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VfM discussions around the UNAIDS strategic investment framework, with the emphasis of community
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Day 1

Session 1: Opening Remarks
The workshop was opened by Ben Simms of the UK Consortium on AIDS and International
Development who highlighted the importance of bringing together such a diverse group of people and
organisations in order to strive for a common approach to methodology around Value for Money and
the Strategic Investment Framework. Ben underlined the role of the Consortium in partnering with the
wider membership in order to provide evidence in the support of goals of the international HIV
response.
Sam McPherson of the International HIV/AIDS Alliance stressed that the overarching theme of the
workshop would be ‘challenge’, making the point that the currently available evidence is very weak
around community mobilisations and how these affect HIV/AIDS outcomes. He described this as a
challenge not just for community based organisations (CBOs), the Alliance, and non-governmental
organisations (NGOs), but for all groups related to the response such as the European Community,
World Bank, DFID and UN. In order to make investment work we need to know we are spending the
money in the right way. Again drawing to the diverse group in attendance (donors, economists, civil
society) Sam described his key hope of the workshop as getting a clearer idea of what needs to be done
and by whom in order to fill the gaps in the evidence around community mobilisation.
Liza Tong, also of the Alliance, went through the agenda for the two days before reinforcing the key aim
of the workshop as bringing together a diverse group of HIV stakeholders make sure everybody has a
common understanding when we talk about community mobilisation, HIV AIDS and value for money.
Session 2: Community response to HIV (SIF and other initiatives)

A number of panellists were invited to speak, in
order to give greater clarity on the focus of, and
assumptions behind, community mobilisation
within the strategic investment framework (SIF).
Panel Chair: Sam McPherson/ Rosalía RodriguezGarcía
Panel: Bernhard Schwartländer, discussants
Shaleen Rakesh (Alliance linking organisation),
John Novak (US Government), Will Niblett (DFID),
René Bonnel (World Bank)
Objective: To highlight key aspects of the SIF,
and other relevant work (i.e. CSS framework)
what this means for community mobilisation and
place this within a VfM context.
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Bernhard Schwartländer opened up the panel discussion, highlighting the key aspects of the Strategic
Investment Framework (SIF). He explained that the framework focuses on investing in and scaling up
six programmatic areas that are known to work best. With this more focused approach, infections can
be dramatically reduced. The investment needed for this is humble and pays back in multiple. The
need for community mobilisation may be obvious to those of us at the meeting, but not to a Minister of
Finance, for example. He explained that often we struggle with having to present the argument for
community mobilisation, but if we work together to articulate this it will be easier to get the
community mobilisation agenda forward in the global HIV/AIDS response. In order to do this, we will
need to be more “scientific” in collecting information and selling programmes.
René Bonnel explained that community mobilisation has very little evidence of results despite it being
one of the most important HIV responses. The success of investing in the SIF’s 6 core programmatic
areas will rely on the community mobilisation response. The SIF is a framework at the moment, but
there are lots of frameworks. The challenge will be to turn the implications of the framework into
reality, and for this to happen there needs to be strong, concrete action. One of the problems so far is
that ‘community mobilisation’ is a vague term, and evidence of results from CBOs is seen but only in
certain areas. René suggested that we need to think about how we are going to show results and
convince big funders that community mobilisation makes sense.
Will Niblett expressed his enthusiasm for the SIF framework, but emphasised that not only do we need
to make the Value for Money argument, but we also need to explain why HIV is still a ‘good buy’ with
limited funding for development issues. Two areas leapt out for him regarding what would actually
have to be done differently as a result of the SIF framework: 1) scaling up treatment, and 2) community
mobilisation. “Pitifully small amount of funding is actually reaching communities”, and so we need to
be better at tracking and monitoring this.
Shaleen Rakesh began by discussing the ‘fuzziness’ of the term community mobilisation. When we are
talking about community-centred service delivery and approach, we are talking about ‘community
ownership’ which is not a new concept in development theory and practice. To take the concept of
community mobilisation further, we should look at it as not just a means to an end, but also an end in
itself. Community mobilisation will lead to better responses on the ground, such as stigma reduction
within communities.

