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PREFACE

Ban Ki-moon
United Nations Secretary-General

Fifteen years ago, AIDS was shattering families, communities and entire nations.

But the AIDS epidemic also united the world behind efforts to stop and reverse the

toll, and to ensure that people everywhere have access to life-saving medicines.
Millennium Development Goal 6 played a central role in this massive global mobilization
to scale up action against one of the most complex and devastating development chal-

lenges of our times.

The AIDS response has been like no other. From the start it has put the focus on people
and put their needs first. It has been a turning point for the recognition of health as a

human right. And it has brought extraordinary results on treatment and prevention alike.

The world has achieved the AIDS targets of Millennium Development Goal 6. The
epidemic has been halted and reversed. In the year 2000, fewer than 700 000 people were
receiving antiretroviral medicines; today, some 15 million people have access, meaning

that we have reached one of the most important treatment goals in history.

Over that same period, new HIV infections have declined by 35%. I am particularly
encouraged by the progress in making sure all children are born HIV-free. Today there
are 58% fewer new HIV infections among children than there were 15 years ago. I am

confident we can get to zero new HIV infections among children soon.

We have also brought to light the darkness of discrimination. None of this could have
happened without the leadership of people living with HIV and the partners on the
ground around the world who believed that we could effectively fight stigma—and who

made sure that we did.

This milestone shows that, together, we can set ambitious, even aspirational, goals, achieve
them and then reach for more. Indeed, a new objective is now before us: ending the AIDS
epidemic by 2030.

The activism of the AIDS response has brought important lessons for our future work
across the development agenda. We now realize the importance of the full physical,
emotional, sexual and mental health of the individual. We also recognize that we must
have the courage to address difficult issues affecting society—human rights, education,

security, the law, gender equality and social inclusion.

Ending the AIDS epidemic as a public health threat by 2030 is ambitious, but realistic, as
the history of the past 15 years has shown and this book illustrates. We also know that it is
essential to a fair and equitable future. I look forward to working with all partners to build

a sustainable, equitable and healthy future for all.
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Michel Sidibé
UNAIDS Executive Director
United Nations Under-Secretary-General
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We have reached a defining moment in the AIDS response. Against all odds, we have
achieved the AIDS targets of Millennium Development Goal 6.

AIDS changed everything.

The epidemic frightened us to the core, brought death to our door and opened our eyes to
the injustice of stigma and discrimination faced by the most vulnerable people among us.

In 2000, with a crisis before us, the world responded at a magnitude not seen before.

Together, we have faced down some of the most difficult issues in society and persevered
on the side of equity and justice. We have ensured that advancements in science are

reaching everyone, everywhere. And always, we are asking ourselves—“what is next?”

Next, my friends, we must finish what we started. As part of the sustainable development
goals we must set our sights on ending the AIDS epidemic by 2030.

We have seen that the AIDS response is a powerful pathfinder. As we strive to end this
epidemic as a public health threat, we are also on a path towards better health, education

and employment for families and communities.

It is inspiring how partners in the AIDS response have time and again reached for what is
best rather than what is good enough. From equal access to services and quality medicines
to the protection of rights and promotion of respect and dignity—we have followed the
evidence and we have followed our hearts.

The Millennium Development Goals in 2000 were just the beginning. Two Security
Council resolutions and three subsequent United Nations Political Declarations
demanded more of us, putting the focus on setting more and more ambitious targets. In
2011 world leaders called for reaching 15 million people with life-saving HIV treatment
by 2015. And that is exactly what the world did—ahead of schedule.



In 15 years we have reduced the number of new HIV infections from 3.1 million
[3.0 million-3.3 million] to 2.0 million [1.9 million-2.2 million]. If we had stayed compla-
cents 30 more million people would have been infected with HIV, 7.8 million more would

have died and 8.9 million more children would have been orphaned due to AIDS.

The AIDS movement demonstrates that with a shared vision, shared responsibility and
through global solidarity and leadership of people living with HIV, affected communities
and individual action, we can change the course of history. We can turn hopes into

expectations into non-negotiables.

The unprecedented progress we have made would not have been possible without the
leadership of Secretary-General Ban Ki-Moon and his predecessor Kofi Annan. On behalf
of all of us in the AIDS response we thank you.

In these pages are valuable insights and ground-breaking and heart-warming experiences
from the innovative and exciting work that partners, communities and countries have
done and are doing in the AIDS response. There are also heart-breaking stories about the

challenges that still remain.

We expect there are many lessons learned that could add value towards the new global
goals as a model for a people-centred approach for development. This is the legacy we

bring to future generations.

And friends, I hope today’s shared success inspires all of us to move aggressively forward
tomorrow. The next five years will be especially critical to lay the foundation. If we
frontload investments and Fast-Track our efforts over the next five years, we will end the
AIDS epidemic by 2030.

Let’s get to work and get it done.



Then Now Future

Fifteen years of progress and hope. But miles to go to end the AIDS epidemic
by 2030—new milestones to reach, barriers to break and frontiers to cross.

People living with HIV on
antiretroviral therapy

1 15 All

million million people living
with HIV
2001 2015 2030

AlIDS-related deaths

2.01.2 0.2

million million million
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New HIV infections
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million million million

Investments for
AIDS response
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US$ billion US$ billion US$ billion



New HIV infections
among children
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Then Now Future

Number of pills taken by people
living with HIV
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Condoms procured
(Sub-Saharan Africa)
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As you read this sentence, three new people will access

life-saving HIV treatment for the first time.

Reaching 15 million people with antiretroviral therapy is one
of the greatest achievements in the history of global health,
Sinancing and development. When the Millennium Development
Goals were adopted in 2000, about 10 000 people in sub-Saharan
Africa were able to access HIV treatment. 1o put this into
perspective, Zambia registered 46 000 more people on treatment

in the first quarter of 2015 alone.

How we reached 15 million people is an amazing story of what is

possible when the world unites, of what happens when the sum of

the parts creates something bigger than any one country or group
could have imagined. When a global movement builds so much
momentum, it generates a new generation of hope and solutions

that transform cultures and societies.



The world didn’t start out united—AIDS brought out the best and worst
in all of us. By 2000, HIV treatment had been available as combination

therapy for about four years, and it represented everything hopeful and
unjust about the AIDS response.

OUTLOOK: 1n 2000, the pills really became a symbol of hope and despait.

MICHEL: And it’s understandable, because during the first decade of the

epidemic, there was very little to offer someone dying from AIDS. The
best you could hope for was that your family wouldn’t throw you out.

You would have been extremely fortunate to have someone care for you

at the end—either at home or in hospice care.

Too often, fear and suspicion created impossible situations. AIDS
was turning everything upside down. Grandmothers and children
were becoming the caregivers, not the ones cared for, this was being
repeated in communities across the globe—particularly in Africa.

Now, suddenly, there is hope in the form of a pill, something that
activists have been pushing for—but then you find out that a one-year

supply costs more than you could make in a lifetime. What kind of hope

can that bring? So the outrage was building up.

OUTLOOK: At that time, there were 28.6 million people living with HIV and an
estimated 1.6 million people died from AIDS-related illnesses in 2000.

MICHEL: Before HIV treatment, the AIDS story largely alternated between
activists demanding action and people dying from global inaction. It

was a story that perpetuated myths about what was possible,

including the myth that a combination therapy couldn’t be rolled out
to everyone in need, the AIDS response opened people’s eyes to these

ridiculous assertions.

The year 2000 was a turning point. The narrative was changing. People

who were lucky enough to be on HIV treatment, who had been at
death’s door, were now back at work a few weeks later. The injustice of
dying from a treatable disease was becoming intolerable. That people
did not have the same opportunity to stay alive because of where

they lived couldn’t be ignored anymore. With millions of people being

struck down in their prime and dying from AIDS, the epidemic was also
increasingly seen and talked about as a global threat to economies and
security by people like [former United States Ambassador to the United

Nations] Richard Holbrooke.

These twin ideas of democratizing opportunities and a global security
threat really moved world leaders and communities to act. | am proud
that the United Nations was the platform for this change, but let’s also
acknowledge that this was late in coming. Thankfully, we haven’t

slowed down since.
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OUTLOOK: security Council resolution 1308, the Millennium Development Summit

MICHEL:

Today, a year of
HIV treatment is under

OUTLOOK:

MICHEL:

and the first-ever United Nations General Assembly Special Session on
HIV/AIDS all galvanized action with targets and goals.

They did something more: they brought together heads of state and
people living with HIV and all the different partners and actors that
had been running and supporting the AIDS response until then. That is
the biggest difference about this movement: it has ensured that every
sector and every layer of society is engaged and accountable.

Immediately people thought about the barriers, about what is keeping
people from staying alive. One of the great breakthroughs was the belief
that nothing was impossible and no one was out of reach. That included
reaching people in remote villages and people living in the shadows, but
it also meant not being afraid of going after pharmaceutical companies
and unfair trade practices.

Take the price of first-line treatment: US$ 10 000 a year in 2000.
When you adjust for inflation, a one-year supply would cost about
US$ 14 000 in today’s terms. The pharmaceutical industry had a tight
grip on government policies and an even tighter grip on prices.

And don’t forget this was also the time when world leaders were
negotiating protection of intellectual property rights at the WTO
[World Trade Organization]. Any concession could open the
floodgates for exceptions.

So when Brazil and Thailand started manufacturing generic antiretroviral
medicines they did something very smart: they revealed that the pills
were relatively low-cost to make. This took the wind out of industry
claims, and it opened the door for UNAIDS to start negotiations with
companies to bring down prices

No one wanted to be in the room: business leaders didn’t want to be
accused of price fixing and activists thought we were crazy to even
convene such a meeting. It was a big first step—a step that led to differ-
ential pricing based on ability to pay. Then came another breakthrough:
manufacturers started making generics in India. In 2001, Cipla dropped
antiretroviral medicine prices from US$ 800 to US$ 350. | remember
clearly when former [United States] President Clinton announced that,
after leaving office, he would make it his mission to work with everyone
to bring down prices even more—and today, a year of HIV treatment is
under US$ 100.

But at the time, was bringing prices down enough?

Not yet. Most countries did not have the budget to pay for treatment,
even at reduced prices. Plus no donor at the time was paying for
treatment. [Former United Nations] Secretary-General Kofi Annan
pushed for the creation of a fund to get results on the ground. Going
back to the issue of injustice and fear, people from all layers of society
started to believe that there should be justice, and still others recog-
nized the security threat. What had moved political leaders to respond
to AIDS also started to move the money, from millions to billions.

The Global Fund [to Fight AIDS, Tuberculosis and Malaria] was a big
achievement. This was new money, not just shifting some money from
one cause to another.
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MICHEL.:

Meanwhile, activists were getting creative, too. The Treatment Action
Campaign sued the government of South Africa to force the country to
make antiretroviral medicines available, and protesters were pushing for
changes to patent protection to bring prices down.

| cannot give enough credit to AIDS activists. Activists used all avenues
available to keep pressure on everyone. The push on WTO to recognize
the limits of patent protection in a health crisis led to TRIPS [the
Agreement on Trade-Related Aspects of Intellectual Property Rights]
flexibilities for compulsory licensing and waivers.

All of this built momentum and made us dare to dream bigger—such
as when Jim Kim at the World Health Organization [WHO]

and UNAIDS launched the "3 by 5", a campaign to reach 5 million
people with treatment in three years.

It was a bold move. By the mid-2000s, PEPFAR [the United States
President’s Emergency Plan for AIDS Relief] had been established and
all the pieces you've talked about were falling into place. Some 2.2 million
people were accessing treatment. We missed the 2005 deadline, but we
were well on our way to reaching the 5 million mark in 2008.

The last decade has been about scale-up, really massive scale-up, and
this could only happen with country leadership, community resilience
and a shared vision of getting to zero.

Zero new HIV infections, zero discrimination and zero
AIDS-related deaths.

This vision has sustained us through tumultuous times—an economic
recession, global crises, civil unrest, changes in leadership and more.

Throughout it all, the state of the AIDS response has remained strong
and is growing to meet demand.

OUTLOOK: Why is the movement succeeding?

MICHEL:

The AIDS movement is focused on reaching, protecting and promoting
the rights of the most vulnerable. These are the same values that
[former Executive Director of UNICEF] Jim Grant instilled in me early
in my career at UNICEF, and they are the same values that can align
countries and communities.

In 20009, | called for zero babies born with HIV. In the high-income
countries, virtually no child was being born with HIV, yet in other parts
of the world some 400 00O children were newly infected with HIV. This
was really outrageous.

We launched the Global Plan [towards the elimination of new HIV infec-
tions among children by 2015 and keeping their mothers alive] together
with PEPFAR in 2011. We pushed countries with the highest burden to
act. We mobilized the money. The result—73% of all pregnant women
living with HIV have access to antiretroviral medicines and we reduced
new HIV children infections by 58%. We also improved the quality of
medicines for women and children.

“The AIDS
movement is
focused on
reaching,
protecting and
promoting the
rights of the
most vulnerable.”
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90%

drop in the rate of new HIV
infections in China among
people in the methadone
treatment programme.

OUTLOOK:

MICHEL:

OUTLOOK:

MICHEL:

OUTLOOK:

MICHEL:

OUTLOOK:

MICHEL:

How did you manage it?

We changed completely the strategy. Before, countries were using a
single dose of neverapine which was cheap but not as effective. We
called for all pregnant women living with HIV to have access to triple
therapy and lifetime access to HIV treatment, what we call Option B+.
It would have been easy for countries to drag their feet but because we
were reporting back on progress we said we would only count women
receiving triple therapy towards our Global Plan targets. No country
wanted to be left behind and this made sure women weren’t left
behind either.

At the same time we pushed for better medicine for children—and
just recently the FDA [United States Food and Drug Administration]
approved tiny pallets that can be put on children’s food.

Can we get to zero new HIV infections among children?

Cuba has done it. The country will be certified before this book is
published. There are more than 60 countries where the number of new
HIV infections among children is less than 50 a year. In the past five
years we have achieved as much as it would have taken 17 years to

do in the past.

How important has country leadership been?

It’s huge. Nearly every country in the world has an AIDS plan, and this
year, 177 countries reported to UNAIDS. | am no longer amazed by the
level of knowledge that leaders have about their plans, because | see
what having a strong AIDS strategy does for a country. AIDS is a path-
finder to managing difficult issues.

I was in China on World AIDS Day a few years ago at a working meeting
convened by then-Premier Wen Jiabao and several ministers, including
the ministers of health and finance, as well as people living with HIV and
civil society.

Through its AIDS programme, China is scaling up methadone treatment
for people who inject drugs. It started in 2004 as a small pilot project
with just a few sites that Peter Piot visited when he was Executive
Director [of UNAIDS]. Today, it has expanded across the country with
more than 700 clinics treating close to 200 000 drug users. As a result,
China has seen the rate of new HIV infections drop by 90% among the
people in the programme. That is big news.

That was the same year China was facing an international funding gap.

And that gap could have threatened to slow down expansion of
programmes like the methadone clinics. That meeting was really
something: the Premier turned to the Finance Minister and told him to
close the gap with domestic funds and then he looked at our side of
table and called for the international community to meet its commit-
ment to the shared vision of getting to zero.

There are a lot of examples where you can see big changes. Countries
like South Africa are heavily invested in their AIDS strategy today. But
before [South African] President Zuma took office in 2009, there was
a lot of confusion and frustration. Government programme managers
and researchers worked behind the scenes to do what they could. And
activists were front and centre, pushing for more.

| remember a cartoon from South Africa that shows just a blank page
with the words “South Africa’s treatment plan” at the top. Today, nearly
3.0 million people are on HIV treatment in South Africa—all paid for
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by the government. President Zuma and his Health Minister, Aaron
Motsoaledi, deserve credit for leading this transformation.

South Africa also relied heavily on civil society and communities
to challenge denial and inaction, and to share the burden of
service delivery by running HIV programmes alongside and with
the government.

None of this could have happened without money.

There was no way that we could have taken on something as new and
big as the AIDS epidemic without new money.

Since 2002, US$ 84 billion has been invested in the AIDS response by
donors. Nearly 48% of it from the United States. We cannot thank the
American people enough for recognizing the crisis and continuing to
make the investment we will need to end it.

What many may not realize is that countries today account for up to
60% of the total investment. This partnership of global solidarity and
country responsibility is working.

Innovative financing is another hallmark of the AIDS response—France
led the way in creating UNITAID with a levy on airline tickets [in 2006].

The Nordics have been champions of HIV prevention efforts. The United
Kingdom has consistently made the linkage between HIV and other
development issues. Australia has been a powerful pioneer of harm
reduction in the Asia and Pacific region. At a time when global leaders
have been consumed by issues of terrorism, recessions and conflicts,
AIDS has shown global solidarity at its best.

It has become the model for other development issues—like climate
change, noncommunicable diseases and education.

Coming back to AIDS, resources have made it possible for people living
with HIV to start life-saving treatment.

In 2011, you called for 15 million people on treatment by 2015. Were you
surprised that United Nations Member States agreed and made it a
Political Declaration target?

Everyone knew "15 X 15" would be a big stretch. Countries were
gaining confidence; | am sure they thought we would reach 15 million
one day, but | am quite sure people did not expect us to reach it
before the deadline.

There has been a lot of motivation and innovation. Scientific evidence
even showed us that expanding treatment supports prevention efforts
as people on treatment are far less likely to transmit HIV.

But none of this could have happened without transforming the way
we do service delivery and what | am calling “community resilience”:
resilience among communities to demand their right to dignity,

health and the delivery of services with efficiency and skill. The AIDS
movement gave space to, and in some cases required, communities to
innovate and adapt—or do without.

HIV is complex. However, everything about managing HIV was being
simplified largely thanks to communities. People said that it is too
complicated to manage without labs. Managed. They said that people
will forget to take their medicines and we will see resistance. Managed.

We’ve given the world a new model for chronic care management. Most
people don’t know that treatment adherence is more than 90% when
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“] still have
great hope that

communities are involved in delivery. Médecins Sans Frontieres has
pioneered this approach in many countries, from the DRC [Democratic
Republic of the Congo] to Mozambique. And it’s not just for HIV,

but also TB and testing for NCDs [noncommunicable diseases]. The
multiplier effect of community delivery and task-shifting is huge: less
time wasted traveling to and waiting in hospitals. The health system is
focused on people who need critical care, and there is social support for
adherence and care.

a functional OUTLOOK: What about prevention?

MICHEL:

cure will
be possible.”

| am disappointed about the progress made in HIV prevention. We
should have done more. | am worried for the young women and adoles-
cent girls in Africa. Innovation is leaving them behind, and systems are
shutting them out. We need female-controlled options for prevention,
and we need to be working more closely with the women’s movement
to stop gender-based violence and create more opportunities for
women and girls to succeed in school and in life.

You know that AIDS changed the way we talk about sex, and we need to
make sure comprehensive sexuality education reaches all young people
and that young people have access to sexual and reproductive health
services that are serving them with the respect everyone deserves.

When it comes to condoms, we have seen a total market failure. How
can you achieve a successful prevention programme if a person can only
get eight condoms a year? We have to be serious about scale-up.

OUTLOOK: What is your outlook for a cure or a vaccine?

MICHEL:

| think the first breakthrough we will see is long-acting treatment.
It’s going to make managing HIV much easier for the individual, the
community and the health system.

| still have great hope that a functional cure will be possible. The last
decade gave us the proof of concept for a vaccine. The next decade
should give us a more effective vaccine. | am an optimist, and the search
is truly a global search, where all regions of the world are working
towards the same goals.

