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Breaking the inequality-

pandemic cycle

Future disease outbreaks are inevitable. AIDS remains a pandemic. The impact of
COVID-19 continues to reverberate. Humanity is in an era characterized by high and
persistent inequality and accelerating risk of disease outbreaks and pandemics. Over
the last two years, the Global Council on Inequality, AIDS and Pandemics undertook
research, reviewed evidence and engaged in policy forums around the world.

These efforts revealed that high inequality, both within and between countries, and
global vulnerability to pandemics reinforce each other. This cycle helps explain why
remarkable advances in science are failing to keep the world safer from pandemics.
Susceptibility to, and the consequences of, pandemics are not just determined by
pathogens. The social determinants of pandemics are critical, such as education,
income, housing, environmental conditions and social conditions. So too are access
to financing and the cutting-edge health technologies. All countries need the means
to build strong health systems and a social response that addresses the social
determinants of health. Accordingly, anyone concerned with pandemics and their
impact must be concerned with inequality. The world needs an approach to pandemic
prevention, preparedness and response that is capable of interrupting the cycle.

The inequality-pandemic cycle

Evidence shows that inequality makes communities and countries more vulnerable
to disease outbreaks becoming pandemics. Inequality also undermines effective
pandemic response, which prolongs pandemics and makes them deadlier and
more economically disruptive—a phenomenon visible in the responses to COVID-19,
AIDS, Ebola, influenza, mpox and beyond. International inequality between countries
globalizes this vulnerability, increasing the risk of future pandemics and prolonging
today's pandemics through unequal access to international finance and to

the latest vaccines, medicines and diagnostics. And when pandemics hit, they
increase inequality between people and between countries, which adds fuel to
the cycle (Figure 7).



Figure 1. The inequality-pandemic cycle

Inequality disables effective pandemic response

Inequality Pandemics
Within countries across multiple dimensions Outbreaks are more likely to become pandemics
Between countries in access to finance and Pandemics are longer, deadlier and more
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Pandemics increase inequality between people
and between countries

The Council finds:

1. High levels of inequality, within and between countries, are making the world more
vulnerable to pandemics, making pandemics more economically disruptive and
deadly, and making them last longer; pandemics in turn increase inequality, driving
the cyclical, self-reinforcing relationship.

Within countries, intersectional inequality is clearly undermining pandemic responses.
Research by the Global Council shows that more unequal countries have experienced
significantly higher COVID-19 mortality, higher rates of HIV infection, and higher AIDS
mortality as they struggled to mount effective pandemic responses. By contrast,
more equal contexts are more resilient to pandemics. The analysis in the Council
report shows, for example, that several of the countries in Africa making the most
progress against AIDS have countered persistent urban inequality and equalized

HIV rates for people living in informal settlements (urban 'slums’) compared to other
urban residents. Meanwhile, International Monetary Fund data following HINT influenza,
severe acute respiratory syndrome (SARS), Middle East respiratory syndrome (MERS),
Ebola and Zika show that pandemics led to a persistent increase in inequality.

Social determinants of pandemics create underlying vulnerability, enabling viruses
and bacteria to thrive. In Brazil, for example, people without basic education were
several times more likely to die from COVID-19 than those completing elementary
school. In England, living in overcrowded housing was linked to higher mortality rates
from COVID-19.

International inequalities between countries globalize pandemic vulnerability. \When
some countries can respond effectively to an outbreak, but others lack the means

to do so, the world is more vulnerable. Insufficient fiscal space in some countries
limited roll out of effective public health interventions for Ebola and HIV and let

the viruses spread. During COVID-19, high-income countries spent four times more
than low-income countries to address the pandemic's impact. Unequal access to
medicines and vaccines has slowed the responses to HIV, COVID-19 and mpox, allowing
the rise of variants and resistant strains.



2. Failure to tackle key inequalities since COVID-19 has left the world extremely
vulnerable to, and unprepared for, the next pandemic.

Since the start of the AIDS pandemic, the era of pandemics and inequality has seen
income and wealth inequality in most countries grow to high levels and remain high.
The COVID-19 pandemic pushed 165 million people into poverty while the world's
richest people increased their wealth by more than a quarter. Social inequalities on
gender, sexuality, ethnicity and education intersect with wealth inequality. Women,
informal workers and ethnic minority groups, for example, experienced the largest
employment and income shocks during the COVID-19 crisis. Forcing a choice between
feeding one’s family and following advice to stay at home undermined public health.
Yet pandemic preparedness efforts largely do not account for these inequalities.

Despite lower COVID-19 spending, developing countries find themselves suffocating
under US$ 3 trillion in debt, with more than half of low-income countries either

in debt distress or at high risk of it. Debt repayments crowd out spending on

today's pandemics and preparation for tomorrow's. Recent efforts to manage the
skyrocketing debt created by COVID-19 failed to deliver significant results. Meanwhile,
the world still lacks clear surge funding structures to support robust responses to
pandemics and address their economic impact.

As new breakthrough pandemic technologies like long-acting HIV prevention
medicines arrive in high-income countries, there remain major barriers to sharing
these technologies for sustainable production and affordable access in much of
the world.

3. Insufficiently rapid action on today's pandemics and outbreaks like AIDS and
tuberculosis sustains the cycle.

As pandemics increase inequality and undermine global capacity to respond to
future outbreaks, it is deeply worrying that AIDS remains a pandemic, together with
tuberculosis and malaria. These diseases continue to cause millions of deaths each
year, disproportionately in low- and middle-income countries and among marginalized
groups in high-income countries. Despite progress—new HIV infections in 2024 fell to
their lowest level since 1980—rapid donor withdrawal in 2025 threatens these gains
and leaves the most vulnerable dangerously exposed.

4. There is clear evidence showing that the cycle can be interrupted. A new approach
to health security is needed that is capable of interrupting this cycle with practical
and achievable actions on the social and economic determinants of pandemics at
both national and global levels.

The Council calls for a new approach to pandemic prevention, preparedness and
response:

* Inequality-informed responses during a pandemic, which take account of existing
inequalities and respond with evidence-based polices to counter their effects.

* Preparing for future pandemics by reducing inequality in specific, actionable
areas shown to be driving vulnerability to disease.



Four recommendations to break
the inequality-pandemic cycle

1

Remove the financial barriers in the global architecture to allow all countries
sufficient fiscal capacity to address the inequalities driving pandemics.

During a pandemic, including AIDS today: As a first step, put in place an immediate
debt repayment standstill for distressed countries facing pandemics to 2030, pausing
austerity measures, then move to comprehensive debt restructuring following the
recommendations of the Jubilee Commission Report.

To make the world safer from future pandemics: Create standby financing facilities
in the Global North and South for countries working to prevent or respond to a
pandemic, including the automatic issuance of International Monetary Fund Special
Drawing Rights. Reorient international policies to address insufficient fiscal space and
over indebtedness to stop the inequality-pandemic cycle.

Invest in the social determinants of pandemics. Use social protection mechanisms
to reduce socioeconomic and health inequalities while building societal resilience in
order to prepare for, and respond to, pandemics.

During a pandemic, including AIDS today: Surge social protection during health crises
through a ready system ready to reach everyone, including those often excluded

and made vulnerable, as one part of a multisectoral outbreak response capable of
addressing social determinants.

To make the world safer from future pandemics: Make societies healthier and
stronger with strategic action on the social determinants of health, which cause broad
health inequalities and increase vulnerability to pandemics when they occur.

Build local and regional production alongside a new governance of research and
development capable of ensuring the sharing of technology as public goods needed
to stop pandemics.

During a pandemic, including AIDS today: Put far more significant global funding
behind coordinated regional production for the pandemics of today like HIV and
tuberculosis to create the pull-mechanism for technology transfer.

To make the world safer from future pandemics: Automatically waive global
intellectual property rules on pandemic technology when a pandemic is declared.
Create an R&D model for the long term that treats pandemic health technology as
public goods, using innovative mechanisms like prizes instead of patents, increasing
funding and expanding Southern-led efforts.

Build greater trust, equality and efficiency in pandemic response by investing in
responses that include multiple sectors, ministries and community-led pandemic
infrastructure in partnership with government.

During a pandemic, including AIDS today: Shift funding and measurement of
pandemic preparedness and response to include community-based and led
organizations to reach those unreached by public and private health services.
This should accompany, not replace, universal public services.

To make the world safer from future pandemics: Establish multisectoral governance
structures for pandemic response that include multiple ministries as well as
community-organizations, rights groups and scientific leadership.
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Introduction: the

inequality-pandemic
cycle

An age of outbreaks and inequality

Humanity is in a period characterized by the risk of disease outbreaks, increasingly
frequent pandemics and high and rising inequality (7, 2, 3). The work of the Global
Council on Inequality, AIDS and Pandemics shows that these are linked, and
dangerously so.

The AIDS pandemic broke into global consciousness in the 1980s and has taken
millions of lives since. While remarkable progress against the virus has been made
under a coordinated global response. Antiretroviral medicines prevent HIV infection
and AIDS-related ilinesses. However, these drugs are not universally available, and
there remains no cure and no vaccine. AIDS remains a pandemic and, in some
geographies and populations, a growing pandemic. Since that time, multiple
pandemics and major outbreaks have occurred around the world: Ebola, COVID-19,
mpox, influenza, cholera and tuberculosis, amongst others. While each has unique
characteristics, the Global Council set out to look across pandemics to better
understand what is driving our increasing global vulnerability.