Box 1:
Community mobilisation in India
An example of community mobilisation on the ground comes from the Alliance India Global Fund
Round 6 programme on care and support to children affected by AIDS and their families. This
programme took a community mobilisation approach in various settings – policy, health system and
community setting. The success of the programme was empowerment of the communities to take on
responsibility for the programme. Some key intervention areas were educational and vocational skills
to improve livelihoods, linking families to health services, and home-based care. The Social Return on
Investment (SROI) showed that for every dollar invested, four dollars of benefit was derived (e.g.
savings in lost working days due to sickness). It is important to create linkages between various
stakeholders, such as between the government system, policymakers, communities and families.
Community ownership and participation should be a key component of programme management
structures.
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John Novak began by discussing the two phases of PEPFAR, from a USAID perspective. PEPFAR 1 was
based on a vertical programme model, while PEPFAR 2 incorporated principles such as health systems
strengthening, country ownership, and the Paris Declaration. There is currently a very clear message
from the top around results-based programming and VfM. The PEPFAR budget next year will either
remain constant or go down, with a likely 10-15% cut. Treatment and care service delivery are concrete
and medically grounded, but community mobilisation is harder to measure. John explained that the
challenge to all of us is that we have a very short window of opportunity (opened by the SIF) to show
the value for money of community mobilisation. We have to advocate and be the people who
influence how money is used in the future. The urgency of this cannot be stressed enough – as budgets
shrink, prevention and community mobilisation will probably be cut while treatment and care
programmes remain constant.
Discussion
The discussion began by a participant making the point that community involvement and ownership is
not a new concept. We have to be very specific by what we intend to achieve through community
mobilisation, as it is not a golden bullet. Shaleen replied that while it is not new, there are reasons why
it has not been yet been part of a framework which has been pushed (e.g. there hasn’t been an
enabling environment to allow communities to come together; communities haven’t necessarily had
their act together; there has been in-fighting within communities). Community mobilisation ties in with
community system strengthening (CSS) and health system strengthening (HSS) discussions, as if
communities are unable to access health services, then HSS objectives will not be met.
The other discussion point was focusing on how we show ‘value’ in VfM. One person made the point
that we should not monetise value just for the sake of it – there are other ways to show value than just
in monetary terms. Will replied that he had some worries around discussions around the VfM of
community responses. While there is inherent value in empowering communities, you can also
empower people to do ‘bad’ things. We therefore need to make the link between community
mobilisation and reducing HIV deaths and infections.

Group work 1 – community mobilisation and programmatic areas
Workshop participants split into four thematic groups: HIV treatment, care and support; behaviour
change, PMTCT; and key populations. The groups discussed their programmatic areas, looking at
community mobilisation elements and costing challenges. Each group then reported back.
Objective: To explore/ unpack the elements of community mobilisation relevant to programmatic area
selected and describe VfM key challenges (around costing and measurement)
Group: HIV treatment, care and support
The group looking at HIV treatment, care and support looked at a number of activities/elements of
community mobilisation relevant to this programmatic area: treatment preparedness programmes;
mothers on HIV treatment supporting other mothers in PMTCT programmes; human rights, stigma and
discrimination work; awareness raising; referrals; adherence; nutrition; psychosocial support (incl.
adherence, disclosure, family counselling); and home-based care.
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One of the challenges of measuring HIV treatment, care and support activities is establishing the value
of activities that are not able to be costed in a straightforward way. For example, it is easier to
establish unit costs rather than the costs of achieving programme outcomes. There is a need to be
innovative in designing tools that can measure VfM, but also examine the limits on what is possible and
feasible to measure. One of the benefits of using a tool such as QALYs is that you can show the benefit
of getting people on treatment early.
Group: Behaviour Change
The overarching point made by the Behaviour Change discussion group was the cross-cutting nature of
behaviour change interventions. Key activities highlighted reflected the breadth of work which can fall
under the heading of 'behaviour change' including: positive prevention; direct delivery by communities;
school based programmes; 'families matter'; and community outreach programmes.
When the discussion moved to the challenge of measuring cost and impact of these interventions a
number of points were raised and discussed within the group. There was a general consensus that
there is less evidence in this programme area than in the others being discussed during the workshop.
A key challenge was seen as the lack of clear indicators for measuring behaviour change activities.
Additionally the question of standardisation was raised and the lack of commonly accepted standards
for behaviour change programmes was compared to the more easily measured areas of PMTCT and
condom distribution, for example. The longer time frame associated with behaviour change
programmes was also seen as a challenge to measurement, again viewed in comparison with the other
programmatic areas which were seen as having a more readily measured short-term impact.
Group: PMTCT
The PMTCT community mobilisation activities discussed in this group were: community outreach;
training of traditional birth attendants on PMTCT; linking CSS to HSS; peer-to-peer education activities
reaching out to pregnant women; and stigma and discrimination/HIV and PMTCT awareness at the
community level.
However, there are some challenges in measuring the VfM of community mobilisation. For example,
the impact of community response is dependent on health systems, but there can also be poor
coordination and competition with health systems. Another challenge is the lack of evidence, which is
linked to the lack of evaluation/impact studies on community mobilisation for PMTCT. Lastly,
community mobilisation can be around wider health issues (e.g. MNCH), thus attribution can be a
challenge.
Group: Key Populations
The Key Population (KP) activities discussed in this group were: advocacy; KP mapping/needs
assessment; community mobilisation/engagement; and technical support to form CBOs and sustain
them. Some of the challenges in measuring the VfM of these activities included: measuring the impact
of advocacy/policy work; attribution in the context of complex collaborative programmes; measuring
quality of services, including patients’ experiences; and measuring the long-term impact of CBO
strengthening (which may not be linear).
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Methods – cost efficiency
Sessions 3, 4 5: What are the options for measurement: programmatic cost efficiency?

