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Executive summary

his operational guidance provides a

structured approach o support countries

in sustaining priority services for HIV,

viral hepatitis and sexually transmitted
infections in the context of reduced external
funding. The guidance is intended for national
governments, public health programmes,
community-led organizations, civil society,
technical partners and donors working to
safeguard priority services, support phased
adaptation, protect health outcomes and
preserve hard-won gains.

The publication outlines practical steps to
support countries in assessing risks, setting
priorities and adapting services and systems
(Fig. 1. It intfroduces a stepwise priority-setting
framework that organizes services into three tiers
based on their contribution to achieving national
and global health outcomes.

Key elements of the guidanceé include:

» key steps fo assess and monitor service
disruptions and health financing risks;

« a systematic process for setting priorities for
services and interventions;

« cross-cutting enablers such as health
workforce strategies, resilient supply chains,
integrated data systems and inclusive
governance;

« emphasis on people-centred approaches and
sustained community:engagement fo ensure
that services remain accessible, acceptable
and responsive to those most severely
affected;

« opportunities for service integration, especially
within primary health care, to enhance
efficiency and sustainability; and

s strategic recommendations for financing
transitions, including alignment with public
financial management systems and domestic
resource mobilization.

Although the publication focuses on HIV, viral
hepatitis and sexually transmitted infections,
the approaches and tools presented can
inform broader efforts to strengthen health
system resilience. WHO will continue to update
and provide technical guidance and support
to Member States as they navigate service
disruptions, funding shifts and recovery
strategies, ensuring continuity of care and the
protection of public health.




Fig. 1. The ASK: WHO prioritization process guidance
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1. Introduction and rationale

n early 2025, sudden reductions in official
development assistance (7) and programmatic
support triggered widespread disruptions
across health systems, including services for HIV,
viral hepatitis and sexually transmitted infections
(STls) (2). Countries have been compelled to
reassess priorities and reallocate resources,
placing recent and longstanding progress at
risk. Sustaining access to prevention, testing and
treatment for HIV, viral hepatitis and STls while
supporting continuity of care remains critical.

A rapid stock-taking exercise in March and April
2025 of 108 WHO country offices found system-wide
effects across service delivery, health workforce,
commodities, data systems and governance

(Fig. 2) (3). Although the findings offer early insight,
the long-term effects remain uncertain because of
the rapidly evolving funding landscape. Emerging
evidence underscores the gravity of potential long-
term effects, especially in the context of HIV services
and the related systems and enabling actions
réquired to'secure HIV impact (7).

Fig. 2. Reported disruptions, system gaps and health impact pillars

Governance, planning,
and coordination gaps

Governance and coordination gaps,
with more than 60% of countries
pausing key planning, review and
collaboration mechanisms

Disruptions to health
information systems

Disruptions to health information
systems, including platforms for
monitoring disease surveillance

and the health workforce

Service delivery

disruptions

Disruptions in and scaling back of essential health services, with
more than 70% of country offices reporting service-level disruptions,
especially in HIV, tuberculosis (TB,) maternal and child health,
vaccination campaigns and neglected tropical disease services

Health and care
workforce losses

Reductions in the health and care
workforce, with 63% of countries
noting job losses, furloughs or salary
suspensions, especially among
community health workers and
frontline clinical staff

Health financing
pressures

Increased out-of-pocket costs, delays
in public budget disbursements and
halted reimbursements, highlighting
critical health financing gaps

Supply chain and
commodity shortages

Commodity and supply shortages, including diagnostics and essential
medicines, with severe stock-outs reported for vaccines, HIV and STI
medications and critical care products in up to one-third of countries

Source: The impact of suspensions and reductions in health official development assistance on health systems: rapid WHO country office stock

take - summary of results from 108 WHO country offices, 7 March-2 April 2025




A modelling study (4) estimated that the
combined effect of a 24% reduction in
international HIV aid and discontinuation of
official development assistance could result
in 4.4 million to 10.8 million additional people
acquiring HIV and 770 000 to 2.9 million
additional people dying from HIV-related
causes in low- and middle-income countries
between 2025 and 2030. These effects are
most pronounced in sub-Saharan Africa

and among key populations. Disruptions to
prevention and testing — especially those
affecting community-based, community-led
and key population-focused services — may
drive disproportionate increases in the number
of people newly infected amid ongoing stigma
and discrimination. In the worst-case scenario,
projected HIV incidence and mortality in some
countries could revert to those in the early

2000s, effectively reversing two decades of
global progress (4).