OUTLOOK: Why have we seen increased rates of new HIV infections in countries

MICHEL:

that had been successful at the beginning of the epidemic?

Any time you take your eye off of the epidemic, it comes back. In

parts of Europe, HIV rates are going up among young men. Why is

this happening? It’s a combination of complacency and not doing the
right things to reach the right people. I'm talking about laws that block
people from getting services. Key populations in every country need
their rights protected and promoted. It’s a top priority to close the gap
and to reach people at higher risk, including sex workers, men who have
sex with men and injecting drug users.

OUTLOOK: You talked about harm reduction like methadone replacement in

MICHEL:
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China—why is that not everywhere?

Fear and ideology. And it has to change. Drug users should
not be seen as criminals. A public health approach to drugs will
save lives and save money.

It’s also going to keep communities safer. That is why | am calling for
a public health pillar for the international drug control framework. This
would make countries accountable for reaching people who use drugs
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with harm reduction services. We have to follow the evidence and the
results—from China to Malaysia, from Nepal to [The Islamic Republic of]
Iran, it works.

What about the laws that block people?

Laws should protect people; they shouldn’t be barriers to access. And
we have seen the institutions that were built to protect the rights of
people doing just that—protecting people.

Just today, the United States Supreme Court ruled that same-sex
marriage is a right. Recently, the Canadian Supreme Court upheld the
rights of sex workers. India’'s Supreme Court restored the dignity of
transgender people when they recognized them as the third gender.

The Global Commission on HIV and the Law has done great work in
identifying pathways to protect human rights.

You talked about fragile communities. What did you mean by this?

Fragile communities are everywhere. Look at Atlanta: HIV among
African American men and women is among the highest in the United
States. They are being left behind in the AIDS response. It doesn’t
matter if you are a high-, middle- or low-income country, we can’t afford
to disenfranchise fragile communities. We have to do the opposite and
exceed expectations.

Country leadership is crucial, but as we get better data and better
programmes, we can get more focused on populations that are being
left behind. That’s why our work with cities and mayors is so important.

What happened to AIDS as a security threat?

We managed the threat. If the AIDS response had stayed at 2000 levels,
the world would be a very different place. Almost eight million more
people would have died of AIDS-related ilinesses.

What about the future?

People are still holding onto the idea that a strong defence means we
have security and that will make us safe. | believe that defence and
security are two very different things. Security is about ending the AIDS
epidemic, it's about the equal distribution of opportunities and shared
economic progress. | am a firm believer that only when we have security
can we have stability.

The same can be said when we talk about global health—what
worked 20-30 years ago is not the solution we need in our
interconnected world.

Shaking up the establishment?

Let’s say simplifying. The world is complicated enough. We should
always be looking to peel back the layers, not adding more.

We've talked about political will. How much has this been
about advocacy?

Advocacy has come in every form imaginable from the very start.
Actors, footballers, artists, musicians, Nobel laureates and activists:
people really came together and gave their talent to the cause.

Times change. Today, we can send a tweet and reach millions more than
a billboard could. But it’s going to take a new kind of advocacy to get us
through the next 15 years to end the epidemic.

“The Global
Commission
on HIV and
the Law has
done great
work in
identifying
pathways
to protect
human rights.”
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“The sooner you
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scale up your
response, the
sooner you will
see the benefits.”

OUTLOOK: wWhen we talk about the next 15 years, you hear in some circles there

MICHEL:

isn’t enough money for everything, so we need to set HIV expectations
at more realistic levels.

There should be no difference between what is aspirational and what
is attainable. There always will be tension, but we can’t let our fears set
goals. | like it best when we have commitments on the line that push us
to do more—Ilike reaching 15 million people ahead of schedule.

Now we are talking about ending the AIDS epidemic as a public health
threat. There is no scientific reason this can’t happen—it’s up to all of us
now to make “what’s possible” possible.

And in the case of the AIDS epidemic, we don’t have the option of
settling for anything less. We have a fragile five-year window. We have
bent the AIDS curve, but we haven’t broken it.

OUTLOOK: So even though there are fewer and fewer people becoming infected

MICHEL:

each year, the numbers of people living with HIV are adding up as
people on treatment are living longer.

And without drastic action to reduce incidence, the sheer number of
people who will need HIV treatment will stretch us to a breaking point.

OUTLOOK: The UNAIDS and Lancet Commission just released its final report, and

MICHEL:

OUTLOOK:

MICHEL:

it basically says that if we don’t pick up the pace, we will be putting
funeral homes back in business. It's a very harsh scenario.

| am proud that there is a new generation of children who haven’t
grown up going to a funeral every weekend because of AIDS.
Let’s keep it that way.

Let’s say the world brings down new HIV infections and brings up the
number of people accessing treatment by 2020. What then?

That is a much better scenario. It means globally we can continue to
accelerate towards ending AIDS—with the bonus that because fewer
and fewer people are becoming infected, the resources and money to
do this can begin to be reduced. And because fewer and fewer people
are dying from AIDS, societies will be healthier and more productive.

This work is a fundamental link to the new sustainable development
goals. By reaching the 2020 targets, we also will reach equity in access.
We can’t underestimate the significance of improving the quality of
people’s lives in fragile communities.

OUTLOOK: what's it going to take?

MICHEL:

As great a job as we have done so far, we have only just gotten over
the halfway mark. There are a lot of gaps that we have to close, like
reaching adolescent girls and young women. Not all countries are on
board—and to them, | would say look at what your neighbours are
achieving. It’s good for the economy and good for your citizens and the
sooner you scale up your response, the sooner you will see the benefits.
Everyone needs to be on the Fast-Track to end AIDS.



OUTLOOK: This book is all about sharing what we have learned. What is your most

MICHEL:

OUTLOOK:

MICHEL:

important lesson?

For me, the biggest lesson is that not one person, or sector or country
can end AIDS. It’s going to take every lesson we’ve learned and a few
lessons more to help us end AIDS.

Looking forward we have to anticipate the needs, we have to be
flexible and adapt and we have make sure that we don’t make the same
mistakes twice.

| have a lot of hope because we have a proven track record now when
it comes to AIDS and the right principles guiding us—put people at the
centre and leave no one behind.

If people remember one thing?

Remember that every single one of the 15 million people accessing
treatment is a success story—she or he is going to have the same life
expectancy as someone who doesn’t have HIV, the same opportunity
to contribute to their communities and the same opportunity to watch
their children grow up in an AIDS free-generation.

We did this together and together we can end AIDS.

“For me the
biggest lesson is
that not one
person, or sector
or country can
end AIDS. It’s
going to take
every lesson
we’ve learned

and a few lessons

more to help us
end AIDS.”
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Halt and begin to reverse the
spread of HIV/AIDS by 2015

Audacious and seemingly out of reach in 2000, the Millennium
Development Goal (MDG) aspiration now seems small and meek
when compared to the sustainable development goal of ending the
AIDS epidemic by 2030.

Back in 2000, AIDS was described as a “runaway express.”
Catching up with the epidemic and slowing its growth would be a
major achievement. Its inclusion in the MDG goals was in itself

a notable feat, as many leaders did not want to include AIDS for
fear of failure.

In 2000, limited by the data available at that time, UNAIDS
estimated that there were 34.3 million people living with HIV.
Very few people in low- and middle-income countries, with

the exception of Brazil, were accessing life-saving antiretroviral
treatment. In fact, the number of people receiving HIV treatment
in sub-Saharan Africa barely reached 10 000, and this was largely
due to a pilot programme testing the feasibility of providing
treatment in resource-poor health settings—such was the disbelief

in the world’s capacity to act.

THE CHARGE

Reading the Millennium Declaration today gives renewed
appreciation for the far-sightedness of global leaders at that time.
The fundamental values set forth in the Declaration—freedom,
equality, solidarity, tolerance, respect for nature and shared
responsibility—have largely been embraced by the unprecedented
AIDS response that followed.

To have, by 2015, halted and begun to reverse the
spread of HIV/AIDS.

To provide special assistance to children orphaned
by HIV/AIDS.
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To encourage the pharmaceutical industry to make essential
drugs more widely available and affordable by all those who

need them in developing countries.

To help Africa build its capacity to tackle the spread of the
HIV/AIDS pandemic.

On each of the four counts, the AIDS response has delivered.

Here are the facts.

To have, by 2015, halted and begun to
reverse the spread of HIV

This goal can be interpreted in many ways. New understanding of
the AIDS epidemic shows that it had started a downwards trend in
2000: new HIV infections declined by 2% between 1995 and 1999.

The curve of the epidemic was just beginning to bend.
Does that mean the goal was over before it began? Definitely not.

The world was witnessing an extraordinary number of new HIV
infections: about 3.0 million people were becoming infected each
year. By 2000, 10.5 million people had died from AIDS-related
illnesses, and the number climbed higher each year before the

impact of access to antiretroviral therapy was felt in 2005.

Advancement towards realizing MDG 6 can be measured by

the extraordinary progress the world has made in reducing HIV
incidence and AIDS-related deaths. Equally important is the
contrast between that progress and what the global AIDS situation
would have been had the world stood back to watch the epidemic

unfold, letting people die, economies fail and security threats grow.

REDUCED NEW HIV INFECTIONS

The number of new HIV infections has been reduced by 35%
since 2000. Annual new HIV infections declined to 2.0 million
[1.9 million-2.2 million] in 2014 (compared to 3.1 million

[3.0 million-3.3 million] fourteen years ago). In 83 countries,
the number of new HIV infections has notably decreased or has

remained the same.

Contrast the 2 million new HIV infections with the 6 million that
would have occurred in 2014 if the AIDS response had been main-
tained at the 2000 level: that is three times less than what it could
have been. In total, global efforts have averted around 30 million

new HIV infections cumulatively since 2000.

The rate of the decline in new HIV infections also has accelerated.
Before the MDGs, new HIV infections fell by only 2% between
1995 and 1999, but between 2000 and 2005, they fell 15%. Between
2006 and 2010, a further 10% reduction of new HIV infections was
observed, and new HIV infections have reduced by a further 10%

over the past five years.
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This trend shows irreversible gains in the majority of the countries
where the declines in new HIV infections occurred. These
reductions can in large part be attributed to the early expansion
of HIV prevention programmes at a time when HIV treatment
had still not been sufficiently rolled out. They occurred at an even
faster rate when the full HIV prevention benefits of antiretroviral

therapy were realized in the coming years.

In more than 61 countries, new HIV infections had been reversed
by more than 20%; in 22 countries, the epidemic had been halted.

In 56 countries, however, the epidemic grew by 20% or more.

In the region most affected by the epidemic, in sub-Saharan Africa
new infections declined by 41% between 2000 and 2014.

REDUCE NEW HIV INFECTIONS AMONG
YOUNG PEOPLE

One of the earliest indicators adopted to measure the success of
MDG 6 was reducing HIV prevalence among young people aged
15-24 years by 25%. At that time, HIV prevalence among young
people was considered a proxy for new HIV infections; with
improvements in data tools, however, incidence (the rate of new

HIV infections) is now considered a better measure.

Incidence among young people has been reduced by 37%. These
reductions have come through behaviour change: more young
people are waiting longer to have sex, have fewer sexual partners
and are using condoms. In eastern and southern Africa, where

the vulnerability to HIV among young women and girls is the
highest, the percentage of girls and boys who were sexually

active before the age of 15 declined from 16.6% to 14.3% and from
14.5% to 10.9%, respectively. Condom use increased from 21.1%
to 22.2% among boys and 21.6% to 32.5% among girls during the
MDG period.

SIGNIFICANT REDUCTIONS IN NEW HIV
INFECTIONS AMONG CHILDREN

One of most remarkable achievements in reducing new HIV
infections has been among children below the age of 15 years. The
world is on the cusp of eliminating new HIV infections among
children. The rapid expansion of services to prevent mother-to-
child transmission of HIV has had a massive health impact on the
worlds children, and it has contributed to global efforts to reduce

mortality in children under the age of five years.

Since 2000, antiretroviral medicines have averted an estimated
1.4 million HIV infections among children. Approximately 73%
[68-79%] of pregnant women living with HIV worldwide have
received treatment to stop transmission of HIV to their babies.
This is a giant leap from 36% receiving effective regimens in 2009
from 2000, when only 1% of pregnant women living with HIV
had any form of access to prevention of mother-to-child HIV

transmission services.
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Millennium Development Goal 6
The legacy of the AIDS response

8to1
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reduction in
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100-fold

reduction in prices of
first-line antiretroviral
medicines
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7.8 million
AIDS-related
deaths averted since 2000

15 million
on HIV treatment

35%
decline in new
HIV infections

58%
decline in new
HIV infections

among children
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As a result of these improvements, new HIV infections among
children have been reduced by 58% since 2000. Although 520 000
[470 000-580 000] new infections occurred among children in
2000, the figure plummeted to 220 000 [190 000-260 000] in 2014.

In 2011, Member States agreed to eliminate new HIV infections
among children by 2015. In June 2015, Cuba became the first
country to be certified as having eliminated new HIV infections,
and there now are more than 80 countries where the total number
of new HIV infections among children is less than 50. In the

21 countries with a high burden of pregnant women living with
HIV, the progress has been remarkable: new infections among
children have declined by 48% since 2009.

REDUCTIONS IN AIDS-RELATED DEATHS

The second critical measure for determining the success of
MDG 6 is progress made in halting and reversing the number of
AIDS-related deaths. Four years after the 2000 commitment, the
number of AIDS-related deaths had continued to rise because
treatment was not reaching most of the people who were eligible

to receive it.

A SHORT HISTORY OF UNITED NATIONS
TARGETS ON HIV TREATMENT AND WORLD
HEALTH ORGANIZATION ELIGIBILITY
CRITERIA FOR TREATMENT ACCESS

A full appreciation of the HIV treatment success is incomplete
without first understanding the evolution of treatment targets over
the past 15 years and their interactions with the evolving guidance
on HIV treatment from the World Health Organization (WHO).
At times, science and politics were in competition, but in the end,
the winners were people living with HIV. The combination of

science and political will has saved millions of lives.

When the 2001 United Nations Political Declaration on HIV/AIDS
was agreed upon, the Member States could at best ask the world
to try to expand treatment. No global data had been collected yet,

and no numerical targets for treatment access were set.

Fortunately, the bar for treatment access has been steadily raised.
The first step was taken by WHO and UNAIDS when the “3 by 5”
campaign (to provide 3 million people with HIV treatment by
2005) was launched, making people living with HIV who had a
CDA4 cell count of less than 200 eligible for treatment. Most people
did not believe the goal would be ever met, let alone on time,

but the milestone of 3 million people on antiretroviral therapy
was reached in 2008 (albeit three years behind schedule). This
achievement also put to rest the false premise that resource-poor

countries could not roll out complex treatment programmes.

As the success of treatment began to rise, the bar was raised
again. In 2006, Member States—buoyed by the early success of the
“3 by 57 campaign, the increase in international assistance and
reduced treatment prices—set a new goal of achieving universal

access to treatment for all those who need it by 2010. Progress
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against this target was subsequently reported for the first time as
part of the 2009 Millennium Development Goals report.

In practical terms, universal access was defined as 80% of people
in need of HIV treatment. From what we know of the epidemic
today, based on those criteria, universal access to HIV treatment

was met in 2009.

By 2010, the benchmark for eligibility of HIV treatment was
revised again. New evidence showed that HIV treatment should
be offered earlier, at a CD4 cell count of 350. This added nearly

5.9 million people to the list of people eligible for treatment. Due
to these new criteria, treatment coverage dropped from nearly 80%
to 47% by the end of 2010, even though the number of people on
treatment in 2010 was 1.5 times more than it had been in 2008.

The expectation and demand for treatment was growing.

It was against this backdrop in 2011 that Member States agreed

to an ambitious new target: reach 15 million people with HIV
treatment by the end of 2015. The target was nearly double the
number of people who were on treatment at the time, and it was to

be reached in four short years.

As countries laid out plans to reach the target of 15 million, new
evidence regarding the multiple outcomes of HIV treatment began
to emerge. In 2012, a landmark clinical trial clearly demonstrated
that people who achieved viral suppression were unlikely to
transmit HIV to others, thus opening the door for treatment to

be used for HIV prevention among serodiscordant couples. The
treatment eligibility door was then opened even more to include
more people living with HIV.

With more scientific evidence emerging, the criteria for treatment
eligibility were revised once more in 2013. The new guidelines
recommended that pregnant women living with HIV should be
offered lifetime treatment; and it was recommended that people
who had dual infections of tuberculosis (TB) and HIV should
initiate treatment immediately. It also was recommended that
treatment for all people living with HIV should be initiated earlier,
at a threshold CD4 cell count of 500.

While many countries quickly fell in line with the new WHO
criteria, others argued for prioritizing HIV treatment for people
with CD4 cell counts of less than 350. A handful of countries
began to talk of “test and treat” to get maximum benefit out of

treatment, using it for treatment and for prevention.

Even as treatment eligibility criteria have rapidly changed,

the number of people starting HIV treatment has grown. The
number of people receiving antiretroviral therapy increased from
7.5 million in 2010 to over 15 million in 2015.

The Lazarus effect of treatment was clearly visible and taken for

granted. The feared waiting lines for HIV treatment disappeared
in most places, but stock-outs became a real concern. And while
overall treament access increased, not all populations received or

accessed treatment services equitably.
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Change in new HIV infections, 2000 to 2014

More than 20% decline
Reversing the spread of HIV

Austria*
Belize

Benin
Botswana
Burkina Faso
Burundi
Cambodia

Central African

Republic
Chad
Colombia
Congo
Cote d’lvoire
Democratic

Republic of

the Congo
Djibouti
Dominican

Republic
El Salvador
Eritrea
Ethiopia
Gabon
Gambia
Ghana
Guatemala
Guinea
Haiti
Honduras
India
Jamaica
Kenya
Latvia*
Liberia
Madagascar
Malawi
Mauritius
Mexico
Mozambique
Myanmar
Namibia
Nepal
Nicaragua
Niger
Nigeria
Panama
Papua New

Guinea
Portugal*
Rwanda
S&o Tomé and

Principe
Senegal
Sierra Leone
South Africa
Suriname

Countries identified with an asterisk are based on changes in the numbers of new HIV diagnoses.
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Swaziland

Thailand

Togo

Trinidad and
Tobago

Ukraine

United Republic
of Tanzania

Uruguay

Venezuela
(Bolivarian
Republic of)

Viet Nam

Zambia

Zimbabwe

Argentina
Armenia
Bahamas
Belgium*
Cameroon
Canada*
China*

Costa Rica
Denmark*
Ecuador
Estonia*
Finland*
Guinea-Bissau
Ireland
Lesotho
Morocco

New Zealand*
Republic of Moldova
Somalia
Switzerland*
Tajikistan

United States of America*

Increase of 20% or more

Increasing trends

Afghanistan
Albania*

Algeria

Angola
Australia*
Azerbaijan
Bangladesh
Belarus

Bolivia (Plurinational State of)
Bosnia and Herzegovina*
Bulgaria*

Chile

Croatia*

Cyprus*

Czech Republic*
Egypt

France*

Georgia
Germany*
Greece*

Guyana
Hungary*
Iceland*
Indonesia

Iran (Islamic Republic of)
Israel*

Italy*

Japan*
Kazakhstan
Kyrgyzstan

Lao People Democratic Republic
Lithuania*
Luxembourg*
Mali

Malta*
Montenegro*
Netherlands*
Norway*

Oman

Pakistan
Philippines
Poland*
Romania*
Russian Federation*
Serbia*
Singapore
Slovakia*
Slovenia*

Spain*

Sri Lanka

Sudan

Sweden*

Tunisia

Turkey*

Uganda

United Kingdom*
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There were high expectations coming into the International
AIDS Conference in July 2004. There was much at stake.
More than 20 000 people had gathered from around the
world in Bangkok to shape the future of the AIDS response.