Specialists in cost efficiency and costing experts were invited to present a case study, method, or an
overview of costing work in which they have been involved. Most presentations can be found in the
annex to this report.
Chair: Natalie Nicholles (NEF)
Presenters: Rosalia Rodriquez-Garcia (World Bank), Sergio Bautista (INSP), and Eduard Beck (UNAIDS)
Objective: To gain overview of different costings methods for programmatic efficiency and better
understand their advantages and limitations.

Session 3: The Global AIDS Epidemic and Impact Analysis at the World Bank (Rosalia Rodriquez-Garcia)
Rodriguez-Garcia described the World Bank’s approach to sustainability studies which focuses on the
cycle of improving efficiencies, effectiveness, and economics in order get the best VfM results. In terms
of programmes applying for WB support Rodriguez-Garcia emphasised that the Bank looks for: evidence
of results on the ground; programming informed by epidemiological evidence; program (technical)
efficiency around expenditure tracking; and cost effectiveness. Evaluation of the community response
fits into the effectiveness section of impact evaluation to establish what works and disseminate proven
practice to improve program effectiveness.
Rosalia gave an example of a technical efficiency study looking at targeted interventions in India. The
effectiveness of the community response could by analysed through the intervention’s results in three
areas: social transformation; knowledge behaviour perceptions and attitudes; service access and
utilisation. The main study Rosalia discussed was one on allocative efficiency in Latin America and the
Caribbean (LAC) region. See Box 2:
Box 2:
Allocative Efficiency in the Latin American and Caribbean Region
Research questions:
1) Are there strategic changes in the allocation of resources in national AIDS programs in 2010
compared to 2008?
2) Are resources allocated to the key sources of new infections and groups with higher
prevalence?
Findings:
Even though the studied countries had concentrated rather than generalised HIV epidemics,
expenditures on key population groups in 2008 was low compared to expenditure on generalised
populations. However, studied countries in 2010 – informed by evidence – drastically increased
budgetary allocations to most at risk populations.
Conclusions:
Greater efficiency is achieved by (i) explicitly identifying and prioritising populations based on the7
epidemiological profile and (ii) ensuring that national budgets reflect this reality. Allocative efficiency is
necessary but not sufficient – expenditure must match allocation.