In the period since the AIDS pandemic began, the world has also seen high and
rising inequality. Key economic trends are documented in a new report by the G20
Extraordinary Committee on Inequality. Most countries now have a Gini index, which
measures income inequality between people, that qualifies as “high inequality.”
Although total wealth in the world has nearly doubled since 2000, private wealth has
grown far faster than public wealth, to the point that governments across the world,
including in many of the richest countries, now struggle to provide key services and
face significant debts. Private wealth exists globally, but it is also more unequally
held, in the hands of a small number of people who are predominantly based in rich
countries. And while some lower-income countries are catching up with high-income
countries, between-country inequality remains high, leaving many countries without
the fiscal capacity to respond to crises.

Meanwhile, these economic inequalities intersect with social inequalities. Progress
against gender inequality has slowed or stagnated in much of the world (4). Inequality
experienced by LGBTQ+ people in many countries has fallen, but in others it has

risen sharply (5). Inequality along lines of race, ethnicity and as experienced by key
populations, including sex workers and people who use drugs, are visible in health and
pandemic data in nearly every country, and they are exacerbated by the economic
inequalities that accompany them.

Building on the experience of the AIDS response, the Global Council set out to
understand how inequality and pandemics are linked and whether it is possible to
make the world less vulnerable to pandemics by acting on inequality.



A thorough review of evidence

Across a two-year period, the Global Council commissioned an evidence review and
series of empirical studies to understand the relationship between inequality in its
multiple forms and pandemics. The evidence review undertook systematic searches
of peer-reviewed literature and reports from governments, multilateral agencies
and research institutes across multiple pandemics (COVID-19, HIV, Ebola, severe
acute respiratory syndrome (SARS), influenza and tuberculosis), screening more

than 1500 records identified via academic research databases and grey sources (6).
Complementary empirical studies, undertaken under the direction of Global Council
members, are discussed below.

Drawing on the evidence review, original data from Council-commissioned studies and
other sources, the Council has distilled four key findings:

1. High levels of inequality, within and between countries, are making the world more
vulnerable to pandemics, making pandemics more economically disruptive and
deadly, and making them last longer, which in turn increases inequality driving the
cyclical, self-reinforcing relationship.

2. Failure to tackle key inequalities since COVID-19 have likely left the world extremely
vulnerable to and unprepared for the next pandemic.

3. Insufficiently rapid action on today's pandemics like AIDS and tuberculosis
reinforces the cycle.

4. The cycle can be interrupted. Doing so requires practical and achievable actions
that address the social and economic determinants of pandemics at both the
national and global levels. We make recommendations for action against four
drivers of inequality.

Defining the inequality-pandemic cycle

The Council's research demonstrates a cyclical, self-reinforcing relationship between
inequality and pandemics (Figure 2):

* Inequality across multiple intersecting axes makes communities and countries
more vulnerable to disease outbreaks becoming pandemics.

= Within countries there are social determinants of pandemics that lead to health
inequities that create vulnerability as social and economic inequality fuel the
spread of disease. Society's most vulnerable are especially exposed to pandemics.

* International inequality between countries, born of today's global financial
architecture, also undermines pandemic preparedness and response through a
lack of access to finance and technology by poorer countries. Unequal responses
allow viruses to thrive.

* Inequality disables effective pandemic response, which prolongs pandemics and
makes them deadlier and more economically disruptive. More unequal countries
have been hit harder by pandemics and struggled more to mount an effective,
coordinated response.

= When pandemics hit, they increase inequality between people and between
countries, which adds fuel to the cycle, making the world more vulnerable to
future pandemics.

13



Figure 2. The inequality-pandemic cycle

Inequality disables effective pandemic response

Inequality Pandemics
Within countries across multiple dimensions Outbreaks are more likely to become pandemics
Between countries in access to finance and Pandemics are longer, deadlier and more
technology economically disruptive

Pandemics increase inequality between people
and between countries

The Council's research shows that this inequality-pandemic cycle has distinct drivers,
which we explore below (Figure 3). Within countries, intersectional inequality is clearly
linked to pandemics. The social determinants of pandemics emerge as a strong factor
that creates underlying vulnerability, enabling viruses and bacteria to thrive. When
outbreaks occur, inequality undermines effective response as some groups are more
vulnerable, and the needs of some go unnoticed. The type of unified, coordinated
responses necessary to prevent pandemics, particularly mobilizing not just health
services but multiple sectors of government and community, proves difficult to mount.
Trust is low. These more unequal countries and communities have experienced worse
pandemic outcomes.

Meanwhile, pandemics are inherently international phenomena—stopping outbreaks

in some countries while they accelerate in others is a recipe for pandemic response
failure. So between-country inequality matters deeply. Inequalities in fiscal capacity to
act against diseases are stark and they are generating global pandemic vulnerability.
Unequal access to pandemic technologies means that the breathtaking progress we
have made in the science of fighting pandemics is failing to translate as inequality
deepens and prolongs pandemics.

The Global Council has generated a set of evidence-based recommendations based
on disrupting these drivers at different points in this cycle. Together, they hold promise
to help break this cycle and support more realistic progress toward security against
pandemics for the world.

Figure 3. The inequality drivers of the cycle

) Silos undermine
The §OCIa| effectiveness, Inequalities in the Unequal access to
determinants of trust and global financial pandemic science

pandemics mobilization of architecture and technologies
communities
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Inequalities within

countries create
pandemic vulnerability

Economic inequality is dangerous
in a pandemic

The Council's research finds that more unequal countries have struggled to mount
effective pandemic responses. By contrast, more equal countries are more resilient to
pandemics.

Countries with higher rates of inequality have seen higher COVID-19 mortality, higher
rates of HIV infection and higher AIDS mortality than their more equal peers, according
to research commissioned by the Council. This study assessed the relationship
between income inequality and pandemics using a regression model to analyse

HIV impact data from 217 countries and COVID-19 impact data from 157 countries.
Controlling for national health expenditure, state capacity and income level, regional
variations and other variables, the researchers found a clear association between the
Gini index of income inequality and pandemic outcomes (Figure 4).

Three samples of countries were compared: (1) global; (2) Africa-only; and (3) global
excluding Africa. The study found that a positive and significant relationship exists
between the Gini index of income inequality and HIV incidence across all three
samples and that a statistically positive association exists for all samples between
income inequality and the AIDS mortality rate. For COVID-19, a positive and statistically
significant relationship exists between income inequality and excess mortality for the
global sample and the excluding Africa sample. The Africa-only sample is positive but
not significant (7). An important question is whether it is inequality, deprivation, or both
driving these results. For the Council report the research team re-ran this analysis
controlling the proportion of the population in extreme poverty (living below US$ 3 a
day). Inequality remained significantly associated with COVID-19 deaths, HIV incidence
and HIV mortality. Poverty alone was a significant predictor in some contexts, but

not others. This suggests that both probably play a role, but that the relationship is
complex and further analysis is needed. These are, of course, associations. Further
research is needed to explore causality and the mechanisms. But the results suggest
that inequality undercuts effective pandemic response.

The Council analysis contributes to a growing body of research that demonstrates
an association between income inequality and COVID-19 mortality (89,10). One study
that examined data from the early months of the pandemic—a 30-day period after
a country's 10th confirmed death—found countries’ income inequality and wealth
inequality were positively and consistently related to higher mortality and that civic
engagement and confidence in state institutions was related to lower mortality (17).



Figure 4. Income inequality and HIV incidence,
AIDS mortality and COVID-19 mortality, 2020-2021
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Source: Demographic Health Surveys; Population-Based HIV Impact Assessments.

Similar patterns exist within countries. In the
United States of America (USA), state-level income
inequality correlates with higher COVID-19 deaths,
after adjusting for socioeconomic and health
system covariates (Figure 5) (12). Seroprevalence
surveys conducted in Brazil in mid-2020 showed
that individuals in the poorest income quintile were
more than twice as likely to have been infected
compared to those in the wealthiest quintile, and
infection rates were significantly lower among
people with higher levels of education. Indigenous
populations were nearly five times more likely

to test positive than white individuals (13). More
unequal states and municipalities in Brazil suffered
higher COVID-19 mortality, reflecting differences

in exposure risks (crowded housing, precarious
work), access to care and local governance
capacity (14,15,16) llliterate Brazilians were also much
more likely to die of COVID than those who had
received at least elementary school level education
(Figure 6) (17).

Council research also looked at urban inequality—a
crucial setting for both pandemics and inequality
dynamics. A team of researchers used data from
population-based surveys and HIV service coverage
and impact data within slum and non-slum areas

of 222 cities across the world. The analysis tested
HIV inequalities experienced by those living in
informal settlements—Ilabelled 'slums’ in the data
set'—as a measure of urban pandemic inequality.
Overall, those living in informal settlements/slums
had a higher HIV prevalence than non-slum dwellers,
reflecting multidimensional inequalities including
wealth, education, employment and housing (see
Figure 7) (19).

Figure 5. COVID-19 mortality and income inequality (GINI index), US states, 2020
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' See UN Habitat definition (18).
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Figure 6. COVID-19 mortality among those aged 18 and over, by educational level, in all Brazilian regions, 2020-2021
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cited 24 September 2024).
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Importantly, however, the study showed that the negative health impacts of urban
inequality are not inevitable. In a small subset of countries there was either no
discernible difference between informal settlement dwellers and the rest of the
population (e.g. Senegal and the more recent Namibia survey), while in some countries
informal settlement dwellers had lower HIV rates (e.g. Lesotho and Zimbabwe). Those
are among the countries where international and national investment in a strong,
multisectoral HIV response has been clearest, suggesting equity-focused responses
can yield results.