It was a turning point that millions of advocates and people
living with HIV had fought so hard for—the coming together
of recognition, rights and resources.

Just four years earlier, nearly to the day, the United Nations
Security Council, for the first time in its 55-year history,
debated a health issue and unanimously adopted United
Nations Security Council resolution 1308, acknowledging
the severity of the AIDS epidemic. Among the advocates
was United States Ambassador Richard Holbrook, who
recognized the historic nature of the debate—how it

would “illustrate our recognition that AIDS is as great a
security challenge as we have faced since the founding of
the United Nations.”

In June 2001, soon after the Millennium Development

Goals were launched, the General Assembly convened a
special session on HIV/AIDS. It was the first time a special
session on a health issue had been held. And unlike previous
meetings of this scale and magnitude, its planning closely
involved activists, people living with HIV and health experts
and researchers.

In a short period of time we successfully negotiated lower
prices for life-saving HIV medicines. It was just in time,
since the world was increasing its investment from millions
of dollars to billions when the Global Fund to Fight AIDS,
Tuberculosis and Malaria opened its doors in 2002.

These were just a few of the unprecedented “firsts” that had
led me to the stage, in front of the audience in Bangkok. We
had thought the last four years had been hard fought, but in
hindsight it was just the beginning.

That evening | outlined three priorities: the scale-up of
HIV prevention and treatment services; empowering
women and girls to protect themselves; and sustained
political leadership.

In the intervening years, the world has seen incredible
progress as the Millennium Development Goals draw to

a close. We no longer talk about halting and reversing

the AIDS epidemic—we talk about ending it as a public
health threat. What was a dream of a few is now a right for
all—with 15 million people accessing HIV treatment, and the
number rising daily.

The AIDS epidemic, which could have divided the world, in
fact united its people on an exceptional scale, with excep-
tional results.

The three priority areas | outlined in Bangkok continue to
hold true today. In the next 15 years, to end the epidemic we
will need continued leadership, equity and inclusion.

The hope we shared at that conference is the same hope we
need to keep alive for leaders everywhere—to demonstrate
that speaking up about AIDS is a point of pride. There must
be no more sticking heads in the sand, no more embarrass-
ment, no more hiding behind a veil of apathy. Leadership
means respecting and upholding the human rights of all
who are vulnerable to HIV—whether sex workers, drug users
or men who have sex with men.

| said that evening, “AIDS is far more than a health crisis. It is
a threat to development itself.”

And today, | would say that when the world was confronted
with the AIDS crisis it responded courageously and success-
fully changed the face of development for ever.
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It was in this setting that UNAIDS, supported by civil society

and other partners, called for the revised HIV treatment targets

of 90-90-90: 90% of people living with HIV knowing their

HIV status, 90% of people who know their HIV status accessing
treatment and 90% of people on treatment having suppressed viral
loads, so they remain healthy.

The world’s focus has now shifted to providing the estimated

36.9 million [34.3 million-41.4 million] people living with HIV
with treatment as soon as possible. This effort has taken on new
urgency after a study released in June 2015 showed significant
individual health benefits when HIV treatment is started immedi-
ately upon diagnosis. The eligibility criteria are set to change once
again—probably for the final time—to provide HIV testing and
offer treatment immediately to all people living with HIV.

ACHIEVING THE TARGET OF 15 MILLION
PEOPLE ON HIV TREATMENT BY 2015

The twists and turns in setting targets and eligibility criteria for
HIV treatment makes it difficult to analyse progress, but the

facts are undisputable. There are more than 15 million people

Estimated number of tuberculosis-related deaths
among people living with HIV, globally and in sub-
Saharan Africa, 2004-2013
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New infections among children with and without
access to antiretroviral medicines to prevent
mother-to-child transmission, 2000-2014
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on treatment today, a milestone crossed nine months ahead of
schedule. While 8% of all people living with HIV were receiving
antiretroviral therapy in 2000, that number climbed to 72% in
2014 (according to the treatment eligibility criteria established in
2013). That is nine times greater than in 2000.

An estimated 76% of people on treatment in sub-Saharan Africa
are virally suppressed. The major gap seems to be in knowledge of

HIV status, which is the biggest barrier to treatment access.

It is now evident that the world achieved the target of achieving
universal access to HIV treatment by 2010 that was set in 2006
(according to the 2006 treatment eligibility criteria), in 2009.

The universal access target of putting 15 million people on
antiretroviral therapy that was set in 2011 (based on the 2010
treatment eligibility criteria) was met in 2015. The world delivered
on promises made on HIV treatment, simultaneously raising

the bar to do even better. Ultimately, everyone living with HIV
needs access to HIV treatment: that is the new promise that world

leaders must make in order to end the AIDS epidemic by 2030.

THE IMPACT OF ACCESS TO
HIV TREATMENT

The ultimate measure of success is the impact generated by access
to treatment. Treatment access has resulted in AIDS-related
deaths declining by more than 42% between 2004 and 2014. An
estimated 1.2 million [980 000-1.6 million] people died of AIDS-
related causes globally in 2014, but in the absence of antiretroviral
therapy, AIDS-related deaths would have risen to 2.0 million by
2014. HIV treatment access has averted nearly 7.8 million AIDS-
related deaths since 2000.

Declines in AIDS-related deaths have been especially pronounced
in a number of high-prevalence countries. For example, AIDS-
related deaths have declined by 52% in Rwanda and 58% in South
Africa since 2010.



Treatment access for children has lagged behind adults, however,
even though the situation has improved in recent years. The propor-
tion of children living with HIV who receive antiretroviral therapy
almost doubled between 2010 and 2014 (from 14% to 32%), but
coverage remains notably lower than it does for adults (41%).

DECLINE IN TUBERCULOSIS-RELATED
DEATHS AMONG PEOPLE LIVING WITH HIV

People living with HIV are 29 times more likely to develop TB
than HIV-negative individuals, and TB remains a leading cause
of death among people living with HIV, accounting for one in five
AIDS-related deaths globally.

TB-related deaths among people living with HIV have steadily
declined. As of 2013, TB-related deaths among people living with
HIV had fallen by 33% worldwide since 2004. Among 41 countries
with the highest burden of HIV/TB, 17 are estimated to have met
the target for reducing mortality by 50% by 2013. An important
factor in the decline in TB-related deaths among people living with
HIV is the rapid increase in antiretroviral treatment, which reduces
by 65% the risk that a person living with HIV will develop TB.

HIV treatment coverage for people living with HIV and TB has
increased. In terms of numbers of patients, the largest increases
in antiretroviral therapy among people living with both HIV and
TB have occurred in India, South Africa, United Republic

of Tanzania and Zambia.

To provide special assistance to children
orphaned due to AIDS

The best assistance children can have is not to become orphaned
in the first place, and increased access to antiretroviral therapy is
making this a reality. The total number of children orphaned by
AIDS has remained stable (around 14 million), and in the past few
years it has begun to decrease as parents live longer and children

orphaned in the earlier years of the epidemic become adults.

If antiretroviral therapy had not been rolled out on a global scale,
however, the number of orphans would have reached 22 million,
almost two fold more than today. Thanks to Africa’s resilience
and strong sense of community, an estimated 95% of orphaned

children are cared for by other family members or neighbours.

The fear of armed youth orphaned by AIDS, raised without adult
supervision and leading civil unrest in the streets has passed
unfulfilled. Instead—backed by the resilience of extended families
and communities with focused social protection programmes—
children orphaned by AIDS have largely been able to go to school
and grow up under the care of adults. School bursaries, school
uniforms and cash transfers to households with children affected

by AIDS are commonplace in countries with a high burden of
HIV. The AIDS orphanages of the past are few and far between.

Most countries in Africa have addressed the issue of orphans

as part of their HIV programmes, or they have integrated them
into social protection programmes. Zimbabwe, for example, has
a national action plan for orphans and other vulnerable children
that was developed in collaboration with several ministries and

which integrates HIV and child protection.

Remarkable gains have been achieved in mitigating the economic
and social impact of HIV on children and families over the past
decade. In sub-Saharan Africa, the ratio of school attendance of
orphans and non-orphans aged 10-14 years has almost reached
parity, at 0.91%, a substantial improvement from around 2000,
when the ratio was 0.82%. Evidence from a study in Zimbabwe
showed that introducing cash and in-kind transfers reduced school
drop-out rates by 82% and pregnancy by 63% (over two years). The
study found that orphans had more equitable gender attitudes and
were more informed about sexual risks than children who were
not receiving cash transfers. Evidence from a Kenyan cash transfer
programme showed that school enrolment reduced the likelihood
of early sexual debut by 24.9% among females and 9.8% among

males aged 15-20 years, respectively.

Major funders like the United States President’s Emergency

Plan for AIDS Relief (PEPFAR) earmark 10% of their funds for
mitigating the impact of HIV on orphans and other vulnerable
children, allowing them to reach nearly 5 million orphans in 2014.
Resources from donors—such as the European Union, the Global
Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund)

and other bilateral donors (including Sweden and the United
Kingdom of Great Britain and Northern Ireland)—have supported
programmes for children that focus on education, nutrition,
social welfare and health. In the Democratic Republic of the
Congo, the education sector has been strengthened by the
provision of desks and educational materials to keep orphans in
school, while negotiations with local health clinics have ensured

that children receive health care.

A study by the United Nations Children’s Fund (UNICEF) found
that children orphaned by or living with HIV-positive care-
givers who are currently ill face an increased risk of physical and
emotional abuse compared to other children. They also have
higher rates of transactional sex or increased unsafe sexual
activity, and children orphaned by AIDS are twice as likely as
non-orphans to have HIV.

Investments for economic and psychosocial support remain
critical beyond 2015. Also crucial are strengthened linkages to
testing children who have lost one or both parents to AIDS
and their families, HIV treatment to those who need it and
community and health facility linkages to ensure that the most

vulnerable are reached.
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WILLIAM JEFFERSON CLINTON
Founder, Bill, Hillary & Chelsea
Clinton Foundation
42nd President of the United States of America

My first encounter with AIDS came in the 1980s, when | was
governor of Arkansas. A close friend had contracted the
virus, and I'll never forget visiting him in the hospital. His
face and body were covered in the black lesions that were
the hallmark of Kaposi’s sarcoma and, without the benefit of
antiretroviral therapy, he died not long after my visit.

It was hard to imagine then a time when we might be able
to provide a normal lifespan to people living with HIV, limit
its spread and actually envision an end to AIDS.

Over the past 15 years of the global fight against HIV, we’'ve
made a lot of progress and learned important lessons about
the impact of AIDS on public health and development
around the world.

If we’ve learned anything, it’s that when we neglect lethal
infectious diseases, the problem will become bigger, more
costly and more difficult to solve in the long run. We’ve seen
this most recently with the Ebola crisis in West Africa. If we
had responded to the AIDS crisis sooner and on a wider
scale, the epidemic might have been managed with less loss
of life. Instead, it became one of the most expensive and
difficult undertakings in public health history.

The good news is that, since the global community found
the will to act, remarkable progress has been made,
illustrating a second lesson: when we come together
across sectors, cultures and continents, there’s virtually no
limit to what we can accomplish. Thanks to the combined
efforts of governments of countries with large infection
rates, national and institutional donors, nongovernmental
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organizations (NGOs) and private businesses, scientists and
health workers, the global AIDS response has become one
of the greatest examples of ambitious thinking and creative
problem-solving the world has ever seen.

When we founded the Clinton Health Access Initiative
(CHAI) in 2002, there were only about 200 000 people

in low- and middle-income countries receiving treatment
for HIV, mostly in Brazil and Thailand. For most of these
countries, generic drugs cost between US$ 400 and

US$ 500 per year—much less than we were paying in the
United States of America, but still far too much in places
where incomes could hover around US$ 1-2 per day. We
quickly realized that drug companies needed to move from
a high-cost, low-volume pricing model to one that was
high-volume, low-cost, and we set about raising money,
improving delivery methods and negotiating lower price
contracts between health ministries and drug suppliers.
It’s hard to believe that, back then, it seemed nearly
impossible that we could help nearly 15 million people gain
access to HIV medications, not only for those under
contracts CHAI negotiated, but for other purchasers as well.
For example, between 2009 and 2012, the United States
President’s Emergency Plan for AIDS Relief (PEPFAR)
increased its coverage from 1.7 million to 5.1 million people
at no extra cost.

The global community believed that a life in Lilongwe or
Lusaka was worth saving as much as a life in New York
or San Francisco, and we got to work on it, creating
institutions like UNAIDS, the Global Fund to Fight AIDS,



Tuberculosis and Malaria, PEPFAR, and UNITAID, which
mobilized unprecedented resources, with remarkable
contributions from NGO donors led by the Gates
Foundation, and implementers like Doctors Without
Borders, Partners in Health, CHAI and many others.

Today, we are well on our way to ending AIDS, but much
more work remains.

Ending the AIDS epidemic is primarily a logistical challenge
now, and until scientists discover a cure, the most effective
tool we have is to provide treatment for all who need it—and
to provide it as early as possible. The evidence is strong that
early treatment goes a long way towards preventing new
infections and helping people live long, productive lives.
This means starting by ending mother-to-child transmission,
an initiative that has shown great promise and early success.
Treatment for both adults and children is far cheaper than it
was even a few years ago—in fact, we are already spending
more money on HIV every year than it would cost to treat
every single individual who carries the virus—so over

the next five years we should strive to achieve universal
treatment. We can afford to be ambitious. Not to be will
actually cost more, in lives and money.

To achieve this goal, we need to help countries reach the
millions of people within their borders who may not know
they are infected by providing higher-quality, lower-cost
diagnostics and helping to build efficient health systems
that can deliver them where they are most needed. This will
be particularly important—and particularly challenging—in
big countries like Nigeria and the Democratic Republic

of the Congo. It will also be important in countries with
lower burdens, where HIV is ignored or where the epidemic
persists among members of marginalized groups. It can be
done. For example, in Mozambique, with the support of the
national government and CHAI, laboratory technicians now
set out across lakes in canoes visiting rural communities
with point-of-care devices that can help increase rates of
antiretroviral therapy initiation and better monitor patients’
viral loads across a lifetime of care.

Most important, we need to support developing countries
in their efforts to manage and finance their own responses.
AIDS is a global challenge, but it is also an inherently local
one. Donors must give a high priority to helping minis-

tries of health around the world put in place the qualified
community health workers and effective health systems
necessary to develop and sustain national treatment
programmes. Good systems will also empower them to limit
the impact of other problems, including a reappearance of
Ebola, diarrhoea and, in Haiti, the persistence of cholera.

As we work to meet the new UNAIDS 90-90-90 targets, it’s
worth remembering where we started and how far we’ve
come. Going forward, we must use the lessons of the past
to inform the efforts of the future. If we remember what

is possible when we all work together, we will be able to
overcome the challenge much sooner than many people
think and enjoy a future where AIDS is a thing of the past.
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The evolution in price of different first-line regimens
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To encourage the pharmaceutical industry to
make essential drugs more widely available
and affordable by all those who need them in
developing countries

In 2000, the average price of HIV treatment per person per year was
US$ 10 000. By the end of 2011, the lowest price of antiretroviral
medicines was less than US$ 100 per person per year, a 100-fold
reduction in 15 years. This price reduction was singularly respon-

sible for providing hope to millions of people living with HIV.

Price reductions for essential HIV medicines and diagnostics were
not easily achieved. Advocacy by activists, especially in high-income
countries, highlighted the global divide between the haves and have-
nots. Global outrage mounted as AIDS-related deaths grew.

Amid this turmoil, the Accelerating Access Initiative from
UNAIDS and pharmaceutical companies was started in 1998.
This initiative laid the foundation for establishing the feasibility
of rolling out antiretroviral therapy. Companies demanded that
governments waive taxes and duties as essential preconditions to
reduce prices, but the prices offered by the companies were still
beyond the reach of low- and middle-income countries, making

any meaningful scale-up of treatment access impossible.

By 2003, Brazil and Thailand had begun to manufacture antiretro-
viral medicines. When these two countries publicly declared their

prices for antiretroviral medicines, it shocked the world: they were
producing the life-saving medicines at a fraction of the cost being

charged by pharmaceutical companies (US$ 276 compared to

US$ 2436 annually per person). Through manufacturers of quality
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generic medicines, a lifeline was extended, and prices tumbled as

market forces compelled companies to reduce prices.

Public opposition to high medicine prices and the AIDS epidemic
focused attention on the global efforts of the World Trade
Organization (WTO) to secure intellectual property rights through
its Trade-Related Aspects of Intellectual Property Rights (TRIPS).
The good was threatening to be the enemy of the greater good.

To meet the growing outrage over prices and the negative impact
of TRIPS, a landmark deal was struck by members of WTO;

this was then enshrined in the 2001 WTO Declaration on the
TRIPS Agreement and Public Health (also known as the Doha
Declaration), which allowed governments to use the flexibilities

of TRIPS to issue compulsory licences and allow the use of quality
generic medicines during public health crises (such as the AIDS
epidemic). In 2005, India—an exporter of generic antiretroviral
medicines—took advantage of the exemption period for adopting
intellectual property protection (including for pharmaceutical
products) and amended its Patent Act to incorporate some of the
flexibilities provided within the TRIPS agreement. Today, nearly 85%
of the antiretroviral medicines for HIV treatment come from India.

The WHO Prequalification Programme (PQP) was established

in 2001 to facilitate access to medicines (including generics for
HIV, malaria and TB). The programme ensures that medicines
meet standards of quality, safety and efficacy, thus allaying fears

of substandard medicines being procured by countries. Generic
manufacturers were subjected not only to the strict scrutiny of
WHO, but also to that of regulators such as the United States Food
and Drug Administration. These regulatory processes gave donors

confidence in supporting treatment delivery.

Every year, UNAIDS and WHO meet with pharmaceutical
companies (both originators and generics) to present and discuss
the forecast for antiretroviral medicines, providing the market
with estimates and trends in antiretroviral medicine use based on
the evolving WHO guidelines for HIV treatment.

Yet another innovation was the creation of the Medicines Patent
Pool (MPP) by UNITAID in 2010. The MPP is a system that
provides entities other than the patent holder with simplified
access to patents and other forms of intellectual property. Through
this mechanism, patent holders voluntarily offer the intellectual
property related to their inventions to the patent pool (albeit with
certain conditions). Companies that meet the required standards
and wish to use the intellectual property to develop medicines can
then seek a licence from the MPP to produce the medicines for use

in developing countries.

Major agreements managed by the MPP have resulted in the
generic production—and improved affordability—of important
medicines for paediatric treatment, including abacavir, lopinavir/r

and fixed-dose combinations of tenofovir-based regimens.

While prices of first-line antiretroviral medicines have fallen
significantly, prices for second-line and new generation HIV

medicines are still high and need to be negotiated down.