Discussion
One participant asked for clarification on whether there were allocative efficiency changes in countries
where governments did not have evidence of the country’s epidemiological profile. Rosalia confirmed
that in countries where there was no evidence showing the epidemiological profile (e.g. Peru, Brazil and
Mexico), there was no change to how budgets were allocated between 2008 and 2010. This led to their
conclusion that where evidence is provided, countries will allocate funding according to the
epidemiology of their epidemic.
Another participant commented that the use of prevalence data can be problematic because this data
refers to where the epidemic was and not where it is now. Rosalia responded that this is a critical issue
but the reason for using this data was that it was the best and most recent data.
Session 4: Evaluating the efficiency of HIV prevention, overview of the analytic framework and the
methods (Sergio Bautista, INSP)
Sergio presented the protocol of a study in preparation. The study aim is to optimise prevention
programmes through looking at allocation of funds among interventions to make sure that funds went
where there was greatest value for money. There were three areas used to distinguish allocation:
allocation amongst interventions; allocation among populations/groups; and allocation among
prevention inputs (use of resources). Through studying these areas the aim is to understand how to
produce the maximum coverage at the minimum costs. Bautista's study looks at allocation among
prevention inputs with a concentration on technical efficiency.
Discussion
A key point in the follow up discussion was the question around the differences between services
provided at different sites. Bautista acknowledged that the complexities of the services were not well
captured by the study and that these characteristics could prove crucial to comparison of efficiencies.
The question of equity was raised: e.g. one does not want to be in a situation where investment is only
made in interventions where populations are most easily accessible. Bautista replied that this is why the
three dimensions (allocation amongst interventions; allocation among populations/groups; and
allocation among prevention inputs) are important and you cannot focus only on one. He stated that this
is not as much as a danger with HIV interventions because the largest benefits come from working with
populations most at risk of HIV.
The general opinion in the room was that the variance across VCT services is frightening – why are some
organisations reaching people at $2-3 per person and some are costing almost $1000? One participant
emphasised that if we can analyse this data and act on it we can make some good allocative and
technical savings.
Session 5: Costing 'tools' – what's in a name? (Eduard Beck, UNAIDS)
Post High Level Meeting (HLM) financial discussions in HIV are focussing on cutting cost, efficiencies, and
doing more with less. There is an issue between the want for more funds and the concentration of
discussion on cutting spending. There is a need for more sophisticated financial frameworks such as
expenditure tracking systems and a costing system to show what is the cost of providing services at the
community, facility and programmatic levels. Currently these costing exercises are generally done on an
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ad hoc basis from external actors but this approach is not sustainable and misses opportunities for
capacity-building. Costing studies have been too focused on facilities and few have looked at the use,
cost and outcome of community services. Eduard explained that there are a range of costing ‘tools’
available: costing guidelines, manuals, workbooks and costing models.
Box 3
Examples of costing analyses and tools
Review of costing studies Of the studies consulted almost half were produced in America,
only 17% in Africa and 63% of those were in SA. The methods varied substantially and there
was little progress in quality and regularity between 1999 and 2008. The focus of a number
of organisations was looking at ART in isolation. There is a need to develop more consistent
and standardised costing methods.
Manual for costing HIV facilities and services (link) A manual for costing HIV facilities and
services has been produced, alongside a workbook (link). The development of this manual is
important as there is a need to know the costs of specific services and programmes so we
can plan and make sure money goes where it needs to.
National Strategic Plans (NSPs) An audit was carried out of 74 anglophone NSPs produced
between 2000 and 2009, and costing was one of the weakest areas of NSPs – only 53%
contained any costing data and the quality was variable. Only 19% included detailed
explanation of methods.
Discussion
One participant asked Eduard what advice he would give to improve NGOs’ costing systems. He
suggested that NGOs should document what they do and what they do well, as well as describe their
infrastructure and what are the needs of this infrastructure. Then, using financial data, NGOs should
cost these things. He emphasised that costing exercises do not have to be complicated. Even if you
only have 80% of the data required, this can at least give an indication of costs.
Another person suggested that in our efforts to determine the VfM of community mobilisation, we can
learn lessons from maternal mortality and vaccine initiatives, which have demonstrated how a lot of
these prevention and health services could be rolled out very cheaply.

Close of day 1
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Day 2

Day two commenced with a recap of the concepts and definitions of value for money as a continuum of
costs against activities, outputs, outcomes and impact.

Having discussed some approaches and methods on Day 1 concerned with cost efficiency, technical
efficiency and allocative efficiency (on the left hand side of the illustration above), Day 2 would now
focus on methods to capture social cost benefit and cost effectiveness.

Methods – cost benefit / cost effectiveness
Sessions 6, 7, 8: What are the options for measurement: programmatic cost benefit?

