 
strategic 
information 
that drives the 
response

Improve health 
systems 
–infrastructure, 
laboratory 
support, clinical 
care settings, 
human resource, 
etc
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OBJECTIVE 6: To determine the priority interventions for 
the national strategy

  90 min

Introduction
With regard to targeted interventions, coverage refers to their availability to, and 
utilization by, the populations concerned. There are many examples of model projects, 
innovative pilots and “best practices” that provide good services but reach only a small 
fraction of the population in need. 

In the South-East Asia (SEA) Region as a whole, for example, only 20% of sex 
workers, 3% of injecting drug users (IDUs) and 2% of men who have sex with men 
(MSM) are estimated to have access to even basic HIV prevention services. Even 
the best interventions will have little public health impact if they are implemented on 
a limited scale.

Programme managers should try to estimate needs and set targets to increase the 
coverage of priority interventions. This task requires some information about existing 
services, geographical distribution and the size of the populations in need (see Module 
1). With this information, programme managers can set coverage targets that can be 
used to guide programme activities and monitor progress. Depending on the information 
available, targets can be set and coverage monitored in several ways:

by geographical distribution, such as on the basis of administrative units (district,  �

province, etc.);

by individuals, based on population estimates; �

by combining the two methods for a more complete picture. �

Estimates of coverage by geographical distribution are simpler because they do 
not require accurate estimates of population sizes. They do, however, require some 
analysis to decide which geographical units to include as the denominator. For example, 
a country with a low-level epidemic may decide that risk is concentrated in only 20% of 
districts with large urban populations and along borders. It would be reasonable to use 
these districts as the denominator for coverage targets. Similarly, when setting an 80% 
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target for interventions among sex workers within two years, it would not make sense 
to use all districts as the denominator; rather, one would aim to establish interventions 
in 80% of targeted districts. Review the steps below and think about how this method 
of setting targets might work in your country.

Example

 
1. Review 
information

 
3. Set 

coverage 
targets

 
2. Select 
priority 
areas

Use second-generation 
surveillance data 
to identify affected 
geographical areas

In highly concentrated 
epidemics, focus 
on places with HIV/ 
sexually transmitted 
infection (STI) and risk 
behaviours

Set coverage targets 
using number of 
priority districts as 
denominator

In country X, HIV has been 
found almost exclusively in 
urban districts where most 
sex work and injecting drug 
use is known to take place

20 urban districts have 
been identified with 
significant risk activity, 
high STI and variable 
HIV prevalence. There 
is consensus that these 
are priority districts for 
prevention.

Plans are made to start 
interventions with sex 
workers and IDUs in all 20 
cities. A coverage target of 
80% is set to have at least 
one intervention in 16 cities 
by the end of next year. 
16/20=80%

Estimates of coverage by individuals require more data on the size of populations 
(denominator) and plans for periodically measuring the number of people reached by 
interventions or services. While estimating coverage, priority should be given to populations 
most at risk, such as sex workers, MSM and IDUs. It may also be useful to set a time 
frame for the coverage target, for example in the short, medium and long term. 

A target from the country depicted above may be to reach 80% of sex workers in 
priority districts by the end of two years. This would require a system for recording 
new contacts with sex workers to track the cumulative number reached (numerator 
data). Examples of these two approaches are given in the exercises below. In both 
cases, targets can be expressed as absolute numbers (for example, at least 16 out of 
20 districts) or as percentages (at least 80%).
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The basic steps in setting targets and monitoring progress include:

Assessing available data and deciding whether to set targets based on 1. 
geographical units or individual coverage.

Considering feasibility with regard to health system capacity, available resources, 2. 
etc. This should include consultation with a range of partners.

Estimating denominators as appropriate to the method chosen in Step 1.3. 

Monitoring numerator data (new districts added or new contacts) over time.4. 

While it is important to set targets and monitor progress related to programme 
coverage, programmes should also set targets and monitor indicators of key outcomes 
that they are trying to bring about.

Outcome indicators should be easy to measure. For example, data collected from 
clinics as part of routine services are usually compiled on a regular basis (weekly or 
monthly). Indicators based on this kind of routine reporting permit close monitoring of 
trends over time.

Other outcome indicators may require special surveys. For example, most MSM are 
healthy and have little contact with health-care services. The programme is focusing on 
scaling up outreach and condom promotion in areas where MSM meet. It is possible 
to conduct surveys every year or two to ask about condom use, risk behaviours and 
STIs. If a local clinic provides services to many MSM, similar data can be collected 
more frequently between surveys from MSM patients. Together, routinely collected data 
and data from surveys provide a more complete picture.

Indicators should also be clearly defined. Review the table below and think about 
how the information could be obtained, how often, in what places, etc. 

Different indicators can be compared to give a better idea of the progress made. 
Key impact indicators (from second-generation surveillance, for example) should be 
tracked with outcomes to see if observed trends make sense. For example, increasing 
rates of condom use reported by sex workers would be an indicator that prevention 
programmes are achieving success. 

If rates of STI among sex workers and clients were falling at the same time, this 
would be even more encouraging. Finally, declining HIV prevalence among these groups 
over the longer term would provide a very strong evidence that interventions were 
changing behaviour and having an impact on sexual transmission. The more sources 
of data that can be triangulated, the more confidence you will have in the indicators. 
Review the following indicators and think about how they can be triangulated with 
UNGASS/MDG indicators to monitor programme outcomes.
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Risk behaviours

Indicator Definition

Sex worker risk behaviour* % of sex workers reporting condom use with their most 
recent client, in the last month

Sex work clients risk 
behaviour*

% of men reporting condom use in sex work contact 
during the last 12 months

IDU injecting risk 
behaviour*

% of IDUs reporting non-sharing of injecting equipment 
during the last 12 months

IDU sexual risk behaviour* % of IDUs reporting condom use last time they had sex

MSM risk behaviour* % of MSM reporting condom use in last sexual contact 
of risk, in the last 12 months

STI/HIV/AIDS prevalence

Indicator Definition

STI trends (several STIs)** % (N°) of reported STI cases over the years

HIV/AIDS prevalence rates 
in young adults*

% of estimated HIV-positive, estimated number of AIDS 
cases and deaths

For care and treatment, outcome indicators are equally important.

Indicator Definition

Number of ART patients* Number (%) of HIV-infected persons and those with 
advanced HIV infection receiving ART

Survival of ART patients % of new ART patients alive, after 6 and 12 months of 
initiation of treatment

* UNGASS/MDG indicators

** STI indicators may vary from country to country but include syphilis seroprevalence as well as incidence of 
common syndromes (genital ulcer disease in men and women, urethral discharge in men).
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Key reading:
National AIDS Programme Management training, Module 5: Setting coverage  �

targets and choosing key outcome indicators, WHO SEARO 2007

Monitoring the Declaration of Commitment on HIV/AIDS: GUIDELINES ON  �

CONSTRUCTION OF CORE INDICATORS, UNAIDS 20003

A Framework for Monitoring and Evaluation HIV Prevention Programs for Most- �

at-risk Populations, UNAIDS, 2008

Monitoring and Evaluation Toolkit: HIV, TB and Malaria, UNAIDS, Global Fund,  �

Third Edition, Feb 2009

Exercise 2-E 
Setting targets and indicators 
for monitoring and evaluation

Method: Country groups

Continuing from the previous group work 2-C and 2-D, propose targets and indicators 
for the defined strategies  

Present the targets and indicators you have developed to the large group
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Module 3

Making the strategic plan operational 

LEARNING OBJECTIVE

After completing this module, participants will be able to operationalize 
strategic plans

  180 min

Introduction

From strategic to operational planning
It is necessary that the strategic plan is translated into a clearly defined framework 
for its implementation. This is done by developing corresponding operational plans. 
The strategic plan defines the direction in which the programme should go, while the 
operational plans describe what to do in order to get there. The strategic plan takes 
a longer term view (generally 4-5 years or more), while operational plans focus upon 
shorter time segments (annual or bi-annual).
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The operational plan must be linked to the strategic plan. It should define the actions 
that should be taken in order to produce outputs during a specified period of time, 
as defined by the strategic plan. The operational plan should identify the resources 
required, activities to be conducted, and those involved in and responsible for carrying 
them out.

Now that you have a broad Strategic Plan that sets the goals, objectives, strategies 
and priorities for your national programme, you will need to turn this into action through 
an Operational Plan.

In general terms, the National Strategic Plan should tell you what needs to be 
achieved, what methods will be used to achieve it and how progress and outcomes 
will be measured.

The Operational Plan should tell you over a relatively short time frame (one or 
two years) exactly who will do what and how they will do it. The Operational Plan 
should also allocate resources to each area.

Operational plans are the blueprints that translate strategic objectives and results 
of the national strategic plans into activities, indicating: 

the intermediary results to be achieved (derived from the national strategic 1. 
plan results); 

the implementation period; 2. 

the specific interventions/actions that will be undertaken to achieve the result; 3. 

the specific implementing partners; 4. 

the human and financial resource requirements; and 5. 

how implementation will be monitored (including the indicators to track 6. 
performance). 

Types of operational plans
Operational or implementation plans translate the various parts of the strategic plan into 
a discrete set of activities that must be implemented during a specified operational time 
period, in order to achieve the overall outcomes and impact of the strategic plan.
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There are several different kinds of operational and implementation plans, and 
some of these are described below.

National operational plan: This would normally be developed at the national level 
and derive directly from the strategic plan. It would show how all national efforts 
(including those of all partners/stakeholders) will be organized in order to implement 
the strategic plan during a specified period. A national operational plan would 
normally identify the main activities, responsible institutions, allocation of resources, 
and timelines for implementation. National operational plans are usually developed 
for a period of one or two years. National operational plans could also be two or 
three-year rolling plans which include projected activities of subsequent years.

Institutional implementation plans: Each institution involved in implementing the 
programme would ideally develop its own implementation plan, based upon the 
national operational plan. For example, the Ministry of Health might develop an 
implementation plan for those activities which it is responsible for, and the same 
would apply for sub-national entities such as states, provinces, regions, districts, as 
well as other implementers like NGOs, academic institutions, the private sector, etc. 
Within each implementing entity there may be workplans detailing the contributions 
of specific units. Operational plans become more detailed as they are translated 
into action at peripheral units, but it is important that there is a logical link between 
all implementation actions taking place and the national operation plan.

Other implementation plans: Implementation plans can also be developed 
for specific interventions or sub-systems, such as for provider initiated testing 
and counselling (PITC) or for procurement and supply management, etc., or a  
grant / project implementation plan which shows what is being done by aspects of 
the programme that share the same funding source or other common considerations. 
Such plans normally outline, in greater detail, how a particular intervention (i.e. male 
circumcision or harm reduction, etc.), system (i.e. procurement and supply chain, 
etc.) or approach (i.e. task-shifting, integrated management of adult illness, etc.) 
will be implemented.

Review status of implementation
Development of an operational plan should be preceded by a quick review of the 
foregoing implementation experience. Reviewing the current status of implementation 
allows the planning team to note overall performance, and document lessons learned 
and implementation challenges. This review informs the development of the new 
operational plan.
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The planning team can draw upon progress reports of the previous year/s to answer 
the following questions:

Have the planned activities been implemented? �

What are the possible reasons for failure to achieve certain results last year? �

How have the allocated resources been utilized? �

What is working well? �

How can good experiences be replicated or expanded? �

How are the implementation challenges being addressed? �

It is important to document how implementation challenges will be addressed. 
For example, if the planning team identifies the absence of data to target a specific 
at-risk population, the new operational plan should include an activity to address that 
challenge.

Components of operational plans

Description of activities1. 

An activity is the process through which inputs are turned into outputs. Activities combine 
resource inputs such as people, infrastructure, supplies, and equipment, in order to 
produce outputs, or deliverables, such as trained health workers, peer educators, 
health services, and so on. Activities are the building blocks of a programme designed 
to achieve objectives.

Activities can exist at different levels. Some activities combine raw inputs to produce 
lower level outputs. Other activities are rather high-level and combine the outputs from 
lower level activities in order to produce higher level outputs. Higher level activities can 
be considered as main activities and lower level activities as sub-activities. Typically, 
a main activity will consist of one or more sub-activities which, together, produce the 
outputs defined at the main activity level.

The level of detail described for an activity will depend upon the type of operational 
plan. A national operational plan would usually contain main activities that are defined 
at a higher level (such as training 1,000 health workers or constructing 10 new clinics), 
while institutional workplans would describe lower level results (such as hiring a consultant 
to develop a training curriculum, or preparing tenders for construction).

Activities can be linked to the goal, objective and intervention that they are contributing 
to by using systematic coding with common identifiers (i.e. activities identified by a 
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code such as 1.1.2.2 will indicate that this is a second activity addressing the second 
intervention in the first objective of the first goal of the strategic plan).

Roles and responsibilities2. 

The operational plan should also identify the entities responsible for implementation. At 
higher levels, the operational plan identifies individuals who will ensure that activities 
are carried out or institutions involved. At lower levels, workplans identify individuals 
or groups who actually conduct specific tasks.

Timelines and milestones3. 

The operational plan should define timelines for the implementation of activities. This 
is important in order to ensure that implementation is occurring on schedule. It is also 
important to ensure the appropriate sequencing of activities, as some activities can 
only be undertaken following the implementation of other activities (i.e. treatment must 
be preceded by the availability of medicines, or there must be a training curriculum 
developed prior to training). Process indicators, or implementation milestones need to 
be identified in order to track the progress of implementation.

Budget4. 

An operational plan requires a more detailed and practical costing for a one-or two-year 
period. Since the operational plan is constructed from activities, it must be costed at 
the activity and/or sub-activity level. A national operational plan might identify activity 
costs on an annual or half-yearly basis, while specific workplans might identify costs 
on a quarterly or monthly basis.