Governments and partners are implementing
mitigation measures, including reallocating
domestic funds, transitioning health-care workers
to the public sector payroll, strengthening
partnerships and optimizing service delivery,

but the full extent of the negative health effects
will only become apparent overtime. Continual
monitoring will be essential to assess and
respond to evolving effects on health outcomes
across diseases and populations. These funding
shifts have also accelerated the momentum for
integratingidisease-specific programmes into
broaderprimary health care (PHC) systems. In
this evolving context, people-centred community
engagement approaches will be critical fo
maintain access, equity and resilience (Box 1).

Box 1. Understanding Context, Prioritizing Populations, Enhancing Impact

As countries grapple with funding cuts, ensuring
that resources are strategically aligned with
local contexts and epidemiological needs
becomes increasingly vital. HIV, hepatitis and
STl epidemics are not uniform; they are shaped
by local patterns of transmission, risk behaviour
and social determinants. Effective responses
must therefore be data-driven, targeting the
populations and interventions that will yield the
greatest public health impact. When resources
are scarce, failing to provide the most effective
services to reduce the burden of disease not
only wastes limited funds but also risks reversing
hard-won gains, for example in HIV treatment.
Key populations - such as gay men and other
men who have sex with men, transgender
people, sex workers, people who use drugs

and incarcerated individuals — often carry a
disproportionate share of the HIV, hepatitis and
STl burden in all WHO regions. Nevertheless,
these people have been frequently overlooked

in national funding allocations because of
stigma, political resistance or criminalization.
Similarly, interventions such as harm reduction

or comprehensive sexuality education may be
given less priority because they are politically
sensitive despite their proven effectiveness. Public
health planning must resist these pressures by
grounding decisions in evidence and not ideology.
Protecting and giving priority to marginalized
groups, including key populations, is not only a
moral imperative but also a pragmatic strategy
to control epidemics, reduce onward transmission
and save lives.

“As countries grapple with funding cuts, ensuring that
resources are strategically aligned with local contexts
and epidemiological needs becomes increasingly vital”

Sustaining HIV, viral hepatitis and STl priority services in a changing funding landscape: operational guidance



Objective and audience

This operational guidance aims to support
countries in identifying priorities, making
strategic decisions and sustaining essential HIV,
viral hepatitis and STl services amid funding
reductions. It will be a critical tool for guiding the
prioritization and integration of these services
within country-level planning processes, including
national HIV Response Sustainability Roadmaps
and other strategic frameworks. This document
provides guidance for those involved in planning,
financing, delivering or monitoring service
continuity and integration as follows: national
ministries, health programmes, civil society and
community organizations, donors, technical
agencies and implementing partners.

Methods

This operational guidance was developedthrough
a structured, consultative processdaligned with
WHO'’s normative principles and established
procedures, ensuring fransparencyyinclusiveness
and use of evidence-informed methods (5).

The process was led by WHO technical staff

in collaboration with expert.groups, technical
partners and stakeholders.

It involved cross-departmental work to align existing
WHO priority-setting, response o shocks and
systems guidance for developing a priority-setting
framework, methods and mapping of WHO HIV,
viral hepatitis and STl normative guidance services
and interventions (all referenced in this publication).
Various external and internal expert groups were
engaged through several virtual consultations and
participatory exercises. Expert groups engaged
representation from affected communities,
community-based organizations, civil society,
government representatives, technical partners and
researchers from all WHO regions. The WHO Ethics
and Governance Steering Group was engaged at
all stages of the guidance development, including
content writing, review and refinements.

An expert-led assessment was conducted for
setting priorities for services and interventions
that were later refined through a deliberative
consultation. WHO consolidated the results,
incorporating external feedback. The process was
complemented by peer review.and consensus-
building to ensure that thelpriority-setting
framework was robust, contextually relevant and
aligned with WHO standards for inclusiveness,
transparency and technical rigour (see the section
on priority-sefting for services for more details).

Scope andifoundational pillars

This guidance focuses on providing planning and
implementing guidance for rapid (re)setting of
priorities for services in response to acute shocks
—such as public health emergencies or sudden
reductions in external funding - requiring urgent,
adaptive decision-making that may differ from
standard planning and priority-setting processes,
such as reviewing health benefit packages and
strategic planning. However, this guidance is
based on similar underlying principles and
practices to ensure cohesion with these medium-
term strategic priority-setting processes.

The guidance is anchored in three foundational
pillars.