Chair: Eduard Beck
Presenters: Natalie Nicholles (NEF), Olivier Vardakoulias (NEF), Francis Ruiz (NICE Int), Claire
Melamed (ODI). Presentations are attached in the annex.
Objective: To gain overview of different methods for cost benefit / cost effectiveness, cost utility
analysis and understand their advantages and limitations
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Session 6: ‘Understanding options of measurement of community mobilisation HIV Aids interventions:
social cost benefit analysis vs. cost effectiveness’ [Natalie Nicholles (nef) and Olivier Vardakoulias (nef)]
“How does empowering the community reduce HIV infections”? Nicholles stressed the importance of
considering how interventions should be evaluated in terms of cost, how empowerment reduces
infections, and the links between the two. The Social Return on Investment (SROI) is a framework for
evaluating community-based interventions. SROI = Positive – Negative outcomes / Investment (cost). A
key feature of the SROI framework is its focus on ‘outcomes’ (change made) rather than ‘outputs’
(activity produced). Other important questions include: ‘who are we creating value for?’ The Alliance
has piloted SROI in India and Zambia. Stakeholders in a participatory exercise were asked to provide
information about the benefits of programmes, in order to capture both positive and negative
outcomes. SROI attaches a monetary value on non-traded outcomes such as better health, well-being
etc., which makes assessment more difficult, as such outcomes are difficult to quantify. Yet, the
objective of the exercise is not to produce an exact figure to guide action but to examine how far
analysis can be taken in order to direct interventions. Olivier Vardakoulias then discussed cost
effectiveness. Vardakoulias noted that in the literature social cost-benefit methods are not commonly
used in international development and in the HIV AIDS sector, however Quality Adjusted Life Years
(QALYs) are more commonly applied in cost effectiveness analysis. It was noted that this type of
analysis does not allow aggregation of outcomes into a single unit or metric, but expresses outcomes in
different metrics, and does not have the sophistication to count outcome value beyond immediate
health benefits.
Discussion
A question around whether comparative work (social cost-benefit analysis approach vs a costeffectiveness approach) had been applied to the same programme? Vardakoulias commented that this
has been done in connection with environmental programmes but not with HIV programmes.
In relation to the pilot SROI, one participant wanted to know if the created value (in $$) demonstrated
was on a per capita basis? This was not the case in this pilot, which was conducted at the community
level. Figures were assessed with respect to the cost of interventions. Given funding is so often
dependent on meeting certain targets, one participant commented that the links to these outcomes
have to be established. In that vein, a major evaluation of community-based programmes may be in
order, with a clearly defined theory of change.
Session 7: HIV/AIDS interventions as health technologies: cost effectiveness and the process of decision
making [Francis Ruiz, Senior Technical Adviser (Health Economics) – NICE International]
Ruiz opened by introducing some definitions to key terms: health technology and health technology
assessment. The key point with respect to the latter was that health technology assessment is multidisciplinary. The approach favoured at NICE is QALYs, but it is seen as a tool rather than a rule. Ruiz
presented the methodology behind QALYs and Cost Effectiveness as utilised in NICE. Alternatives to
QALYs are used if there is sufficient reason to do so, and costs that lie beyond the health service can
also be included, again if there is good reason to do so.
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Other aspects that must be addressed are who the stakeholders are and why they are being involved.
Ruiz highlighted the fact that evidence is always imperfect: it may be incomplete, of uncertain quality,
complex, or may not address appropriate outcomes. Further, recommendations can only be
constructed through a deliberative process, with consultation at every stage of the decision cycle.
Ruiz then went on to demonstrate these processes at work at NICE, with a working example
(Methadone and buprenorphine for the management of opioid dependence).
Discussion
Comments included: how can the models shown here be applied to community mobilisation?
Ruiz responded that the starting point has to be costs estimation. When NICE first started datasets
were not optimal, but they have been developed over time. It is only recently that spending has been
linked to health outcomes. The challenge of acquiring data needs to be tackled head-on. Comments
around the lack of data in developing countries led to questions around whether such cost analysis
could be achieved. Ruiz suggested that given the absence of sound data it might be possible to explore
different methods, i.e. observational data sets, econometric modelling; however there are no easy
answers.
Session 8: Value for Money methods: From Health to Development (Claire Melamed, Head of Growth,
Poverty and Inequality Programme, ODI)
Claire Melamed’s presentation followed from the above discussions to ask how methods used in health
services can be utilised in development. Crucial problems include:


Identifying outcomes that define poverty and prioritises appropriate solutions as identified by poor
people.



The disparity between the objectives of those providing aid and development assistance and the
desired outcomes of those receiving it. Knowledge of ‘desired outcomes’ is often assumed, when it
may in reality be absent.

The presentation covered the strengths and weaknesses of existing approaches according to categories
including ease of use, and whether they include monitoring and appraisal. Melamed noted that a lot of
work has been done over the last decade with regard to well-being and development, and huge
amounts of useful data have been produced. Unfortunately this is not very visible, nor has it been
utilised much in the development sector.
Recent excitement over the multi-dimensional poverty index (MPI) has been dampened by insufficient
data. Further, the inability to translate findings into tangible numbers affects the findings’ influence on
policy. Policy-makers need budgetary guidance when presented with a large number of indicators: this
is what the EQ-5D (quality of life measurement tool) tries to address.
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Discussion
A question was raised about how does the overall presentation relate to measuring VfM or the
effectiveness of community-based interventions for HIV/AIDS? Melamed responded that the
presentation challenged participants to ask whether it is community-based interventions that will
actually address the particular problem that people have – as they understand it. Further points
included concern that while the various tools available were being discussed, there was still a need to
ask questions as to desired final outcomes of the evaluations under discussion. Another participant
added that qualitative aspects of evaluation remain important: donors require qualitative in addition to
quantitative assessments of interventions.