There are clear social determinants
of pandemics

Research from the Global Council reveals that inaction on social determinants—
broadly defined as the conditions in which people are born, grow, live, work and

age, and people's access to power, money and resources—creates health inequities
in non-pandemic times and drives pandemic risk and vulnerability. Inequalities in
pandemic outcomes are in substantial part a result of inequalities in the social
determinants of health, which make geographical areas (as shown in the previous
section), socially defined groups and households/individuals both more exposed and
more susceptible to infection, illness and death. The social determinants of pandemic
risk, described below, are also determinants of broader health inequalities.

This heightened vulnerability arises from socioeconomic inequalities in income,
education, race/ethnicity, gender and sexuality, and other markers of social
stratification; it exists before the health system comes into play and cannot be
entirely mitigated by health care or access to medical technologies. For example, in
Sweden, the relative risk of being hospitalized in an intensive care unit between March
2020 and March 2022 in the COVID-19 pandemic followed an income gradient—the
lower the income, the higher the relative risk—that was not eliminated when adjusted
for vaccination status (20).

Socioeconomic inequalities are a result of economic, political, institutional, cultural
and legal frameworks that favour some socially defined groups over others. For
example, by weakening public services through austerity measures, governments
can remove the levers that protect those with fewer resources, hindering social



Figure 7. Prevalence of HIV in African countries in informal urban settlements versus others ('slum’ and non-'slum’)
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mobility and thus solidifying intergenerational inequalities, including in health (27, 22).
Groups with worse ill-health in non-pandemic times will also be worse affected
when a pandemic happens (23). The lack of a protective social infrastructure before
the onset of a pandemic, including in the labour and housing markets, exposes the
more disadvantaged through overcrowding, the lack of social protection and other
mechanisms during pandemics (23).

In England, the level of overcrowding was an important mediating factor between
area-level deprivation and mortality rates from COVID-19 (24). In low-income
settlements such as in Harare, Zimbabwe, people living in overcrowded
accommodation in highly populated suburbs encountered huge barriers to observe
lockdown, which would mean "death due to hunger, death due to charcoal fumes,
and death due to sanitation problems” (25). The need to get out to guarantee basic
survival, however, exposed them to the virus.

Having an informal job; experiencing job insecurity or precarious employment; being
unable to work from home; or lacking power to enforce workplace regulations all
increase the risk of being severely affected by pandemics, as evidence shows

from COVID-19 (26, 27, 28, 29, 30). Precarious and informal workers, and those out of
employment often lack access to social protection which, as shown in the Council's
evidence report, is a strong mitigator of negative socioeconomic and health impacts
during pandemics (6).

Unemployment has long been recognized as a health risk. Unemployment and
underemployment are associated with societal circumstances known to increase

the risk of acquiring HIV and the prevalence of HIV and other co-morbidities (37). In
South Africa, men and women who were unemployed had higher odds of HIV infection
compared with the employed, based on data from the 2016 South Africa Demographic
and Health Survey (32). Being unemployed or underemployed was associated with
increased odds of having depression during the COVID-19 pandemic in the USA (33).
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As shown in the Council's evidence review, education is a major predictor of pandemic
impacts, and providing education to girls and women is highly protective of health.

In Brazil, lower educational attainment was associated with higher HIV incidence and
mortality (34). In Namibia, an analysis of population-based household survey data
found that HIV prevalence was higher among poorer and less educated women (35).
Similar studies in other African countries show variation in the relationship between
education and HIV prevalence among women and girls. Nonetheless, lower education
often correlates with lower income and disadvantages faced by specific groups such
as migrants and ethnic minorities, highlighting how social determinants compound

to increase vulnerability and often decrease access and uptake of critical health
services, including COVID-19 and influenza vaccination and HIV testing and treatment
initiation (36, 37, 38, 39). In addition, during the COVID-19 pandemic, people with less
education appeared to be more susceptible to misinformation and more distrustful of
pandemic prevention measures (40).

Gender inequalities can make women particularly vulnerable during pandemics

due to increased work and caring responsibilities, reduced access to maternal and
reproductive health services, increased exposure to gender-based violence, and
their overrepresentation in the global health and care workforce, disproportionately
exposing them to pathogens (47). Due to structural gender inequalities, women can
also be excessively affected by the lockdowns and economic shocks that usually
accompany pandemic emergencies (42). Adolescent girls and young women in
sub-Saharan Africa remain three times more likely to acquire HIV than their male
peers (43). Among the findings of a regression analysis of HIV prevalence against
eight societal determinants was that gender equality had a negative effect on HIV
prevalence (lower disease burden) (44). Studies suggest that education can help
counter discrimination against women and girls. When girls reach or exceed boys in
secondary school enrolment, their higher social status gives them increased agency,
which protects their health and decreases both HIV prevalence and AIDS-related
mortality rates (45).

Discrimination based on gender, race, sexual orientation, disability or migration status;
economic inequities, classism and neightbourhood deprivation often compound
structural inequiities and make groups experiencing discrimination much more likely

to be infected and suffer severe consequences from pandemics (46). Racism can
affect health in three interrelated ways. Firstly, experiencing racism directly damages
physical and mental health. Secondly, it is often linked to socioeconomic disadvantage.
Thirdly, it can damage health via discrimination in the health-care system and in other
services (47).

Many migrant groups have disadvantaged positions in their host countries, leading
to disadvantage in housing, income and occupation which negatively impact their
health, compared to host populations (48). A meta-analysis with data from 53 million
participants in high-income countries found that international migrants had an 84%
higher risk of COVID-19 infection than non-migrants and that these inequalities were
greater in North America and northern Europe than in southern Europe (49).

In HIV, key populations (e.g. gay and bisexual men and other men who have sex with
men, sex workers, people who inject drugs, transgender people and people in prisons
and other closed settings) experience higher HIV prevalence and worse outcomes
due to stigma, discrimination, criminalization and gaps in service coverage (50).
Studies have shown these differences cannot be explained by biology or behaviour, as
shown in guantitative and qualitative work and in comparisons of similar populations

in different socio-legal contexts (40). Research conducted by the Global Council

as well as others show how legal and policy environments, characterized by the
absence of criminalization and the promotion of non-discrimination, are consistently
associated with improved HIV outcomes (57, 52, 53). When looking at criminalizing



environments, research by Council members shows that criminalization of same-sex
relationships was associated with a 7.6% lower HIV testing rates and knowledge of

HIV status, sex work criminalization with a 9.9% lower HIV status awareness, and drug
use criminalization with a 14.8% lower HIV status awareness.? Researchers created a
composite measure to represent a legal environment where same sex relationships,
sex work, drug use or HIV exposure were not criminalized and found that this
composite measure was associated with a 13.7% increase in proportion of people living
with HIV initiating antiretroviral therapy, as well as a 8.5% decrease in new infections
between 2017 and 2023 (57).

Silos undermine effectiveness, trust and
mobilization of communities

Pandemics are more than just health crises; they are crises affecting both the lives
and livelihoods of people. Focusing on purely biomedical tools such as therapeutics,
vaccines and diagnostics to respond to pandemics will not suffice to address the
social or economic determinants of pandemics. Additionally, there was a failure

to reach many vulnerable groups and populations during the COVID-19 pandemic
for numerous reasons. Inequalities in education contributed to a failure to equip
significant portions of populations to understand fully the risks they were being
exposed to and the conseguences of not practicing social distancing or getting
vaccinated. Communication channels were often ineffective, partly because of the
lack of timely and culturally responsive materials that adequately took into account
fear of authority figures. And, of course, there was a lack of access to health

care (54, 55). Marginalized groups were also hit hard by the COVID-19 pandemic
inability to work from home.

Furthermore, the COVID-19 pandemic demonstrated how the lack of public trust in
institutions erodes a robust pandemic response. Public trust in governments and
national institutions is critical in promoting public willingness to follow public health
guidance and uptake of pandemic mitigation measures. Studies have documented
how countries with higher levels of public trust in government were associated with
lower COVID-19 infection rates (56). Community participation helps in the development
and implementation of interdisciplinary pandemic responses that counter denialism
and disinformation (57). In Brazil, denialist policies discouraged the adoption of
preventive measures and eroded public trust, which exacerbated the spread of
COVID-19, particularly among vulnerable populations. With only 2.7% of the world's
population, Brazil accounted for 23.5% of global COVID-19 deaths in March 2021 (58).

Community-led organizations are often better able to reach those who are not
reached by mainstream public and private health services. From the start of the
AIDS pandemic, one of the distinguishing features of the AIDS response has been
the central role played by communities. In the face of fear, stigma and discrimination,
communities of people living with HIV, people from key populations and other affected
communities have served as vocal advocates for their health rights and broader
human rights, and they have played a critical role in the delivery of services that curb
the toll of HIV (59). A recent review of studies from southern Africa, for example,
reported that peer support projects, treatment adherence clubs and community-led
HIV testing led to increased uptake of testing, improved adherence to antiretroviral
therapy, stronger retention in care, reduced vertical transmission, and higher levels
of viral load suppression (60). In Brazil, programmes aimed at eliminating leprosy—a
disease historically linked to poverty, stigma and barriers to access—have shown that

2 Among populations at high risk of HIV infection, periodic HIV testing and knowledge of HIV status are critical to the
early initiation of antiretroviral therapy after HIV acquisition, which improves health outcomes among people living
with HIV.
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social mobilization is an important component of targeted interventions within primary
health-care strategies that effectively reduce deep-seated inequities.