Prices of diagnostics also have fallen. The price of HIV testing

has dropped to less than US$ 1. A landmark deal brokered by
UNAIDS and the Clinton Foundation—with support from the
Government of South Africa, PEPFAR and the Global Fund—led
to prices of viral load tests being reduced by 40% for low- and
middle-income countries (to less than US$ 9.40 per test). This deal

led to offers of price reduction by several other manufactures.

To help Africa build its capacity to tackle the
spread of the HIV/AIDS pandemic

The success of the global AIDS response also is a success of Africa.
Two values described in the Millennium Declaration—solidarity
and shared responsibility—have transformed Africa’s leadership
on AIDS. The AIDS response is fully owned by Africa, with vital
support from development partners. Africa has built its capacity

on multiple fronts, some of which include:

Africa has a united continental front
against AIDS. Over the past 15 years, all regional and conti-
nental bodies in Africa have addressed AIDS as priority. For
example, the African Union (AU) and the Organization for
African Unity developed a continental vision through the Abuja
Declaration. Accountability mechanisms such as AIDS Watch
Africa brought together African presidents and prime ministers
to review progress. Peer pressure for progress is being built by the

Champions, a consortium of African leaders supporting AIDS.

Adopted in 2012, the AU Roadmap on Shared Responsibility

and Global Solidarity for AIDS, TB and Malaria Response in
Africa shifts the development cooperation framework to one

that is African-sourced, providing a results-based blueprint

for accelerating the implementation of the AU commitments,
particularly those on health governance, diversified financing
and access to medicines. A practical guide was developed and
published to help member states, regional economic communities

and various stakeholders implement the Roadmap.

A total of US$ 113 billion was invested in
sub-Saharan Africa for the AIDS response between 2000 and 2014.
By the end of 2014, domestic investments were 35% of the total
amount invested. Countries such as Botswana, Namibia and South
Africa invest the majority of the resources needed from domestic

sources.

Health systems in Africa have been strength-
ened exponentially as HIV service delivery has expanded. The
governance and management of health services has become more
inclusive, and health services are reaching more people in Africa
than they were at the turn of the century. Access to high-quality
medicines, diagnostics and other commodities has significantly
increased in all countries in Africa. Countries have adopted task

shifting, and despite human resource constraints, the prudent

use of decentralization and task shifting—and the deployment of
community health workers—has boosted access to and uptake of
health services. With increased demands on reporting on progress
made, health information systems have been strengthened, and
policy-makers and implementers across Africa have better access

to data about epidemics and programmes.

Social protection programmes have been
strengthened in most countries, bringing much needed support to
children, orphans, caregivers and populations affected by HIV.

The lessons learned in Africa
about delivering health are being shared within Africa and beyond.
For example, the success of community health forces in Ethiopia
is being replicated in Namibia, and the community delivery of
antiretroviral therapy is being implemented outside of Africa.

The resilience of communities in Africa
and the strengthening of civil society organizations and
community networks has fostered innovation, increased uptake
of health services and ensured adherence to treatment (where
necessary). Community dialogue has opened the space for a wider
discussion about development issues and the inclusion of affected
populations in decision-making. Networks of people living with
HIV have led efforts to realize their rights and have provided
peer support for treatment adherence. Women’s empowerment
has been a central theme in the design of programmes to protect
young women and girls from HIV infection. Faith-based commu-
nities have played a central role in the delivery of HIV services:
it is estimated that nearly half of all health-care delivery in many

countries is managed by faith-based organizations.

To develop the pharmaceutical sector
from the perspective of both public health and industrial devel-
opment, African leaders have established the Pharmaceutical
Manufacturing Plan for Africa and its related Business Plan, the
Action Plan for the Accelerated Industrial Development of Africa,
the African Medicines Regulatory Harmonization (AMRH)
programme (led by the New Partnership for Africa’s Development
(NEPAD) agency) and the AU Roadmap as strategic continental
frameworks. These frameworks and policies aim to build a policy
and regulatory environment conducive to pharmaceutical sector
development, and to improve the domestic production and
security of supplies of essential medicines—including antiretro-

viral medicines, 98% of which were imported as of 2013.

Several public-private
partnerships were forged to enhance the reach of health service
delivery. For example, the Africa Comprehensive HIV & AIDS
Partnerships (ACHAP)—a public—private partnership between the
Government of Botswana, the Bill & Melinda Gates Foundation
and the Merck Company Foundation—was established in 2000
and helped start the first public sector antiretroviral therapy
programme in Africa. This set the stage for high antiretroviral

therapy coverage in Botswana. The programme helped Botswana
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innovate with different models for delivering HIV services at a
national scale, including provider-initiated testing and nurse-initi-

ated antiretroviral therapy programmes.

Human rights organizations across Africa have
worked to protect the rights of people affected by HIV. They have
successfully challenged unjust laws, secured landmark judgements
when discrimination has occurred, and facilitated a rights-based
approach to HIV programming. As a result, antidiscrimination
legislation has been passed in several countries. The African
Commission on Human and Peoples’ Rights has worked closely
with UNAIDS and the United Nations Development Programme
(UNDP) to address stigma, discrimination and other human
rights violations towards people living with HIV in Africa. Their
joint efforts led to the adoption of the Resolution on Involuntary
Sterilization and the Protection of Human Rights in Access to
HIV Services. Similarly, the African Commission established a
Committee on the Protection of the Rights of People Living with
HIV and those at Risk, Vulnerable to and Affected by HIV.

The lessons learned from the coor-
dination of the AIDS response have provided a new paradigm for
governance of other development issues. Intersectoral collabora-
tion is better understood and applied across various development
issues, and this has pressured sectoral leads to be open to wider
partnerships and to accept greater scrutiny of their accountability.

Africa has built its own capacity for
scientific research, and it has collaborated with the international
community in finding solutions to the AIDS epidemic. Several
scientific breakthroughs have been pioneered in close collabora-

tion with Africa’s universities, scientists and communities.

RESULTS OF INCREASED
CAPACITY IN AFRICA

The gains in halting and reversing the AIDS epidemic in Africa are
a testament to the increased capacity of Africa. The majority of the
declines in new HIV infections among children and adults have
occurred in Africa; this also is the case with declines in AIDS-
related deaths. Equally important strides have been made in the

area of human rights.

WHAT HAS THE WORLD NOT ACHIEVED?

The world has not yet ended the AIDS epidemic. That is a
goal set for 2030.

There are significant gaps in the AIDS response. Stigma and
discrimination faced by people living with HIV have been

reduced, but not sufficiently.

Many of the goals set for reducing new HIV infections and
removing punitive laws in 2015 have not been achieved. Key popu-
lations—especially sex workers, gay men and other men who have
sex with men, transgender people and people who inject drugs—

often are ignored and discriminated against in most countries.
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The criminalization of drug use and consensual adult sexual
behaviour impedes access to services. Many countries also do not
provide evidence-informed HIV services, especially for people
who use drugs. Nearly half of people living with HIV still do not
know their HIV status.

Simply put, the AIDS targets of the MDGs are a legacy that must
be continued. We must build on them if we are to ensure that the
gains are irreversible and that the world finishes what it started—
ending the AIDS epidemic.

RESTING THE CASE

The decline in AIDS-related deaths is having profoundly positive
effects on health outcomes and demographic trends in many
countries. In South Africa, for example, life expectancy rose
from 52 years in 2005 to 61 years in 2014. The number of AIDS-
related deaths fell by more than half and the proportion of AIDS-
related deaths among overall mortality dropped from 51% in
2005 to 31% in 2014.

Empirical data from several demographic and surveillance sites

in eastern and southern Africa have demonstrated a significant
increase in life expectancy among people living with HIV as
antiretroviral therapy has scaled up. Sharp improvements in life
expectancy among people living with HIV contrast with compara-

tively minor gains in life expectancy among all men and women.

In 2000, AIDS was a death sentence: people living with HIV had
just a few years to live. Today, the life expectancy of a person
living with HIV who is receiving treatment is the same as that of a

person who is not infected with HIV. That is success.

Expected impact of HIV treatment on survival of a
20-year-old person living with HIV in a high-income
setting (different periods)
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AFRICA RISING

In the past 15 years, Africa has built its capacity on a variety
of fronts to manage the AIDS crisis. These capacities are now
working towards delivering better health care, education,
social protection and justice and ensuring human rights.
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THE UNITED NATIONS
POLITICAL DECLARATIONS
ON AIDS THAT SHAPED THE
MILLENNIUM DEVELOPMENT
GOAL 6 AIDS RESPONSE

Since the first discussion on AIDS in
the United Nations Security Council

in January 2000, Member States of
the United Nations and civil society
have convened annually to discuss

the progress made in the response.

It began with the landmark United
Nations General Assembly Special
Session on HIV/AIDS in 2001 and

was followed by three high-level
meetings on AIDS (in 2006, 2008 and
2011). These meetings were not only
pivotal in keeping interest in the AIDS
response high on the political agenda,
but they also pushed the world to save
more lives and stop new HIV infections.
The successes of the AIDS response
are a sum total of these commitments
and efforts.

2001 UNITED NATIONS
POLITICAL DECLARATION
ON HIV/AIDS

At the 2001 United Nations General
Assembly Special Session on HIV/
AIDS, Member States—joined by civil
society and other stakeholders in the
response—charted a way forward

to achieve the AIDS component of
Millennium Development Goal (MDG)
6. To reflect the results of this first-
ever global meeting, Member States
unanimously endorsed the 2001 United
Nations Political Declaration on HIV/
AIDS. This proved to be a turning point
in the history of the AIDS epidemic: for
the first time, the global community
embraced a series of concrete targets
and commitments, pledging to monitor
them in annual progress reports.

In the 2001 Political Declaration,
Member States vowed to implement
multisectoral national AIDS strategies,
including clear plans for HIV preven-
tion, treatment, care and support.
Recognizing HIV prevention as the
mainstay of the response, the 2001
Political Declaration established the
target of reducing HIV prevalence
among young people (aged 15—24
years) by 25% in the countries most
affected by 2005, and globally by

2010. Member States committed to
base national responses on the realiza-
tion of human rights and fundamental
freedoms for all, and on a respect for
the rights of people living with HIV.

Two months before the United Nations
General Assembly Special Session on
HIV/AIDS, United Nations Secretary-
General Kofi Annan had called for the
creation of a “global war chest” to
finance the push to achieve MDG 6. In
the 2001 Political Declaration, Member
States heeded this call and committed
to undertake urgent work to establish
a global HIV and health fund—a
commitment that bore fruit months
later, when the Global Fund to Fight
AIDS, Tuberculosis and Malaria (Global
Fund) was established.

2006 UNITED NATIONS
POLITICAL DECLARATION
ON HIV/AIDS

Five years later, at a United Nations
High-Level Meeting to evaluate
progress towards implementing the
2001 Political Declaration, Member
States renewed and updated the
global commitment on AIDS by
adopting the 2006 United Nations
Political Declaration on HIV/AIDS. The
2006 Political Declaration featured

a number of key commitments. It
stressed the commitment of countries
to eliminate all forms of discrimination
against people living with HIV and
vulnerable populations, and to end
gender inequities and gender-based
abuse and violence. It also pledged
to work towards universal access to
HIV prevention, treatment, care and
support. Furthermore, it endorsed
concerted efforts to increase access
to affordable antiretroviral therapy,
including the generic production

of medicines and the use of flexi-
bilities available under the World
Trade Organization’s Agreement on
Trade-Related Aspects of Intellectual
Property (TRIPS).

INTERIM REVIEW

At the 2008 High-Level Meeting on
AIDS, Member States called for greater
accountability, particularly in relation to
funds spent by all stakeholders. They
also called attention to some of the
challenges that had been highlighted

by countries and civil society: the need
to adapt HIV prevention programming
to local contexts, the lack of effective
programming directed to populations
at higher risk (especially sex workers,
men who have sex with men, trans-
gender people and people who inject
drugs), and the continued criminaliza-
tion of related behaviours. While many
participants emphasized the dramatic
increase in the number of people on
treatment, they nonetheless recognized
that if HIV prevention efforts were not
stepped up, these successes would be
difficult to maintain.

Participants recognized that AIDS
was an issue for both public health
and development, and that it required
a multicultural response. They also
stated that scaling up the AIDS
response would help strengthen health
systems. Human rights and gender
issues were singled out as imperative
to an effective response, and leader-
ship and political accountability were
underlined as the most important part
of the solution.

2011 UNITED NATIONS
POLITICAL DECLARATION
ON HIV AND AIDS

With the time-bound commitments

in the earlier declarations already
being due, global stakeholders
convened at the United Nations in

2011 to develop a series of five-year
targets to run concurrently with

those of MDG 6. In the 2011 United
Nations Political Declaration on HIV
and AIDS: Intensifying Our Efforts

to Eliminate HIV and AIDS, Member
States pledged to reduce sexual

HIV transmission and transmission
among people who inject drugs by
50% by 2015 and to eliminate new
infections among children. Countries
committed to reach 15 million people
with antiretroviral therapy by 2015 and
to cut by half tuberculosis (TB) deaths
among people living with HIV. The 2011
Political Declaration also called for:

an end to gender inequities, gender-
based abuse and violence; the elimina-
tion of stigma and discrimination; the
repeal of HIV-related restrictions on
entry, stay and residence; and greater
efforts to integrate HIV with other
health and development efforts.
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In September 2000, a gathering of world leaders—the largest

to that point—held a summit at the United Nations General
Assembly in New York. Large numbers of people were dying
because life-saving treatment was unaffordable and inaccessible to
the majority of people living with HIV. During that bleak period,
some experts projected that the epidemic would spiral out of
control given the lack of global resolve and capacity to reverse the

greatest health challenge of our times (1).

Following the adoption of the Millennium Declaration, eight
international development aims—the MDGs—were established.
Each of these goals committed to finding solutions for some of the
world’s most pressing challenges, and they had specific targets and

dates for when they were to be achieved.

THE STATE OF AIDS

At that time, there was only the faintest glimmer of hope in the
face of the rapidly worsening global AIDS crisis. Large numbers of
people were dying because life-saving treatment was unaffordable

and inaccessible to the majority of people living with HIV.

Recognizing the profound threat that AIDS posed to international
development and human health and well-being, world leaders at
the Millennium Summit put the AIDS response at the top of the
global political agenda. The global community vowed to address
AIDS and the other leading infectious causes of death.

MDG 6 committed to halting and beginning to reverse the spread
of HIV, malaria and other major diseases. As the AIDS response
grew—and with it, confidence that the epidemic could be pushed
back—more ambitious goals were added.

The United Nations Political Declarations on HIV/AIDS was
adopted in 2001. After the 2006 Political Declaration, a new AIDS
target covering universal access to HIV treatment by 2010 was
added to MDG 6. This target was reached ahead of schedule.

In 2011, Member States at the High-Level Meeting on HIV/AIDS
committed to the higher treatment target of reaching 15 million
people with antiretroviral therapy by 2015, a seemingly outrageous
ambition given that only 9.4 million people were accessing HIV

treatment at the time.

The AIDS targets of MDG 6 have not only been achieved—they
have been surpassed.

THE MILLENNIUM DEVELOPMENT
GOALS PUT AIDS ON THE GLOBAL
POLITICAL AGENDA

As the world approached the twenty-first century, a consensus
emerged that a new, more ambitious and holistic global approach
to poverty reduction and international development was needed.
The United Nations Development Programme (UNDP) had
published the first Human development report in 1990, placing
people at the centre of the development process, then going on to

relate them to economic debate, policy and advocacy. A series of
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United Nations summits followed that focused on the gaps and
opportunities in a range of development priorities (2), and by
2000, the MDGs were decided.

AIDS came close to being excluded from the MDGs. When early
negotiations focused exclusively on a malaria target for the new
development framework, Peter Piot, then Executive Director of
UNAIDS, travelled to New York to demand the inclusion of AIDS
in the MDGs (3). He attracted support from the then-United
Nations Secretary-General Kofi Annan and UNDP Administrator
Mark Malloch Brown, and momentum began to build for the
inclusion of an AIDS target in the MDGs.

In its 2000 Report on the global HIV/AIDS epidemic, UNAIDS
noted the epidemic’s potential to “devastate whole regions, knock
decades off national development, widen the gulf between rich
and poor nations and push already-stigmatized groups closer to
the margins of society” (4). It urged the world to wake up to the

rapidly worsening devastation caused by the epidemic.

SEEING A CLEARER PICTURE AND
REVISITING THE BASELINE

When the MDGs were launched, the world only had a partial
understanding of the AIDS epidemic. In large part, this reflected
the weakness of public health surveillance systems in many
resource-limited countries, as well as the reality that many people
living with HIV remained undiagnosed for years and therefore
were uncounted in official health records.

To estimate the epidemic’s magnitude and growth, UNAIDS
experts and other epidemiologists primarily depended on the
only reliable population-based source of HIV infection data:
sentinel surveillance of pregnant women in antenatal settings.
Epidemiologists extrapolated from these data to estimate HIV
prevalence and incidence in the general population.

Over time, additional data sources emerged, such as national
household surveys, which began to include an HIV testing
component. These new sources allowed epidemiologists to
recalibrate their algorithms for estimating HIV incidence and
prevalence (as well as AIDS-related mortality) in order to obtain
a more accurate understanding of the epidemiology of HIV. After
adjustments to reflect the availability of new data were made to
estimation methods, it became clear that earlier methods had

somewhat overestimated the severity of the epidemic.

In hindsight, it is apparent that the world faced a full-blown

AIDS epidemic in 2000. Although new HIV infections globally
had begun to decline by 2000, the number of new HIV infections
remained extremely high, AIDS-related deaths continued to
increase, and only 2% [2-3%)] people living with HIV worldwide
were receiving antiretroviral therapy. In 2000, 3.1 million

[3.0 million-3.3 million] people were newly infected with HIV,
including 520,000 [470,000-580,000] children, and 1.6 million
[1.3 million-2.1 million] people died of AIDS-related causes. HIV
was the sixth leading cause of death globally at that time (5), and
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it was the leading cause of death in eastern and southern Africa.
New HIV infections also were on the rise in eastern Europe,
central Asia, Latin America, the Middle East, North Africa and
North America. By 2000, 9.1 million [4.6 million-25.0 million]
children had lost one or both parents to AIDS, and the number of

orphans was increasing each year.

By 2000, AIDS had erased decades of development gains, causing
a precipitous drop in life expectancy in the most heavily affected
countries in southern Africa (6). In resource-limited settings,
AIDS inflicted the greatest harms on poor households, which were
least able to cope due to deepening poverty, increasing food inse-

curity and overburdened and fragile health systems (6).

At the same time, thanks to the introduction of highly active

antiretroviral therapy in the mid-1990s, sharp declines in

AQ

ENSURE ENVIRONMENTAL
SUSTAINABILITY

A GLOBAL PARTNERSHIP
FOR DEVELOPMENT

AIDS-related mortality were being seen in high-income countries
(7, 8). Comparable declines also were reported in Brazil, the

first middle-income country to provide free access to antiretro-
viral therapy through its public health service. In the low- and
middle-income countries where the vast majority of people

living with HIV resided in 2000, however, AIDS-related deaths
were rising because life-saving treatments were largely
unavailable, starkly underscoring the inequities between the
global North and South.