Note: Participants should look at examples of Operational Plans to see how other 
countries have managed the process and elements of those Operational Plans.

Reading materials:
WHO resource Kit for Planning the Health Sector Response to HIV/AIDS,  �

Section 6

Operational Planning for HIV/AIDS: A Guidance Note Produced by the AIDS  �

Strategy and Action Planning Service (ASAP), May 2009

Preparing National HIV/AIDS Strategies and Action Plans: Lessons of experience,  �

ASAP, 2007

Myanmar National Strategic Plan on HIV and AIDS – Operational Plan, 2006- �

2009

Planning Guide for the Health Sector Response to HIV/AIDS �
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Exercise 3-A

Method: Country groups

Go to the framework of the Strategic Plan you developed in Module 2.

Choose one objective area and develop the elements of the Operational Plan that 
would support that.

Objective 
Strategy 

Description of 1. 
activities
(what will be done?)

Roles and 2. 
responsibilities
(who will do it?)

Timelines and 3. 
milestones
(by when - in what 
stages?)

Key monitoring 4. 
indicators
(how will we know it 
is progressing)

Repeat this for several of the key objectives and strategies in your national strategic 

plan and discuss with facilitators and colleagues.
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Exercise 4-D
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Module 4

AIDS programme management and support 
systems

Learning objectives

After completing this module, participants will be able to:

Describe the elements that support good governance of an AIDS 1. 
programme.

Determine the systems required for managing strategic information 2. 
within your strategy.

Determine the human resource/workforce development requirements 3. 
for implementing the strategy. 

Identify strategies for mobilizing and coordinating internal and external 4. 
resources for an AIDS programme.

Introduction
While acknowledging national variations, it is generally recognized that the increasing 
complexity of national AIDS programmes has resulted in a commensurate increase in 
the complexity of the role of the programme manager. This is the case with both larger 
national AIDS programmes – in which roles are clearly articulated in a multidisciplinary 
team – and smaller programmes.

As such, the skills and attributes required for effective AIDS programme management 
must be emphasized and understood. Strategies for improving internal management of 
the programme and the external environment are critically important, as are management 
and support systems that maximize programme efficiency and effectiveness (including 
human resource management, financial management, commodity management and 
information management systems).
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This module also helps participants to consider the current AIDS programme 

management and support systems in their country, and to access resources and sources 

of ongoing technical assistance for the development of such systems.
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OBJECTIVE 1: To describe the elements that support good 
governance of an AIDS programme

  30 min

Introduction
The AIDS programme is strengthened by good governance. The UNDP South-East 
Asia Development Programme has set out the elements of good governance for AIDS 
programmes. These good governance elements include:

participation of groups and sectors in decision-making, policy and programme  �

development, monitoring and evaluation;

effective mechanisms for complaints and conflict resolution; �

transparency in the workings of the programme; �

consensus building upon approaches and policies among people; �

equity in internal and external processes including recruitment of staff, awarding  �

of contracts, major decisions, participation of women, and access to education, 
health services and other programmes, and opportunities;

effectiveness and efficiency in the use of resources; �

accountability of the programme to all stakeholders with transparent financial  �

processes; and 

strategic vision in the work of the programme. �

Exercise 4-A

Discuss these questions in your country/bi-country groups:
How is your national AIDS response governed?

What is the health sector’s contribution to governance of the AIDS response?

How will the Health Sector Strategy be governed?

Report back the results of your discussion
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OBJECTIVE 2: To determine the systems required for managing 
strategic information within your strategy

It is a challenge to develop and maintain a system for managing the vast amount of 
information that an AIDS programme needs to collect and collate. The most important 
point to remember is that the information management system is a tool. Only data that 
is essential for planning, accountability and reporting should be collected and stored.

AIDS programmes require information in various forms from a range of sources. 
The main forms of strategic information collected includes:

second-generation surveillance data; �

data from operational research and specific studies; �

data from monitoring and evaluation of initiatives and programmes; and �

financial information. �

Elements of an effective national AIDS strategic information 
management system
The elements of strategic information consist of:

surveillance, monitoring and evaluation mechanisms; �

operational research; �

social and cultural research; and �

information from specific studies that assist in shaping the response to  �

HIV/AIDS.

Managing strategic information at the national level involves the following:

establishing a strategic information unit within the national AIDS programme  �

with capable and dedicated staff responsible for surveillance, monitoring and 
evaluation, and operational research;

developing and maintaining a strategic information framework; �

developing and updating guidelines for surveillance; �

developing and updating M&E guidelines; �

developing and updating tools and systems for data collection, analysis and  �

reporting – paper-based or computerized;

developing human resource capacity; �
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allocating adequate resources; �

developing and maintaining strategies and processes to link data to decision- �

making in the programme; and

preparing and disseminating quarterly and annual strategic information  �

reports.

Exercise 4-B

  55 min

In country groups, set out how data and information move through your national health 
sector HIV response.

Questions to consider in making your map or diagram:

Who supplies data and information? �

What is collected at each level in the system? �

Where is it stored? �

How is it analyzed and used for planning? �

How is progress reported to government/donors/others? �

What data and information gaps exist? What don’t you know enough about? �

How can these be filled? �

How can the system be strengthened? �

Report back to the larger group on your maps and recommendations  
for strengthening the strategic information system
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OBJECTIVE 3: To determine the human resource workforce 
development requirements for implementing 
the strategy

Systems that can assist with managing the human resources available to the programme 
must be considered. This includes systems for workforce planning and capacity issues, 
systems for the internal management of human resources (i.e. recruitment, deployment, 
delegation, and performance management), and systems required for efficient and 
effective management, including subcontracting and the management performance of 
implementing partners.

Workforce planning
An AIDS programme has a key role in assisting the health sector, and other sectors 
that are involved in the response to HIV, in strengthening the capacity of the workforce 
to contribute to HIV prevention and care. This involves policy development, planning, 
training, and the appropriate allocation of tasks and responsibilities. It also involves 
working with educational institutions in order to ensure that relevant information about 
HIV is included in undergraduate and postgraduate curricula, and that capacity-building 
opportunities exist for personnel working in the sectors expected to be involved in the 
response to HIV.

WHO and the International Labour Organization (ILO) have developed a set of 
guidelines to assist in workforce development for HIV prevention and care. These 
guidelines call upon governments to:

build capacity in all components and at every level of national health  �

systems;

provide and maintain an effective continuum of care through the coordination  �

of services and the sharing of resources, including information and training;

improve institutional capacity for the planning and management of health  �

services;

draft and reform legislation on the development of human resources for health  �

services to address planning, education and training, and regulation of the 
qualifications and conditions of practice for health personnel, including certification 
and accreditation requirements;

prioritize the development and implementation of human resource plans and  �

strategies that enable health systems to deliver services; and
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prioritize and make adequate budgetary provisions for human resources,  �

infrastructure, equipment, and materials for effective service delivery to patients 
and protection of health-care workers.

A workforce development plan
The need to scale up HIV prevention and care places significant pressure upon a health 
and community workforce that is already under-resourced and facing challenges coping 
with the existing workload. The presence of HIV in the workforce can further weaken 
it by taking trained people out of the workforce.

Developing a national HIV workforce development plan can assist in identifying 
needs and allocating resources to ensure that a skilled, motivated and capable workforce 
is available to contribute towards HIV prevention and care. The elements of this plan 
could include the following:

identifying needs – matching the tasks and initiatives to the existing workforce  �

and identifying gaps;

task shifting – examining the current roles and responsibilities of personnel and  �

reassigning responsibilities if necessary;

providing in-service training for the existing workforce and pre-service training  �

in vocational and university settings;

improving remuneration and working conditions – aimed at slowing down the  �

drain of trained workers, particularly out of the public health system;

working with the private sector – assisting private sector employers to strengthen  �

the capacity of their workforce;

mobilizing alternative labour sources – for example, strengthening the role of  �

NGOs supporting the participation of PLHA groups and utilizing community 
human resources;

providing safer working conditions – improving care and support and reducing  �

stigma and discrimination by introducing policies and procedures that provide 
workers with the safest possible working environment;

supporting learning – providing resources for networking, conferences, operational  �

research, and the further development and dissemination of knowledge, so that 
the workforce is able to continually update its knowledge and skills.
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Internal human resource management
The effective management of AIDS programme staff increases the efficiency of the 
programme and is essential for accountability. There are several systems that can 
assist in effective personnel management, including:

recruitment systems; �

assigning roles and responsibilities; �

performance management; and �

communication. �

Recruitment systems
Recruitment needs to be merit-based, transparent and fair. Positions need to be 
advertised and appointment decisions made by a selection panel in a transparent 
manner, with any conflicts of interest declared and addressed. Developing a policy that 
details a standard recruitment practice will help towards maintaining consistency.

Documenting the decisions of the recruitment panel will assist in dealing with any 
appeals that might be made against its decisions.

Assigning roles and responsibilities
The following can help to get the most out of the personnel:

An orientation programme for new staff. �

A policy and procedures manual that details organizational policies, delegated  �

authorities, lines of management, standard procedures, etc.

A clear job description for each position. �

A contract of employment that clearly describes the duration of employment,  �

remuneration and employment conditions.

Performance management
Every staff member should be given regular feedback regarding his/her work performance 
through a formal performance management system.

On the other hand, those who fund the programme (i.e. government, external donors, 
etc.) have the right to expect that staff will be assisted to work to their full potential 
and that those personnel who are not able to perform the assigned tasks will be either 
provided with training or re-deployed.



Module 4: AIDS programme management and support systems

9

The performance management system needs to be linked to capacity-building and 
training.

The performance management system also needs to be transparent and formal – 
detailing how often performance management reviews will be conducted, how reviews 
will be documented and how issues of performance will be addressed.

Communication
Organizations often succeed or fail depending upon their ability to maintain effective 
internal communication. Effective internal communication involves:

Setting aside time for people to interact with each other and to understand their  �

roles in the organization.

Establishing an organizational culture that makes it possible for people to seek  �

help, share ideas and collaborate with each other.

Having regular staff and team meetings in order to improve linkages and  �

communication.

Maintaining an accessible filing system is also a key to effective communication. 
People regularly “reinvent the wheel” when they do not have ready access to briefing 
notes, press releases, letters, reports, and other materials that the organization has 
previously produced.

Capacity-building of human resources
Capacity-building of human resources engaged in HIV/AIDS programmes is critical for 
effective interventions. The strategic plan should clearly spell out training to ensure 
that adequate knowledge and skills required to carry out job responsibilities have been 
developed amongst each member of the workforce. The training plan should highlight 
the following essential elements:

Who should be trained profile of trainees?(1) 

What should be included in the training? (learning objectives and (2) 

curriculum)?

How should training be imparted? (learning methods and tools)?(3) 

Where should training take place? (qualified training organizations/venue)? (4) 

When should staff be trained? (induction training and in-service refresher (5) 

training). 
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What resources are required for training (resource persons; training modules (6) 

and kits and funds)?

How effective was the training (assessment tools and independent evaluation (7) 

of training)?

Exercise 4-C

  75 min

Methodology: Country or bi-country group work and reporting back of discussion

Complete the following table to assist you to identify the components of a 
workforce strategy to support the HIV Strategic Plan:

Question Suggestions
What areas of the workforce are the highest 
priorities for strengthening?

What strategies would you propose for 
strengthening these?

To what extent is HIV included in pre-
service training curricula for nurses, doctors 
and other HCW?
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Question Suggestions
What steps would you take to develop 
capacity of the workforce for effective 
interventions?

What are the biggest gaps in workforce 
policy and procedures? E.g infection control 
policy and practice, antidiscrimination 
policy and practice.

How could these be addressed in your 
national Strategy?

What priority service provision areas need 
the most attention in relation to workforce 
development?

How are standard operating procedures 
(SOP) set and maintained? What strategies 
could improve this?

What about the community workforce: 
what role is there for the health sector in 
strengthening the community workforce?
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OBJECTIVE 4: To identify strategies for mobilizing and 
coordinating internal and external resources 
for an AIDS programme

The resources utilized for the national response to AIDS come from a wide range of 
internal and external sources. Some resources are financial, such as budget allocations, 
donor assistance for specific projects and donor support to government budgets. Other 
resources are non-financial, such as external technical assistance, the donation of goods 
and equipment, and the integration of AIDS initiatives into existing national programmes. 
Coordinating the mobilization and application of these resources is a complex task.

External resources
There has been considerable debate about the most appropriate role for national AIDS 
programmes in the management or coordination of external resources. Some argue 
that all external resources for AIDS should be managed by the national programme 
and come through the programme. Others argue that this is  bureaucratically too 
cumbersome and that the national programme should have a coordinating role only. 
They argue that the national programme should include decisions about how external 
resources are used, but not be responsible for managing the resources.

Whatever level of control or coordination the national programme has over external 
resources, the key to the strategic application of these resources is the national 
strategy. A country which has a national AIDS strategy that clearly sets out its priorities, 
the approaches it wants to take and the measures for dealing with current gaps in 
implementation is in a better position to work constructively with government and non-
government donors regarding the use of external resources.

Some strategies that can assist the national programme to make better strategic 
use of external resources are detailed in Section 4.6.1 of the accompanying guide, 
Strategic Planning for the Health Sector Response to HIV in the South-East Asia 
Region (SEAR).

Internal resources
In many countries, governments are increasing the contribution of internal resources 
to the AIDS response, both directly (by establishing a national AIDS budget allocation) 
and indirectly (by including AIDS initiatives within existing programmes).
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Some internal resource mobilization strategies include:

Working with the national Department of Finance, Ministry of Health and other  �

relevant ministries in order to understand the process for establishing a national 
AIDS budget.

Including costing and budgets in the national AIDS strategy and implementation  �

plans.