In countries with high burdens of HIV, the COVID-19 pandemic saw a rapid mobilization
of existing HIV-related civil society and community infrastructure to respond to the
pandemic. Indeed, not only did community-led HIV responses ensure continuation of
HIV services during the health emergency, but they also quickly adapted preexisting
services and activities to support national COVID-19 responses (67, 62, 63, 64, 65).

For instance, HIV community-based organizations in Kenya helped in the COVID-19
response through community education and outreach efforts and by distributing
personal protective equipment (62). Research from Liberia has also shown how
community led efforts have contributed to health system resilience in the face of
other pandemics such as Ebola, including through responding to the Ebola outbreak,
and also have helped ensure the continuation of treatment for other public health
services such as immunizations and treatment of child ilnesses (66, 67).

Analysis of data from the HIV Policy Lab?® found that countries with policies

that support civil society organizations to legally register, operate and provide
services, including those serving marginalized populations, had more effective HIV
responses (68). Despite these benefits, aimost 50% of all countries have not adopted
such policies (69).

Community-led organizations face numerous challenges which hinder their ability

to engage meaningfully in pandemic responses, including insufficient funding of
community-led programmes which impact the long-term sustainability of their
operations (59). Global funding for community-led operations within the AIDS
responses declined drastically from 31% of total AIDS response funding in 2012 to 20%
in 2021. Much of this funding is from foreign donors. A quarter of donor funding for HIV
programmes in 2023 went to civil society organizations and community networks (70).
Since then, the recent abrupt cessation of US funding for AIDS initiatives in low-

and middle-income countries is having a huge impact on community-led and other
nongovernmental organizations and the services they provide. The situation highlights
the need for these countries to establish national mechanisms to fund civil society
and community-led organizations to deliver health services.

Human rights are a cornerstone of public health. Strong gqualitative evidence shows
that when legal frameworks and government institutions—including the justice
system—respect human rights, it builds trust among communities that have been
historically marginalized (77, 72). Human rights violations surged during the COVID-19
pandemic, with women and girls, LGBTQ+ populations, sex workers, refugees and
migrants and children with disabilities among the populations affected. For example,
increases in domestic violence and sexual violence occurred in some countries during
lockdowns. Within these difficult environments, human rights institutions were key to
promoting access to services and building trust among marginalized populations.

5 https://www.hivpolicylab.org/



Inequalities between

countries globalize
pandemic vulnerability

Uneven national capacities fuel global
vulnerability to pandemics

Pandemics are definitionally international in nature. Borders do not stop the spread of
communicable disease. The Global Council finds that key aspects of the international
order are driving inequalities that make the world more vulnerable to pandemics and
less capable of stopping them.

When pandemics have hit, some countries have the fiscal capacity to respond, but
others lack it. That was apparent during COVID-19, during the Ebola outbreak and
remains evident for today's major killers of AIDS and tuberculosis. During COVID-19,
high-income countries were able to finance surges in health spending and economic
mitigation measures. They also had near exclusive access to mMRNA vaccines and
other new technologies for many months. Low-income countries, by contrast, had
weak response capacity, uncontrolled outbreaks and largely unvaccinated populations.

When some countries can respond effectively, but others lack the fiscal space to
do so, everyone is more vulnerable. When some countries can use new vaccines
and mediicines to protect their populations while others cannot, the world sees not
just transnational infections but the rise of viral variants and resistant strains. During
COVID-19, the Delta variant arose in India and was recognized as a significant threat
in mid-March 2027, when India had 2% vaccine coverage. Higher and more equitable
vaccine coverage could have led to a different outcome. Multiple modelling studies
show an empirical link between ineguitable vaccine availability and a prolonged
pandemic with more variants (73, 74).

Inequalities in the global financial
architecture

When COVID-19 overwhelmed health systems, many countries responded with
lockdowns and other measures designed to limit social interactions and slow

the spread of the coronavirus. These disruptions caused massive economic
contractions. High-income countries made large fiscal interventions which helped in
macroeconomic stabilization as well as in providing a lifeline to millions of companies
and citizens. Many low and middle-income countries, however, lacked the means

for extra spending due to high debt levels and limited access to credit markets (75).
Low-income countries ultimately spent about 2% of gross domestic product (GDP)
on non-health pandemic measures, compared to the more than 8% of GDP spent by
high-income countries. In per capita terms, the gap was even wider. Aimost half of
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households in upper-middle-income countries received cash transfers, compared
to only 15% in low-income countries. Similarly, 43% of firms in upper-middie-income
countries received support, versus 6% in low-income countries (76).

Despite the lower spending, the external debt of low-income countries rose 12% in
2020, the largest increase in years (77). Developing countries today are suffocating
under US$ 3 trillion in debt, with more than half of low-income countries either in debt
distress or at high risk of it (78).

As a result, the world's 26 poorest economies—home to about 40% of all people who
live on less than US$ 2.15 a day—are deeper in debt today than at any time since

2006. At the same time, international aid as a share of their GDP has dwindled to a
two-decade low, leaving these countries few sources of affordable financing (79). Debt
service payments by low- and middle-income countries have surged, crowding out
essential public spending, including on health care and social determinants of health.

UNAIDS analysis shows that these debt burdens are endangering the significant
progress made over the past decade against AIDS in sub-Saharan Africa, where many
countries were on track to ending their epidemics (80). Today, 3.3 billion people live in
countries that spend more on interest payments than on health care. Sub-Saharan
African countries spend 11% of GDP and 62% of tax revenue on debt servicing, with 35
countries in the region badly affected. This reflects a global financial architecture that
pushes countries to borrow on harsh terms in times of need. African countries suffer
interest rates eight times higher than high-income economies, and then they face
harsh financial punishments when shocks—often externally driven—occur. The strong
dependence of many countries, especially in Africa, on international development
cooperation to finance their health systems and pandemic and HIV responses, the
recent closure of the United States Agency for International Development (USAID)

and cuts to the United States President’'s Emergency Plan for AIDS Relief (PEPFAR)
programme for the global AIDS response, as well as the region’s vulnerability to
external shocks and economic events, has brought forward the urgency of acting
upon current financing challenges.

Meanwhile there has been an abrupt and unplanned retreat from official development
assistance (ODA) on which many pandemic-fighting efforts depended. According

to the Development Assistance Committee of the Organisation for Economic
Co-operation and Development (OECD-DAC), an estimated 16-28% drop in ODA to
sub-Saharan Africa is expected in 2025 compared to the previous year (81). This
sudden retreat has been especially profound for the HIV response, which relied on
international financing for an average 60% of total funding in 2024, It also ironically
comes at the very moment that science and community action could end the AIDS
pandemic.

Financing gaps persist even as preventable diseases spread. There is something
deeply wrong with an economic system that fails to prioritize social protection,
universal health coverage and pandemic preparedness.

The COVID-19 pandemic, like the HIV pandemic before it, clearly exposed the human
and economic costs of underinvesting in both social determinants of health and
resilient health systems (82). It became clear, during the pandemic, that strong
universal health coverage (UHC) systems were not sufficient—as governance failures
and social determinants drove high cases and deaths in some countries with strong
UHC systems (83). But there is good evidence that resilient and universal health
systems were essential for successful pandemic responses in many places (84).
During outbreaks, UHC systems that remove financial barriers to care facilitate

early case detection, identification of contacts and contributes to reduce health
care expenditures and hospitalization (85). The costs of pandemic health care can
be catastrophic for families in pandemics when they are not protected by UHC



programmes—driving greater inequality (86, 87). One study estimated that a more
universal health-care system in the USA during COVID-19 could have saved 212 000
lives and US$ 105.6 billion in 2020 alone (88). In the case of HIV and tuberculosis, it is
clear that health system constraints have undermined the response on multiple levels
and limited the impact of funding in HIV testing and treatment (89).

Austerity drives further pandemic
response inequalities

Pandemics can lower GDP and lower tax revenues; at the same time, they put greater
demands on government expenditures. Many governments respond to the resulting
deficit by undertaking austerity measures (and they are typically advised to do so

by the international financial institutions). However, the evidence makes it clear that
austerity measures are active drivers of the inequality-pandemic cycle: First, they
undermine pandemic response and efforts to address the inequality drivers of those
pandemics. Addressing the social determinants of pandemics is impossible under
austerity. Second, when pandemics hit, austerity measures amplify the inequality-
producing impact of those pandemics that we have previously described.

Austerity tends to worsen inequality, reduce access to health, education and safety
nets, hurt vulnerable populations disproportionately and degrade public health
systems (90, 91). This matters for pandemics both because reductions in spending

and workforce undermine the capability of health systems to detect, treat and control
infectious disease outbreaks directly and also because they undermine the capacity
of governments to address the social determinants of pandemics. Cuts in spending
often affect health, education and welfare disproportionately, and these cuts
disproportionately impact the poor and vulnerable.