The epidemic had yet to elicit a funding response commensurate
with its severity. Although the total spending on HIV programmes
in low- and middle-income countries exceeded US$ 4.8 billion in
2000 (6), this was a fraction of what was needed to meet the need

for HIV services. This lack of investment did not hold back some
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countries, however, and Brazil, Senegal, Thailand, Uganda and
others moved to implement strong national AIDS programmes,
bending the trajectories of their national epidemics downwards,

even as the global epidemic continued to worsen (9).

As the world launched MDG 6, a nascent global movement was
rapidly emerging, demanding equitable access to the life-saving
therapies that were transforming AIDS responses in high-income
countries. Under the theme “Breaking the silence”, the

2000 International AIDS Conference held in Durban, South
Africa, focused on moving from denial to action in order to
bring life-saving treatments to all who needed them, regardless
of where they lived.

ACHIEVING MILLENNIUM
DEVELOPMENT GOAL 6

The world has succeeded in reaching the AIDS-related targets of
the MDG 6 goal. This was achieved by financially resourcing the
commitment by empowering communities and by grounding
programmes and policies in a human rights approach that was
informed by scientific evidence. In achieving MDG 6, global
solidarity, shared responsibility and the collective pursuit of

ambitious time-bound targets have proved effective.

Achieving the AIDS-related MDG 6 goal has required a
movement; momentum for the AIDS response was built in every
part of the world. A truly multisectoral and multi-community
effort was mounted in places as diverse as schools, hospitals,
brothels and the alleys where people who inject drugs meet. It
brought together scientists and priests, politicians and activists,

parents and teachers, employers and employees.

Investing in the AIDS response was no longer charity—it was a
responsibility underpinned by an understanding of global soli-
darity. Country ownership was less about asserting sovereignty
and more about a commitment to meet the needs of people.

The total resources available for HIV programmes in low- and
middle-income countries have risen from US$ 4.8 billion in 2000
to US$ 20.2 billion in 2014. The sources of financing also have
evolved over time. Bilateral and multilateral sources accounted
for 69% of all HIV-related spending in 2005 (10), but by 2014,
domestic sources in low- and middle-income countries accounted
for 57% of all HIV-related expenditure.

The impact of this collective movement is indisputable. By the end
of 2015, over 15 million people living with HIV will be receiving
antiretroviral therapy. Based on available data, UNAIDS estimates
that the number of new HIV infections in 2014 (2.0 million

[1.9 million-2.2 million]) is 35% lower than in 2000. As a result of
scale-up of services to prevent new infections in children and keep
mothers alive, the reduction is greater among children than adults:
in 2014, it is estimated that 220 000 [190 000-260 000] children
were newly infected with HIV, a 58% decline since 2000 and a 59%
drop from the peak in new infections among children in 2002,
when 530 000 [480 000-590 000] were newly infected.
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The number of people who died of AIDS-related causes in 2014
(1.2 million [980 000-1.6 million] is estimated to be 24% lower
than in 2000. Similarly, the number of AIDS-related deaths in 2014
is 42% lower than in 2004, when mortality related to the epidemic
peaked at 2 million deaths per year.

AIDS-related mortality also has fallen among children under

the age of 15 years thanks to the progress made in preventing
mother-to-child HIV transmission and to the expansion of
paediatric HIV treatment. The number of children who died of
AIDS-related causes in 2014 (150 000 [140 000-170 000]) is 41%
lower than in 2001, when global paediatric HIV mortality peaked.
Children living with HIV, however, continue to experience a
disproportionate share of AIDS-related deaths—an estimated 13%
of all AIDS-related deaths in 2014.

The sharp declines in AIDS-related mortality are due primarily to
the rapid expansion of HIV treatment over the past 15 years. There
are now more than 15 million people on antiretroviral therapy
across the world, the vast majority in low- and middle-income
countries. This target—achieved 9 months in advance—is a heart-
warming milestone, one that was reached against all odds and

which has changed the lives of many individuals and families.

Collectively, the world has averted 30 million new HIV infections
and 7.8 million AIDS-related deaths since 2000. This achievement
also comes with sobering news: nearly 25.3 million people have
died of AIDS-related causes since 2000, and 38.1 million people

have become newly infected.

It is clear that the AIDS epidemic is not over, but it can be ended.
With the tools now available, the capacities built, and with social
and political support, the AIDS epidemic can be ended as a public
health threat by 2030.

BROADER IMPACT OF THE AIDS RESPONSE
ON MILLENNIUM DEVELOPMENT GOAL 6

The efforts to reverse the AIDS epidemic had important benefits
for broader health challenges, including the other diseases priori-
tized in MDG 6, such as TB and malaria.

The AIDS response led to the creation of the Global Fund, which
has made an impact on beginning to roll back TB and malaria
over the past 15 years. The Global Fund provides more than
three quarters of all international financing to TB prevention and

treatment, and it is the leading funder of malaria control activities.

HIV is the most important risk factor for susceptibility to TB
infection, and advances in the HIV response have helped global
efforts to control TB. Antiretroviral therapy cuts the risk of TB
among people living with HIV by 65% (11), and the scale-up

of HIV treatment has helped in both the prevention and the
reduction of TB. HIV treatment coverage among people living
with HIV and TB has increased. The largest increases in
antiretroviral therapy among people living with HIV and TB
have occurred in India, South Africa, the United Republic of
Tanzania and Zambia.



“New and emerging
infections keep
coming back and
the world needs a
collective defense
system, and that
requires international
cooperation and
collaboration, In
the name of

global solidarity.”

MARGARET CHAN



In 2013, among the ten countries with the highest burden of
estimated incident TB-cases among people living with HIV, ART
coverage among people living with HIV with incident TB ranged
from 9% in Nigeria to 55% in Kenya. (Source: GARPR 2014).

In 2002, the World Health Organization (WHO) Strategic
framework to decrease the burden of TB/HIV promoted synergy
between HIV and TB services. An integrated approach by
health-care providers can address intersecting issues between the
two diseases that are often missed by separate, vertical disease
programmes. The result has been an active effort to identify people
living with both HIV and TB in HIV-specific and TB-specific
service systems (12).

In 2014, a total of 89 of the 119 countries (78%) that report data to
UNAIDS indicated they had widespread integrated HIV coun-
selling and testing and TB services. A total of 83 countries (70%)
reported the substantial integration of antiretroviral therapy and
TB services in health facilities.

More broadly, the AIDS movement revolutionized health advocacy
and demonstrated how a respect for human rights and the active
engagement of affected communities promotes public health aims.
The malaria, TB and even noncommunicable disease responses

have incorporated these lessons.

The global hepatitis C advocacy movement also is working to
replicate the impact that AIDS activism made on antiretroviral
therapy scale-up in its push to ensure worldwide access

to breakthrough therapies that cure hepatitis C (13). This
emerging movement also emphasizes community advocacy

and human rights.

SUPPORTING ALL OF THE MILLENNIUM
DEVELOPMENT GOALS

Achieving MDG 6 has led to gains for other MDGs. Reductions
in new HIV infections and AIDS-related deaths have contributed
to reducing child mortality (MDG 4) and improving maternal
health (MDG 5). The mitigation of the epidemic’s impact over the
past 15 years also has contributed to the reduction of poverty and
hunger (MDG 1).

The AIDS response, which emphasizes multisectoral efforts,
evidence- and human rights-based approaches, community
involvement, leadership, innovation and smart partnerships,
also offers important lessons for the other development objec-
tives and the emerging sustainable development agenda of the

post-2015 era.

Failure to halt and reverse the AIDS epidemic would have
undermined a great deal of development progress that has been
made, including lowering poverty, ensuring all boys and girls
complete primary education, improving maternal health,
empowering women and girls, and fighting the global malaria and

TB epidemics.
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Moreover, progress towards other MDGs contributed to
reducing the number of new HIV infections by: lowering school
dropout rates and teen pregnancies; improving young women’s
socioeconomic status; giving women greater financial autonomy
and decreasing their dependence on male partners; and
reducing stigma and discrimination against men and

women living with HIV.

MILLENNIUM DEVELOPMENT GOAL 1:
ERADICATE EXTREME POVERTY
AND HUNGER

The relationship between AIDS, poverty and human development
is circular: the impact of AIDS exacerbates poverty and social
deprivation, while socioeconomic inequalities and food insecurity
increase vulnerability to HIV infection.

Illnesses related to untreated HIV infection reduce a person’s
capacity to work, jeopardize livelihoods and undermine food
security and nutrition. An analysis of 80 developing countries
predicted that in the absence of treatment, the gross domestic
product growth rate in a country with 20% HIV prevalence would
be 2.6% lower each year compared with existing figures (14).

Lack of food security and poor nutrition hastens the progression
to AIDS-related illness, compromises treatment adherence and
reduces the response to antiretroviral therapy (15). During the first
months of treatment, the mortality of a person living with HIV
can be two to six times higher if they are malnourished, and there
is evidence that people who begin treatment without adequate

nutrition have lower survival rates (16).

Health improvements due to antiretroviral therapy have benefited
the economy, not only by saving the lives of working adults, but
also by enabling them to return to productive work (17). For
example, after 12 months on treatment, workers at a tea plantation
in Kenya were working at least twice as many days per month than
they were before treatment (16).

MILLENNIUM DEVELOPMENT GOAL 2:
ACHIEVE UNIVERSAL
PRIMARY EDUCATION

In countries with high HIV prevalence, the epidemic is hindering
the goal of reaching universal primary education by affecting both
the supply of and the demand for education. Children in areas
highly affected by AIDS drop out of school for several reasons:
because their families cannot afford school fees, because they
must contribute economically to the household, or because they
are needed to care for family members. In the United Republic of
Tanzania, households that have experienced an adult death delay
the enrolment of younger children in school (while older children
continue schooling), and in the Central African Republic and
Swaziland, school enrolment at the start of the twenty-first century
fell by 25-30% due to HIV (18).



In 2005, global estimates suggested that the cost of HIV to the
educational system could be as much as US$ 1 billion per year as
a result of teacher deaths and absenteeism (19). A costed math-
ematical model of the impact of HIV and treatment on teacher
recruitment, mortality and absenteeism in the three geographical
regions with the highest HIV prevalence—sub-Saharan Africa,
the Caribbean and the Greater Mekong subregion of East Asia—
confirmed that the impact of HIV on teacher supply is enough to
derail efforts to achieve “education for all” in several countries.

Scaling up access to HIV treatment can mitigate this problem (20).

Education helps the AIDS response. There is evidence that
education reduces the vulnerability of girls to HIV infection,

and each year of schooling offers greater protective benefits: for
example, a one-year increase in schooling decreases the probability
of an adult woman testing positive for HIV by 0.06% in Malawi
and by 0.03% in Uganda.

School can impart knowledge and skills that reduce a person’s
chances of getting HIV, even in the absence of HIV-specific
programmes. In 17 countries in Africa and four countries in Latin
America, girls with more education were found to delay first

sex and were more likely to use condoms (4). In Uganda, HIV
infection rates declined the most among young women with a

secondary school education.

MILLENNIUM DEVELOPMENT GOAL 3:
GENDER EQUALITY AND
WOMEN’S EMPOWERMENT

Since gender inequalities place women and girls at greater risk of
exposure to HIV, progress in MDG 3 is fundamental to the HIV
response (21). This greater risk of exposure, combined with biolog-
ical susceptibility, means HIV continues to disproportionately

affect women and adolescent girls.

When their cultural, social and economic status is lower than
that of men, women and young girls are unable to negotiate
protected sex. The lack of decision-making powers, limited access
to resources, fear of violence and abandonment, and cultural
attitudes towards sex, pregnancy and HIV all are barriers to

women and girls accessing HIV services.

There is evidence that gender-based violence makes women,

girls, men who have sex with men and transgender people more
vulnerable to HIV. The same women who are at higher risk of
HIV also are at risk of violence. Women and girls who use drugs,
female sex workers and transgender women are particularly likely

to experience violence.

A 2010 study of young women in South Africa showed that power
inequality in relationships and intimate partner violence were
associated with an increased risk of HIV of 11.9% and 13.9%,
respectively (22, 23). There are some examples of programmes
that have successfully tackled the challenge of combining HIV and

violence prevention, but these need to be scaled up and sustained.

Marginalized women living with HIV experience further inequal-
ities. Lower rates of treatment are reported among women who
inject drugs, and only 36% of female sex workers living with HIV

in low- and middle-income countries are on treatment (24).

Policies supportive of the needs and rights of women and girls are

essential to counter these inequalities (25).

There are positive developments. As of 2014, nearly two thirds

of countries include women-focused initiatives in their national
AIDS strategies and have strengthened gender equality and human
rights within their HIV responses. More than 700 civil society
organizations are engaged in implementing an agenda for the

empowerment of women.

This needs to translate into concrete resource allocation for HIV
programmes for women. Despite two thirds of countries including
initiatives for women in their national plans, only 58% actually

allocate budgets to address the epidemic’s gender dimensions (26).

The importance of structural approaches to maximizing the effec-
tiveness of HIV prevention and treatment programmes (including
violence against women and girls, education and economic
empowerment) is more widely recognized. There is increasing
agreement that without promoting wider social and economic
programmes, the HIV epidemic will not be controlled in many

countries (27).

MILLENNIUM DEVELOPMENT GOAL 4:
REDUCE CHILD MORTALITY

In 2000, HIV accounted for 3.3% of global deaths of children
under five years of age (and 6.2% of deaths in this age group in

sub-Saharan Africa).

Between 2001 and 2013, prevention of mother-to-child transmission
of HIV services expanded enormously, and they now reach 77%
[71-82%)] of women in 21 high-priority countries in sub-Saharan
Africa (28). The widespread implementation of these services

has been one of the great public health success stories. New HIV
infections among children fell by 59% from 2001 to an estimated
220 000 [190 000-260 000] in 2014. AIDS-related deaths among
children have fallen to 150 000 [140 000-170 000]. Annual AIDS-
related deaths among children under five years of age dropped in
Zimbabwe from 17 000 in 2000 to 3400 in 2014, and they dropped
in South Africa from 25 000 in 2000 to 3800 in 2014.

Several ambitious global initiatives were launched to accelerate
progress in reducing AIDS-related child mortality in the countries
that are most affected. The Global Plan towards the elimination

of new HIV infections among children by 2015 and keeping their
mothers alive (Global Plan) was launched in 2009 to make a
significant impact on the reduction of infant and maternal
mortality (29). After four years of implementing the Global Plan,
eight high-priority countries have realized declines of 50% or
more; in the other 13 countries, progress has been more gradual

or has stalled.
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NO SHORTCUTS:
THE LONG AND
WINDING ROAD TO
EPIDEMIC CONTROL

PETER PIOT
Director of the London School of Hygiene
& Tropical Medicine
Frecutive Director, UNAID.S, 1996-2008

The discoveries of two previously unknown viruses have
dominated my life, as they have the lives of so many millions
of people. Two of the most extraordinary viruses of the
modern day, Ebola and HIV, demonstrate how far we have
come in the field of global health, while also revealing the
weaknesses in society that facilitate the transition from
infection to epidemic to humanitarian crisis.

HIV and Ebola have forced me to confront the extreme
complexity of health and disease. They have shown in stark
terms the devastating consequences of fear, distrust, stigma
and discrimination in reinforcing vulnerability to disease,
and preventing people from accessing health services.
These viruses remind us that although access to services

is critical, health emerges through a confluence of social,
economic, cultural and political determinants.

The AIDS response has also been a beacon of hope,
demonstrating the power of science, compassion and global
collective will in generating resources and solutions for poor
and marginalized people around the world. Remarkable
progress has been made in the response, particularly
through the availability of affordable antiretroviral therapy.
As Executive Director of UNAIDS, negotiating a reduction in
the price of antiretroviral medicines was one of my foremost
priorities. The subsequent and remarkable reduction in cost
from tens of thousands of dollars per patient per year to
US$ 150 has enabled millions of people to gain access to
life-saving treatment. Due both to the political commitment
generated at the highest levels, and to the community and
health platforms established to deliver treatment, the AIDS
response has had multiple collateral benefits, including a
major increase in funding for global health issues, partic-
ularly malaria and tuberculosis, and a strengthening of
services for maternal and child health in some countries.
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We know, however, that these successes are fragile and
inadequate. We see rising rates of new HIV infections in
pockets around the world, and continued high rates of
HIV prevalence among populations at higher risk. As with
most health and social issues, prevention has often been
neglected in favour of treatment. Yet we will not treat
ourselves out of this epidemic. HIV prevention must be
reinvigorated, particularly for people at highest risk of
infection, while ensuring that legal and societal discrimina-
tion of these populations is removed. The AIDS response
must be as firmly embedded in human rights as it is in
scientific evidence.

Furthermore, the needs of people living with HIV are not
being adequately met: far too little attention has been paid
to HIV testing and viral load monitoring, securing more
affordable second- and third-line antiretroviral drugs, the
quality of chronic HIV care and services, or medical equity.

The recent Ebola outbreak in West Africa further

reminds us that the world remains unprepared for major
outbreaks—particularly in poor countries, where health
workers are few, health systems are weak, and early warning
systems are largely nonexistent.

The complexity of health, which is driven as much by diplo-
matic relations, intellectual property rights and marketing as
it is by gender norms, religion and laboratory capacity, must
be appreciated. When | reflect on the 30-year history of the
HIV epidemic, it strikes me that the multifaceted response
to AIDS, although far from perfect, can serve as a model

for society’s future response to the growing epidemic of
chronic diseases, obesity and injuries, along with maternal
and child health. The model is complex and messy. Yet the
reality from which we cannot—must not—hide is that there
are no shortcuts. @



The Every Women, Every Child movement also has contributed

to significant progress in strengthening political commitment,
partnerships and innovation around women’s and children’s health
worldwide. Since its launch in September 2010, the movement’s
Global strategy for women’s and children’s health has raised unprec-
edented resources to support research and the development of new

technologies and service delivery models (30).

AIDS-related deaths among children have fallen thanks to
treatment roll-out and prevention of mother-to-child transmis-
sion programmes. Increasing children’s access to antiretroviral

medicines, however, has been much slower than for adults (29, 31).

MILLENNIUM DEVELOPMENT GOAL 5:
IMPROVE MATERNAL HEALTH

AIDS-related deaths are still the leading cause of death worldwide
for women of reproductive age. Pregnant women living with HIV
are also at greater risk of dying from pregnancy-related complica-

tions than women who are not living with HIV (32).

As a result of expanded access to prevention and treatment
services, AIDS-related deaths among women decreased after
2005 (28). Data from the Network for Analysing Longitudinal
Population-based HIV/AIDS Data on Africa (ALPHA) collected
at sites in sub-Saharan Africa suggest that when both men and
women are receiving treatment, there have been greater declines
in AIDS-related mortality among women, either due to increased
uptake or better treatment outcomes (33). Antiretroviral therapy
coverage also is estimated to be higher among women than men
globally because of their closer contacts with health-care facilities

through antenatal care (34).

The scale-up of prevention of mother-to-child transmission

of HIV services has had a significant impact on womens lives,
particularly in sub-Saharan Africa, where the majority of women
living with HIV reside. The 2013 WHO treatment guidelines
recommend providing lifelong treatment to pregnant and
breastfeeding women living with HIV for prevention of moth-
er-to-child transmission of HIV. Women living with HIV now
begin treatment earlier, before their immune system is damaged.
Findings in sub-Saharan Africa, however, show that women
starting antiretroviral therapy to prevent mother-to-child trans-
mission are five times more likely to default on therapy than

women initiating antiretroviral therapy for their own health (35).