Group work 2: Scrutinising the methods, testing their applicability, building on respective strengths for
measuring community based interventions
Objective: To test which costings methods/tools or components of these are most suitable, and
address key challenges in costing and measurement identified earlier. Groups were tasked to look at
activities identified in the previous group work and develop a series of desired outcomes, “questions
and gaps that need to be identified in order to measure/cost this activity” and methods/means of
addressing these questions
Group: HIV care and support
The activity the HIV care and support group chose to look at was: Community workers - Treatment
support to promote adherence (generalised epidemic; rural). The planned outcome was: improved
adherence as a proxy for improved health. A method discussed was PICO (population intervention
comparator/counterfactual outcome). The questions the group put forward to look at were:






Does the presence of a community health worker increase adherence compared to no
community health worker (CHW)?
What is the cost of having a CHW?
Does it increase community mobilisation that is sustainable?
Are there cost savings related to this intervention compared to no intervention?
What are the most effective combination of activities related to adherence support?

Group: PMTCT
Participants discussed the challenges of assessing the effect of community mobilization on PMTCT
interventions.
Activities particular to PMTCT interventions included training of community health workers, door-todoor outreach and peer-to-peer outreach. Outcome: Enhanced Knowledge, Attitudes and Practices of
PMTCT in order to increase uptake and retention of programmes. The ultimate objective was
considered to be increased uptake and retention of PMTCT programmes, with more people successfully
completing the entire programme, achieved through a more cost effective process.
Key questions included:



What outcomes do we want to achieve from community mobilization around PMTCT?
How can self-regulating aspects to PMTCT programmes be built into a community, to
improve sustainability and have a positive impact on cost-effectiveness?
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What are the reasons behind drop out? (in order to better understand the effect of
community mobilisation).
Data gap identified, the challenge of tracking pregnant mothers, and getting consistent data.
To what extent does community mobilization increased both uptake and retention of PMTCT
programmes?
What are the barriers to uptake and retention of PMTCT?
How do you maintain momentum in the community (sustainability etc.)?
Are these efficient and effective (including economic costs)?
What is the best approach to building the capacity of community organizations to deliver
PMTCT sustainability?

Methods: A comprehensive, large-scale evaluation of the effect of community mobilization needs to be
undertaken. In the absence of funding for such a project, lesser evaluations and ad hoc analysis needs
to be brought together. Participants agreed that it is important to look at economic costs rather than
financial costs alone, given outcomes can depend on community resources (i.e. cost of a volunteer’s
time).
Group: Behaviour Change
Activity: The behaviour change group chose to focus on the activity of 'direct community delivery of
prevention activities'. This was considered to be one of the most important aspects of behaviour
change programmes but also one of the most difficult to measure. Outcome: In discussing the potential
outcomes of these activities it was stressed that there are different levels of outcomes – with the
primary change seen likely to be a positive change in sexual behaviour (defined as delayed sexual
debut, reduced MCP; reduced intergenerational sex; increased condom use). At the next level the
outcome would be reduced transmission of HIV and other STIs (this would also be the ultimate aim and
measurable outcome).
Questions: The discussion of questions related to measuring these outcomes was defined in terms of
“efficiency; effectiveness; value-for-money”.




In terms of efficiency the question asked was whether outcomes would be greater if
programmes were delivered by outside agencies or professionals, and where both
community actors and outside professionals are in action how do you attribute outcomes?
Regarding Value-for-money the questions revolved around how to measure the cost of these
programmes taking into the non-financial costs (such as opportunity costs) associated with
community led programmes.
Finally in terms of effectiveness it was identified that due to the difficult of measuring costs
and benefits of this type of programme there are difficulties in calculating the projected
savings created by this type of intervention.

Group: Key Populations and prevention
Participants discussed a model theory of change around community mobilisation and key population
prevention programmes.
Activity: The group chose community outreach work (KPs), and social marketing of condoms
(distribution). Outcome: Behaviour change around safe sex, increased condom use, people would have
access to correct information about how to protect themselves.
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Questions: questions of interest, and gaps in knowledge





Where is the data to measure outcome level behaviour change amongst KP groups?
KPs are hard to reach and potentially more costly to reach, how should this be viewed when
considering VfM?
What is a good counterfactual? Using a non community based response reaching KPs?
What is the true economic cost – when taking into account costs of volunteers’ time and other
hidden costs for reaching KPs, how do we measure this?