It has been estimated that International Monetary Fund (IMF) programmes linked to
austerity led to over 70 excess deaths from respiratory diseases and tuberculosis
per 100 000 population (92). They have also been linked to increased tuberculosis
incidence, prevalence and mortality rates in post-communist countries (93). Studies
have linked austerity and the policies of international financial institutions to the Ebola
outbreak (94), to the AIDS pandemic (95, 96), and to COVID-19 (97). Austerity has also
been linked to higher income inequality due, among other reasons, to cuts in public
wages (98, 99, 100). This further exacerbates the cycle described here. Indeed, IMF
data show that the rise in inequality in the aftermath of major epidemics over the
last two decades has been nearly three times higher when they hit countries where
governments had in place strict austerity programmes (107).

Unequal access to pandemic science
and technologies

Pandemic responses from HIV to COVID-19 to mpox share a grim reality: breakthrough
health technologies such as vaccines, medicines and diagnostics, are quickly made
available in the global North, but slow to reach the Global South, claiming countless
lives and allowing prevention infections to continue.

After the scientific triumph of developing highly effective mRNA vaccines against
COVID-19 in record time, production was limited to a few producers and doses

were hoarded by high-income countries, leaving low- and middle-income countries
exposed. Six months after COVID-19 vaccines received approvals, high-income
countries (HICs) had 90% of what they needed to cover priority populations of health
workers and people over 65, while low-income countries had received only enough to
cover 12% of their highest-priority populations (102). One year into vaccine distribution,
coverage in sub-Saharan Africa remained alarmingly low (Figure 8).
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This ‘'vaccine apartheid’ caused an estimated 1.3 million preventable deaths (103).
Efforts to overcome patent barriers at the World Trade Organization (WTO) took
years, even though the principle of compulsory licences and of waivers to protect
public health had been established by the WTO in 1994 and reiterated in the Doha
Declaration of 2001.

Figure 8. Share of people who received at least one dose of COVID-19 vaccine one year into vaccine distribution

(28 December 2027)
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Data source: Official data collated by Our World in Data (2024); World Health Organisation (2025); Population based on various sources (2024).
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A similar failure to provide new HIV technologies to low and middle-income countries
has repeatedly undermined efforts to end the AIDS pandemic (Figure 9). Slow rollout
of antiretroviral medicines to low-income countries in the 1990s and 2000s caused
millions of avoidable deaths from AIDS. Civil society activism eventually inspired a

mix of government action and generic production that brought down the price of
these drugs by over 99%, and today tens of millions access them every day. Similarly,
the rollout of daily antiretrovirals pills for HIV prevention has been deeply uneven.
Today, remarkably long-acting medicines for HIV are coming to market. They are the
closest thing to an HIV vaccine we have ever seen—with nearly complete protection
against the virus with a few injections, as few as twice a year. But they are currently
only being produced by a few makers and sold at high prices that are a multiple of
the cost of production, and so most low and middle-income countries have little or
No access. Intensive public advocacy by AIDS response activists has recently been
followed by price reductions for generic version of the latest injectable medicines for
HIV prevention. Individual victories such as this one, however, have not addressed the
broader issue of patent protections standing in the way of equitable rollout of health
innovations.



Figure 9. Time lags in access to HIV treatment and prevention technology in Africa and low and
middle-income countries
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Each failure is met with international soul-searching and the establishment of new
mechanisms—with many achieving major success. For example, the Global Fund

to Fight AIDS, Tuberculosis and Malaria has saved 70 million lives including through
interventions against the three diseases, including the procurement of antiretroviral
medicines for more than 20 million people in 55 countries annually. Since its
establishment in 2006, Unitaid has accelerated the development and rollout of more
than 100 innovative health products that reach more than 300 million people annually.
The Coalition for Epidemic Preparedness Innovations (CEPI), has delivered world firsts
for vaccines against priority pathogens, including chikungunya, Lassa fever and MERS
and is now trying to build the capacity to respond to the next Disease X threat with a
new vaccine in just 100 days. The Pandemic Agreement and the G20's Global Coalition
for Local and Regional Production, Innovation and Equitable Access are recent efforts
to rebalance the research, development, procurement and distribution of health
technologies in favour of more equitable and more effective outcomes.

However, these efforts have yet to get at the heart of the inequality in access.
Excellent science has still been met by a failure to share technology across borders

in pandemics. Intellectual property barriers and insufficient manufacturing capacity
together continue to mean that the supply of pandemic technologies continues to be
insufficient to the needs. The need to incentivize innovation to fight pandemics is very
real, but patents are not the only means of stimulating innovation and there is a need
to find a balance to ensure innovation and access.
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Pandemics increase

inequality

The devastating impacts of the COVID-19 pandemic were felt most heavily by the
world's poor (104). In 2020, during the first year of the pandemic, the number of
people facing hunger globally increased from an estimated 650 million in 2019 to
between 720 and 811 million people (105). An estimated 165 million people were pushed
into poverty; informal workers and women experienced the largest employment and
income shocks. At the same time, the world's richest people used their vast resources
to take advantage of volatility in global markets. Billionaires increased their wealth

by more than a quarter (27.5%) at the height of the crisis from April to July 2020, just
as millions of people around the world were trapped at home, unable to work and (if
lucky) treading water by accessing social protection benefits (106).

The disparate experiences of rich and poor can be seen in macroeconomic data.

The World Bank estimated a significant rise in the global Gini index in 2020—the
largest since at least 1990—with distributional losses concentrated among lower-
income households (107). Analysis of payroll data in Spain show that impact of the
COVID-19 crisis on inequality is explained in part by its outsized effect on low-wage
workers (108). Similarly, surveys undertaken in the United Kingdom during the COVID-19
pandemic show that declines in earnings were highest in the bottom pre-pandemic
income quintiles, and that individuals in precarious employment, aged under 30 and
from minority ethnic groups faced the biggest labour market shocks (109).

The AIDS pandemic, which hit sub-Saharan Africa much harder than other regions,
widened inequalities between Africa and the rest of the world. Studies estimate
that a 1% increase in HIV prevalence reduces per capita income growth by about
0.47% in sub-Saharan Africa, with the strongest effects in Eastern Africa (110). At the
height of the pandemic in 2004, AIDS had slowed economic growth in more than
half of the countries in the subregion, slowed average national economic growth
rates significantly and threatened to reverse decades of gains in human resources
development, education, health and business, undermining the well-being of Africa’s
future economic growth and development (177, 112).

It is not just COVID-19 and AIDS. IMF data from the last two decades looking at
HINTinfluenza, SARS, MERS, Ebola, and Zika shows that when pandemics have hit
countries, they have led to a persistent increase in inequality, as measured by the Gini
coefficient, with a peak effect of about five years after the pandemic (Figure 10) (113).
Different pandemics, of course, have had different impacts—COVID-19 had a global
impact on Gini, while HIV's impact appears more concentrated. Analysis of additional
data sets shows that the share of total income increases for the people in the highest
income quintile and decreases for those in the lowest income quintile; employment



rates fall for those with basic education, while those with higher education are much
less affected. One IMF study compared the impact of pandemics to other shocks and
found that pandemics have a larger and clearer impact on inequality than financial
crises, where impact is more shared across social strata (113).

Figure 10. Impact of pandemics on net Gini

Change in Gini
A4

2

Years after pandemic events

Gini Net
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Source: Furceri D, Loungani P, Ostry JD, Pizzuto P. Will COVID-19 have long-lasting effects on inequality? Evidence from past pandemics. IMF Working Paper. Washington,
DC: IMF; 2021(T13).

However, the fiscal responses to crises can have a big impact on inequality—not

all countries experience increases in pandemics. Another IMF study found that
austerity measures introduced after the onset of a pandemic led to bigger increases
in inequality. In sharp contrast, when the fiscal response to a pandemic is strongly

supportive, inequality barely increases. Inequality-informed policy can make a
difference (114).
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Failure to tackle today’'s

pandemics sustains the
cycle

Pandemics on top of pandemics

AIDS remains a pandemic, and along with tuberculosis and malaria continues to cause
millions of deaths annually, disproportionately in low- and middle-income countries and
among the marginalized in high-income countries.

A global, decades-long effort to mobilize resources, develop cutting-edge prevention
and treatment technologies, reduce the prices of those technologies and channel
them to the countries and communities in greatest need has seen, by the end of
2024, the annual number of people newly acquiring HIV reach its lowest since the
mMid-1980s, and the annual number of people dying of AIDS-related causes reduced
to levels last seen in the early 1990s (115). However, with no cure and no vaccine, the
declines are not yet sufficient to reach the internationally agreed goal of ending AIDS
as a public health threat by 2030.

However, this could change—new breakthrough long-acting technologies are the
closest thing available to an HIV vaccine and could revolutionize the AIDS response.
Realizing their vast potential depends upon these technologies being affordable and
widely available worldwide.

In sub-Saharan Africa, where the disease burden is highest, women and adolescent
girls are at far higher risk of HIV infection than men and adolescent boys. Gay men,
people who use drugs, sex workers and people in prisons are at higher risk of infection
globally. Societal barriers, such as stigma, discrimination and gender-based violence,
as well as structural barriers such as punitive laws, impede access to HIV services,
especially for key and priority populations.

In early 2025, HIV programmes in low- and middle-income countries were rocked by
sudden, major financial disruptions that threaten to reverse decades of hard-won
progress against HIV. Wars and conflict, widening economic inequalities, geopolitical
shifts and climate change shocks—the likes of which are unprecedented in the global
HIV response—are stoking instability and straining multilateral cooperation. Many
countries remain highly dependent on external funding for their HIV, tuberculosis and
malaria responses. Rapid donor withdrawal and subsequent transitions of specialized
services into generalized health-care delivery risk leaving the most vulnerable behind.