Early HIV testing is key for women to be engaged with the health-
care system for both HIV prevention and treatment. HIV testing
during antenatal care is the major source of women’s knowledge
about their status, especially in low-income countries, where
women often do not learn they have HIV until they are pregnant
and tested as part of their maternal health care. Approximately
40% of pregnant women in low- and middle-income countries
received HIV testing and counselling in 2012, an increase

from 26% in 2009.

Despite the impressive gains in the uptake of HIV testing in
sub-Saharan Africa, the median percentage who had never been
tested for HIV was 74% among men and 58% among women.

Preventing unintended pregnancies among women living with HIV
and providing contraception for women who need it are missing
pillars. Voluntary family planning programmes can increase access
to HIV prevention information and services because they can reach
people who may not seek out HIV services independent of other
health services. Between 1990 and 2012, the unmet need for family
planning decreased on average from 17% to 12%, but 225 million

women still have unmet family planning needs.

Despite the increase in contraceptive use over the past 30 years,
many women in all regions still do not have access to modern
contraceptive methods. Globally, over 10% of all women do not
have access to—or are not using—an effective method of contra-
ception. Unsafe sex is the main risk factor for women contracting

HIV in developing countries.

The integration of family planning services with treatment services
offers an opportunity to support the right of people living with
HIV to make informed, voluntary choices related to their repro-
ductive health. Integrating HIV into family planning program-
ming offers the opportunity to provide women with information
on how to prevent infection, and it allows HIV messages to reach
married women (who are frequently less exposed to them). Cost-
effectiveness studies suggest net savings when HIV and sexually
transmitted infections services are integrated into maternal and
child health services. Similar findings were reported in a study of
models operating in Ethiopia, Kenya, Rwanda, South Africa and
Uganda (36). These findings support the growing body of evidence
that proves that integrated service delivery can improve service
coverage, quality and use rates, resulting in significant public

health benefits and a more efficient deployment of resources.

MILLENNIUM DEVELOPMENT GOAL 8:
GLOBAL PARTNERSHIP FOR DEVELOPMENT

Partnership was a central concept of the MDGs, and it has been
critical to efforts to address HIV. Among the many observations
from the global HIV response since the early 1980s is that effec-
tiveness and progress are closely correlated with the scope and
extent of partnership.

The AIDS movement, which itself is a partnership, has promoted
and facilitated cooperation, collaboration and engagement
among partners since the beginning. The rich history of partner-
ship in the global HIV response can be observed both quantita-
tively and qualitatively.

Global, regional and local networks of people living with and
affected by HIV represent a shining example of contributions
widely accepted as pivotal to the uptake of HIV services. Such
networks bring together and amplify the voices and engage-
ment of men who have sex with men, sex workers, people

who inject drugs, transgender people and other populations
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Percentage of women who have ever been tested for HIV by year

and women’s HIV prevalence

Bubble size = HIV prevalence among women aged 15-49 years
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disproportionately affected by HIV. These populations also are
frequently subject to high levels of stigma and debilitating legal,
social, political and economic discrimination.

Partnerships are not always easy to establish or maintain, nor
are they always welcome. For example, evidence clearly shows
that partnerships involving pharmaceutical companies have led
to steep decreases in the prices of life-prolonging antiretroviral
medicines in much of the developing world (37). Such partner-
ships often started on an adversarial basis, as advocates—partic-
ularly those working in strengthened civil society partnerships—
pushed reluctant drug companies to make their medicines more
affordable in resource-constrained environments. Pressure,
negotiations and the creation of innovative mechanisms (such as
UNITAID, an international drug-purchase facility), eventually led
to the widespread availability of lower-cost generic medicines.

GBCHealth is a coalition of companies and organizations that
aims to “leverage the power and resources of the private sector” to
improve responses to AIDS and other notable global health chal-
lenges (38). By raising awareness and setting standards and codes
of conduct, GBCHealth and similar coalitions help to improve the
employment policies of members regarding HIV, prompt govern-
ments to devise and implement policies that better support the
health of citizens (and thus employees) and encourage members
to direct financial and other kinds of support to HIV-related
programmes and services.

The Global Media AIDS Initiative is another example of a partner-
ship between public and private media organizations that increases
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awareness and reduces stigma and discrimination throughout the

world by leveraging its combined reach.

The beneficial value of partnership can be seen in the work of

UNAIDS, a growing partnership of 11 United Nations bodies and

the Global Fund, the largest single source of multilateral financing

for HIV programming worldwide, which prominently refers to

itself as a “partnership between governments, civil society, the

private sector and people affected by the diseases” (39).

Another example of the wide and diverse scale of partnerships are

faith-based organizations (FBOs) staffed by volunteers. Operating

in thousands of communities worldwide, FBOs provide vital

nutrition and social support to children who have lost one or more

of their parents to AIDS. The impact of responses would have

been much smaller in the absence of enhanced and continuously

renewed partnerships.

Partnerships between donors can be an effective way to support

difficult-to-reach local partners, especially in the civil society

sector. Such an approach resulted in the creation in 2012 of

the Robert Carr Civil Society Networks Fund (RCNF), which
describes itself as a “cooperation of donors and civil society
networks that are active in the area of HIV” (40). RCNF seeks to
strengthen international networks around the world, especially

those that comprise and focus on what it terms “inadequately

served populations,” such as gay men and other men who have

sex with men, people who inject drugs, prisoners, sex workers

and transgender people. Prior to the establishment of RCNE,

which provides grants (including core funding) to networks, many



THE TWIN
CHALLENGES OF AIDS
AND MALARIA

RAY CHAMBERS

United Nations Secretary-General’s
Special I'nvoy for Financing the
Health Millennium Development

Goals and for Malaria

The Millennium Development Goals have played a critical
role in elevating awareness of, and advocacy for, both HIV
and malaria. The historic gains we have seen in the response
to these diseases have been nothing short of breathtaking.

The ambitious targets set under the Millennium
Development Goals challenged leaders to create and
execute plans for malaria financing, logistics and measure-
ment. The clear deadlines for goal achievement allowed us
to work back and develop road maps that pointed the way
to progress. The high visibility and global alignment of the
Millennium Development Goals provided motivation for
companies and institutions to invest in discovering better
diagnostics, treatments and preventive tools. Our collective
efforts have reduced malaria deaths among children under
five by 69% in Africa, reversed the incidence of malaria in 98
malaria endemic countries and saved more than 6.2 million
lives between 2000 and 2015, effectively returning billions
back to economies.

Progress, however, cannot breed complacency. Malaria,

like HIV, thrives where poverty is pervasive and health
systems and communications are weak. The crippling
effects of these diseases are acutely felt in too many

parts of the developing world, hindering productivity and
continuing to stifle local and national economies. Health
simply must remain a priority as the world moves towards
adopting an ambitious new development agenda if we hope
to usher in a world free from poverty, where children can
expect to thrive.

| applaud UNAIDS’ ambitious, and achievable, plan to bring
an end to the AIDS epidemic by 2030. By strategically
working back from clear, time-bound targets, the global
community can operate under a shared mandate, leverage
the gains achieved under the Millennium Development
Goals, and align with other global health strategies,
including the elimination and eradication of malaria.

Like no time before in history, we stand within reach of
ending two of the world’s greatest scourges: malaria and
AIDS. The time is now to seize this moment. We must be
deliberate in our approach and move forward with urgency
to safeguard the lives of our most vulnerable communi-
ties. | am confident that under the leadership of UNAIDS
Executive Director Michel Sidibé, with the commitment of
affected countries and alongside global health partners, we
will see our joint goals realized. ®
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“If there’s one lesson
of the MDGs it’s that
the cynicism and
the skepticism are
profoundly misplaced.”

JEFFREY SACHS



Contraceptive use has increased but gaps persist in meeting

the demand for family planning

Proportion of women aged 15-49, married or in union, who have a demand
for family planning, who are using any method of contraception and who
have an unmet need for family planning, 1990 and 2002 (percentage)
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organizations of this sort were chronically under-resourced and

rarely coordinated financing efforts with each other.

The multisectoral nature of the AIDS response has brought
together unlikely partners, improving governance, promoting
inclusiveness and leveraging strengths towards one common
goal—helping people lead healthy and productive lives.

AIDS IS NOT OVER:
PERSISTENT CHALLENGES

To build on the achievement of MDG 6 and lay the foundation
to end the AIDS epidemic by 2030, persistent challenges must

be overcome.

Human rights violations and gender inequalities continue to
increase HIV risk and vulnerability. They also undermine the
impact of the AIDS response because respect for and promotion
of human rights and gender equality underpin the response. The
epidemic’s disproportionate impact on adolescent girls and young
women is a manifestation of how gender inequality and lack of
womens empowerment make the AIDS response less effective
than it ought to be.

Punitive legal frameworks are keeping too many people away from
HIV services, exacerbating their social isolation and exclusion,
and exposing many to violence and abuse. In recent years, a steady
decline in the number of countries with discriminatory laws
regarding the entry, stay and residence of people living with HIV
demonstrates the significance of legal reform in strengthening

the human rights basis of the AIDS response. If the world is to
end the AIDS epidemic by 2030, similar successes will be needed

in addressing other sources of stigma, discrimination, gender

inequality and human rights violations.

Weak health-care systems continue to hinder national AIDS
responses, challenging the delivery of essential health services,
making it difficult to introduce and leverage new therapies and
technologies, and impeding the collection and analysis of strategic
information. Although the AIDS response has helped pioneer
important innovations in health systems strengthening—including
expediting the use of task-shifting and community health
delivery—additional innovations and sustained investments in
health systems will be needed to build the robust health capacity
required to end the AIDS epidemic.

There is a broad consensus that if left unchecked, structural
weaknesses will continue to fuel the epidemic. It is necessary to
increasingly focus investment on addressing the needs of the
most disadvantaged people, with initiatives to integrate HIV
prevention, treatment and care into broader gender and social

development initiatives.
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THE UNITED NATIONS

BRINGING THE WORLD TOGETHER.
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MEETING AND EXCEEDING
THE CHALLENGE OF AIDS

The exceptional size and scale of the global AIDS epidemic
compelled the United Nations and its agencies to change the way
they worked. Amid growing devastation, the United Nations
system was grappling with how best to respond to the disease.

Following an intensive process by Member States and a number
of United Nations agencies, a new model involving the first and
so far only cosponsored joint programme of the United Nations
system was established in 1994, by Economic and Social Council
resolution 1994/24 of 26 July 1994.

UNAIDS was founded to “Undertake a joint and cosponsored
United Nations programme on HIV/AIDS, on the basis of
co-ownership, collaborative planning and execution, and an

equitable sharing of responsibility”

UNAIDS opened its doors on 1 January 1996 with six founding
Cosponsors and a dedicated Secretariat. By 2012 UNAIDS

had brought together the combined expertise and resources of

11 system organizations: the United Nations Refugee Agency
(UNHCR), the United Nations Children’s Fund (UNICEF), the
World Food Programme (WFP), the United Nations Development
Programme (UNDP), the United Nations Population Fund
(UNFPA), the United Nations Office on Drugs and Crime
(UNODC), the United Nations Entity for Gender Equality and the
Empowerment of Women (UN Women), the International Labour
Organization (ILO), the United Nations Educational, Scientific
and Cultural Organization (UNESCO), the World Health
Organization (WHO) and the World Bank.

Over two decades of existence, the UNAIDS family has demon-
strated its ability and agility to move and change as the epidemic
evolves. As the era of the Millennium Development Goals (MDGs)
draws to a close, the achievements under MDG 6 are among the
United Nations’ success stories. Innovations such as the UNAIDS
model have better prepared the United Nations to deliver on the
sustainable development goals.

MOVING THE FIRST MOUNTAINS

In 2000 the United Nations Security Council debated a health
issue for the first time. Then Secretary-General Kofi Annan spoke
of the destructive impact of AIDS in Africa. Unanimously, reso-
lution 1308 was adopted, recognizing AIDS as a security threat.
“It opened so many doors, top leaders told me. It was debated

in the Security Council, it must be a serious problem,” said then
UNAIDS Executive Director, Peter Piot.

The United Nations has played a convening role like no other in
the AIDS response. Marshalling resources, partners and political
will, it united the world to face an epidemic that many feared was

spiralling out of control.

In September 2000 Member States met at the Millennium Summit,
which led to the United Nations Millennium Declaration. A total
of 158 Heads of State and Government from countries heavily
affected and others less so all spoke of the need to respond to the
AIDS epidemic. Many referred to AIDS as one of the greatest chal-
lenges of the twenty-first century. Combating AIDS, tuberculosis
(TB) and malaria became one of the eight international develop-
ment goals—the MDGs.

In 2001, for the first time in its history, the United Nations General
Assembly held a special session on a health issue and world leaders
agreed that the global crisis of AIDS needed global action. The
Declaration of Commitment on HIV/AIDS was adopted.

Not only did the United Nations commitments capture the
attention of the world’s top political leadership, but they also
brought resources to bear. Mr Annan continuously pushed

for investments to match the magnitude of the crisis. At

the Organization of African Unity Summit on HIV/AIDS,
Tuberculosis and Other Infectious Diseases in Abuja, Nigeria, he
called for pledges to a “war chest” of approximately US$ 7 billion
to US$ 10 billion a year to fight these diseases. In 2002 the Global
Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund)
opened its doors. The world went from millions to billions in the

international resources for the AIDS response.
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COORDINATED EFFORTS TOWARDS
A SHARED VISION

Accountability and advancement has also been a major role of the
United Nations. At the end of 2005 the Secretary-General reached
out to all United Nations Resident Coordinators and directed them
to establish Joint United Nations Teams on AIDS, with one joint
programme of support, an unprecedented directive to the whole

United Nations system.

In the early 2000s, as funding for the AIDS response expanded,
it became clear that there was much overlap and inefficient use of
resources. UNAIDS was able to map the use of different resource
pools and point the way to a more harmonized response and to
“make the money work”. It spearheaded the endorsement by
donor and host countries, bilateral and multilateral institutions
and international nongovernmental organizations of the Three
Ones: one agreed HIV action framework (a nationally devised
strategic plan to coordinate the work of all partners and ensure
national ownership); one national AIDS coordinating authority
(such as a national AIDS council) with a broad-based, multi-
sectoral mandate; and one agreed country-level monitoring and

evaluation system.

At the end of 2010 UNAIDS Executive Director Michel Sidibé
introduced a bold new vision for the Joint Programme and the
world: getting to zero. The compelling vision of zero new HIV
infections, zero discrimination and zero AIDS-related deaths
transformed the global discourse around HIV among political
bodies, decision-makers, activists and civil society. It formed the
frame for the elaboration of the UNAIDS 2011-2015 Strategy,
which contained the bold targets and commitments towards the

achievement of the inspiring vision.

In 2011 the United Nations again was the platform to launch

the most ambitious targets to date—including the call to reach

15 million people accessing HIV treatment by 2015. “These are
concrete and real targets that will bring hope to people living

with HIV and their families,” said Mr Sidibé. The world had

seen a massive scale-up of programmes. Throughout,

UNAIDS championed the principle of “know your epidemic, know
your response’, which has emphasized the fundamental impor-
tance of data to inform evidence-informed and rights-based policy

and programming.
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By pushing for resources to be invested where they could reach
people, the seemingly impossible target of reaching 15 million
people by 2015 was met ahead of schedule.

Results have been monitored through the Global AIDS Response
Progress Reporting mechanism, mandated through the 2011
United Nations Political Declaration on HIV and AIDS, in
continuation to reporting mandated by the United Nations
General Assembly Special Session (UNGASS) on AIDS in 2001.
This has had among the highest response rates of any international
health and development monitoring mechanism, reflecting the
engagement and mutual accountability of government, civil society

and development partners.

PEOPLE AT THE CENTRE OF
THE RESPONSE

An important element of the United Nations’ “business unusual”
approach was to put communities at the heart of its efforts—a true
illustration of transforming the United Nations principle of “We
the Peoples” into reality. It was clear that a United Nations-wide
response could not be effective without the meaningful involve-
ment of civil society. As a result, a unique governance structure
was created for UNAIDS that includes not only representation
from 22 Member States and representatives of the 11 Cosponsors
but also direct representation from five representatives of civil
society as full members of the Programme Coordinating Board.
This “nothing for us without us” approach acknowledges that
communities must take the lead in programme planning, imple-

mentation, monitoring and accountability, and governance.

With an estimated 150 000 civilian employees, and taking into
consideration staff spouses and dependants, the United Nations
system focused on HIV in the workplace. Building on a number
of HIV workplace programmes being implemented by various
agencies, a system-wide learning strategy on HIV was unified
under the UN Cares programme. Launched by United Nations
Secretary-General Ban Ki-moon, UN Cares training is mandatory
for all United Nations staff. It has been adopted as the HIV
workplace model for public and private settings. The Mozambican
Parliament used the UN Cares model to design its staff HIV
workplace programme. Today, the UN Cares programme has
been mandated to focus on additional elements beyond HIV,
including mental health, sexual orientation and gender,

disabilities and drug use.



HIV AND THE
DEVELOPMENT
AGENDA

HELEN CLARK

Administrator of the United Nations
Development Programme
Chair, United Nations Development Group
Former Prime Minister of New Zealand

The story of the global HIV response is one of courage,
hope and concrete results. New HIV infections in 2014 were
32% lower than in 2001; AIDS-related deaths have fallen

by 41% since the peak in 2005; and by end-March 2015,

15 million people were on life-saving HIV treatment. The
meaningful inclusion of people living with HIV, community
participation, engagement across sectors, accountability,
political commitment and global solidarity have all played a
role in getting these results.

The inclusion of HIV in the Millennium Development Goals
(MDGs) was a powerful catalyst for action. Over the past
15 years, the MDGs have driven progress across several
critical areas of human development—from responding
to AIDS, malaria and TB, to reducing child and maternal
mortality and increasing access to education.

This year, world leaders are due to agree to a new devel-
opment agenda with the sustainable development goals
(SDGs). While it must safeguard and build on the progress
of the MDGs, this new agenda is shaping up to be bolder
and more transformational than that which preceded it.

Such an agenda is needed to usher in a new era in the
global HIV response. Thirty years into the epidemic, it is
clear beyond doubt that HIV is not only a health challenge;
it is also a human rights and development challenge.

Infectious disease outbreaks can be very difficult to contain,
and they do set back development progress. That was the
case with AIDS, and the outbreak of Ebola has been another
shocking example. Building resilience to shocks, whether
they are disease outbreaks, conflicts, economic crises or
natural disasters, is at the heart of the new global agenda.

After 30 years of responding to HIV, it is well established
that the most sustainable progress comes from bringing
together action inside and outside the health sector. The
SDGs open up many avenues for such action that would
help address the human rights and development dimensions
of HIV, from eradicating poverty and reducing inequalities
to eliminating all forms of discrimination against women and
girls and building accountable and inclusive institutions.

Investing in smart cross-sectoral strategies will help deliver
on an ambitious new sustainable development agenda and
achieve vital “triple wins” for HIV, health and development.

The next phase of the global HIV response requires a
stronger focus on accelerating what works, reaching the
hard to reach, strengthening national and local capacities,
and addressing structural barriers, such as discriminatory
laws and gender inequality. It will be crucial to reduce
stigma and discrimination, expand access to justice,
remove punitive laws, enforce protective laws and reach
the most marginalized. Supporting countries to implement
the recommendations of the Global Commission on HIV
and the Law could contribute in a relatively low-cost way
to reducing inequalities and improving HIV and health
outcomes.