« It adopts a systems approach, recognizing
that service delivery decisions occur within
and affect broader health system functions,
with many areas also needing to adapt
to sudden changes. In accordance with
the WHO health system framework, it
addresses six core system building blocks
(Fig. 3): governance and planning, service
delivery, health workforce, financing, health
information and medicines and other
health products as enablers of sustainable
services for HIV, viral hepatitis and STls.
These building blocks are examined not in
isolation but as interdependent enablers of
sustainable service delivery. By assessing

Introduction and rationale 3



Fig. 3. WHO health systems framework

Governance

Medicines
and other ZACRN Service
health delivery
products S
=Y
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People
Health . Health
information @Q@ workforce

Financing

disruptions and opportunities across.these
domains, the guidance aims_to help countries
make coordinated, evidence-informed
decisions that strengthen system resilience,
protect equity and alignwith broader
universal health coverage goals (6).

The PRIORITE framework (P - prepare

the groundwork, R < refine the scope, | -
implement the assessment, O - organize

the appraisal, R —recommend actions,

| < implement decisions, T - translate and
uphold entitlements and E - evaluate

and sustain progress) (Fig. 4) provides a
stepwise approach to setting priorities — from
preparation and stakeholder engagement

to implementation, accountability and
sustainability.

The PHC strategic and operational levers
provide a practical framework and can serve
as a checklist for identifying opportunities to
jointly strengthen PHC and meet HIV-specific
goals, ensuring that all aspects of service and
programme disruption are considered (7).

Together, these approaches ensure that the
guidance is technically sound, context-sensitive
and responsive fo urgent priority-setting needs in
resource-constrained settings and aligned with
sectoral priority-setting processes and policies.

How to use this guidapicé

Each section outlines system-level actions
framed around the six building blocks, and the
structure and sequéncing of the. guidance align
with the PRIORITE framework.

Users are encouraged:

« to.adapt the content to their regional and
country context and strategic priorities;

« touse the guidance in fransition planning,
policy dialogue and joint programme
reviews; and

« to apply the self-check questions for rapid
assessments, planning and coordination
with partners.

Planning and self-check E(l

question boxes:

Each section has planning and self-

check question boxes that serve as a link
between normative guidance and practical
implementation, supporting reflection on
how recommendations are being applied
and helping to identify areas requiring
further action to ensure effective delivery.

This publication offers a flexible
framework for sustaining HIV,
viral hepatitis and STl services

- —V
- —VI
j_"j

in settings facing reduced

external funding.
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2. Principles for setting priorities for

health services

1

ﬂﬂﬂu

Section summary: This section highlights how ethics underpinspriority-setting

f— decisions and proposes four substantive ethical and four procedural principles. It
underscores the need to weigh these principles carefully, justify trade-offs and engage
affected communities in the priority-setting process.

Ethical principles

In the context of declining external HIV funding,
this guidance applies ethical principles to ensure
that decisions on continuing services are both
technically sound and morally justifiable. The
allocation of scarce health-care resources
involves ethical values and principles even if they
are not always made explicit. Sound decision-
making, however, requires making ethical
considerations explicit so that the relevant values
can be properly assessed and weighed and
transparently justified.to relevant stakeholders
(8, 9). This, in turn,requires that decisions be
explicitly informed by and grounded in ethical
values and principles. Ethical principles express
rules or eriteria that delineate what is right or
wrong (or more right or more wrong) and form
the basis of ethical decision-making.

Unlike a typical health technology assessment
and other priority-setting processes used to
allocate health expenditure, reducing access
to accepted health-care interventions involves
setting priorities for interventions that have
already benefitted from rigorous assessment and
appraisal within evolving and often uncertain
budget constraints. Hence, priority-setting
decisions in this context involve continuing or
discontinuing highly impactful, often life-saving
interventions and services that people would

otherwise be expected to benefit from and would
otherwise have an ethical claim to receive. It is
therefore critical that priority-setfting decisions
be informed by explicit ethical principles that
help to explain why some people may not receive
an intervention or service they might otherwise
expect to receive.

Four fundamental substantive ethical principles
should guide the allocation of and priority-setting
for health-care interventions under resource
constraints: efficiency, equity, social and economic
impact and feasibility. They should be interpreted
and operationalized considering existing
obligations (such as human rights instruments,
treaties and national laws), with explicit and clear
justifications if they depart from such obligations.
Box 2 summarizes the four substantive principles
to guide priority-setting decisions.