The AIDS response is now being starved of the long-term investments that build
sustainable systems. This sudden retreat from the global AIDS response ironically
comes at the very moment that science and community action could end the AIDS
pandemic. HIV is in danger of following the long and destructive path of tuberculosis,



which has plagued humanity since antiquity, has been largely controlled in the Global
North, but continues to cause illness in more than 10 million people and kill more than
1 million people annually—mostly in the Global South.

The COVID-19 and HIV pandemics clearly exposed the human and economic costs of
underinvesting in resilient health systems and the social protection mechanisms that
underpin equitable societies. New disease threats, such as mpox, are emerging in the
poorest and most neglected countries and communities. As the Council has shown,
inequality, both within and between countries, amplifies vulnerability. Revived solidarity
and new models of pandemic response financing are needed to sustain the gains
made in addressing the HIV pandemic and prevent a resurgence of HIV and other
pandemic and endemic threats.
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Real health security: recom-

mendations for preparedness
and response to interrupt the
inequality-pandemic cycle

Research by the Global Council reveals an inequality-pandemic cycle: Inequality

within and between countries is making the world more vulnerable to pandemics,
making pandemics more economically disruptive and deadly, and making them last
longer. And when pandemics hit, it increases inequality, fuelling the cycle. Given the
continued high levels of inequality, the world may be no more prepared today than
when COVID-19 hit. Pandemic preparedness that focuses only on better surveillance or
faster vaccine development alone will not be enough to stop pandemics.

Reimagining global health security will require including measures that both account
for the high levels of inequality we have today and addressing economic, social and
legal determinants of pandemics in the long run. Stopping today's pandemics like
AIDS and preparing effectively to prevent the pandemics of the future requires a new
approach capable of interrupting this cycle by:

* Inequality-informed pandemic response, taking into account the inequality that
exists and responding with evidence-based polices to counter the effects.

* Preparing for future pandemics by reducing inequality in specific, actionable
areas shown to be driving vulnerability to disease.



1. Interrupting international economic inequalities
driving pandemics

When pandemics
hit, lack of "surge"

Inability !
to address capacity for
the social effective and Lack of capacity
and medical equitable in some countries
determinants pandemic allows pathogens
Insufficient of pandemics response to spread globally
fiscal space in in some countries,
those countries leaving these
countries ill
High rates of debt
2Qﬁe'§$of;‘f:§§g Recommendation to break the
some countries inequality-pandemic cycle

Remove the debt and financing
financial barriers in the global
economic order to allow all countries
sufficient fiscal capacity to address
the inequalities driving pandemics

Summary Recommendation 1

Remove the debt and financing barriers in the global economic order to allow all countries
sufficient fiscal capacity to address the inequalities driving pandemics.

» During a pandemic, including AIDS today: As a first step, put in place an immediate debt
repayment standstill for distressed countries facing pandemics to 2030, pausing austerity
measures, then move to comprehensive debt restructuring following the recommmendations of
the Jubilee Commission Report.

* To make the world safer from future pandemics: Create standby financing facilities in the
Global North and South for countries working to prevent or respond to a pandemic, including the
automatic issuance of International Monetary Fund Special Drawing Rights. Reorient international
policies to address insufficient fiscal space and over indebtedness to stop the inequality-
pandemic cycle.

The rationale for action

Over the past decade, a mix of policy and debt has shrunk fiscal space to respond
to pandemics. Financing gaps persist even as preventable diseases spread. Debt and
cuts to development assistance mean many countries are now being starved of the
investments that build sustainable pandemic systems. But there are solutions.

On debt, there is evidence that the most recent efforts to manage debt troubles
created by COVID-19 and other shocks, such as the Debt Service Suspension Initiative
(DSSI) and the G20 Common Framework, failed to deliver significant results because
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they operated under the wrong principles and lacked arrangements with private
creditors that hold a growing share of developing country debt. The latest iteration,
the Global Sovereign Debt Roundtable, does not guarantee the necessary progress
in debt restructuring either. Stronger reforms are urgently needed, especially for
Africa, beyond what was agreed in the Seville Commitment during the United Nations
4th International Conference on Financing for Development held in July 2025. There
are better ways to operate, including following what worked and learning from what
did not under the Heavily Indebted Poor Countries (HIPC) Initiative. The Jubilee
Report commissioned by the Pope made a set of broader recommendations that
could fix many of the issues encountered to date (716). The Council considers debtor
coordination, especially in the Africa region, to be a necessary step. Countries facing
simultaneous debt distress or high risk and a heavy HIV burden would require special
measures, including a debt standstill with interim interests forgiven, formulated as a
special grace period to get to 2030 with sufficient fiscal space to fulfil the Sustainable
Development Goals for health and HIV.

Counter-cyclical policies employed during the COVID-19 pandemic have reinforced
their essential value in responding to crises. However, international financial institutions
recommend, and at times impose, the opposite. Measures of austerity—reducing
spending on health, education, social protection—are a common response to urgent
budget deficits, but exactly the opposite of what is needed in a pandemic.

Surge funding during crises is important. The world still lacks clear surge funding
structures to support pandemic response and address the economic impact during
pandemics. During COVID-19, IMF Special Drawing Rights (SDRs) proved an effective
tool for fighting pandemics but took far too long and was too dependent on particular
political players to make it happen.

The limited fiscal capacity in developing countries is part of the root cause of their
overreliance on an unbalanced debt and financing system. The Africa region has had
the lowest level of domestic revenue mobilization for over a decade: 16% revenue
collection to GDP. Necessary actions to grow domestic revenue collection include:
reforming global taxation; curbing illicit financial flows; adopting progressive taxation
reforms at the national level, such as those that eliminate tax incentives and holidays
for corporations, especially in the extractive sector; introducing taxation on wealth,
including a minimum wealth tax as discussed in the G20; ensuring that resource-rich
countries get full value for their resources; and fighting tax avoidance.

Meanwhile, as the gap between rich and poor persists, prioritizing policies that

work to counter inequality are needed. Investment in publicly funded, truly universal
health systems does just that, ensuring everyone has access to health care and also
strengthening economies as a result (117). Similar efforts are needed across the social
determinants, as described in recommendation 2—all of which require fiscal space.

The Global Council therefore makes recommendations to interrupt the cycle at the
international level as a precursor to the rest of our recommendations.



Full recommendation

A. During a pandemic, including AIDS today: As a first step, urgently agree to a debt
repayment standstill for distressed countries to 2030, pausing austerity measures,
then move to comprehensive debt restructuring following the recommendations of
the Jubilee Commission Report.

An automatic international debt standstill should be agreed and enforced for
distressed countries that are struggling with high disease rates in a pandemic, to
allow countries to reprioritize resources to address the pandemic. Given the ongoing
AIDS pandemic, a debt standstill for distressed countries with high HIV burdens until
2030 is warranted. Fast-track debt restructuring should be discussed immediately
after, recognizing the dangers of the 'too little, too late’ syndrome: delayed
restructurings that are not deep enough set the stage for another crisis shortly down
the line.

1. Deliver immediate and comprehensive debt restructuring and relief using a
differentiated approach according to countries’ situations: (i) For countries with
access to financial markets, prioritizing the refinancing of their private debts
at lower borrowing costs to allow for sustainability. Guarantees by multilateral
development banks and other development finance institutions should be used,
ensuring they do not constitute a bailout for the private sector, which would
only serve to incentivize more irresponsible lending, and recognizing that if debt
restructurings are sustainable, the interest rates charged by the private sector
should reflect the lower risk; (i) For countries without regular access to markets
and in debt distress or at high risk, comprehensive debt reduction is needed either
through a 10-year debt service holiday or debt cancellation, with the aim to reduce
debt service to no more than 15% of budget revenues.

2. Pause measures of austerity during a pandemic. It is clear that austerity harms
health, undermines countries’ capacity to respond to the social determinants
of pandemics and build medical responses, and increases the inequality-driving
impact of pandemics. Governments and international financial institutions should
focus on finding substitute financing to enable recovery.

3. Institute a 'no bailout’ rule so any development financing prioritizes domestic
investments and is not diverted to debt repayments to private creditors. In
recent years, hard currency coming in from multilateral institutions have been the
source of hard currency to repay private creditors and not used for the intended
developmental purposes—a de facto bailout for private creditors.

B. To make the world safer from future pandemics: Create standby financing facilities
in the Global North and South for countries working to prevent or respond to a
pandemic, including the automatic issuance of International Monetary Fund Special
Drawing Rights. Reorient international policies to address insufficient fiscal space and
over indebtedness to stop the inequality-pandemic cycle.

1. Create pandemic funding and lending facilities at both the international
financial institutions and Southern-led Institutions like the BRICS bank. Designed
to sustain macroeconomic stability and enable inequality-informed pandemic
response in the face of a pandemic-generated contraction, such as occurred with
COVID-19, these facilities should use sustainable financing streams and secure
democratic management of priorities. These should build off synergic international
solidarity mechanisms including the Global Fund and regional bodies like the Africa
Centres for Disease Control and Prevention, recognizing that the world still lacks a
significant pool of funding for pandemic response.
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. Issuance of SDRs in the event of a pandemic should become automatic to assist

with these efforts. Among the limited tools available, this one should become a
central part of pandemic response, and the criteria for the allocation of resources
out of any new issuance should be negotiated and reset in the short term.