Developing a system for recording and tracking AIDS allocations made in  �

government departmental budgets.

Assisting government departments to identify opportunities for including HIV  �

interventions in their current programmes, or to adjust current programmes so 
that they have improved HIV prevention and care outcomes. This could mean 
lobbying for the inclusion of PLHIV in poverty alleviation programmes, and 
social support and housing programmes. It could also include lobbying for the 
inclusion of groups such as sex workers in women’s development programmes 
(funding for self-help groups and microfinance projects);

Establishing and maintaining effective and accountable internal financial  �

management systems.

The internal resources within a country that can assist the programme to achieve 
its goals are not always financial. Resources of knowledge, expertise and time that 
may be available with communities and organizations can be mobilized in order to 
support the response to AIDS.

Exercise 4-D

  50 min

Methodology: Country group work followed by intercountry group discussion.

In country groups, detail the current sources of financial support and coordination 
mechanisms for the AIDS programme and national response.

Consider and describe the major current sources of internal and external financial 
support for the national AIDS response.



Module 4: AIDS programme management and support systems

14

Complete the table below, and inform your facilitator when you are ready for inter-
country group discussions.

Area Identify gaps or 
weaknesses in current 
arrangements

What should the 
strategic plan say 
about this? 

Coordinating financial 
inputs to the programme 
– government budgets, 
GFATM, donor funds, etc.

Developing new projects 
and programmes – by 
donors, government 
departments, etc.

External technical 
assistance – from 
international organizations, 
consultants, etc.

What steps will you propose to harmonize strategies and workplans supported by 
various partners? Discuss in the large group.
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Module 5

Costing and budgeting

Learning objectives

After completing this module, participants will be able to:

Understand the principles of costing and budgeting and the difference 1. 
between them in strategic planning. 

Understand the basic concepts and approaches to cost a strategic 2. 
plan and become familiar with available tools.

Understand how to estimate available financial resources and allocate 3. 
them to strategic elements.

Understand how to do a financial gap analysis and a cash-flow 4. 
projection.

Understand how to cost operational and implementation plans.5. 

Introduction
Any plan will bring with it the need to use resources. The proper management and 
allocation of resources requires planners to have a good overview of the expected 
physical resource requirements, availability and gaps. Such resource planning has 
been covered in Module 4.

The use of resources to implement a plan always requires financial expenditure. 
Money is needed to purchase physical resources such as staff time and training, 
buildings and infrastructure, supplies and equipment, medicines, and so on. Therefore, a 
good plan requires a complete and accurate view of how much money will be required, 
for what, when, and by whom. It also requires a good estimate of how much will be 
available so a proper financial gap analysis can be done.
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There are several compelling reasons to develop a clear and accurate picture of 
how much money is required and how much is available to implement a plan. These 
include:

To give guidance to the relevant ministries and political decision-makers on the  �

financial consequences of approving the plan and allocating funds. 

For strategic planners to know whether sufficient financial resources are available  �

to implement the plan. A shortfall may indicate that the plan needs to be revised 
within the financial limitations that exist.

To highlight areas where additional investments need to be made in order to  �

ensure the effective implementation of the plan - e.g. to scale up the health 
workforce, build additional capacity or improve physical infrastructure.

To secure funding for the national strategy, e.g. from ministries of finance,  �

international organizations, bi- and multilateral donors and international NGOs. 
Donors and ministries of finance may be  reluctant to allocate funds without 
detailed and accurate financial estimates.
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OBJECTIVE 1: To understand the principles of costing and 
budgeting and the difference between them 
in strategic planning

  45 min

Introduction to budgets
The development of financial estimates is achieved through a procedure known as 
budgeting. Budgeting is the process of constructing a budget and turning a strategic 
plan into a financial reality.

A budget is simply a plan of expected income and expenditure over a given time 
frame. Budgets can be: 

Balanced �  when expected income exactly matches planned expenditure.

In  � surplus when income exceeds expenditure.

In  � deficit when expenditure exceeds income.

Expenditures are estimated through a process known as costing a plan, while 
income is estimated through a process of resource estimation. Once a budget has 
been constructed, the planned income and expenditure can be compared to identify 
where adjustments need to be made in a process known as gap analysis. Each of 
these three concepts will be covered in detail below. 

Principles of costing
The process of estimating the costs of implementing a plan is referred to as “costing” 
the plan; when the costs have been estimated we can say that we have a “costed” 
plan. Costing a plan requires planners to estimate the financial expenditures that will 
be required to achieve the results set out in the plan. 

A number of fundamental concepts should be kept in mind while costing any 
plan:

a)  Costing for results

A critical aspect of costing is to ensure that costs are correctly linked to the results 
framework. Every result in the results framework must have a cost allocated to it (unless 
there really is a “no-cost” result – but this is very unlikely), and all costs must be 
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allocated to results. At the level of interventions and activities, costs must be attributed 
to individual interventions and activities.

b)  Direct and indirect costs

In costing a plan, planners must take care to include all the costs associated with 
the achievement of a particular result or implementation of an activity. Some of these 
costs will be direct costs and others may be indirect costs. Direct costs can be directly 
attributable to the provision of a service, or implementation of an activity, e.g. cost 
of medicines, tests, doctor’s time, etc. Indirect costs are not directly attributable to 
the provision of the service. Examples may include the cost of shared infrastructure, 
programme management, procurement and supply systems, etc.

c)  Attribution of costs

Much of the challenge in costing is trying to work out indirect or “hidden” costs, and 
deciding which proportion of shared costs should be allocated to which result. For 
example: 

The Central Medical Stores (CMS) may be responsible for procurement and  �

distribution of ARV drugs: how much of the CMS’ operating costs should be 
allocated as a “cost” of providing treatment to each patient in addition to the 
actual costs of the drugs?

A UN agency may provide technical assistance (TA) for the plan: how much of  �

the UN agency’s operating costs should be included, additional to the actual 
TA costs? 

What are the costs of supporting CBOs to provide typical outreach activities?  �

Is it just the formal “capacity building” costs? Or does it include continuous 
supervision and support?

d)  Average and marginal costs

Average cost is the total cost, on average, of producing one unit of a given output. 
It is normally defined as the total cost of a programme or of delivering a service or 
intervention, divided by the number of units delivered (C/Q). Average costs are important 
in costing as they are often used as “unit costs” in estimating the cost of delivering on 
a target in a plan.

Marginal costs are the incremental cost of producing one additional unit of an 
output. It is defined as the change in total costs divided by the change in the number 
of units produced (∂C/∂Q). Often marginal costs are lower that average costs when a 
programme is in the process of scaling up. Marginal costs can be important when the 
goal is to “add” a service or intervention to existing services.
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e)  Efficiency and effectiveness

Efficiency is described as the condition in which no productive resources are wasted in 
the delivery of a certain product or service. Technical efficiency is when a given output 
is produced at minimum cost, or alternatively, when the maximum level of output is 
achieved for a given level of cost. 

Allocative (Pareto) efficiency occurs when the outcomes achieved with the available 
resources match the priorities of society. The definition of Pareto efficiency is that no 
person in society can be made better off without making someone else worse off. 

Effectiveness addresses the question of how well a given intervention delivers the 
desired result relative to the cost of the intervention. The results are usually described 
in terms of lives saved, life years gained, infections averted, or some other measure of 
the effect of a given intervention. An intervention is said to be cost-effective if it delivers 
the maximum effect at a given level of cost, or if cost is minimized for a given effect.

f)  Recurrent versus capital expenditures

Recurrent costs are those operating costs that occur on a regular basis, e.g. salaries, 
disposable supplies and equipment, utilities, etc. Capital costs are those costs which 
involve a significant one-time investment on infrastructure or equipment which can 
be used over a long period of time, e.g. buildings, vehicles, sophisticated laboratory 
equipment, etc. Planners must decide how the costs of capital expenditures will be 
handled. One way is to attribute all the costs in the period in which they occurred. An 
alternative method is to attribute the cost on a yearly basis over the useable life of 
the investment.

g)  Economic versus financial costs

Economic cost differs from financial cost in that it includes the notion of opportunity 
cost, i.e. the cost of allocating resources to one use rather than to an alternative use. 
For example, if a doctor spends 50% of his time providing treatment to AIDS patients, 
he is unable to spend that time providing treatment to patients with other conditions. 

The economic cost of a programme or activity includes both the cost of the chosen 
intervention and the foregone benefit that the best alternative would have provided if 
it had been chosen. Normally strategic plans are costed using financial costs and not 
economic costs.
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OBJECTIVE 2: To understand the basic concepts and 
approaches to cost a strategic plan and 
become familiar with available tools

  120 min

Approaches to costing
Plans can be costed using either a top-down or a bottom-up approach. Normally a 
strategic plan is costed using a top-down approach, while operational plans may be 
costed using a bottom-up or inputs-based approach. Thus strategic costing tends to 
be a more general estimate of costs, while operational costing is more detailed and 
usually more accurate. Costings developed using the two approaches may not always 
be consistent with one another, so there may be a need for reconciliation between 
costings at the strategic and operational levels.

Top - down

Costed National Plan

Bottom - up

1. Top-down costing

The top-down approach to costing a strategic plan is normally done using data on the 
population who are the subject of the results to be achieved, coverage targets, and 
the average cost of providing one standardized unit of an intervention (unit cost). Total 
costs are derived by first multiplying the population in need by the coverage target, 
and then multiplying that number by the cost of providing the service for one year. 
Thus, C = P*T*U where: C = total cost, P = population, T = coverage target and U = 
unit cost



Module 5: Costing and budgeting

7

Examples:

ART:

A required result is to have 50% of eligible adults on treatment by 2015. A number 
of outputs are chosen, including adults being assessed clinically, adults undergoing 
treatment preparedness, adults receiving treatment of OIs for palliative care, and 
those receiving antiretroviral therapy (ART). If unit cost data and other data are 
available for the entire cost of achieving these results, costing can be done at the  
outcome/objective level. Usually, however, unit cost data will be available (if at all) only 
at the level of individual outputs. 

One output is getting people on antiretroviral therapy (ART). The population in need 
of ART is estimated to be 100 000 people, the interim target for the first year is to get 
20% of those in need on ART, and the average cost of providing ART is US$ 400 per 
year. The total cost for Year One would be 100 000 x 0.2 x US$ 400 = US$ 8 million.

Training:

Costing can be done by simply multiplying a specific output cost by the number of times 

the output will be produced during the planning period. For example, suppose an output 

is “1000 health workers trained in PITC”. If the unit cost of training one health worker 

is known to be US$ 525, the cost of the output can be calculated by simply multiplying 

that unit cost by 1000 to arrive at an output cost of US$ 525 000. 

Alternatively, suppose we know that this output requires three lower level outputs to be 

achieved: i) training materials developed, ii) trainers trained, and iii) training conducted. 

From past experience we have data on unit costs indicating that development of training 

materials costs, on average, US$ 14 000; that a ToT workshop costs US$ 25 500; and 

that one training workshop costs US$ 24 300. A simple cost calculation can be done by 

multiplying the cost of one training workshop by the number of workshops required (20) 

and adding the costs of the three sub-activities to arrive at the same total cost for the 

activity (14 000 + 25 000 + (20 x 24 300)= 525 000).

A complete costing exercise would need to take account of changes in the three 
variables (population, coverage, unit cost) over the life of the plan. Populations in 
need can change over time as the epidemic evolves. Coverage targets also evolve 
as a country advances towards the ultimate coverage targets for the planning period. 
Changes in unit costs can occur for a number of reasons, including economies of 
scale as programmes are expanded, or broader economic changes such as inflation, 
exchange rate changes, rising salaries and so on.
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For example, a country may expect the epidemic to evolve in a linear fashion, 
with an increase of 5000 people per year who are in need of treatment. The coverage 
targets for ART also evolve towards the ultimate target of 50% and the unit cost of 
providing ART to one person per year may be expected to decline slightly over time.
The resulting costs might resemble the matrix below:

Population in 
Need

Coverage 
Target

Unit Cost in 
US$ Yearly Cost

Year 1 100 000 20% 400 8 000 000

Year 2 105 000 25% 380 9 975 000 

Year 3 110 000 30% 360 11 880 000 

Year 4 115 000 40% 340 15 640 000 

Year 5 120 000 50% 320 19 200 000 

Total years 1-5    64 695 000 

This simple example does not consider other issues which may affect costs, such 
as treatment failure and rates of switching to second-line treatment, etc. These will 
need to be taken into account to provide an accurate costing. 

By the time the plan has reached this stage, most of the data necessary to cost the 
plan should already be available. The estimation of populations in need should have 
been done during the situation analysis (refer to section) and coverage targets will have 
been set during the target-setting phase of developing the plan (refer to section). Only 
the last element, unit costs, needs to be determined to allow for an accurate costing. 

2. Calculating unit costs

Unit costs are an expression of the total direct and indirect costs of providing one “unit” 
of a given “output” or service over a given time period. Examples of unit costs might 
include the following: 

The cost of providing ART to one person for one year. �

The cost of performing one male circumcision. �

The cost of procuring and distributing 1000 condoms. �

The cost of testing and counseling one person. �

The cost of screening one blood donor for HIV. �

The cost of performing one CD4 count. �
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Unit costs for some services (e.g. ART) need to be expressed in terms of a time 
frame because they are recurrent. Other services (e.g. male circumcision) are delivered 
only once and need not be expressed in terms of a time frame.

In calculating unit costs it is important to include both direct and indirect costs. Often 
indirect costs are assumed to be covered under another budget and may be considered 
“free” in terms of a particular service. This is incorrect and may result in costs being 
underestimated. Any resources used in the provision of a service or implementing an 
activity must be included in the costing and accounted for somewhere in the budget.