“It is critical that priority-setting
decisions be informed by explicit
ethical principles that help to
explain why some people may
not receive an intervention or
service they might otherwise
expect to receive”




Box 2. Substantive principles to guide priority-setting decisions

Efficiency

Description

Use available resources to maximize benefits and
minimize harm, such as maximizing population
health outcomes. This requires assessing the
effectiveness and overall health impact of an
intervention or service. This assessment can be
expressed in terms of disability-adjusted life-
years (DALYs) saved, quality-adjusted life-years
saved etc., which must be clarified when applying
the principle and reflect population valuation of
health improvements.

Efficiency seeks to maximize population health
outcomes with available resources. It therefore
requires assessing cost—effectiveness — the
magnitude of population health gains relative

to costs — compared with alternative uses of the
health-care resources. The intervention or service
chosen should be the most cost-effective among
alternatives since that intervention maximizes
population health with resource constraints.

Maximizing population health outcomes
sometimes also requires examining the
proportion of an overall budget consumed by an
intervention or service - financial sustainability
and budget impact - since interventions and
services that consume a large portion of the
budget may crowd out several alternative
impactful interventions and services.

Explanation

Efficiency assesses how much a service or
intervention can reduce morbidity and mortality.
High-impact interventions have strong evidence
of effectively preventing infections or saving
lives (such as large trials or meta-analyses) and
are likely to address large proportions of the
population in need. Lower-impact interventions
may target less prevalent causes or have more
limited efficacy and effectiveness.

A highly cost-effective intervention or service

has a low cost per health outcome unit (such
as quality-adjusted life-years) averted - or,
like some vaccines, may even save money per
unit of health outcome compared with other
interventions and services provided within the
current health sector budget.

Some interventions and services may maximize
short-term population health outcomes but

have fewer optimal health effects or cost-
effectiveness in the long term or vice versa. For
example, forgoing preventive interventions in
favour of treatment interventions may produce
worse population health outcomes in the longer
term. If delaying an intervention or service in

the short term substantially increases morbidity
and mortality, this should be reflected in the
assessment of its health impact. Irreversible harm
(such as death) should receive greater priority in
averting (through antiretroviral therapy (ART) and
treating opportunistic infections), since it cannot
be rectified or compensated for in the future.

High-sustainability interventions have low absolute
cost or are co-funded by domestic budgets already
and thus can be continued with minimal disruption.
This principle also identifies interventions that,
although effective, might consume a large portion
of the government health budget. Lower scores
indicate interventions that require substantial
reallocation and may crowd out expenditure on
several more impactful interventions.

It is important to consider efficiency alongside
equity; setting priorities according to efficiency
alone can obscure inequalities in the distribution
of health outcomes, emphasizing overall gains
while neglecting the needs of marginalized or
underserved populations.

Equity

Description
Ensure that allocation decisions do not
discriminate for or against individuals or

Sustaining HIV, viral hepatitis and STl priority services in a changing funding landscape: operational guidance



Box 2. Substantive principles to guide priority-setting decisions (cont’d.)

populations based on characteristics such as
race, ethnicity or religion. Equity also means

not worsening the situation of people who are
disadvantaged by systematic disparities in health
or the social determinants of health (such as
income, education and racism) by allocating
resources.

Explanation

Priorities for interventions and services should be
set such that they do not create or exacerbate
existing inequities (systematic disparities in
health or in the social determinants of health
between groups with different levels of social
advantage or disadvantage) and, when possible,
actively strive to reduce such inequities. This
often entails giving priority to people at the
greatest risk as a result of structural disparities
and/or those who face barriers to accessing
interventions and services. An intervention or
service scoring high on equity preferentially
reaches people who are currently most
disadvantaged or at greatest risk of becoming
significantly worse off as well as key populations
(such as sex workers, gay men and other men
who have sex with men, people who inject drugs
and impoverished communities) or regions with
high disease burden and poor services. Lower
equity scores indicate that an intervention
primarily benefits groups already better off or
has minimal impact on reducing disparities.

Social and economic impact

Description

Maximize broader, non-health impact associated
with the intervention or health service, including
contributions fo productivity, educational
attainment and poverty reduction and minimize
unintended negative social and economic impact.
These dimensions should be considered carefully,
since other policy levers and investments

outside the health sector address poverty.
Nevertheless, for example, financial protection
from the impoverishing aspect of ill health may be

primarily addressed through health sector and
may be considered alongside equity concerns.