The SDGs will provide a new platform for concerted action
on these and other issues that are relevant not only for

HIV, but also for health and development more broadly. By
bringing these different approaches together, we will take
an important first step towards realizing the vision of the
SDGs—a more prosperous, fairer and sustainable world, and
one free from AIDS. @
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UN Plus is the United Nations system-wide advocacy group of
staff living with HIV. It was established in March 2005. With more
than 200 members, coming from a cross-section of United Nations
agencies and associated programmes, UN Plus provides peer
advice, support and counselling on living with HIV within the
United Nations system. The group is involved in the development
of studies regarding health insurance systems within the United

Nations and is an integral partner for UN Cares.

CONVENING POWER BEYOND
THE UNITED NATIONS

AIDS has compelled the United Nations to engage in new ways
with the private sector, especially the pharmaceutical industry. The
AIDS response provides rich lessons in how to collaborate with
the public, private and community sectors to use trade negoti-
ations, and the pooled procurement of drugs, to reduce prices

and increase access to public goods. The United Nations directly
engaged with pharmaceutical industry players to forge intensive
partnerships and negotiate affordable prices for life-saving
antiretroviral medicines. This process began by negotiating a 90%
reduction in the price of antiretroviral medicines sold outside

developed countries.

The unique structure of the Joint Programme, whereby the
UNAIDS Cosponsors each bring to the table their own unique
contribution to collective action, within a defined division of
labour, enables the United Nations to forge partnerships for the
AIDS response beyond governments and the United Nations
system to include financing institutions, people living with HIV

and affected communities, civil society and the private sector.

For example, UNESCO has brought partners in the education
field to the table to support HIV and comprehensive sexuality
education. UNODC has been able to create a platform for high-
level dialogue on drug policy that incorporates civil society and
communities of people who inject drugs into the drug policy-
making arena. ILO, in taking the lead on HIV workplace policies,
has been able to mobilize the private sector and employers.

IMPACT BEYOND AGENDAS: AIDS OUT
OF ISOLATION

Through its multisectoral approach, the United Nations has taken
AIDS out of isolation. The AIDS response has been integrated

into broader health and rights agendas. Examples include the
Agenda for Accelerated Country Action for Women, Girls, Gender
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Equality and HIV, which offers countries strategic guidance on
addressing the needs and rights of women and girls in the context
of HIV, and the Global Commission on HIV and the

Law, launched in 2012, which highlights the legal and human
rights issues in the context of HIV. These initiatives have an
impact beyond the AIDS epidemic in broader protection of
women and girls and promotion of laws protecting and promoting

human rights.

APPLYING LESSONS LEARNED TO
NEW GLOBAL GOALS

Looking ahead to the sustainable development goals, a coordi-
nated United Nations response has never been more needed to
continue to galvanize political will, forge partnerships with civil
society and the private sector, and support evidence-informed

decision-making founded on the best available data.

The United Nations has become a global reference point and
source of technical support for strategic investment approaches
and for population and location approaches to country-level
programming through the provision and analysis of data and other
evidence and the sharing of best practices.

The strong spirit of inclusiveness and the elevation of the role

of communities at all levels that lies at the heart of UNAIDS
must continue. Experience has shown that meaningful progress
can come only with the inclusion of communities and people
living with HIV, not only in programmes but also in governance
structures and in high-level United Nations and global meetings
and events. Such partnerships with communities are not always
easy or comfortable, and tensions are inevitable, but the AIDS
response has shown that by overcoming them it is possible to

achieve tremendous results.



IN CONVERSATION WITH

MARTINA CLARK
Original member of the UNAIDS Programme

Coordinating Board nongovernmental
organization delegation
UN Plus founding member

What were your thoughts on joining the UNAIDS board?

| joined the delegation in 1995, before the official launch of
UNAIDS. As the programme was a new type of structure,
we had no precedent to refer to, so we really didn’t know
what to expect. But we did know that it was critical that the
voices of people living with HIV be at the table. | was not
used to these kinds of formal meetings and was glad we
gathered before the sessions to get ourselves organized
because having civil society and people affected by HIV in
the room was absolutely necessary. It was ground-breaking,
and we knew it.

We saw very quickly how we could and would make a differ-
ence—for example, in one of the first sessions, the potential
location of UNAIDS was being discussed and the United
States of America was under serious consideration. | raised
my hand, and explained that the United States at that time
still had restrictions on entry and stay for people living with
HIV and this would mean we would not be able to partici-
pate in the way that had been intended through and with
the Joint Programme. Our raising it meant that a decision
was made to locate the Secretariat in a country that would
welcome the positive community constituents. Without our
voice at the table, the outcome may have been different.

How do you evaluate the United Nations response to HIV?
The United Nations (UN) has taken a strong and meaningful
role to lead the global response and we most certainly
would not have made this much progress without the UN
efforts. | believe that the early involvement of community in
UNAIDS was a key part of these successes and the critical

factor that had shifted from prior efforts. | am absolutely
certain that it has made a real difference and, in many ways,
kept the system more accountable. The genuine support

of the Secretary-General has also been invaluable, as has
the leadership of the UNAIDS Secretariat and several of the
heads of the Cosponsoring agencies.

How has the United Nations done internally?

Internally we have also had to push hard. In so many country
offices, staff members were dying and/or being directly
affected by HIV. We might take it for granted that the UN
had always had a parallel programme to address this and
that UN staff were aware and understanding of HIV issues,
but we quickly saw this was not the case. The push for an
HIV in the workplace programme for the UN came with the
first months of UNAIDS becoming operational, but it was
really only when a few agencies concurrently hired staff

to work full-time on this that enough people were able to
push the system to create what we now know as UN Cares,
which was launched, officially, in 2008. We took the best of
the various existing programmes from across the system
and created a programme that now serves UN personnel
and dependents in over 120 countries. It is groundbreaking
in the way the UN is responding internally to staff well-
being and HIV. And as it continues it is now taking an even
broader mandate. ®
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THE ENVOY YEARS

STEPHEN LEWIS
Co-founder and Co-director of AIDS-Free World
United Nations Secretary-General’s Special Envoy
Jor HIV/AIDS in Africa from 2001 to 2006

The Envoy years were revolving doors of death. | would sit
down one evening in Kigali, or Lusaka, or Kampala, with
several men and women from the national association

of people living with AIDS, and we’d have an intense
conversation about their struggle for survival, and I'd think
to myself what a lovely and courageous group they were.

Then I'd return six months later for another meeting,

and almost everyone was gone. I've never really come

to terms with that awful rhythm of life and death. It
haunts me still. Unlike others, of more optimistic mien,

| just can’t get out of my mind the hundreds of
thousands—probably millions—who died unnecessarily in
the carnage of the pandemic.

I think of South Africa. In the denialist years of Thabo Mbeki
and his lunatic Minister of Health, unbelievable numbers of
people, tens of thousands, succumbed to AIDS because a
supposedly smart President, with one terrible intellectual
cavity, wouldn’t provide the drugs to keep them alive.

If it hadn’t been for the Treatment Action Campaign, God
knows what might have happened to South Africa. The
entire country could well have come to resemble a massive
intensive care unit. And here’s the rub: through all those
nightmare years, officials of real power and knowledge, in
the UN and beyond, said nothing. Oh, they talked to Mbeki
in whispered fragments behind the scenes, they begged him
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to change, always behind the scenes, but they never took
him on publicly in the councils of the world.

And so he prevailed. And countless died.

| think of Dr. Julio Montaner, the remarkable head of the
British Columbia Centre of Excellence for HIV/AIDS in
Vancouver. | sat beside Dr. Montaner at the International
AIDS Conference in Toronto in 2006 when he first
expounded to the world his theory of Treatment as
Prevention. He was greeted with Pavlovian skepticism, even
though the theory was grounded in irrefutable scientific
evidence, much of it taken from British Columbia itself.

It took another six to eight years before his original thesis
was vindicated by additional studies. But the truth is that
the additional studies weren’t necessary; they were driven,
as so often seems to be the case, by unbridled scientific
jealousy and competitiveness.

Just think of how many lives might have been saved if, using
Dr. Montaner’s findings, antiretroviral treatment had been
more urgently rolled out, and Treatment as Prevention had
taken an earlier grip on the international community. Now of
course, it’'s a mantra.

Better late than never, except for those who died en route.

| think, above all, of women. It’s truly ironic that when, today,
the world’s HIV experts talk of “high-risk groups,” they



almost always mean men who have sex with men, or sex
workers, or transgendered, or injecting drug users, or prison
populations, but never women.

And yet it is incontrovertible that women have been and
are most deeply ravaged by the pandemic. Gender
inequality drives the virus, and we’ve done so little to
protect women from being infected in monumentally
disproportionate numbers.

In the treatment interventions over the years, women

were included, but never given the intense, single-minded
priority they should have received. If, as a category, women
represent sixty percent of infections, the care cascade,

as it’s called, should be hurtling towards the objective of
getting every HIV-infected woman in sight into treatment.

But the care cascade has always been a slow, negligent
trickle. And the fact that sexual violence and child marriage
and female genital mutilation and sex trafficking are all
known contributors to high rates of infection amongst
women and adolescent girls has induced academic study
rather than urgent intervention.

Alas, it was ever thus. And along the way, during the Envoy
years, pregnant women were, for the longest time, left
out of treatment altogether and their babies were born
HIV-positive; then the women were given Nevirapine, even

though it was known to be dangerous for future treatment.
It’s only in the last couple of years that women have finally
received antiretroviral treatment during pregnancy, birth
and breastfeeding, and even then the women were an
afterthought.

Come the end of 2015, the world will celebrate that
so-called PMTCT (Prevention of Mother-To-Child
Transmission) has resulted in dramatic reductions in the
number of babies born HIV-positive. The mothers may

or may not be mentioned. It’s instructive to note that the
program is called “2014 Progress Report on the Global
Plan Towards the Elimination of new HIV Infections among
Children by 2015 and Keeping Their Mothers Alive.”

It is enraging, this contempt for women and the toll it has
taken.

Yes, | know that great progress has been made on a number
of fronts. But for me, the progress is bitter, shrouded, as it
is, by the memory of what the world has lost.

That memory is what must drive us forward. @
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UNAIDS

COSPONSORS

@

UNHCR

UNHCR runs substantial HIV
programmes in Africa, Asia, the Americas,
the Middle East and eastern Europe. Under
the UNAIDS Division of Labour, UNHCR
co-convenes the Inter-Agency Task Team
on Addressing HIV in Humanitarian
Emergencies, which involves, among
other tasks, coordinating HIV technical
support for displaced populations. As the
lead organization responsible for such
populations, UNHCR plays a pivotal role,
serving as an entry point for governments
and other relevant country-level stake-
holders requiring particular UNAIDS

technical support.

@

UNDP

UNDP is a founding Cosponsor of
UNAIDS, a partner of the Global

Fund to Fight AIDS, Tuberculosis and
Malaria (Global Fund) and a cosponsor
of several other international health part-
nerships. UNDP’s work on HIV, health
and development leverages the organi-
zation’s core strengths and mandates in
human development, governance and
capacity development to complement the
efforts of specialist health-focused United

Nations agencies.
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UNICEF

UNICEE a founding Cosponsor of
UNAIDS, is the leading voice for children
in the global AIDS response. It aims for an
AIDS-free generation in which all children
are born free of HIV, and where children
living with, and affected by, the virus have
access to the treatment, care and support
they need to thrive. UNICEF’s HIV
response for children strives to ensure that
neither age nor poverty, gender inequality
nor social exclusion determines access to

HIV prevention, treatment and care.

@

UNFPA

Addressing HIV is integral to UNFPA’s
goals of achieving universal access to
sexual and reproductive health, and
realizing human rights and gender equality.
It promotes integrated HIV and sexual
and reproductive health services for young
people, key populations, and women and
girls, including those living with HIV.
UNFPA also supports the empowerment
of these populations to claim their human
rights and access the services they need.
All of UNFPA’s work on HIV is done by
engaging and empowering the communi-
ties it is mandated to serve. UNFPA is a

founding cosponsor of UNAIDS.

@

WFP

Nutrition and food security are critical
components of care and support for people
living with HIV and TB patients. In line
with its 2010 HIV and AIDS Policy and

in response to the UNAIDS 2011-2015
Strategy, WEP’s HIV work has a strong
focus on linking food and health systems
through the provision of nutrition and
food assistance for better health outcomes,
such as nutritional recovery for malnour-
ished people living with HIV and TB
patients, retention in care programmes
and treatment success. WFP provides
support at the individual and household
levels—including food, but also cash and
vouchers—to enable improved access and

adherence to treatment.

@

UNODC

As a Cosponsor of UNAIDS, UNODC

is the convening organization for HIV
prevention, treatment, care and support
among people who use drugs and those
living and working in prisons. It collab-
orates with national and international
partners, including civil society and other
UNAIDS Cosponsors, to assist countries
in developing and implementing inter-
ventions designed to guarantee that these
vulnerable and often very diverse popula-

tions can access optimum HIV services.



@

UN WOMEN

UN Women'’s strategic approach to HIV
includes providing technical and financial
support to Member States and women’s
organizations, particularly those of women
living with HIV, in the area of gender
equality and AIDS. To reduce the vulner-
ability of women and girls to HIV, UN
Women seeks to address the challenges
that stem from unequal power relations

between women and men.

@

WHO

The organization plays a critical role
within the United Nations system as the
directing and coordinating authority for
international health. Its wide-ranging
remit involves providing leadership on
increasingly complex global health matters,
producing health guidelines, norms and
standards, monitoring and assessing health
trends and shaping the health research
agenda. As a founding Cosponsor of
UNAIDS, WHO is committed to providing
technical support to countries and helping
them to address pressing public health
issues including HIV treatment and care

and HIV/tuberculosis coinfection.

@

ILO

As a Cosponsor of UNAIDS, and under the
UNAIDS Division of Labour, ILO is the
lead agency on HIV workplace policies and
programmes and private sector mobiliza-
tion. ILO recognizes that HIV has a poten-
tially devastating impact on labour and
productivity and represents an enormous
burden for working people, their families
and communities in a number of ways. For
example, HIV-related stigma and discrimi-
nation threaten their fundamental rights at
work and undermine their opportunities to
obtain decent and sustainable employment.
The workplace offers a unique entry point
to reach this large, vital and productive
segment of the population. The organiza-
tion has been involved in the HIV response
since 1998 through the world of work.

@

WORLD BANK

The World Bank has long recognized the
threat that HIV poses to progress and
development. It helps to define the global
response to HIV and fully champions the
vision of zero new HIV infections, zero
discrimination and zero AIDS-related
deaths. As a founding UNAIDS Cosponsor,
and under the UNAIDS Division of
Labour, it is the lead agency for support to
strategic planning, including costed and
prioritized multisectoral national AIDS
plans and conducting analysis to underpin
evidence-informed policies. In addition,
the World Bank co-leads assistance
provided on sexual transmission of HIV
with the United Nations Population Fund,
and social protection with the United
Nations Children’s Fund.

&

UNESCO

UNESCO, a founding Cosponsor of
UNAIDS, is responsible for leading
efforts to support countries in scaling up
the education sector response to HIV.
UNESCO has more than 50 staff members
dedicated to working on HIV and health
education. Of these, the majority are
based in countries that UNAIDS has
prioritized for high-impact interventions.
The agency draws on its unique spectrum
of competencies across the diverse
spheres of education, the sciences,
culture, communication and information
to push for a truly multisectoral and

comprehensive response to HIV.
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HISTORY OF AIDS



1981—1985
MYSTERY AND CONFUSION

The year 1981 is generally referred to as the beginning of the
modern HIV epidemic. The first cases of unusual immune
deficiencies were identified among gay men in California and
New York, United States of America. The Centers for Disease
Control and Prevention (CDC) Morbidity and mortality weekly
report of 5 June 1981 described a syndrome that would initially
be called GRID (gay-related immune deficiency) and would later
be known as AIDS. By December 1981, it became clear that the
disease affected population groups other than gay men: in the
United States, the first cases of pneumocystis pneumonia (an
opportunistic infection associated with HIV) in injecting drug
users were reported, as well as the first woman with AIDS and the
first paediatric AIDS case. At the same time, the first case of AIDS
was documented in the United Kingdom of Great Britain and

Northern Ireland.

By 1982, communities were already forming to respond to the
unfolding crisis. The city and county of San Francisco, working
closely with the San Francisco AIDS Foundation, the Shanti
Project and others, developed the San Francisco Model of Care,
which emphasizes home- and community-based services. Gay
Men’s Health Crisis was established in New York City, and
community organizations in the United Kingdom and the United

States began promoting safer sex among gay men.

In 1982, AIDS was also reported among haemophiliacs and
Haitians. A cluster of cases among gay men in southern California
suggested that AIDS might be caused by a sexually transmitted
infectious agent. Meanwhile, a 20-month-old child who had
received multiple transfusions of blood and blood products died
from AIDS-related infections. This case provided clearer evidence
that AIDS was caused by an infectious agent and resulted in
concerns about the safety of the blood supply. The CDC also
reported the first possible cases of mother-to-child transmission of
AIDS. In Uganda, doctors were seeing the first cases of a new, fatal

wasting disease, soon to become known locally as “slim”

By the end of 1982, AIDS had been reported in 14 countries,
including Australia, Brazil, Canada, several European countries
and South Africa.

The United States Centers for Disease Control
and Prevention issued the first official report of
what would become known as the HIV epidemic.
°

In 1983, the CDC released a statement that:

“persons who may be considered at increased risk of AIDS
include those with symptoms and signs suggestive of AIDS; sexual
partners of AIDS patients; sexually active homosexual or bisexual
men with multiple partners; Haitian entrants to the United States;
present or past abusers of IV drugs; patients with haemophilia;

and sexual partners of individuals at increased risk for AIDS” (1).

In France, scientists at the Pasteur Institute, led by Luc Montagnier,
isolated the lymphadenopathy-associated virus (LAV), later to
become known as human immunodeficiency virus (HIV). The
World Health Organization (WHO) held its first meeting to assess
the global AIDS situation and began international surveillance.

By the end of 1983, AIDS was reported in 33 countries, including
15 European countries, seven Latin American countries, Haiti and

Zaire (now the Democratic Republic of the Congo).

Fear and panic began to mount. The first AIDS discrimination case
in the United States was brought in 1983 by Joseph Sonnabend to
prevent the eviction of his medical practice, which specialized in
AIDS care. In Denver, the United States National Association of
People with AIDS issued a statement of 17 principles of empower-
ment, ranging from health-care decisions to civil rights, and deci-
sion-making processes to sexual conduct. These Denver Principles
encapsulated the response to AIDS—and changed health care in
general forever. At this point, coping with grief became a need, and
the AIDS Candlelight Memorial was held for the first time in San
Francisco. This action was to be repeated by communities globally
in the years to come.

With the United States Health and Human Services Secretary
predicting a brief epidemic and a quick cure, effective—although
controversial —HIV prevention measures were slowly

identified and introduced. For example, the first small-scale
needle and syringe exchange project started in Amsterdam, the
Netherlands, in 1984.