Unit costs can be derived from data on the costs of previously providing the relevant 
intervention in a country. Given aggregate data, it should be possible to calculate an 
average, or “unit” cost of providing the service. For example, in 2006 it was estimated 
that the cost of providing ART in Mozambique was US$ 19 522 780 and the number 
of people on ART was 44 1001. The unit cost of ART can be calculated by dividing 
the total cost of ART by the number of people receiving ART to obtain a unit cost of 
US$ 442.

Countries are encouraged to use existing data on programme costs and services 
delivered to calculate unit costs whenever possible. A number of tools are available 
to help countries collect and analyse such information. The National AIDS Spending 
Assessment (NASA) has been developed by UNAIDS and provides a framework for 
undertaking a comprehensive analysis of actual expenditures for HIV/AIDS. It can be 
applied to any HIV/AIDS related activity (health and non-health) and used to calculate 
unit costs for many interventions. The NASA expenditure categories, however, are 
generic programme categories, and do not necessarily fit with specific country strategic 
frameworks. They must, therefore, be adapted in each case to country realities. (See 
details at: http://www.unaids.org/en/KnowledgeCentre/HIVData/Tracking/Nasa.asp).

Determining unit costs may be challenging where different service providers have 
very different costs, depending on their administrative costs, overheads, staff salary 
levels, etc. In many countries, for example, international NGOs (INGOs) have much 
higher costs in providing services compared to local NGOs or government. Adjustments 
must be made in the costing exercises for the different proportions of services provided 
at such different costs. 

Accurate unit cost data will not always be readily available for many interventions. 
In such cases, other methods may be required to estimate unit costs. One option is to 

1  UNAIDS, NASA Report for Mozambique
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refer to data from other countries with similar cost structures, or to data in the published 
literature. The Resource Needs Model, discussed below, often relies on such data to 
estimate unit costs. 

Another approach is to approximate unit costs by estimating the cost of inputs 
needed to deliver the intervention. This can be done at a macro (or top-down) level 
by estimating the total cost of providing the service and dividing that total cost by the 
number of service units provided. For example, suppose in a previous period that ART 
had been provided to 20 000 people through a network of 100 HIV clinics. The total 
cost of ARV medicines was US$ 7.3 million, the operating costs of each clinic averaged 
US$ 24 000 per year, and salaries averaged US$ 38 400 per year at each clinic. It is 
estimated that 25% of the resources of the clinics were devoted to providing ART and 
monitoring patients on ART. 

A simple unit cost calculation could be performed by multiplying the total cost of 
running the clinics by 25%, adding the cost of ARV medicines, and dividing by the 
number of patients served [(100*(24 000+38 400)*0.25 + 7.2 million)/20 000] to obtain 
a unit cost of US$ 438. Note that the unit cost is significantly higher than the simple 
cost of purchasing the ARV medicines (US$ 7.2 million divided by 20,000 = US$360). 
This is due to the additional costs associated with delivering the medicines to each 
person over the course of the year. 

Estimating unit costs can also be done at a micro (or bottom-up) level, by estimating 
the input costs of a given intervention provided to one person. In this case, it is necessary 
to define a unit of measurement for each input, a cost per unit, and the number of units 
used by each patient in a given time-period (usually one year). For example, suppose 
the typical person on ART is receiving an ARV regimen that costs US$ 1.00 per day. 
The medicines are delivered during a clinic visit each month. 

The operating costs of a clinic are estimated to be about US$ 200 per day and 
the time of a health worker is valued at US$ 20 per hour. Each visit takes about 10 
minutes, and the clinic sees an average of 80 patients per day. A simple unit cost 
calculation can be done by converting the costs into units attributable to each patient. 
The cost of the ARVs is wholly attributable to the patient and 30 units are provided 
each month. The cost of the health worker’s time is estimated at about 20% of one 
hour per visit (i.e. 12 minutes) for a total of about 2.4 hours per year. The overhead 
costs of the clinic are calculated at the daily rate (US$ 200) divided by the number 
of patients seen each day (80) to arrive at a utilization rate of 0.013 units per visit 
or a cost per visit of US$ 2.50. The total cost per patient per year is estimated to be 
US$ 438 as illustrated below.
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ART unit cost estimate (in US$)

Cost item Unit of 
measurement

Cost  
per  
unit

Units  
per  
visit

Visits 
per 
year

Cost per 
patient 

year

ARV Medicines per day 1.00 30 12 360

Health worker's time per hour 20.00 0.200 12 48

Clinic overhead costs per day 200.00 0.013 12 30

Total cost     438

To assist in calculating unit costs, WHO provides simple unit cost estimators  
for a number of common interventions, which can be found at http://www.who.int/hiv/topics/
systems/health_financing/en/.The AIDS Medicines and Diagnostics Service (AMDS) also 
provides extensive data on the costs of ARVs and other commodities commonly used in 
HIV/AIDS programmes. See details at http://www.who.int/hiv/amds/en/. The WHO CHOICE 
database is another potential source of useful cost data on the unit costs of various health 
sector inputs, as well as some tools to collect and analyse cost data at programme, hospital 
and facility levels. While these tools are not specific to HIV/AIDS, they can provide general  
health sector input to HIV/AIDS plans. CHOICE can be accessed at http://www.who.
int/choice/en/index.html. 

3. Bottom-up costing

A country may decide to cost the plan by constructing costs of results from their 
individual components. This is the bottom-up, or inputs-based approach to costing. 
This approach requires a compilation of the inputs, or detailed activity components, 
for each output. The cost of each component of an output is estimated, and the sum 
of the component costs is the cost of the output. 

For example, we can anticipate that a training activity will include costs such as 
honorarium for trainers, travel and subsistence allowances for participants and faculty, 
rental for a venue, and so on. The cost of each of these individual inputs can be 
estimated with a reasonable degree of accuracy. The sum of the costs of these detailed 
activity components will be the cost of one training course.

The challenge with this approach is to ensure that all the necessary inputs to 
produce the outputs get identified. A common problem with the bottom-up approach is 
to cost only the obvious inputs, and to miss out important indirect or “hidden” inputs 
that are required to achieve an output. Often it will be necessary to include separate 
activities to capture indirect cost.
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This method is illustrated in Figure 1 below. Note that for each sub-activity component 
we must specify a unit of measurement as well as the cost per unit and the quantity of 
units that will be consumed in producing the activity. This step is important, because 
without a careful definition of these variables it is easy to confuse what is being costed 
and how much is required. 

To illustrate, suppose the unit of measurement for the cost of the venue rental for 
the training courses is not specified. If no unit of measurement were specified, we 
would not know whether the cost estimate refers to a daily rate or the rate for the 
entire five days of the workshop. This small error would have led to a discrepancy of 
US$ 120 000 in the cost of the sub-activity. This is an error of almost 25% in the cost 
estimate, and could seriously undermine the accuracy of the budget.

As with the top-down approach, problems can occur with determining the input 
costs of different service providers.

Budget presentation
A budget can be presented in a number of ways. Frequently government budgets are 
presented by line-item such as staff costs, travel, buildings, equipment, medicines and 
laboratory supplies, etc. Such a budget presentation is not helpful from a planning point 
of view, because it does not show the funds allocated to the implementation of activities 
and achievement of results. To be useful for planning, budgets must be results-based. 
Expected income and expenditures must be clearly oriented towards the achievement 
of the results set out in the plan. 

The principles outlined above may be readily applied to the development of a 
budget for a strategic plan. The strategic budget should present expected income 
and expenditures by goals, objectives and interventions, and be oriented around the 
achievement of the results set out in the plan. Ideally the budget will include estimates 
of both expenditures and income for each year and each expected result. It should 
also include an indication of where financial gaps occur to allow planners to adjust the 
plan or to focus resource mobilization efforts on the appropriate areas. 
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An example of a possible budget presentation is given below:

Total

Output 1.2.2

Output 1.2.1

Outcome/Objective 1.2

Output 1.1.3

Output 1.1.2

Output 1.1.1

Outcome/Objective 1.1

Impact/Goal 1

GapFundsCostFundsCostFundsCostFundsCostFundsCost

TotalYear 4Year 3Year 2Year 1

Results

Budget presentation (US$ ’000)

4. Resources and tools for costing

a) Costing Process Guide

WHO has prepared a Costing Process Guide to assist countries in planning and 

implementing a costing activity. Often, insufficient time and resources are devoted to 

costing, which can lead to poorly designed and inaccurate costings. This guide provides 

step-by step guidance for planners to conduct a rigorous costing exercise and produce 

a complete and accurate costing.2

b) Resource Needs Model (RNM)

The Resource Needs Model (RNM) is often recommended for cost estimation in strategic 

planning. This tool combines epidemiological and demographic data with unit costs 

to project populations in need, set coverage targets, and estimate resource needs. 

The tool is based in Microsoft Excel and contains three sub-models: the prevention 

models, which calculate the cost of 12 generic prevention interventions; the care and 

treatment models, which estimates the cost of five types of generic care and treatment 

programmes; and the orphan support model, which calculates the cost of three generic 

interventions to support children orphaned by AIDS. The RNM applies the same service 

classification for HIV/AIDS interventions as NASA, which provides for an easy use of 

2 The costing process guide may be found at:  
http://www.who.int/hiv/topics/systems/health_financing/en/
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NASA unit cost estimates in the model. The RNM can calculate unit costs for some 

interventions, but requires completed unit costs as inputs to other interventions3. 

This model uses globally standardized, generic descriptions of interventions,  and is 
not structured around results. It is thus important for each country to adapt the model 
to fit its own results framework. This is essential, as without it the RNM produces 
generic estimates of costs which may be of limited use in costing a specific, country 
results-based strategic framework.

c) Unified health model (UHM)

WHO and other partners are developing a unified health model (UHM) to cost national 
health strategies and plans. This model is modular and will contain a module on HIV/
AIDS. The HIV module will be based to a large extent on the resource needs model 
and will probably be recommended to replace the RNM for costing national HIV 
strategies.

d) Activity-based costing (ABC) model

When unit costs are not available, countries may wish to use the activity-based costing 

(ABC) model developed by the World Bank for ASAP. While this model was developed 

for operational costing, it covers a multiple year time frame and may be useful for a 

bottom-up costing of a strategic plan.4 

The challenge with this model is to ensure that ALL inputs necessary to achieve 
outputs are identified and costed accurately. Because the model does not use pre-set 
categories for expenditure, however, it can be easily adapted to country-specific results 
frameworks.

e) HIV unit cost calculators

WHO has developed a set of HIV unit cost calculators (HUCC) to help countries estimate 

unit costs for WHO’s “priority interventions”. These calculators use a bottom-up method 

of costing and include a standard set of inputs that would normally be used in the 

provision of a given intervention. Indirect costs are also included and attributed to the 

various interventions. The results of the calculations can be used as input to the RNM 

or other top-down costing models that require a unit cost estimation.5

3 The RNM tool and information on how to use it can be found at:  
http://www.futuresinstitute.org/pages/ResourceNeeds.aspx

4 The ABC model can be accessed at: http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/
EXTHEALTHNUTRITIONANDPOPULATION/EXTHIVAIDS/0,,contentMDK:20974001~menuPK:2754898~pagePK:2100
58~piPK:210062~theSitePK:376471,00.html

5  The HUCC can be found at:  
http://www.who.int/hiv/topics/systems/health_financing/en/
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Exercise 5-A

Method: Country groups followed by multicountry group discussion.

Take one SMART objective or intervention from previous exercises (2C-2D). (1) 
This should include targets for coverage rates and/or population in need, broken 
down by year over the life of the plan.

Make assumptions about unit costs. How much will it cost to deliver one “unit” (2) 
of the intervention? Do you expect costs to increase or decrease over the 
planning period?

Estimate the cost of this intervention by year and the total cost for the five (3) 
years.

One or two groups will be asked to present their costing scenario.(4) 

Discuss challenges faced at the country level in costing.(5) 
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OBJECTIVE 3: To understand how to estimate available 
financial resources and allocate them to 
strategic elements

  45 min

Resource estimation
The next critical step involves estimating what resources are available, or will become 
available, from all sources, over the course of the strategic plan period. Resource 
estimates can be based on national budgets, donor funding and pledges, expectations 
from the GF etc, as well as estimates from other partners and implementers. A simple 
format as shown is a useful starting point to get an overall picture.

FHI
WVI
CARITAS

Other
Clinton
Gates

Total
Local NGOs
MSF

5. Civil Society

4. International Foundations
Other
DFID
European Commission
GTZ
PEPFAR/USAID
3. Bilateral Donors
Other
United Nations
World Bank
UNITAID
GFATM
2. Multilateral Donors
Ministry of Health
1. National Budget

TotalYear 5Year 4Year 3Year 2Year 1Source of Funds

Estimated Financial Resources
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Points to remember in compiling this table are:

The importance of spreading it across all the years of the plan: much of the  �

funding may be only available for some years.

The need to avoid duplication: where PEPFAR funding, for example, goes to  �

international or local NGOs, it needs to be put either in the PEPFAR row in the 
table and not in the NGO row, or vice versa.

It may be difficult to extract funding specific to HIV in the health sector from  �

larger grants or allocations.

The next step is to allocate this available funding against the strategic results 
framework. 