Explanation

Health is only one dimension of well-being.
Improving or worsening health can significantly
affect non-health, social and economic outcomes.
Improving health can lead to higher educational
attainment and economic productivity. The
allocation of health-care resources should
enhance social and economic effects, such

as productivity, educational attainment and
poverty reduction. In addition, the allocation of
health-care resources should minimize potential
economic burdens on households, such as income
loss from illness or financial hardship from out-of-
pocket payments. However, these effects apply

to most health interventions and should therefore
only be considered in setting priorities for specific
services with an exceptionally negative or

positive impact beyond the equity considerations
mentioned above.

Feasibility

Description

Feasibility is the practicality of implementing
the intervention with existing infrastructure
and human resources and within health system
capacity.

Explanation

Allocation of resources should give priority to
interventions that can be delivered with the
lowest requirements and demands on existing
health system infrastructure and capacity.

An intervention scoring high on feasibility

and health system capacity can be delivered
without requiring additional capital investment
in facilities, infrastructure or human resources.
Conversely, a lower feasibility and health system
capacity score indicates that an intervention
cannot be delivered immediately within the
existing infrastructure and available resources
but would require additional investment.

Principles for setting priorities for health services



In allocating scarce health-care resources,
some stakeholders might suggest including the
rule of rescue principle; however, this is not
recommended. The rule of rescue is understood
widely as giving priority to identifiable
individuals (as opposed to statistical individuals
or populations) facing serious harm or imminent
death, even when doing so may incur broader
human costs or consequences. However,
applying this principle can result in significant
inefficiency (negative overall health impact) or
inequity (negative impact on disadvantaged
groups). In the present context of substantial
cuts, almost all allocative decisions will mean
someone not receiving a previously available
intervention, making the rule of rescue of little
practical value.

Procedural principles

Whenever multiple principles are used to
allocate resources, there will be trade-offs, and
the principles must be weighed against.each
other. For instance, maximizing health might
not improve the condition of the people who
are worse off. Which principle < efficiency or
equity, for example - should take precedence
or be weighted higher iscan important question.
Reconciling such conflicts between the ethical
principles is fundamental and should be

done explicitly./[Evidence supporting various
interventions and services must therefore

be assessed against each of the principles

to determine the extent to which those
interventions and services advance each ethical

Once evidence is assessed against each of

the principles or criteria, conflict between
principles may still exist. For example, the
balance between equity and efficiency may

be challenging in HIV programming, since
services for the most vulnerable people may
not necessarily maximize impact and yet should
continue fo the extent possible to address.and
comply with the equity principle. The preceding
four substantive principles ‘are not ranked.
When principles conflict; the aim should be fo
show either that one principle is of overriding
importance in that context or that at least
some requirements of each of the conflicting
principles.can be satisfied. Since all principles
cannot.always be upheld equally, explicit
justifications should be offered about how the
priorities for the principles have been set and
traded off in each situation (8).

The process of making frade-offs and justifying
weighing one ethical principle over another
should be done by adhering to procedural
principles. The procedural principles that guide
decision-making processes should inform the
assessment and appraisal process as well
(applying a scoring system).

There are four fundamental procedural
principles: transparency, participation and
inclusion, evidence responsiveness and
accountability (Box 3). Procedural principles
concern how decision-making is conducted

and should not be confused with substantive
principles, which concern what decisions should

principle. be made (9).

“Procedural principles concern how decision-making is
conducted and should not be confused with substantive
principles, which concern what decisions should be made”
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Box 3. Procedural principles to guide decision-making processes

Description

Publicly communicate decisions, decision-
making processes and reasons supporting
decisions in an accurate, honest, understandable
and timely manner.

Participation and inclusion

To the greatest extent possible, set priorities with
the involvement and/or representation of those
expected to be affected by such decisions. This
means not only the individuals with a specific
condition or who might receive an intervention but
also those who pay for the intervention and might
not receive an alternative intervention since they
may be affected. Enabling the participation and
inclusion of those expected to be affected should
aim to calibrate decisions to the extent o which
the intervention or service is accepted, culturally
appropriate and trusted by the communities it is

When an intervention is discontinued or withheld
from individuals or populations who would
otherwise benefit, there is an ethical obligation
not to abandon these individuals and populations.
Health systems together with key stakeholders
should proactively identify and provide alternative
forms of.support or other appropriate measures to
alleviate suffering and support their health needs.