. Establish a permanent, rules-based sovereign debt resolution mechanism. This

would replace the current unpredictable system, so that debt repayments do not
drain countries’ capacity to invest in health systems and pandemic preparedness,
and lower income countries do not face the disadvantage of paying abusive
interest rates.

. Decisively reorient the international financial institutions. They should move

towards the use of counter-cyclical policies and financial mechanisms to allow
for sufficient room for action at the national, regional and global levels to stop
pandemics.

. Invest the available funds in truly universal services and strengthening of health

and social systems. Interrupting the inequality-pandemic cycle requires true
universalism based on public funding to improve rapid uptake of health services
in a pandemic, address social determinants of pandemics and also prevent
catastrophic expenses in a pandemic that exacerbate inequality.



2. Addressing the social determinants of pandemics
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Recommendation to break the
inequality-pandemic cycle
Invest in the social determinants of
pandemics. Use social protection
mechanisms to reduce socioeconomic
and health inequalities while building
societal resilience in order to prepare
for, and respond to, pandemics

Summary recommendation 2

Invest in the social determinants of pandemics. Use social protection mechanisms to reduce
socioeconomic and health inequalities while building societal resilience in order to prepare for,

and respond to, pandemics.

*= During a pandemic, including AIDS today: Surge social protection during health crises through a
ready system ready to reach everyone, including those often excluded and made vulnerable, as
one part of a multisectoral outbreak response capable of addressing social determinants.

= To make the world safer from future pandemics: Make societies healthier and stronger with
strategic action on the social determinants of health, which cause broad health inequalities and
increase vulnerability to pandemics when they occur.

The rationale for action

Improving conditions in the social determinants of health and reducing socioeconomic
ineqgualities would significantly improve outcomes during pandemics.

Lessons from past pandemics, from influenza to AIDS and Ebola, could have mitigated
the impacts of COVID-19, but were not heeded. Widespread poverty, discrimination,
overcrowding and labour market inequalities were not sufficiently addressed and
again became risk factors impacting the more disadvantaged. Social and economic
inequities lowered the effectiveness of public health and social measures at reducing
the impact of the pandemic (718).
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Those groups which, due to their situations of vulnerability have been
disproportionately impacted by AIDS and Ebola, were largely also vulnerable to
COVID-19, with the addition of other groups such as essential workers. Although it is
too early, the lasting negative impacts of the 1918 influenza pandemic are likely to be
felt again as a result of the COVID-19 pandemic, through mechanisms such as lower
educational attainment in school and lower income in adulthood.

Evidence compiled by the World Health Organization indicates that reducing economic
inequality and investing in universal public services is necessary to build health equity
(118). Evidence gathered across several decades in countries like the United Kingdom
or Norway shows that investing in education, health and the early years pays off and
that austerity has a very negative impact on health (719, 120, 127). Large investments
need both political will and enough fiscal space (see Recommendation 1).

Tackling the social determinants is very effective in protecting health and fostering
social progress. For example, after controlling for the prevalence of HIV infection,
secondary school enrolment is strongly and negatively associated with disease-
related deaths, according to evidence from 115 high-, middle- and low-income
countries published in 2070; the relationship between economic development and
mortality is mediated by education too 45).

Action to address overcrowded housing proved particularly important in addressing
respiratory disease pandemics like tuberculosis and COVID-19 (122, 123). Damp and
mould damaged people’s lungs and made them more susceptible to harm from
COVID-19. Action on discrimination and legal interventions have been particularly
crucial in improving AIDS responses (124).

The Council's evidence review highlights the intersectional nature of the social
determinants of pandemics—it is not just poverty but the intersection of social
inequalities along lines of gender, sexuality, wealth, race/ethnicity and beyond (125).

Social protection sustains people through life and health events and is therefore
crucial during pandemics, which often result in illness, unemployment and/or loss
of income. To be most effective in reducing inequality, it needs high coverage and
to reach those who often fall through the cracks, such as people with intermittent
work histories due to health problems or those in informal employment. There

is a substantial evidence base compiled in the Council's review supporting the
effectiveness of social protection interventions in mitigating the impacts of
pandemics and reducing the exposure of the most vulnerable (6).

Numerous studies have found positive effects of cash transfers on health, food
security, social inequality and several important social determinants of health during
the COVID-19 pandemic. In South Africa, for example, households with members who
lost their jobs were less likely to suffer from hunger if they received a child support
grant (17% less likely) or a state pension for the elderly (24%) (126). In Brazil, the Bolsa
Familia condiitional cash transfer programme has proven to be a key ally of public
health strategies by contributing directly to reductions in poverty-related health
burdens. Studies have linked this programme to improvements in Brazil's responses to
leprosy, tuberculosis and HIV (127, 128, 129, 130, 137).

The Council recommends tackling the social determinants of health—crucially
addressing economic inequality and investing in universal public services—to reduce
the risk of pandemics and increase the effectiveness of inequality-informed response
during a pandemic.



Full recommendation

A. During a pandemic, including AIDS today: Surge social protection during health
crises through a ready system ready to reach everyone, including those often
excluded and made vulnerable, as one part of a multisectoral outbreak response
capable of addressing social determinants.

1. Governments should create advance plans to finance a surge in social protection
measures during pandemics. These include social insurance, cash transfers,
expanded unemployment benefits and health subsidies. When people are asked
to stay at home or take other non-pharmaceutical measures to stop the spread
of respiratory diseases, they need sufficient money and resources to replace
lost income. The international measures describe earlier, for instance automatic
issuance of SDRs in the event of a pandemic, will be important in providing
developing countries the resources they need

2. Create multisectoral responses capable of addressing the full set of social
determinants of pandemics (see also Recommendation 4). Recognizing that
preventing and responding to pandemics requires actions well beyond the health
system, build governance structures, programmes and data monitoring measures
for outbreaks that include ministries of education, gender, human rights, finance,
industry, environment and beyond.

B. To make the world safer from future pandemics: Make societies healthier and
stronger with strategic action on the social determinants of health, which cause broad
health inequalities and increase vulnerability to pandemics when they occur.

Different viruses follow different social paths, but each outbreak can be addressed
through attention to specific social drivers. Nobody knows what form the next
pandemic will take; but experiences so far give good guidance for some of the things
the world should be doing. The following efforts to improve societal health should be
built into efforts to prepare for pandemics:

1. Create a comprehensive social determinants plan to build societies that are
more pandemic resilient. Specifically:

i. Promote decent housing and address overcrowding.

ii. Reduce inequities in primary and secondary education, particularly attending
to those areas that create pandemic vulnerability (e.g. equitable access to
education for girls decreases risk of HIV).

iii. Address structural racism and discrimination, including against key
populations, in current political, economic, legal and social systems and establish
access to legal services, reparations and redistributive justice policies.

iv. Implement universal public services, including in education, health and the
early years, proportionally funded according to need.

v. Improve access to decent jobs, including for people in the informal economy,
and eliminate any form of discrimination in the workplace.

vi. Address economic inequality by implementing the whole range of options
presented by the Extraordinary Committee on Inequality established by the
South African Presidency of the G20.

vii. Reduce child poverty and invest in early child development.

viii. Ensure that populations in vulnerable situations have sufficient economic
security access to services to navigate emergencies like a pandemic.

iXx. Inmany countries, there is a need for an increased provision of contributory and
non-contributory pensions for those at the bottom, including for those with
insecure or informal work trajectories—and securing the systems for the future.
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inequality-pandemic cycle
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sharing of technology as public goods
needed to stop pandemics

Summary recommendation 3

Build local and regional production alongside a new governance of research and development
capable of ensuring the sharing of technology as public goods needed to stop pandemics.

*= During a pandemic, including AIDS today: Put far more serious global funding behind coordinated
regional production for the pandemics of today like HIV and TB to create the pull-mechanism for
technology transfer.

= To make the world safer from future pandemics: Automatically waive global intellectual property
rules on pandemic technology when a pandemic is declared. Create an R&D model for the long
term that treats pandemic health technology as public goods using innovative mechanisms like
prizes instead of patents, increasing funding and expanding Southern-led efforts.

The rationale for action

In a pandemic, deploying medical countermeasures like vaccines and medicines is

all about speed and broad coverage. Yet pandemic responses from HIV to COVID-19
to mpox have witnessed a repeated cycle: breathtaking scientific advance and
breakthrough health technologies such as vaccines, medicines and diagnostics only
belatedly reach the Global South. This delay is not only unjust, it is dangerous. The rise
of viral variants, resistant to disease, and the continued spread of viruses is enabled
by unequal access to pandemic technologies.



There are clear, evidence-based solutions. One is expanding the 'AIDS model’ of
action on multiple fronts to make medicines more affordable and accessible (132).
The model built by international cooperation that followed had four key law and
governance elements: (1) use of law by national governments to compel sharing

of technology; (2) mechanisms for voluntary sharing of patents and technology
transfer, (3) decentralized generic manufacturing; and (4) substantial international
funding and pooled procurement. These were synergistic and, in combination,
created a remarkable new ecosystem: prices of AIDS medicines fell by more than
99%, factories in Southern countries produced for millions, and today three-quarters
of all people living with HIV are accessing lifesaving and HIV-preventing antiretroviral
drugs (133, 134).