Code Broad Activities
 Available 
funding 

in US$

 Source 
of funds 

PREVENTION AND BEHAVIOUR CHANGE 

GOAL 1 TO REDUCE NEW HIV INFECTIONS  
OBJECTIVE 1.1 To reduce sexual transmission of HIV  

1.  Reduce multiple concurrent partners 4 461 000 USG
2.  Reduce HIV transmission among 

discordant couples
 

3.  Increase delayed sex, and safer sex 
among young people

2 729 414 UN

11 227 121 GF-R 7
4 494 000 USG

4.  Increase condom use with non-regular 
partners

1 797 000 UN

3 504 620 GF-RCC
2 631 900 USG

5.  Increase access to prevention and care 
services for most-at-risk populations 

4 805 815 GF-R 7

7 968 000 USG
6.  Increase use and quality of HTC 

services
1 770 000 UN

15 788 856 GF-RCC
3 429 000 USG

7.  Increase use and quality of STI 
services

45 000 UN
3 413 572 GF-RCC

8.  Increase use and quality of male 
circumcision services 1 320 000 USG

Sub-total 1.1 69 385 298 
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Points to consider in this exercise are:

If the results framework is new (i.e. from a new strategic plan), many partners  �

will not use the new framework for their allocations; it may take time for all 
partners to be able to show how their existing funding is allocated against the 
new results framework.

Some partners, indeed, may have funding which does not relate at all to the  �

strategic framework: deciding how to handle this is a difficult issue.

Again, it is very important to avoid duplication. �

Some (new) areas may not have any funding allocated to them. �

In the final step this table should be matched with the first one, so the funding is 
shown by timeframe as well as by strategic allocation. This will then allow the calculation 
of the gaps in funding.
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OBJECTIVE 4: To understand how to do a financial gap analysis 
and a cash-flow projection

  75 min

Financial gap analysis
A budget allows expected income to be matched against expected expenditures. 
Hence,  a financial gap analysis can be done. During the development stage, budgets 
will often be in deficit as plans may be too ambitious for the funds available. But even 
a “balanced” budget may have gaps if funding is inflexible and not allocated to the 
right activities, or if funding comes too late in the planning cycle. A gap analysis will 
identify where such imbalances occur and highlight where adjustments may be required 
to make the plan realistic.

To determine the financial gaps the costing and the resource estimation must be 
put together as shown below.

Code Cost  
(US$) 

Total available 
(US$)

Gap  
(US$)

GOAL 1 TO REDUCE NEW HIV 
INFECTIONS IN ….. 207 140 390 115 165 600 91 974 790

 Undifferentiated by Objective  19 217 349  

OBJECTIVE 1.1 To reduce sexual trans-
mission of HIV 137 518 426 69 385 298 68 133 128

Reduce multiple concurrent 
partners 6 677 997 4 461 000 2 216 997

Reduce HIV transmission 
among discordant couples 42 699 470 0 42 699 470

Increase delayed sex, and safer 
sex among young people 10 035 304 18 450 535 -8 415 231

Increase condom use with 
non-regular partners 1 208 332 7 933 520 -6 725 188

Increase access to prevention 
and care services for most-at-
risk populations 

3 361 010 12 773 815 -9 412 805

Increase use and quality of 
HTC services 29 796 777 20 987 856 8 808 921

Increase use and quality of STI 
services 33 771 344 3 458 572 30 312 772

Increase use and quality of 
male circumcision services 9 968 192 1 320 000 8 648 192
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As this example shows, this exercise can produce challenging results. Note that 
strategies 1.1.3 and 1.1.4 have negative gaps: this means that more funds are already 
allocated to them than are required. On the other hand, nearly half of the costs of this 
objective are under-funded and one strategy is not funded at all!

The information that this financial gap analysis reveals is critically important. It 
raises a number of issues that are crucial to good strategic planning:

It highlights whether resources are currently being allocated against results;  �

or whether significant re-allocations of resources for the new plan period are 
required.

It shows where there is duplication of effort with several organizations all funding  �

the same activities, leading to over-funding.

It shows where there are gaps, either because of insufficient funding, or because  �

an area of the plan is new, and no one has thought to fund it yet.

It shows the contributions that various partners are making, so that accountability  �

can be more clear.

Cash flow analysis
Cash flow analysis is a technique that allows planners to manage inflows and outflows 
of funds and identify where short-term cash problems might occur. It is closely related 
to gap analysis because it indicates where gaps might occur in the budget due to the 
relative timing of expenditures and income receipts.

Hypothetical cash flow projection (US$ 000s)
 Year 1 Year 2 Year 3 Year 4 Year 5

Opening balance 500 300 0 -200 -700

Planned expenditures 1200 1500 1700 1700 800

Expected income 1000 1200 1500 1200 2000

Closing balance 300 0 -200 -700 500
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Exercise 5-B

Method: Country Groups followed by multicountry group discussion.

Assume you have done a costing for a hypothetical programme as described in the 
table below. Interventions 1.1.1, 1.1.2 have been identified as priority 1. Interventions 
1.1.3, 1.2.1and 1.2.2 are priority 2 and intervention 1.2.3 is priority 3.

Cost of Strategic Plan (in US$)

Planning Element
Cost

Year 1 Year 2 Year 3 Year 4 Year 5 Total

Goal 1 1 515 000 1 645 000 1 880 000 2 010 000 2 110 000 9 160 000 

Objective 1.1 976 000 1 045 000 1 210 000 1 310 000 1 460 000 6 001 000 

Intervention 1.1.1 580 000  605 000  750 000 830 000 960 000 3 725 000 

Intervention 1.1.2  56 000 60 000  60 000 60 000  60 000  296 000 

Intervention 1.1.3 340 000 380 000  400 000 420 000  440 000 1 980 000 

Objective 1.2 539 000 600 000  670 000 700 000  650 000 3 159 000 

Intervention 1.2.1 285 000 300 000  350 000 380 000  400 000 1 715 000 

Intervention 1.2.2 120 000 150 000  180 000 200 000  250 000  900 000 

Intervention 1.2.3 134 000 150 000  140 000 120 000 -  544 000 

Further assume that you have identified the following sources of funding for the 
strategic planning period:

MoH: US$ 2.3 million for the HIV programme
Global Fund Round 10: US$ 3.8 million to cover the entire programme from 

years 3-5
WHO: US$ 50 000 for intervention 1.1.2 in year 1
MSF: US$ 430 000 for intervention 1.1.3 in years 2 and 3
USAID US$ 260 000 for intervention 1.1.3 in year 2

Complete the following steps:

Allocate funds against interventions �

Do a financial gap analysis. Are there any significant gaps? How could these  �

be addressed?

Do a cash-flow analysis. Are there any significant cash-flow problems? How  �

could these be addressed?
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OBJECTIVE 5: To understand how to cost operational and 
implementation plans 

  75 min

Operational budgets
National operational plans should be derived directly from the national strategic plan. 
The national operational plan will normally take a one- or two-year “slice” of the strategic 
plan and break the targets and budgets down to the operational level. Individual targets 
and indicative budgets would then be assigned to each implementing agency. 

Because the operational budget is based directly on the strategic budget, there 
should be no need for a separate costing of the operational budget. Similarly, while 
resource estimates may be refined at the operational level, there is unlikely to be a 
significant revision of estimated resources.

Implementation budgets
Implementation plans are developed by implementing institutions (e.g. MoH, individual 
NGOs, provincial or district health authorities). They normally consist of a set of activities 
that will be implemented within the context of the operational plan. The implementation 
plan will define a set of activities that the institution will implement in order to deliver 
on the results and targets it has been assigned in the operational plan. 

The budgets for implementation plans will not be developed in the same way as for 
strategic plans. Funding for the implementation budget will often come from a variety 
of sources and are generally well known in advance, either from MTEF sources or 
from donor commitments. 

Implementation plans will also not be costed in the same way as strategic plans. 
Since the implementation plan consists of activities, the costing should be done at the 
activity level. Just as implementation plans need to be far more detailed about actual 
inputs and activities, the budgets of implementation plans need to be detailed because 
they are the basis for the release of actual funding, and tracking and accounting for 
expenditure. This usually implies a bottom-up and quite detailed approach to costing. 
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The most important aspect of implementation budgets is that they do in fact allocate 
resources to achieve results – i.e. produce outputs. They must be completely linked 
to the implementation plans, and their outputs and targets, as described in Section 4 
above. There should be nothing in the implementation budget that is not linked directly 
to the results in the implementation plan; and all activities in the implementation plan 
must be budgeted.

Once the activities have been costed, they can be put together in an implementation 
budget. It is recommended to establish the budget on a monthly or quarterly basis 
to provide for adequate cash flow management. Detailed activity components do not 
necessarily need to be included in an implementation budget; it should be sufficient to 
include only the sub-activities with their unit costs, assuming a robust costing/budgeting 
exercise has taken place and can be substantiated.

Reconciling the strategic and implementation costs
Frequently, strategic and implementation plans will have been ‘costed’ using different 
methods. Often the strategic plan will have been costed using unit costs at the objective 
or intervention level (a top-down approach); while the implementation plans will have 
been budgeted using detailed inputs at the sub-activity level (a bottom-up approach). 

These different approaches may yield different cost estimates for a given year in 
the planning cycle. Over the course of the strategic planning cycle, these discrepancies 
may become quite important.

Unless very reliable unit cost data is available for use in costing the strategic plan, 
operational budgets are likely to be more accurate than those done at the strategic level. 
When a discrepancy occurs, it is usually best to assume that the detailed implementation 
plans have the most accurate costing. Countries may wish to update their strategic 
plans periodically to reflect better cost data generated during the operational phase. 
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Exercise 5-C

Method: Country groups followed by multicountry group discussion.

Each group will be provided with a simple scenario for an operational plan  �

containing a few activities.

The groups will be asked to cost the plan through the operational cycle. ¾

One or two groups will present their costing scenario. ¾

Discuss challenges faced at the country level in costing. ¾

Exercise 5-A: Costing a strategic budget
Take one SMART objective or intervention from previous exercises (2C-2D). (1) 
This should include targets for coverage rates and/or population in need, broken 
down by year over the life of the plan.

Make assumptions about unit costs. How much will it cost to deliver one “unit” (2) 
of the intervention? Do you expect costs to increase or decrease over the 
planning period?

Fill in the table below and estimate the cost of this intervention by year and the (3) 
total cost for the five years

Objective/ Intervention:

Year Target 
Population

Coverage 
Target

Numerical 
Target

Unit Cost 
(US$)

Yearly Cost 
(US$)

1

2

3

4

5

Total Years 1-5

Exercise 5-B
Assume you have done a costing for a hypothetical programme as described in the 
table below. Interventions 1.1.1, 1.1.2 have been identfied as priority 1. Interventions 
1.1.3, 1.2.1and 1.2.2 are priority 2 and intervention 1.2.3 is priority 3.
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Cost of Strategic Plan (in US$)

Planning Element Cost

Year 1 Year 2 Year 3 Year 4 Year 5 Total

Goal 1 1 515 000 1 645 000 1 880 000 2 010 000 2 110 000 9 160 000

Objective 1.1 976 000 1 045 000 1 210 000 1 310 000 1 460 000 6 001 000

Intervention 1.1.1 580 000 605 000 750 000 830 000 960 000 3 725 000

Intervention 1.1.2 56 000 60 000 60 000 60 000 60 000 296 000

Intervention 1.1.3 340 000 380 000 400 000 420 000 440 000 1 980 000

Objective 1.2 539 000 600 000 670 000 700 000 650 000 3 159 000

Intervention 1.2.1 285 000 300 000 350 000 380 000 400 000 1 715 000

Intervention 1.2.2 120 000 150 000 180 000 200 000 250 000 900 000

Intervention 1.2.3 134 000 150 000 140 000 120 000 - 544 000

Further assume that you have identified the following sources of funding for the 
strategic planning period:

MoH: US$ 2.3 million for the HIV programme
Global Fund Round 10:  US$ 3.8 million to cover the entire programme from 

years 3-5
WHO: US$ 50 000 for intervention 1.1.2 in year 1
MSF: US$ 430 000 for intervention 1.1.3 in years 2 and 3
USAID US$ 260 000 for intervention 1.1.3 in year 2

Allocate funds against interventions(1) 

Do a financial gap analysis. Are there any significant gaps? How could these be (2) 
addressed?

Do a cash-flow analysis. Are there any significant cash-flow problems? How could (3) 
these be addressed?
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Exercise 5-C

Inputs-based costing

Harm reduction scenario

As part of the national operational plan, a local urban health authority will set up a 
needle exchange programme consisting of five needle and syringe exchange facilities. In 
addition, they will establish an opioid substitution facility linked to the main hospital. 

The needle exchange programme will be implemented by a local NGO active in 
the IDU community. Each exchange facility will be manned by two low level health 
workers, and will exchange an estimated 100 needles and syringes each day (i.e. 3000 
per month). Each health worker is paid a salary of US$ 4800 per year. Set-up costs 
(furniture, supplies, etc) are estimated to be about US$ 1200 for each centre. Rental 
of the location for each centre is US$ 600 per month, utilities are US$ 130 per month. 
Syringes cost US$ 28 for a box of 100 and needles are US$ 120 per box of 1000.

The substitution therapy clinic will be run by the public hospital and will reach 
approximately 200 patients. Each patient will be administered a single daily oral dose 
of methadone. The centre will employ two doctors and four health care workers. The 
doctors are paid an annual salary of US$ 12 000 and care workers earn US$ 4,800 per 
year. Set-up costs (furniture, etc) estimated to cost US$ 1400. A site has been allocated 
for the centre in the hospital at a total cost of US$ 1200 per month plus a fixed monthly 
charge of US$ 130 for utilities and US$ 150 for maintenance and cleaning.

Methadone is purchased in an oral liquid solution of 10 mg per ml. The average 
dose is 100 mg so the average oral dose is 10 ml of solution per dose. The solution 
is purchased in 1 litre containers at a cost of US$ 12 each. The centre will initially 
purchase four methadone dispensers. These have a limited useful life and must be 
replaced at the end of every year.  The methadone dispensers must be imported at a 
cost of US$ 1000 each.