Discussion
A number of points were discussed around how to answer these difficulties. Participants acknowledged
that capturing social cost benefit/cost effectiveness was more difficult than determining unit costs.
Some interest and discussion was generated over the potential use of SROI as a means to capture social
cost benefit, and questions were raised over the cost of the Alliance pilots (these were conducted
internally and therefore cost less than $10,000). Whilst there was little consensus during the discussion
of concrete ways to move forward in terms of applying or adapting specific methodologies to address
some of the questions identified above, the general view was that there needs to be a more work done
around evaluating the outcomes and impact of community based responses to HIV, a better
understanding around the theory of change – supported by evidence. Generally participants felt that
any costings (efficiency, benefit or effectiveness) measurement of community based programmes
tackling HIV AIDS should be integrated into larger evaluation programmes.

Panel session: Making hard choices – using VfM data
The aim of this panel was to provide participants with a greater understanding of different stakeholder
uses of VfM data, issues and gaps.
Session Chair: Francis Ruiz (NICE International)
Discussants: Stakeholders from each constituency (donor, multi-lateral, Southern NGO): René Bonnel
(World Bank), Lindsey Craig (DFID), Peter Kamau (KANCO), Matthew Blakley (GFATM)
Objective: To share experiences around use of VfM data for Government policy and resource
allocation. To discuss and understand different data needs/data gaps & uses for each stakeholder type.
Francis Ruiz identified VfM issues as part of a stepwise process of quality improvement: priorities,
evidence, relevant product, and evaluation.
Peter Kamau highlighted how crucial it is for any intervention to have a community aspect to it (e.g. roll
out of male circumcision requires community buy-in), but also how difficult it can be to quantify the
community’s contribution. An understanding of how to integrate VfM data collection requirements
into M&E frameworks is required (e.g. is the data coming from the input level or the output level?)
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Matthew Blakely explained that the Global Fund requires data to show its funders that its programmes
are good value for money. Data on why an intervention is better than alternatives is not always readily
available, and programme review budgets included within Global Fund grants could be put towards
evaluative studies which could help close this evidence gap (e.g. through more in-depth programme
evaluations with a VfM focus). When the Global Fund does receive VfM data, it is often very difficult to
interpret. Therefore, those who submit this data should ensure that the data is already interpreted and
in an accessible language, so that it can more readily inform Global Fund decisions.
René Bonnel emphasised how important it is for funders to hear the voice of communities, and this
should be included in efforts to increase technical efficiency within programmes. It is often the case
that impact evaluations do not mention cost, and cost-efficiency evaluations do not mention
effectiveness. There is therefore a need for more cost-effectiveness studies.
John Novak explained that USAID is very interested in community mobilisation, but the agency doesn’t
have a clear definition of what this really means, particularly in terms of indicators. There is an
opportunity for us to write the agenda and market this concept to donors. What is needed is a
systematic, evidence-based marketing programme to put in front of the right people. In his words,
“This is the time to be advocates, to put the energy into this, to really put your results on the table”.
Francis Ruiz stressed the importance of economic evaluation for measuring all elements of value. Data
matters, we can't get away from it, and an absence of data is not an excuse for avoiding the VFM
agenda. We need data that allows us to actually monitor performance. Therefore, we need to generate
primary data, commission effectiveness studies (controlled where possible), and data collection needs
on costs are met.
Discussion
The first discussion point centred around engaging community groups of PLHIV on how to develop M&E
indicators to be able to establish VfM of different interventions. However, one participant noted that
we have to remember that how well CBOs can do VfM data collection and analysis will depend on how
well we train them in this. We should ensure that local research and M&E capacity is built in-country
(e.g. partner with local research institutions where capacity can be built).
Furthermore, civil society not only needs to be able to get clearer data, but also need to know how to
present it to donors, CCMs, governments, etc. Civil society therefore requires guidance on how to
present this data. However, one participant asserted that those who collect data shouldn’t be the ones
who interpret it. They should link with those who have expertise in policy, communication and
marketing skills to write policy papers that ‘hook’ donors. NGOs and CBOs that do not have this skillsset should contract this work out.
The second main discussion point touched on the issue of large scale evaluations versus small ones that
would be feasible for CBOs to conduct. For example, could VfM be built into M&E systems in such a
way that a CBO doesn’t have to conduct a massive study in order to show its VfM? With regard to large
initiatives, it was suggested that different organisations could join together and propose a large scale,
collaborative project in order to prove the effectiveness of community mobilisation (e.g. proof of
concept). Particularly following the publication of the World Bank report, there will be credibility
among donors to fund this kind of evidence collection exercise.
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Group work 3: Towards a technical brief on VfM approaches and methods for the community based
response
The final session of the meeting was group work, participants were split into their respective
stakeholder types: civil society, researchers and donors.
Objective: To develop key elements of a technical brief on VfM approaches and methods and identify
next steps
Constituency groups discussions: Donors, Civil Society, and Research - 2 Questions asked of the
groups:
1) What further information do you need?
2) What can we do as a constituency?
Civil society
Things that need to be furthered/ addressed:
 Take this opportunity for civil society to proactively shape the agenda for VfM
 To build consensus on a common understanding of what constitutes community mobilisation
within the NGO sector, we have similar but possibly slightly different definitions of community
mobilisation: community action: community development etc.
 Develop ways to build simple but effective costings tools into M&E, and for technical capacity to
be built
 To develop a theory of change for community mobilisation within each of the programmatic
areas of the SIF.
 National CSOs to ensure quick uptake of VfM results by feeding into CCMs, national level
strategic planning processes, etc. gather VfM case studies in country
 To take the opportunity to engage in a large scale research/evaluation to robustly test the
impact of community mobilisation on HIV/AIDS, and to profile this work as a showcase theme at
the next International HIV AIDS Conference.
 The Alliance has committed to produce a theory of change (TOC) for community mobilisation,
within each of the programme areas
Support needed:






Funding for capacity building/ studies and more data collection, evaluation
CSOs are not experts on research and so need technical support around
methodologies and tools
Support from Global Fund and PEPFAR on how to include social cost benefit analysis
in evaluation frameworks
Receive costing manual from UNAIDS
Access results from the World Bank evaluation of the community based response to
HIV AIDS
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Researchers






To develop a theory of change around community based responses to HIV AIDS linked to impact
on the epidemic
To conduct a baseline that defines and measures the current environment and collects primary
data on VfM – this could be as basic as collecting monetary information at community level
(financial proxies, local costs)
To conduct a systematic review of VfM of CSOs
To build consensus on the definition of VfM and community mobilisation
To identify areas and conduct studies to show the effectiveness of certain interventions that lack
evidence, to date.

Donors










Civil society to take the leadership in developing multi-stakeholder consensus and approaches to
determining the VfM of community mobilisation to achieve the HIV related impacts of reduced
risk, transmission and mortality/morbidity, there could be a small secretariat to support this
coordination
World Bank to publish and disseminate the results of the WB evaluation.
To gather information about other studies being done from those not able to attend the
technical meeting.
To establish where there are gaps in evidence and find out why.
To build consensus on a clear definition of community mobilisation.
To analyse how community mobilisation affects different types of interventions (e.g. effects will
not the same for PMTCT/MSM/CSW).
USAID to ‘explore the idea’ of a large scale evaluation – agreement and consensus amongst
World Bank, UNAIDS DFID and others to be sought at a high level meeting.
To promote local capacity building for VfM evaluative studies.

Concluding notes
Sam McPherson and Rosalia Rodriguez-Garcia closed the technical meeting with some concluding
reflections. The aim of the meeting was to kick-start discussions and initiative on the Value for Money
of community mobilisation in the HIV/AIDS response. The meeting showed a clear recognition amongst
stakeholders present of the importance of this topic. It was further noted that the meeting was well
timed, building on the momentum following the launch of the SIF. Emerging from the meeting was a
strong positioning of civil society to take forward co-ordination and consensus building of key
stakeholders (this includes donors, multilaterals, civil society, southern Govs, NACs etc.) around the
issue of investing in community mobilisation as a means to achieving the desired impacts on the
epidemic and populations affected. The Alliance put itself forward to continue playing an important
role in coordinating this response. Its next steps were to ensure meeting notes were shared, the draft
paper was circulated, and methods were added to the paper to make it into a form of toolkit. There
was interest and commitment from donors and other organisations (UNAIDS, USAID, World Bank, Dfid,
and Global Fund) on continuing this dialogue on Value for Money with civil society. There was a sense
among donors that there is currently an important window of opportunity to see this agenda through.
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