This model was not used during COVID-19, when the world depended too heavily on
only one response—funding and pooled procurement—and failed to achieve vaccine
equity. Efforts led by South Africa and Brazil to waive WTO intellectual property rules
took far too long and resulted in far too little

Meanwhile, there are strong proposals, backed by the world's health ministers, to
de-link the production of health technologies—which can often be made at high
quality for affordable prices—from the urgently needed investment for R&D. Under
the current model, governments invest billions in early R&D costs and then billions
more in the procurement of medicines at high monopoly prices. Alternatives like
those pioneered by the Drugs for Neglected Diseases Initiative, show it is possible

to do things better by making products outside the regular intellectual property
system. Other proposals would substitute large amounts of funding as prizes instead
of today's mix of grants and procurement budgets. With massive payouts for those
that develop new treatments or vaccines up front instead of patents, this means that
those products can be manufactured around the world at much lower cost (135). While
some companies may be good at development, the AIDS response has shown that
other companies based in the Global South are far better at innovating in production
to make medicines affordable at scale.

During COVID-19, the vast majority of COVID-19 vaccine R&D was funded by public
sources—a mix of upfront grants and procurement contracts at high prices. Had
MRNA vaccines been developed with prizes instead, the world could have focused on
producing them in Africa, Asia and Latin America at quality and at scale rather than
arguing over a limited number of doses produced by a handful of companies.

The Pandemic Agreement and the G20-backed Global Coalition for Local and Regional
Production, Innovation and Equitable Access are recent efforts to rebalance research,
development, procurement and distribution of health technologies in favour of more
equitable and more effective outcomes. But fundamentally, these have not gone

far enough. Without greater action, in the next pandemic emergency, breakthrough
technologies are likely to face the same fate—slow and unequal rollout, with millions
of avoidable deaths and infections. International trade governance is in a period

of transition—and there is an opportunity to take advantage of this moment of
disruption to review how medicines are treated and produced.
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Full recommendation

A. During a pandemic, including AIDS today: Put far more substantial global funding
resources into coordinated regional production for the pandemics of today like HIV
and tuberculosis to create the pull-mechanism for technology transfer:

1

Dramatically increase funding for regional production and innovation of
pandemic-related products. Build the pull-mechanism for transfer of the
pandemic technology. International financial institutions should channel major
funding, largely through the G20-backed Global Coalition on Local and Regional
Production, Innovation and Equitable Access, to ensure significant and stable
investments in the research, development and manufacturing capacities for
pandemic-related health innovations in the Global South. A meaningful level of
support provided by the Coalition requires capital that international financial
institutions can provide, and there must be a transfer of technology. Advanced
countries supporting research should require this as a condition.

To prepare for the pandemics of tomorrow, start with the pandemics of today
including AIDS and tuberculosis. Breakthrough technologies like the long-acting
HIV prevention shot Lenacapavir, the next phase of mRNA vaccines, or new
innovations for tuberculosis still face major barriers in that they are produced in
only a few places, by a few makers, thus limiting their potential. If the Coalition
tackles pandemics which affect millions of vulnerable people globally, the
platforms for these disease responses will be primed and ready to fight future
disease outbreaks.

B. To make the world safer from future pandemics: Automatically waive global
intellectual property rules on pandemic technology when a pandemic is declared.
Create an R&D model for the long term that treats pandemic health technology as
public goods, using innovative mechanisms like prizes instead of patents, increasing
funding and expanding Southern-led efforts.

There has been a lot of energy spent on minor changes to the R&D and access
systems, but the fundamental challenges remain. A major rethink is needed:

1

Replace the current strategy of paying high prices globally for doses from
limited suppliers with a fund to pay large upfront prize payments for the
discovery of medicines and vaccines, with global licencing for production.

Prizes instead of patents. This is a bold idea ripe for use in the pandemic space.

A mix of government funding and philanthropy could create the new structure
that would complement the expanded production discussed above without the
inefficiencies of monopolization. In particular, new efforts led by the Global South—
BRICS, the African Union and others—could create space under a new paradigm of
undertaking global health R&D.

Make waiver of WTO rules automatic when WHO declares a pandemic
emergency. The principles of compulsory licences have already been well-
accepted but the WTO system for using compulsory licensing in emergencies

is not working (given both the complexity of some products, entailing multiple
patents and the obstructionism of some companies). This means that a full waiver
is necessary to avoid a repeat of the experience of vaccine apartheid. Under

the new Pandemic Agreement, WHO has been directed to declare a pandemic
emergency when needed. With that declaration, global leaders should insist that
a temporary waiver on products related to the pandemic is automatic, avoiding
confusion and delay that fuels pandemics.



3.

Improve pooled procurement mechanisms. Include more mixed-income-level
countries and tying the procurement of those goods to the sharing of technology
for decentralized production.

Adopt a global anti-hoarding agreement to promote wide, affordable, accessible
production and access to pandemic technologies. Hoarding of materials and
supplies needed to make vaccines, medicines, and other technologies has been
freguent—in violation of the spirit of global norms and trade agreements. An
international agreement to avoid hoarding could help governments coordinate and
build trust to avoid this in the next pandemic.

Condition pandemic-related public science funding to open licencing. This is a
goal of Article 11in the WHO Pandemic Agreement but fundamentally needs to be
put into national laws.
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Recommendation to break the
inequality-pandemic cycle

Build greater trust, equality and efficiency in
pandemic response by investing in responses
that include multiple sectors, ministries and
community-led pandemic infrastructure in
partnership with government

Summary recommendation 4

Build greater trust, equality and efficiency in pandemic response by investing in responses that
include multiple sectors, ministries and community-led pandemic infrastructure in partnership with
government.

» During a pandemic, including AIDS today: Shift funding and measurement of pandemic impacts
and preparedness and responses to include community-based and led organizations to reach
those unreached by public and private health services. This should accompany, not replace,
universal public services.

» To make the world safer from future pandemics: Establish multisectoral governance structures
for pandemic response that include multiple ministries as well as community organizations, rights
groups and scientific leadership

The rationale for action

Communities affected most by pandemics have insisted that there be room for

them at policy-making tables, echoing the pioneering call of disability rights activists
of 'nothing about us without us'. Today, people living with HIV and the communities
most heavily affected by HIV are represented on the governing bodies of key global
health institutions engaged in the HIV response, including the Global Fund, UNAIDS
and Unitaid, and are active participants in country-level prioritization processes of the
Global Fund and PEPFAR. Communities have created pioneering service organizations,
they have participated in research, and they monitor programme implementation.



Involving communities in decision-making results in significant benefits by centring the
response on the needs of those most detrimentally impacted by pandemics. However,
many past lessons about community engagement during pandemics are continuously
ignored and have not been incorporated into responding to future outbreaks,
epidemics and pandemics. Despite ample evidence of the critical and beneficial
impact of involving communities in the HIV response, including benefits at the societal
and structural level (136), they are frequently excluded from decision-making. Many
COVID-19 responses did not take onboard the lessons learned from HIV regarding the
transformative value of community engagement and community-led communications.
Decision-making was done at a very high level using a top-down approach (137).

This resulted in failures to reach vulnerable groups and populations due to a failure

to consider the needs of specific populations through ineffective communication
channels and a lack of timely and culturally responsive materials (138).

By establishing formal mechanisms for partnerships with community-based
organizations, especially in policy-making, governments can significantly transform
their pandemic responses through increased relevance and uptake of services that
are tailored to the lived experiences and needs of critical vulnerable populations,
resulting in more effective and sustainable health outcomes.

Decision-making about pandemic response and preparedness must incorporate more
varied voices. Doing so can build trust within the pandemic response, foster social
cohesion and be able to reach communities during pandemics. In the AIDS response,
National AIDS Councils in many countries have proved important structures for
enabling multiple ministries to engage, political leaders to support and communities

to participate. Lessons from the HIV pandemic show that multisectoral efforts build
trust, establish lines of communication and reach communities, including hard to reach
groups that the government health ministry cannot reach alone (139). This is not just
effective, but an efficient pandemic response.
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Full recommendation

A. During a pandemic, including AIDS today: Shift funding and measurement of
pandemic impacts and preparedness and responses to include community-based and
led organizations to reach those unreached by public and private health services. This
should accompany, not replace, universal public services.

1

Funding agencies should include community-led groups, particularly those

most affected by a given pandemic, to partner with government in what's
funded for pandemic preparedness and response. These include organizations
providing services, participating in decision-making and supporting accountability
in the pandemic response to provide government with important insights. Since
communities can reach those most vulnerable, pandemic responses can be
tailored to the lived experiences and needs of populations, resulting in increased
relevance and uptake of services, and thereby leading to more efficient and
sustainable health outcomes. This should include building up organizations that
are based in and led by community members to fight the pandemics of today,
and to be ready for the pandemics of tomorrow. By establishing funding and
social contracting mechanisms for community-led responses, states can form
meaningful partnerships with community-based organizations, thus helping states
provide health services to communities which are hard to reach, resulting in more
efficient pandemic responses. Community organizations, however, cannot take the
place of strong, universal public services supported by public financing—which are
crucial to reducing overall inequalities.

B. To make the world safer from future pandemics: Establish multisectoral
governance structures for pandemic response that include multiple ministries as well
as community-organizations, rights groups and scientific leadership.

1

Build multisectoral governance and approaches to respond to pandemics in ways
that build trust and address the socioeconomic impacts of pandemics. There are
important lessons from National AIDS Councils and similar structures of what has
worked and what challenges are faced (140).
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