Using the table below, define the sub-activities and cost each sub-activity for the 
first year. 
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Facilitators’ Guide

Planning for the Health Sector Response  
to HIV/AIDS
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Introduction
With reaffirmed commitment to universal access (UA), WHO and other co-sponsors of 
UNAIDS are strongly focused on helping countries develop effective national strategic 
plans (NSPs). These are strategic frameworks through which priorities for a country’s 
national response are established, results to be achieved and the means of assessing 
achievement articulated, and within which the programmes of partners in the national 
response can be coordinated for effective implementation. 

UNAIDS has created the AIDS Strategy and Action Plan (ASAP) mechanism to 
support countries in developing national strategic and operational plans for HIV/AIDS. 
Within ASAP, WHO has the mandate to support countries in developing strategic and 
operational plans for the health sector response to HIV/AIDS. In fulfilling this mandate, 
WHO seeks to strengthen links between national health sector plans, multisectoral 
plans, and the health sector response to HIV/AIDS. 

Currently, countries lack systematic guidance for developing strategic and 
operational plans for the health sector response to HIV/AIDS. To meet the need for 
more consistent, detailed and practical guidance, WHO has developed a Resource 
Kit for Planning the Health Sector Response to HIV/AIDS. The resource kit outlines 
principles and approaches to developing strategic and operational plans for the health 
sector response to HIV/AIDS. 

WHO-HQ developed a generic training course on Planning for the Health Sector 
Response to HIV/AIDS, with the aim to strengthen the capacity of WHO and national 
professionals in the government and nongovernmental sectors in strategic planning for 
the health sector response to HIV/AIDS. The course would also benefit national and 
international technical partners involved in health sector planning.

The WHO-SEARO five-day training course is adapted from the WHO-HQ generic 
course to fit to specificities of the South-East Asia Region. Two regional consultations 
were attended by regional experts to provide guidelines and to review and give 
recommendations to the draft Training Modules developed by WHO-SEARO and the 
Australian Projects Management Group (APMG), Sydney, Australia.

The course is intended for those who will be involved in the planning and facilitation 
of training workshops in health sector planning for HIV/AIDS.  
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General objective of the course
To enhance capacity of the national AIDS programmes in HIV strategic planning.

Specific objectives
To understand the synergies between planning for the national response to HIV/(1) 
AIDS, planning for the health sector response to HIV/AIDS and planning for the 
broader health sector. 

To understand the latest developments and global initiatives in strategic planning (2) 
for the health sector response.

To know the key elements of strategic and operational plans including attributes (3) 
of a good strategic plan. 

To familiarize with WHO recommended tools and resources relevant to strategic (4) 
and operational planning for the heath sector response to HIV/AIDS.

To field test the training modules. (5) 

To identify follow up action at the country level in the development of the Health (6) 
Sector Strategic Plan. 

Training modules
List of training modules

Module 1: Setting the scene for planning the health sector response to HIV/AIDS. 

Module 2: Strategic planning.

Module 3: Making the strategic plan operational.

Module 4: AIDS programme management and support systems.

Module 5: Costing and budgeting.

Each participant is also given a set of modules that have the basic information  �

to be learned. 

The modules are designed to help each participant develop specific skills  �

necessary to effectively manage a national AIDS programme. These skills are 
developed by asking each participant to apply new knowledge to exercises 
provided in the modules and to situations presented in group discussions. 

The material in the course will be presented through lectures.  �

Each participant is encouraged to discuss any problems or questions with a  �

facilitator, and to receive prompt feedback from the facilitator on completed 
exercises (that is, to be told how well s/he has done the exercise and what 
improvements could be made).
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Proposed training workshop agenda*

Day 1
09:00 – 10:00 Opening remarks

Introduction to the manual/process

Introductions

10:30 – 12:30 Module 1: Setting the scene for planning health sector response to 
HIV/AIDS 

13:30 – 15:00 Module 2: Strategic planning
15:30 – 17:00 Module 2 (continued)

Day 2
09:00 – 10:30 Module 2 (continued)

11:00 – 12:30 Module 2 (continued)

13:30 – 15:00 Module 3: Making strategic plan operational  
15:30 – 17:00 Module 3 (continued)

Day 3
09:00 – 10:30 Module 4: Management and support systems
11:00 – 12:30 Module 4 (Continued)

13:30 – 15:00 Module 4 (Continued)

15:30 – 17:00 Module 4 (Continued)

Day 4
09:00 – 10:30 Module 4 (Continued)

11:00 – 12:30 Module 4 (Continued)

13:30 – 15:00 Module 5: Costing and budgeting
15:30 – 17:00 Module 5 (Continued)

Day 5
09:00 – 10:30 Module 5 (Continued)

11:00 – 12:30 Module 5 (Continued)

13:30 – 15:30 Wrap-up and evaluation

* (excludes breaks for lunch, etc.)
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Assessment of participants
The organizers need to carry out an assessment before and after the training, the 
purpose being: (i) to test the participants’ level in the technical areas so that the generic 
course content could be adapted accordingly; and (ii) to assess the extent to which 
the participants benefit from the training and assess what areas may need further 
strengthening or follow-up.

Participants should be requested to take the tests anonymously at the beginning of 
the training and again at the end. Annex 1 includes an example of a pre- and post-test 
in line with the proposed training course. 

Learning methods and techniques
A variety of learning techniques are proposed in this training course. Again, these should 
be reviewed and updated according to the level and profile of the participants.

Formal presentations: Generic powerpoint slides are included in each Unit. These 
are not intended to last more than 15 minutes. They cover basic information on each 
topic. Depending on the topic, slides could be used as a trigger for a discussion or as 
conclusion after a general discussion or group work. Some slides might need to be 
adapted to regional specificities and the profile of participants. 

Free discussion: Some sessions require a less rigid method especially if the purpose 
is to generate information on technical issues, operational challenges, technical 
assistance needed, etc. This is effective in getting participants to think constructively 
while interacting with the rest of the group. The facilitator of the session needs to 
make sure that participants do not go off on a tangent. If possible, it is advisable for 
participants to sit around in a wide circle close to the facilitator. 

The important thing is to structure the discussions in such a way that will enable 
the facilitators and participants to draw conclusions from the discussion. The facilitator 
needs to control the flow of ideas and keep the discussion within the specific subject. 
There should be a clear time frame and some ground rules should be agreed upon 
(no single statement longer than two minutes, no interrupting a participant, no judging 
of a statement, etc.)

Questions and answers (Q&A): This is not a free discussion. Q&A is particularly useful 
to have after a presentation which is highly technical or if the subject is fairly new to 
the participants. You need to limit the number of questions and time for answers. You 
can ask the participants to write their questions on cards. 
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Group work: This can take many forms. It can be used for reviewing documents 
(for example, a part of a national HIV strategic plan) and extracting key messages, 
analysing the landscape of HIV response in a given country, etc. There are several key 
issues which have to be observed to get a good result. Some of them are mentioned 
below: 

Set the task very clearly and cross-check whether everybody has understood  �

the task before embarking on the group work.

Divide the participants into small groups as needed for the exercise. Adjust the  �

size of the group to the overall number of participants and the space available 
for group work.

Set a clear time frame. �

Agree on a form of presenting the results before starting the group work.  �

Depending on the timeframe this needs to be structured carefully. Participants 
should be encouraged to use creative ways of presenting their conclusions 
(using cards, drawings, role play, etc). 

Visualization in participatory programme (VIPP): This could be used in conjunction 
with any of the above methods. It is very helpful in case of large numbers of participants 
where interaction becomes more complex and the participation of any one individual 
decreases. It is helpful when used before or after a presentation to generate knowledge 
from the participants and to facilitate interaction. 

VIPP is based on the premise that each participant comes with experience and 
knowledge, which can be released in plenary or group processes to contribute to 
collective knowledge.  This method allows everyone to take part in the process of 
arriving at a consensus. Less talkative participants find a means of expression and 
those who might normally dominate a group lose control and are forced to let others 
have their say. Participants are provided with colour cards. The basic rules include:

Writing one idea on each card (maximum of three lines). �

Writing down a full sentence (using both capital and lower case letters). �

The role of the facilitator is to collect the cards as they come, post them on a board, 
sort them out under categories and make sure that everybody is involved. Detailed 
guidelines on this technique are available at: http://portals.wi.wur.nl/files/docs/ppme/
VIPP_Unicef.pdf

Energizers: It is important to use these if it is felt that the participants are getting 
restless, tired or losing interest during a session. The facilitators need to stop the 
session and carry out an energizing exercise that will bring energy back in the room. 
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It is recommended to use up to three energizers per day, especially after long plenary 
discussions, or to break the monotony of group work presentations. The link below 
provides a wide range of energizing exercises to choose from:

http://www.teampedia.net/wiki/index.php?title=Main_Page 
http://wilderdom.com/games/Icebreakers.html

Materials needed in the workshop
Summary of the progress of participating countries towards MDGs  �

and universal access.

Regional strategic frameworks and national strategic and operational  �

plans of participating countries. 

Laptops and beam projector. �

Flipchart boards and markers. �

Cards of different colours for noting the participants’ feedback on  �

a certain topic.

A digital camera to keep a record of group work presentations and  �

take photos of the participants.

CDROMs, which include training materials, and resources to provide  �

to the participants at the end of the workshop. 

What is a facilitator? 
A facilitator is a person who helps the participants learn the skills presented in the 
course materials, usually through discussions with participants, either individually or 
in small groups. For facilitators to give enough attention to each participant, a ratio of 
one facilitator to three to six participants is desired. In your assignment to teach this 
course, YOU are a facilitator. 

As a facilitator, you need to be very familiar with the material being taught. It is 
your job to answer questions, talk with participants about the exercises, facilitate 
group discussions and generally give participants any help they need to successfully 
complete the course. You are not expected to teach the content of the course through 
formal lectures. 
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What, then, DOES a FACILITATOR do? 
As a facilitator, you do three basic things: 

You FACILITATE LEARNING by: (1) 

Making sure that each participant understands how s/he is to work through  �

the materials and what s/he is expected to do in each module and each 
exercise; 

Answering the participants’ questions as they occur;  �

Clarifying any information that the participant finds confusing as s/he works  �

through the materials and helping the participant to understand the main 
purpose of each exercise; 

Guiding group activities, such as group discussions, to ensure that learning  �

objectives are achieved; 

Promptly evaluating each participant’s work and giving correct answers;  �

Identifying weaknesses in the participant’s skills or understanding and providing  �

explanation or practice to correct them; and,

Helping the participant to understand how to apply concepts learnt in the  �

course to practical problems, for example, to actual situations in his/her 
country. 

You MOTIVATE by: (2) 

Complimenting the participant on her/his correct answers, improvements or  �

progress; and 

Making sure that there are no major obstacles to learning (such as too much  �

noise or not enough light).

You MANAGE by: (3) 

Making sure that each participant has access to the right supplies and  �

materials when s/he needs them; 

Monitoring the progress of each participant.  �

How do you do these things? 
By demonstrating enthusiasm for the topics covered in the course and for  �

the work that the participants are doing; 

By being receptive to each participant’s questions and needs.  �
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As a facilitator, you should encourage the participants to come to you at any time 
with questions or comments. You should always be available during scheduled times, 
and avoid working on other projects or carrying on discussions not related to the course 
during those times. 

You should promote a friendly, cooperative relationship. You should respond positively 
to questions (by saying, for example, “Yes, I see what you mean,” or “That is a good 
question.”). You should also avoid using facial expressions or making comments that 
could cause participants to feel ridiculed. 

Always take enough time  to answer each participant’s questions completely so 
that both you and the participant are satisfied. Finally, you should not always wait for a 
participant to ask you for help. Instead, watch the participants as they work, and offer 
individual help if you see a participant looking troubled, staring into space, not writing 
answers, or not turning pages. 

How can this FACILITATORS’ GUIDE help you? 
In addition to providing information on the role of a facilitator, this Facilitators’ Guide 
provides guidelines for each module, including: 

a list of the basic steps that you and the participants need to take to complete  �

the module, with references to other helpful pages in the guide; 

“Detailed Guidelines” which describe specific actions you will take, points to  �

cover in discussion, etc.; and 

a place for you to write down points to make in addition to those listed in the  �

“Detailed Guidelines”. 

In the beginning of this Facilitator’s Guide, there is a section titled “Guidelines for 
All Modules.” This section describes training techniques for working with participants 
during the course. It also includes important techniques to use when: 

participants are working,  �

participants are providing individual feedback,  �

facilitating a group discussion with a large group or with a country team (that  �

is, all participants from the same country). 

To help participants in their work on a module, you should: 

read the module and work the exercises,  �

read in this Facilitator’s Guide all the information provided about the module, �
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plan exactly how work on the module will be done and what major points you  �

should make, 

think about sections that participants might find difficult and questions they  �

may ask, 

plan ways to help with difficult sections and answer possible questions,  �

think about the skills taught in the module and how they can be applied to  �

participants’ countries, 

plan questions to ask participants so they also will think about how the skills  �

can be applied in their countries. 

Checklist of instructional materials needed at the course

Item needed Number needed

Facilitator’s Guide: One for each facilitator. 

Set of five modules: One for each facilitator and one for each 
participant. 

Resource documents:
Individual copy.

Display materials. 
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Checklist of supplies needed at the course

Supplies needed for each person include: 

name-tag and holder �  

paper  �

ball point pen  �

pencil  �

eraser  �

felt tip pen  �

highlighter  �

case for carrying the materials.  �

Supplies needed for each group include: 

paper clips  �

one pencil sharpener  �

stapler/staples  �

staple remover  �

scissors  �

one roll masking tape  �

two rolls transparent tape  �

two rulers  �

rubber bands  �

flipchart pad and markers.  �

Space requirements 

For each group of participants, there should be:

eno � ugh space for tables or desks and chairs for 4-6 participants and facilitators 
to sit comfortably and have enough room to write. 

a whiteboard/blackboard or flipchart stand with paper.  �

adequate air and light, comfortable and conducive to learning.  �

a place to put sup � plies and reference materials. 