For example, in settings in which key population-
friendly services have been discontinued,

health systems should work with the affected
communities to identify acceptable and
appropriate alternatives. Although these
alternatives may be less enhanced than the
original services, efforts should be made to ensure
that they remain responsive o the needs and
priorities of key populations. This collaborative
approach can help fo maintain trust and support
among communities while addressing their
ongoing health and psychosocial needs.

intended to serve. Opportunities should also be
provided to revisit and revise decisions based on
stakeholder input and feedback.

Evidence responsiveness

Inform decisions with the best available evidence.
Assess evidence against each principle of
decision-making. Regularly review and revise
decisions based on evolving data, such as evolving
cost-effectiveness assessments and concerning
which populations might benefit or are unfairly
disadvantaged.

Accountability

Be answerable for decisions and actions.
Decisions should be made with clearly defined
objectives and responsibilities, transparently
communicated and based on reasons that can be
understood by the affected communities.

@ Planning and E(J

self-check questions

O Has how substantive ethical principles can
be assessed for each intervention or service
been clearly defined and documented?

O Have clear processes been established to
reconcile and justify trade-offs between
conflicting principles?

O Are affected communities and key
populations meaningfully involved in the
priority-setting process, and are their
perspectives reflected in the decisions?

O Have the decisions, decision-making
processes and reasons supporting decisions
been publicly communicated? Are the
decisions informed with the best available
evidence?

O Have the decision-making roles and
responsibilities been clearly defined and
communicated to all relevant stakeholders
(such as individuals, groups or institutions)?
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3. Steps in setting priorities

HO proposes using the PRIORITE existing priority-setting frameworks and its

framework as a structured, own experiences in supporting‘countries in

transparent and inclusive allocating health resources through evidence-

process to guide evidence- informed priority-setting. It isscurrently being
informed deliberative priority-setting in further developed and will'beavailable in
health, that adheres to both the ethical and the forthcoming interimWHQ guidance for
procedural principles outlined above. WHO evidence-informed.deliberative priority-setting
developed the framework based on reviewing for health (Fig. 4).

Fig. 4. Steps for evidence-informed deliberative priority-setting in health

Identify the guiding committee and secretariat, technical support where required and
Prepare the overarching policy framework for setting priorities. This typically requires high-level policy
groundwork support and reflects core health policy context and goals, considers existing institutionalization
of priority-setting processes and may require a situation analysis of core capacity.

Determine the scope in terms of services and interventions to be considered and define criteria
—— and methods for assessment. Identify the relevant technical expert communities to assess and
appraise the scope of services.

Refine
the scope

Implement

the assessment (such as the burden of disease, cost-effectiveness, budget impact and equity). Assess the

Collect and analyse evidence on services and interventions using agreed criteria and methods
J extent to which each service or intervention achieves the criteria.

Organize Facilitate the deliberation of options through a transparent and inclusive appraisal process.
the appraisal Arrive at a list of services with priorities set to present to decision-makers and payers.

Reco e Develop evidence-informed recommendations on priority-setting that are legitimate, aligned with
actions values and policy relevant. Relevant authorities decide and communicate decisions to those affected,
~— including the health workforce and populations and allow for the decisions to be appealed.

EE = e

Operationalize decisions through revised guidance, essential medicines and product lists

L':gi?;"nim where relevant, implementation plans for service delivery and integration into financing
instruments, public financial management and procurement.

Translate and Clearly communicate guidance, plans and conditions of access to users and providers and

uphold entitlements establish mechanisms for accountability.

Evaluate and Monitor delivery and spending against plans, generate insight to inform revision and ensure

sustain progress long-term financial and programmatic sustainability and improvement.
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4. Governance and planning the
priority-setting

Pro—.

10]

Prepare the s an initial step, the groundwork for priority-setting shouldbe prepared
CICTIEL by identifying the appropriate governance andinstitutional structures
Refine and by outlining the decision framework and purpose.

the scope

Implement

the assessment

In contexts of constrained resources, setting priorities for health-care

services requires more than technical assessment;it demands robust

Organize

T oo governance and inclusive decision-muaking to ensure the implementation of

Recommend

the ethical principles outlined above. Effective priority-setting is anchored

actions in transparent, accountable processes and coordinated leadership that

. ensure alignment with national strategies and system-wide priorities. Strong
mplement

declsions governance and community.engagement are essential to build coalitions,
Translate and manage resources and upholdequitable, evidence-informed responses that

uphold entitlements

Evaluate and
sustain progress

meet population needs.

Section summary: This section outlines practical steps for initiating a priority-setting
process in resource-constrained settings. It highlights the importance of governance,
coordination.andiinitial planning mechanisms.
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