In addition to the space requirements mentioned above, you will need one room 
large enough to accommodate all participants, facilitators and any visitors. 
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Guidelines for all modules
Facilitator techniques 

A.  Techniques for motivating participants 

Encourage interaction

During the first day, interact at least once with every participant and encourage (1) 
participants to interact with you frequently. In response, it is likely that the 
participants (a) will overcome their shyness; (b) will realize that you are willing 
to interact and expect the interaction; and (c) will continue to interact with you 
throughout the remainder of the course. 

Make sure that most of the time is spent in working groups, not in presentations (2) 
and plenary discussions.

Look carefully at each participant’s work (including answers to short-answer (3) 
exercises). Check to see if participants are having any problems, even if they 
do not ask for help. If you show interest and give each participant undivided 
attention, the participants will feel more compelled to do the work. Also, if the 
participants know that someone is interested in what they are doing, they are 
more likely to ask for help when they need it. 

Be readily available to the participants at all times. (4) 

Keep participants involved in discussions 

Frequently asked questions of participants to check their understanding and to (5) 
keep them actively thinking and participating. Questions that begin with what, why 
or how require more than just a few words to answer. Avoid questions that can 
be answered with just one word (for example, questions that begin with “Do”). 

 After asking a question, PAUSE. Give participants time to think and formulate a 
response. A common mistake is to ask a question and then answer it yourself. 
If no one answers your question, rephrasing it can help to break the tension of 
silence. But do not do this repeatedly. Some silence is productive. 

Acknowledge all participants’ responses. This will make the participants feel (6) 
valued and encourage them and others to continue to participate. Do this with a 
comment, a “thank you” or a definite nod. If you think a participant has missed 
the point, ask for clarification or ask if another participant has a suggestion. If 
a participant feels her/his comment is ridiculed or ignored, s/he may withdraw 
from the discussion entirely or not speak voluntarily again. 
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Answer participants’ questions willingly and encourage participants to ask questions (7) 
when they have them rather than to hold the questions until a later time. 

Do not feel compelled to answer every question yourself. Depending on the (8) 
situation you may turn the question back to the participant or invite other 
participants to respond. 

Use names when you call on participants to speak, and when you give them (9) 
credit or thanks. Use the speaker’s name when you refer back to a previous 
comment.

Always maintain eye contact with the participants so everyone feels “included”. (10) 
Be careful not to always look at the same participants. Looking at a. participant 
for a few seconds will often prompt a reply, even from a reticent participant. 

Keep the session focused and lively 

In order to keep your presentations lively: (11) 

present information conversationally rather than reading it.  �

speak clearly. Vary the pitch of your voice and the pace of your delivery.  �

use a variety of methods to present information, such as written materials,  �

writing on a board or flipchart, demonstration and discussion. 

Write key ideas on a flipchart as they are offered. (This is a good way to acknowledge (12) 
responses. The speaker will know his suggestion has been heard and will have 
the gratification of having it recorded for the entire group to see.) 

 When recording ideas on a flipchart, use the participant’s own words if possible. 
If you must be more brief, paraphrase the idea and check it with the participant 
before writing it. You want to be sure the participant feels you understood and 
recorded his idea accurately. 

 Do not turn your back to the group for long periods as you write.

At the beginning of a discussion, write the main question on the flipchart. Having (13) 
the question visible will help most participants keep themselves on track. When 
needed, walk to the flipchart and point to the question.  Paraphrase and summarize 
frequently to keep participants focused on a clear idea and to keep discussions on 
track. Ask participants for clarification of statements as needed. Also, encourage 
other participants to ask a speaker to repeat or clarify his statement. 

 Restate the original question to the group to get them focused on the main 
issue again. If you feel someone will resist getting back on track, first pause to 
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get the group’s attention, tell them they have gone astray, and then restate the 
original question. 

 Do not let several participants talk at once. When this occurs, stop the talkers 
and assign an order for speaking. (For example, say “Let’s hear Dr Samua’s 
comment first, then Dr Wangdi’s, then Dr Gupta’s.”) People usually will not 
interrupt if they know they will have a turn to talk. 

 Thank participants whose comments are succinct and to the point.

Try to encourage quieter participants to talk. Ask to hear from a participant in the (14) 
group who has not spoken before, or walk toward someone to focus attention 
on him and make him feel he is being asked to talk. 

Manage any problems 

Some participants may monopolize discussions by talking frequently and at (15) 
length. Some suggestions on how to handle a talkative participant: 

Do not call on this person first after asking a question.  �

After a participant has gone on for some time say, “You have had an opportunity  �

to express your views. Let’s hear what some of the other participants have to 
say on this point.” Then rephrase the question and invite other participants 
to respond, or call on someone else immediately by saying, “Dr Samau, you 
had your hand up a few minutes ago.” 

When the participant pauses, break in quickly and ask to hear from another  �

member of the group or ask a question of the group, such as, “What do the 
rest of you think about this point?”. 

Record the participant’s main idea on the flipchart. As he continues to talk  �

about the idea, point to it on the flipchart and say, “Thank you, we have 
already covered your suggestion.” Then ask the group for another idea. 

Do not ask the talkative participant any more questions. If he answers all the  �

questions directed to the group, ask for an answer from another individual 
specifically or from a specific subgroup. (For example, ask, “Does anyone 
on this side of the table have an idea?”)

Try to identify participants who have difficulty understanding or speaking the (16) 
language. Speak slowly and distinctly so you can be more easily understood 
and encourage the participant in his efforts to communicate. 
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Discuss with the Course Director any language problems which seriously  �

impair the ability of a participant to understand the material. It may be possible 
to arrange help for the participant.

Discuss disruptive participants with your co-facilitator or with the Course  �

Director. (The Course Director may be able to discuss matters privately with 
the disruptive individual or make arrangements for other activities for him.)

Reinforce participants’ efforts 

As a facilitator, you will have your own style of interacting with participants. (17) 
However, a few techniques for appearing non-threatening and for reinforcing 
participants’ efforts include: 

avoiding use of facial expressions or comments that could cause participants  �

to feel ridiculed, 

sitting or bending down to be on the same level as the participant when  �

talking to him, 

answering questions thoughtfully, rather than hurriedly,  �

encouraging participants to speak to you by allowing them time,  �

appearing interested, saying “that’s a good question/suggestion.”  �

Reinforce participants who: (18) 

try hard.  �

ask for an explanation of a confusing point.  �

do a good job on an exercise.  �

participate in group discussions.  �

help other participants (without distracting them by talking at length about  �

irrelevant matters). 

B.  Techniques for relating modules to participants’ jobs 

Discuss the application of new concepts to real problems: this is the one facilitator (1) 
function that is most likely to ensure that participants begin to think about how 
to apply what they are learning. 

Ask participants how they can use their skills in their countries and discuss any (2) 
potential difficulties in implementation.

Reinforce participants who discuss or ask questions about practical application (3) 
of skills (for example, by acknowledging and responding to their concerns). 
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Help participants think about how to adapt skills and procedures to their particular (4) 
country situations. Be sure the principles and purposes underlying the skills 
and procedures are understood and preserved in the application to a unique 
circumstance. 

C.  Techniques for assisting co-facilitators (if any)

Spend some time with the co-facilitator when assignments are first made exchanging (1) 
information about prior facilitation experiences and individual strengths, weaknesses 
and preferences in content and process. Come to a mutual agreement on roles 
and responsibilities and how you can work together as a team.

Assist one another in providing individual feedback and in conducting group (2) 
discussions. For example, one facilitator may lead a group discussion and the 
other may record the important ideas on the flipchart. The second facilitator could 
also check the Facilitator’s Guide and add any points that have been omitted. 

Work together on each module rather than taking turns having sole responsibility (3) 
for a module.

When participants are working: 

Look available, interested and ready to help.  �

Encourage participants to ask you questions whenever they would like some  �

help. 

If important issues or questions arise when you are talking with an individual,  �

make note of them to discuss later with the entire group. 

If a question arises which you feel you cannot answer adequately, obtain  �

assistance as soon as possible from another facilitator or the Course 
Director.

Review the points in the Facilitator’s Guide so you will be prepared to discuss  �

the exercise with the participants. 

When providing individual feedback:

Before the individual feedback session, refer to the appropriate “Detailed  �

Guidelines” to remind yourself of the purpose of the feedback and the major 
points to make during the discussion.

Compare the participant’s answer to the individual feedback exercise with the  �

answer sheet. If the answer provided to any exercise is labelled “Possible 
Answers”, the participant’s answer does not need to match exactly, but 
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should be reasonable. If a single correct answer is provided, be sure the 
participant’s answer matches it.

If the participant’s answer to any exercise is incorrect or is unreasonable,  �

ask the participant questions to determine why the error was made. There 
may be many reasons for an incorrect answer. For example, a participant 
may not understand certain terms used in the exercise, may be unable to 
do a mathematical calculation or may not understand a basic concept being 
taught.

Once you have identified the reason(s) for the incorrect answer to the exercise,  �

help the participant correct the problem. For example, if the participant has 
difficulty understanding the concept itself, you might try relating it to situations 
in her/his own country. After the participant understands the term or concept 
that was difficult, ask her/him to work the exercise or part of the exercise 
again, so that s/he can be sure s/he understands it.

Summarize, or ask the participant to summarize, what was done in the  �

exercise and why it was done. Emphasize that it is most important to learn 
and remember the concept or the process demonstrated by the exercise. 
Give the participant a copy of the answer sheet, if one is provided.

Always reinforce the participant for good work by (for example):  �

complimenting on her/his understanding of the concept,  ¾

showing enthusiasm for ideas for application of the concept in her/his  ¾
work. 

telling the participant that the procedure s/he is learning will help her/  ¾
him to do a better job at home. 

telling the participant that you enjoy discussing these issues with her/ ¾
him. 

letting the participant know that her/his hard work is noticed and  ¾
appreciated. 

When leading a group discussion: 

Plan to conduct the group discussion at a time when you are very sure that  �

all participants will have completed the preceding work. Wait to announce 
this time until most participants are ready, so that others will not hurry.

Before beginning the discussion, refer to the appropriate “Detailed Guidelines”  �

to remind yourself of the purpose of the discussion and the major points to 
make.
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Always begin the group discussion by telling the participants the purpose  �

of the discussion.

Often there is no single correct answer that needs to be agreed on in a  �

discussion. Just be sure the conclusions of the group are reasonable and 
that all participants understand how the conclusions were reached. 

Try to get most of the group members involved in the discussion. Record  �

key ideas on a flipchart as they are offered. Keep your participation to a 
minimum, but ask questions to keep the discussion active and on track.

Always summarize, or ask a participant to summarize, what was done in the  �

exercise and why it was done. Emphasize that it is most important to learn 
and remember the concept or the process demonstrated by the exercise. 
Give participants a copy of the answer sheet, if one is provided.

Ask participants questions to encourage them to think about use of the concept  �

or process in their country (for example, are the necessary data collected in 
your country? Do you believe you could do this in your country? If not, what 
would you do differently to accomplish the same result?).

Reinforce the participants for their good work by (for example):  �

praising them for the list they compiled,  ¾

commenting on their understanding of the exercise,  ¾

commenting on their creative or useful suggestions for applying the  ¾
concept on the job, 

praising them for their ability to work together as a group.  ¾

Special comments on how to lead large group discussions: 

The purpose of most large group discussions is to hear each individual’s point of view. 
Usually there is no single correct answer that needs to be agreed on in the discussion. 
Your major responsibility as a facilitator is to ensure that the conclusions of the group are 
reasonable and that all participants understand how the conclusions were reached. 

Special comments on how to lead a country group discussion: 

The purpose of leading a country group discussion is to help the country group reach 
consensus on a point or some plans. This may present you with some additional 
challenges. For example, two or more participants may not be able to reach consensus 
on a plan. If this occurs, you might try the following to resolve the conflict: 
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Ask all members of the country group to vote and select a plan. Remind  �

them that decisions are not binding and that obtaining further information 
when they return to their country may lead to a different conclusion.

Terminate the discussion by agreeing to disagree. Point out that later  �

discussions (both in the course and when they return to their country) may 
help the group resolve the issue. 

Another challenge may be a situation where junior members of the group defer to 
the senior member. This is particularly problematic if the junior members seem unwilling 
to even express their opinions if they differ from the senior member’s views. You can 
encourage junior participants to talk by: 

Starting the discussion with a comment on the value of hearing many different  �

perspectives on an issue. Explain that even if one person ends up making 
the final decision, it will be a better decision if different perspectives have 
been considered first. 

Looking inquiringly at a participant who has not contributed, thereby encouraging  �

him or her to speak.

Asking to hear from a specific individual or a specific subgroup. For example,  �

“We haven’t heard from the group on this side of the table yet. Do you have 
anything you would like to say?” 

One facilitator should work with each team throughout the country group discussion. 
If there are more teams than facilitators, select the team that works best together and 
is most self-sufficient and brief them on how to conduct the discussion by themselves. 
Give them a copy of the instructions about how to conduct the discussion from this 
Facilitator’s Guide. 
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Facilitator guidelines 

Introduction 

This session will be conducted in plenary with a facilitator leading the following 
activities

Total time 45 mins

Summary of steps Estimated time Primary focus

1. Introduce yourself and facilitators and ask 
participants to introduce themselves. 10 min

2. Perform any necessary administrative 
tasks. 10 min

3. Explain learning methodology 5 min
4. Explain the role of course facilitators 5 min

5. Introduce and explain the course 
materials and the timetable 15 min
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Detailed guidelines for introduction

1. Introduce yourself, facilitators and participants 

 The course director will introduce herself/himself and the facilitators of this 
course and write their names on the blackboard or flipchart (if available). S/he 
will then ask the participants to introduce themselves. They should also specify 
the country they work in. 

2. Perform any administrative tasks

3. Explain learning methodology 

The material in the course will be presented through lectures.  �

Each participant is also given a set of instructional booklets, called modules,  �

that have the basic information to be learned. 

Each participant is encouraged to read the materials and discuss any  �

problems or questions with a facilitator, and to receive prompt feedback from 
the facilitator on completed exercises (that is, to be told how well s/he has 
done the exercise and what improvements could be made). 

Tell the participants that to learn the most from this course, they should:  �

Work the exercises by themselves or with other participants from their  ¾
country when they are directed to do so. They will be given enough 
time to complete exercises carefully keeping in mind that people work at 
different speeds as a result of their varying knowledge, experience and 
familiarity with the subject. Those who finish early should be encouraged 
to review the additional resource materials which are available at the 
training venue.

Ask questions. It is our job to help them learn, but they must let us  ¾
know what help they need. 

Participate in the group discussions and listen carefully to others in the  ¾
group. 

Think about how the skills being taught apply to their own countries and  �

work. Discuss this with the facilitators and others in the group.

4. Explain the role of facilitators 

Explain that the facilitators’ role throughout this course will be to: 

answer questions whenever they arise or find the answer if they do not  �

know. 

clarify information which they find confusing.  �
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give individual feedback on exercises where indicated.  �

facilitate group discussions.  �

discuss how participants can apply the information in the modules to their  �

work in their own countries. 

5. Introduce and explain course materials 

Hold up the course materials for participants to see and briefly explain each 
item: 

Modules 
They come in a defined order.  �

They contain information and exercises to help participants achieve the  �

course objectives. Worksheets are provided to record answers to questions 
asked in the exercises. 

Participants can keep their modules.  �

Explain where participants can find the reference materials that are (a) 
listed at the end of the module. 

Review the course schedule which shows the sequence and time (b) 
allocation for the modules.

Briefly describe the content and purpose of each module, as follows:(c) 

Module 1. Setting the scene for planning the health sector response to  
HIV/AIDS

Relationship between national health policies/strategies and the ◊ 
health sector response to HIV/AIDS.

Global commitments to the HIV response.◊ 

National development priorities and national AIDS priorities.◊ 

Integration with other disease-specific programmes.◊ 

Module 2. Strategic planning

Attributes of a good plan.◊ 

Steps in developing a strategic plan.◊ 

Situation analysis.◊ 

Setting priorities (goal, objectives, strategies, interventions and ◊ 
targets).
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Module 3.  Making strategic plan operational 

Process to operationalize the strategic plan.◊ 

Module 4.  AIDS programme management and support systems

Good governance.◊ 

Strategic information management system.◊ 

Human resource management system.◊ 

Mobilizing internal and external resources.◊ 

Module 5.  Costing and budgeting

Principles, basic concepts and approaches of costing and ◊ 
budgeting.

Costing of the strategic plan.◊ 

Financial gap analysis.◊ 

Costing the operational plan.◊ 

The course director assigns participants and facilitators to country (d) 
groups. He explains that most of the training will take place in these 
groups with a combination of individual and group work supported by 
the facilitators.

Make any additional points which you have listed in the box below. Ask (e) 
for any questions or comments. 
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Module overview

Module 1. Setting the scene for planning the health sector response to HIV/AIDS

Total time:  2 hours 

Day 1: 10.30 -12.30

Time Session Estimated 
duration

10.30-11.15 Introduce the module

Presentation: 

Objective 1: Relationship between national • 
health policies/strategies and the health sector 
response to HIV. 

Objective 2: Global and regional commitments • 
to HIV and how they relate to strategic planning 
for the health sector response to HIV/AIDS. 

45 min

11.15-11.45 Presentation: 

Objective 3: Relationship between national • 
development priorities and national AIDS 
priorities. 

Objective 4: Development, integration and • 
implementation of disease-specific programmes. 

30 min

11.45-12.15 In plenary session, participants will be asked to 
discuss:

In what ways is HIV/AIDS referred in the • 
national health development? 

How is the health sector response currently • 
addressed at country level? 

How does it fit in with other health or national • 
priorities?

Assess result-based nature of current plans.• 

30 min

12.15-12.30 Summarize the module 15 min

Key messages
National Health Policies & Strategies (NHPS) play a critical role in strengthening  �

health systems and in delivering effective interventions in an integrated approach to 
accelerate progress towards the health MDGs and in wider health outcomes. 

Better health outcomes depend on effective interventions delivered by better  �

health systems. 
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Programming for the health sector response to HIV/AIDS must be based on the  �

wider NHPS in a manner that reinforces national health priorities and maximizes 
synergies with other health programmes. 

The global response to HIV/AIDS is guided by a number of international  �

commitments. 

The Global Health Sector Strategy for HIV/AIDS 2011-2015 is a framework for  �

health sector efforts on HIV/AIDS for reaching the MDGs. 

The overall national response to HIV/AIDS is generally guided by a multisectoral  �

strategic framework or National AIDS Plan which reflects contributions of all 
sectors in addition to health. 

Delivery of HIV/AIDS services should, wherever possible, be closely linked to  �

the delivery of other health services. 

Module 2: Strategic planning
Total time: 9 hours* 

Day 1: 13.30 – 17.00 hrs

Time Session Estimated 
duration

13.30-13.35
Introduce the module. 

Read learning objectives on page 5
5 min

13.35-14.00 Presentation on Objective 1: Attributes of a good plan. 25 min

14.00-14.30 Presentation on Objective 2: Steps required in developing 
strategic plan. 30 min

14.30-15.00
Participants work in country groups on Exercise 2-A. 

Facilitator wraps up with short discussion of main issues in 
the multi-country group.

30 min

15.30-16.00 Presentation on Objective 3: Situation assessment 30 min

16.00-17.00
Participants work in country groups on Exercise 2-B 

Facilitator wraps up with short discussion of main issues in 
the multi-country group. 

60 min

Day 2. 09.00 – 17.00 hrs

Time Session Estimated 
duration

09.00-09.20 Presentation on Objective 4: Determine goals, objectives, 
strategies for the national strategy. 10 min
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Time Session Estimated 
duration

09.20-10.30
Participants work in country groups on Exercise 2-C

Facilitator wraps up with short discussion of main issues 
in the multi-country group.

70 min

11.00-11.20 Presentation on Objective 5: Determine priority 
interventions for the national strategy 20 min

11.20-12.30 Participants work in country groups on Exercise 2-D 70 mins
13.30-15.00 Group feedback and discussion of interventions 90 mins

15.30-15.50
Presentation on Objective 6: Setting targets 
and indicators for monitoring and evaluating the 
implementation of the national strategy 

20 mins

15.50-16.30 Participants work in country groups on Exercise 2-E 40 mins

16.30-17.00 Facilitator wraps up with short discussion of main issues 
in the multicountry group. Summarizes Module 2 30 mins

* (excludes breaks including lunch)

Objective 1: Attributes of a good plan
Familiarize yourself with the notes in the participant’s Guide and with the information 
in the ASAP 2007 report.

Objective 2: Steps to developing a good plan
Exercise A asks the country groups to map out the steps they will take to develop their 
plan, or if they have already done it, asks them to review the steps to see if they had 
the right people involved and got the level of participation and ownership required to 
ensure that it would be implemented.

This is a quick exercise (40 minutes) and aims to have participants look through 
the planning stages in the notes and map them out for their country.

There is no need for extensive report back, but there could be 5-10 minutes of 
discussion to wrap the exercise up – focus on asking “What is the most important thing 
that you discovered?”

Objective 3:  Situational analysis
What do they know about the epidemic in their country? Most can quote prevalence 
figures and some Bio-behavioural Surveillance Surveys (BBSS) information, but this 
session also asks what they know about subpopulations at greater risk of impact.
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Basic questions: Who is getting HIV and why?

Who gets services and why?

Are all the sub-populations homogeneous? For example, are all sex workers at equal 
risk?

Main message – the plan has to be directly linked to the problem. Interventions and 
services need to target the people who have most need of them.

Exercise 2B: This is a long exercise that asks country groups to document what they 
know about their epidemic. This is the essential first step in planning.

Try to have a skilled facilitator at each country table to take them through this 
process.

If there is time, ask for some quick feedback from some of the country groups.

Try to also reinforce:

Populations like sex workers, MSM, transgender, IDU are not homogeneous –  �

there are subpopulations at greater risk or experiencing greater impact – what 
do they know about the different subpopulations?

We use the population labels as a  shorthand for targeting – people can belong  �

to several subpopulations at once, or drift in and out of subpopulations.

Objective 4: Vision, goals, objectives and strategies
Take people through these definitions. There is often a lot of confusion about what 
each category is. 

Exercise 2C: Make sure participants refer to their situation assessment information. 
They may need help to divide the things they want to achieve into broad objective 
areas – make sure that the facilitators are active in helping them with this.
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Objective 5: Determining priority interventions
There is an extensive intervention list in the participant’s manual. They have two hours 
for this exercise, but choosing priority interventions is a really important part of the 
plan.

Things to look out for:

Make sure that the interventions match the needs identified in the situation  �

assessment – some countries still make plans that focus on awareness-raising 
interventions in the general population despite the fact that there are specific 
populations at greater risk or greater impact.

Be ready to ask them to justify their intervention choices – particularly if the  �

outcomes are just “raised awareness”.

Look for evidence of effectiveness – some interventions work better than others  �

and some don’t work at all.

Make sure that the prevention and management of STIs appears somewhere as  �

a priority – people forget sometimes that reducing STIs among key populations 
reduces HIV transmission.

Encourage participants to think about a comprehensive and connected set of  �

interventions.  
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The Comprehensive Package of HIV Prevention and Care Programme and Services 
outlined below might help you to frame their thinking:

Prevention programmes and services

Outreach, behaviour change communication (BCC), drop-in centres, methadone 
services, drug treatment services, condom and lube distribution, needle and syringe 

availability, STI prevention, diagnosis and treatment.

Knowledge of HIV status

Voluntary counselling and testing (VCT) through puskemas, mobile clinics, 
civil society organizations (CSOs), provider-initiated VCT

HIV treatment, care and support

Opportunistic infections (OI), primary health centres, TB prevention and treatment, 
Antiretroviral Therapy (ART) and clinical care, home-based care

Prevention programmes and services

Outreach, BCC, drop-in centres, methadone services, drug treatment services,  
condom and lube distribution, needle and syringe availability,  

STI prevention, diagnosis and treatment

Knowledge of HIV status

VCT through puskemas, mobile clinics, CSOs, provider-initiated VCT

HIV treatment, care and support

OI prevention treatment and diagnosis, TB prevention and treatment,  
ART and clinical care, home-based care

Supported by:

Enabling environment:  Supportive legal and policy framework, supportive practices 
by police, local authorities, bar and brothel owners

Strategic information: Population size estimation, Bio-behavioural Surveillance 
Surveys (BBSS), risk and impact mapping, social and operational research,  

monitoring and evaluation (M&E)

Supportive interventions: CSO strengthening and organizational development, 
capacity development

Structural interventions:  Removing service access barriers, increasing education 
and literacy levels, vocational training and employment, debt reduction
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Module 3: Making the strategic plan operational
Total time: 3 hours*

Day 3:  09.00 – 12.30

Time Session Estimated 
duration

09.00- 09.45 Introduce the module

Lecture: 

Objective: To become familiar with the process required 
to operationalize strategic plans 

From strategic to operational planning  

Types of operational plans

Review status of implementation

45 mins

09.45-10.15 Lecture: 

Components of an operational plan

30 mins

10.45-11.45 Country group work:

Exercise 3-A   Elements of the operational plan

60 mins

11.45-12.30 Group feedback & discussion

Facilitator wraps up with short discussion of main 
issues in the multi-country group.

45 mins

Notes:

This is the time for groups to determine who will do what, in what manner and  �

by when.

It is the ACTION part of the planning process. �

Try to tie people down to specific actions: keep asking WHO? HOW?  �

WHEN? 

Make sure that this is directly connected to the plan they developed in  �

Module 2

Module 4: AIDS programme management and support systems 
Total Time: 7.5 hours

Day 3:  13.30-17.00 hrs

Day 4: 09:00 – 10:30 hrs
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Time Session Estimated 
duration

13.30-13.40
Introduce the module. 

Presentation on Objective 1: Elements that support good 
governance of an AIDS programme

10 mins

13.40-14.10 Exercise 4A in bi-country groups 30 mins

14.10-14.20 Presentation on Objective 2: Strategic information 10 mins

14.20-15.15 Exercise 4B Strategic information 55 mins

15.45-17.00
Objective 3. Workforce Development

Exercise 4C
75 mins

Day 4. 

Modules 4 and 5

Time Session Estimated 
duration

09.00- 09.10 Introduce Objective 4: Resource mobilization 10 mins

09.10-10.00 Exercise 4D 50 mins

10.00-10.30 Wrap-up Module 4 30 mins

Day 4

Module 5: Costing, budgeting and financial management

Time Session Estimated 
duration

11.00-11.30 Presentation on Module 5 30 mins
11.30 -12.30 Exercise 5 A 60 mins

Day 5

Next Steps – Priorities for moving forward

Time Session Estimated 
duration

09.00-09.15 Presentation on potential next steps 15 mins

09.15-10.30

Country group work – what is the current status of their 
Health Sector Plan?
What are the three most important things that need to 
happen next?

75 mins

11.00-12.30 Next steps: report back 90 mins

13.30-15.30 Wrap-up and evaluation 120 mins

* (excludes breaks including lunch)
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