A significant breakthrough came in 1985 with the United States
Food and Drug Administration (FDA) approving the first HIV
antibody test. This enabled confirmation of cases, and scaled up
voluntary testing and counselling in a climate of fear. This year saw
the first report of mother-to-child transmission of HIV through
breastfeeding, as well as the first international conference on AIDS
(I International AIDS Conference), held in Atlanta, United States.

1982

5 June 1981
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Acquired immunodeficiency syndrome (AIDS) is
defined for the first time
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A SYMBOL OVER THE HEART

RED RIBBON
STORY

The massive AIDS advocacy movement was
symbolized by a red ribbon, one of the most
tconic visual statements in modern history:

The red ribbon was created by the artist’s
collective, Visual AIDS, as a symbol of solidarity
to build public support for the AIDS response and
to demonstrate compassion for people living with
HIV. It first appeared on the dresses and lapels of
celebrities attending awards ceremonies in the
1990s and was quickly adopted by people from all
walks of life who wanted to show their solidarity
with the AIDS movement.

Many institutions engaged in the AIDS response
have adopted the red ribbon as part of their
brand identity, from national AIDS commissions
and associations of people living with HIV to
international organizations, including UNAIDS,
which incorporated a red ribbon on its logo when
the organization was founded in 1996.

After more than 30 years of the HIV epidemic, the
red ribbon continues to unite the AIDS movement,
demonstrating the power of advocacy and activism.



At least one HIV or AIDS case had been reported to WHO from

each region of the world—51 countries with a total of 20 303 cases.

In the United States, a fear developed that drinking communion
wine from a common cup could transmit AIDS; Ryan White, a
13-year-old haemophiliac with AIDS, was barred from school;
and the Pentagon announced that it would begin testing all

new recruits for HIV infection and reject anyone who tested
HIV-positive. In many countries, undertakers refused to handle
the bodies of people who had died of AIDS-related illnesses.

1986—1990
PANIC AND PROTEST

After the death of the film icon Rock Hudson, from AIDS-related
causes the world began to sit up and pay attention to the disease—
but the reaction was often to the point of panic. Calls went out for
mass quarantines, children with HIV had their homes burned down,
and AIDS-phobic and homophobic attitudes skyrocketed.

On the scientific front, the hope of a cure, or at least respite from
the disease, was given a boost. In 1986, clinical trials showed that
azidothymidine (AZT) slowed the progress of HIV. In 1987, this
first antiretroviral medicine was approved by the FDA in record
time. At US$ 10 000 for a one-year supply, AZT was the most
expensive medicine that had ever been developed. Frustration at
the prohibitively high cost of the medicine boiled over in 1987
with the formation of the protest group ACT UP. This group
dominated AIDS politics and policies for the next few years
through direct actions such as demonstrations on Wall Street,
shutting down the FDA for a day, and infiltrating the New York
Stock Exchange.

New information about HIV continued to emerge. The first
documented infection with HIV-2, an HIV subtype prevalent

in western Africa, occurred in 1986. The name for the virus was
finally settled, with the International Committee on the Taxonomy
of Viruses deciding on human immunodeficiency virus (HIV).
Research continued, and the FDA sanctioned the first human
testing of a candidate vaccine against HIV in 1987.

Clinical care also made some important enduring advances. In
1989, counting of CD4 T-cells commenced, and hepatitis C virus
was isolated. These developments spurred research into vaccines,

treatments and cures. In recent years, such research has led to an

The human immunodeficiency virus is identified as
the cause of AIDS.
°

effective cure, although this is currently prohibitively expensive for
most countries. In 1990, the United States Public Health Service
issued a statement on managing occupational exposure, including
the use of AZT for post-exposure prophylaxis (PEP). The use of

PEP expanded in many countries in the early 1990s.

In the area of prevention, a number of important measures were
taken. In 1986, WHO recommended needle exchange to prevent
HIV transmission through injecting drug use. Several European
countries, Australia, Canada and New Zealand had already
been quick to adopt this approach. In 1990, the CDC adopted a
“client-centred” approach to HIV prevention counselling,
focusing on the person rather than the infection—this approach
continues to recognized as central to effective care, and reflects
the Denver Principles.

Socially, the response was piecemeal but growing, and politically
powerful while intensely personal. For example, in 1986, the first
panel of the AIDS Memorial Quilt was created in San Francisco;
the following year, the quilt was displayed on the National Mall in
Washington, DC. The quilt featured 1920 panels, and its display
drew half a million people. In Zambia, President Kenneth
Kaunda revealed that one of his sons had died from AIDS-related
causes, becoming the first African leader to speak about AIDS

in his own family. Calls began for a global education campaign
on condom use and HIV prevention. Some of the most severely
affected countries began to act—for example, Uganda began
promoting sexual behaviour change, and the AIDS Support

Organization was formed.

Awareness and action increased in 1987. United States President
Ronald Reagan, who had been accused of neglecting AIDS, finally
made a statement describing AIDS as “public enemy number 1” in
April 1987. The III International AIDS Conference, held months
later in Washington, DC, was the first conference to be explicitly
political, and included several demonstrations against the lack

of political commitment and delays in access to experimental
treatment. The influential book And the band played on, by Randy
Shilts, chronicling the early years of the epidemic, was published.

Fear stalked the AIDS response. The United States added HIV
as a “dangerous contagious disease” to its immigration exclusion
list, effectively banning HIV-positive travellers from entering the

country. Both public health concerns and the potential financial

st
1983
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N
First reports of an association
between TB and HIV among
people with AIDS in Haiti.
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burden on the health service were cited as reasons. As a result, the
1992 VIII International AIDS Conference, which was originally to
be held in Boston, was relocated to Amsterdam. These restrictions

were only removed 22 years later (2).

The international response was gaining some momentum and
coherence. WHO launched its global AIDS strategy in 1986, and,
in 1987, established the Global Programme on AIDS (GPA). The
role was to raise awareness; formulate evidence-based policies;
provide technical and financial support to countries; initiate
relevant social, behavioural and biomedical research; promote
participation by nongovernmental organizations; and champion
the rights of people living with HIV. That year, AIDS became

the first health issue ever debated at the United Nations General
Assembly, which resolved to mobilize the entire United Nations
system in the worldwide struggle against AIDS and designated
WHO to lead the process (3).

People living with HIV also begin to organize internationally. The
International Steering Committee for People with HIV/AIDS was
created in 1986. It held the first international meeting of people
living with HIV in London, United Kingdom, with 50 participants,
primarily from western Europe. This became the Global Network
of People Living with HIV/AIDS (GNP+) in 1992, reflecting

the move to include programmes. The IV International AIDS
Conference in 1988, in Stockholm, Sweden, also saw a shift in

the main focus of the conference from a purely biomedical one

to include in the debate the “Face of AIDS”—a forum inclusive of

people living with HIV.

In the late 1980s, the needs of women came to the fore, as

WHO reported that the number of women living with HIV in
sub-Saharan Africa exceeded that of men. However HIV-related
infections experienced specifically by women, such as pelvic
inflammatory disease and cervical cancer, were not included in

the case definition of AIDS. Women with these symptoms were
often diagnosed with AIDS-related complex or HIV. In the United
States, women with such a diagnosis were ineligible for social
security benefits. The Women’s Caucus of ACT UP sued the CDC
for the unfair denial of disability benefits due to the narrow defini-
tion of AIDS, calling for 15 conditions to be added to the case defi-
nition. These were eventually adopted in January 1993. The need
for a voice to reflect the needs of women living with HIV led to the

formation of the International Community of Women Living with

In Africa, a heterosexual AIDS epidemic is reported
°

HIV/AIDS in 1992. The Global Network of Sex Work Projects was
also established in 1990, initially as an informal alliance of a group
of activists for the rights of sex workers, who worked within sex

work projects around the world.

The faces of the epidemic were diverse, and so were the responses.
Elizabeth Glaser, an HIV-positive mother of two HIV-positive
children, and two friends formed the Pediatric AIDS Foundation
in 1988, renamed the Elizabeth Glaser Pediatric AIDS Foundation
after her death in 1994. Today, the foundation is a global nongov-
ernmental organization dedicated to preventing and eliminating

paediatric HIV infection.

Humanizing HIV was central to countering the fear, prejudice,
stigma and discrimination that followed the appearance of HIV. In
1988, WHO declared 1 December to be World AIDS Day, which
is now in its 28th year. Public displays such as Diana, Princess

of Wales, shaking hands with a man living with HIV at the
opening of the Landmark AIDS Centre in London were essential

in destigmatizing HIV.

The period was chaotic, and confusion reigned. The 1990 VI
International AIDS Conference, San Francisco, was the focus

of large-scale protests against the United States Government’s
response to the epidemic and the lack of effective treatment for
people living with HIV. Ronald Reagan apologized for his neglect
of the epidemic during his term as President. In the aftermath

of the fall of communism in the communist states of central and
eastern Europe, reports emerged of large numbers of children
with HIV in Romanian hospitals and orphanages. International
leadership of the AIDS response changed when Jonathan Mann,
the first director of WHO’s GPA, resigned from the post. During
his leadership, the GPA became the largest programme in WHO’s
history. Mr Mann personally concluded agreements to establish
AIDS programmes in 155 countries (4). He died in a plane crash

en route to WHO in Geneva, Switzerland, in 1998.

By the end of the 1980s, an estimated 8 million people were living
with HIV worldwide. As the death toll continued to mount,
AIDS claimed more recognizable faces, including Ryan White,
the adolescent boy whose barring from school in 1985 unleashed
a campaign against AIDS prejudice; Keith Haring, a New York
artist and social activist; and Cazuza, a Brazilian rock singer,

who was chronicled on the front covers of influential magazines

1984

1984
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Scientists identify HIV (initially called HTLV-III
or LAV) as the cause of AIDS.



through the dying process, helping to change public perceptions
and attitudes in Brazil. Benetton’s photo of David Kirby on his
deathbed in Ohio, United States, brought this AIDS realism to its
natural end, and was viewed globally.

1991—-1995
DEATH AND DARKNESS

The period 1991-1995 was mostly disappointing in HIV research
as the death toll continued to rise, and new treatments proved

to be of limited value. In 1993, the Concorde Study showed that
AZT monotherapy was not effective in averting AIDS. This was
also the period when the surveillance case definition for AIDS
was revised to include people with less than 200 CD4 cells/mm’
(5), greatly increasingly the number of people with AIDS. One
sign of hope in the response came in 1994 when the AIDS Clinical
Trials Group (ACTG) protocol 076 showed that AZT prophylaxis
reduces mother-to-child transmission of HIV. This had an impact
on efforts to scale up prevention of mother-to-child transmission
programmes in countries, firstly in developed countries and then
later in developing countries. It also provided the possibility for
people living with HIV to plan a family. Hope was renewed in
1995 when saquinavir, the first protease inhibitor, was approved in

the United States, ushering in a new era of treatment.

AIDS awareness continued to grow, with the red ribbon intro-
duced as the international symbol for AIDS at the Tony Awards

in 1991. In 1992, Freddy Mercury, lead singer of Queen, died
from an AIDS-related illness, and, weeks later, Magic Johnson, the
United States basketball star, announced that he was HIV-positive.
His announcement—while he remained healthy—redefined the
perception of the disease in the minds of many.

Fear grew among communities of people living with HIV, with a
series of highly publicized cases of criminalization of transmission,

beginning in Australia in 1991 (6).

Restrictions on people living with HIV entering the United
States remained a rallying point internationally. People living
with HIV around the world marched on United States consul-
ates to protest, but in 1993 President Bill Clinton signed into law
the immigration policy excluding people living with HIV from

entering the country.

World’s first needle-syringe programme is set up in
Amsterdam, Netherlands
°

The community response continued to expand, with the establish-
ment of the International Council of AIDS Service Organizations
and the International Community of Women Living with HIV/
AIDS in 1991 and 1992, respectively. The idea that personal expe-
riences should shape the AIDS response—the greater involvement
of people living with HIV (GIPA) principle—was formalized by
42 countries at the 1994 Paris AIDS Summit on World AIDS Day
(7). As awareness increased, this period also saw the formation, in
1995, of the first regional network of people living with HIV: the
Asia Pacific Network of People Living with HIV/AIDS (APN+).

This period saw growing desperation to halt the spread of HIV.
Experts from Africa and India spoke out at the opening ceremony
of the VII International AIDS Conference, highlighting the
growing burden of the epidemic in their countries. Thailand
launched Asia’s most extensive HIV prevention programme. In
1994, AIDS was declared the leading cause of death for Americans
aged 25-44; in the following year, President Clinton hosted the
first White House Conference on HIV/AIDS.

Globally, UNAIDS estimated that at least 23.6 million people
(people living with HIV + cumulative deaths in 1995) had become
HIV-positive since the beginning of the epidemic. By 1 January
1995, cumulatively 1 million cases of AIDS had been reported to
the WHO GPA. In 1995, as the outbreak of HIV among people
who inject drugs intensified in eastern Europe, governments made
the decision to establish UNAIDS to lead the AIDS response
through advocacy for global action on the epidemic, and to coor-
dinate HIV efforts across the United Nations system. UNAIDS

continues in this role to this day.

1996—2000
HOPE AND UNCERTAINTY

In Vancouver, Canada, at the XI International AIDS Conference,
scientists reported a significant treatment breakthrough: highly
active antiretroviral therapy (HAART), which dramatically
reduces mortality and morbidity among patients, and shifts the
prognosis for HIV infection from almost certain fatality to a
chronic illness. The term “Lazarus syndrome” was used to describe
patients who returned from the brink of death to good health,
with low viral loads and increased CD4 counts. By 1997, the
number of AIDS-related deaths had dropped in the United States
for the first time since 1981. David Ho, one of the lead clinical

1984
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First HIV antibody test
is developed.
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investigators in the HAART studies, was named Time magazine’s
Man of the Year for 1996.

Brazil became the first developing nation to address access to
treatment holistically, distributing antiretroviral medicines.
However, by 1998, early optimism had faded, with growing signs
of treatment failure and side effects. VaxGen started the first
human trial of the vaccine AIDSVAX in North America and the
Netherlands in 1998, and in Thailand the following year.

Reorganization and deepening of the structures of the AIDS
response continued. In addition to UNAIDS becoming opera-
tional, the International AIDS Vaccine Initiative was established to
address barriers to the search for an effective AIDS vaccine. People
living with HIV continued to mobilize, with the establishment

of the Caribbean Regional Network of People Living with HIV/
AIDS (CRN+), and national networks in India (INP+) and Brazil
(RNP+ Brazil). In South Africa, the Treatment Action Campaign
was launched in 1998 to advocate for access to treatment. Globally,
at the XII International AIDS Conference in Geneva, Switzerland,
the growing gap between rich and poor countries in the AIDS
response took centre stage.

Harm reduction continued to face major obstacles. In the
United States, the Secretary of the Department of Health and
Human Services determined that needle exchange programmes
are effective and do not encourage the use of illegal drugs;
however, the ban on federal funding of such programmes
remained in place in 1998.

National AIDS response
launched in Uganda.
[ ]

September 2012 March 2015

The human stories behind AIDS continued to be shared. In 1997,
the Nigerian singer Fela Anikulapo-Kuti died of an AIDS-related
illness. Justice of the South African Constitutional Court, Edwin
Cameron, announced that he had been living with HIV for

12 years. The price that some people pay in being publicly identi-
fied as HIV-positive was highlighted when Gugu Dhlamini, from
South Africa, was murdered after revealing her status in 1999,
months before the XIII International AIDS Conference in Durban.

With AIDS declared the number one killer in Africa, and southern
Africa the epicentre of a global pandemic—with almost 30 million
people living with HIV and 10.5 million people dead from AIDS-
related causes—a sense of crisis was growing internationally.

In the first days of the new millennium, the United Nations
Security Council met for the first time to discuss the impact

of AIDS—a health issue—on peace and security in Africa. The
Security Council declared AIDS an international security issue,
threatening social, economic and political structures worldwide.
This heralded the beginning of unprecedented international mobi-

lization and commitment.

2001—2005
COMMITMENT AND MOBILIZATION

Having adopted the Millennium Development Goals in September
2000, including Goal 6 to halt and begin to reverse the spread of
HIV/AIDS by 2015, in 2001 the United Nations convened the first
United Nations Special Session on HIV/AIDS. At this meeting,
heads of state and representatives of governments issued the
Declaration of Commitment on HIV/AIDS, which stated what
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governments pledged to do—themselves, with others in inter-
national and regional partnerships, and with the support of civil

society—to reverse the epidemic.

The Declaration was a watershed as members of civil society were
involved as both planners and participants, a much needed change
in light of the fact that so many leaders had for far too long sat
quietly on the side lines as the epidemic grew and then raged out
of control. The Declaration, while not a legally binding document,
was a clear statement by governments of what they agreed should
be done and their commitments, many with specific deadlines.

As such, the Declaration was a powerful tool to guide and

secure action, commitment, support and resources for the AIDS

response, both within and outside government.

The sense of urgency was palpable. In 2002 former United States
President Bill Clinton and Nelson Mandela were two of the
high-profile leaders to participate in the XIV International AIDS
Conference in Barcelona, Spain, reflecting ever increasing political
commitment to respond to the epidemic. UNAIDS reported that
women made up half of all adults living with HIV worldwide and
that HIV was the leading cause of death worldwide among men
and women aged 15—59 years. That same year, the international
community formed the Global Fund to Fight AIDS, Tuberculosis
and Malaria (Global Fund) to provide the financial support
needed for effective prevention, treatment and care programmes
for these three deadly diseases. At the time of the creation of the
Global Fund, AIDS, tuberculosis (TB) and malaria collectively
were taking the lives of approximately 6 million people a year. The
level of international annual resources for HIV increased from
US$ 350 million in 2003 to US$ 1 billion in 2006.

In 2003 United States President George W. Bush introduced, and
the United States Congress passed, the United States President’s
Emergency Plan for AIDS Relief (PEPFAR). PEPFAR was and
remains the world’s largest international assistance programme
dedicated to one disease. The financial resources underpinning it

were monumental—US$ 15 billion over five years (2004-2008).

A critical component of scaling up treatment was ensuring that
antiretroviral drugs are affordable. The advent of generic HIV
drugs turned the tide on access and affordability. The Doha
Declaration of 2001, a policy landmark in efforts to rebalance

intellectual property protection for health products and public

The first African AIDS support organization
is founded in Uganda.
[ ]

health needs, helped reduce drug costs from US$ 10 000 in 2000
to less than US$ 100 in 2011.

As resources started to flow into countries, the real work of
building the health infrastructure to sustain HIV prevention,
treatment, care and support efforts began. The AIDS response
was finally in emergency mode, beginning to respond to a public
health crisis that had been largely ignored by leaders for decades.
With time being of the essence, learning was by doing. The one
thing that was finally apparent to all was that resources had to
reach people often halfway around the world—and they needed to
reach them now.

Scaling up treatment was the focal point of the AIDS response.

In 2003 the World Health Organization (WHO) and UNAIDS
launched the “3 by 5” initiative, with the goal of having 3 million
people in developing countries on antiretroviral therapy by the end
of 2005. This was undoubtedly an audacious goal, but it was a goal

that was set to provide momentum for treatment scale-up.

Communities were also gearing up their response. The
International Treatment Preparedness Coalition was formed at the
International Treatment Preparedness Summit held in 2003

in Cape Town, South Africa. At this meeting, 125 activists from

67 countries gathered to discuss how to expedite access to
treatment to the millions of people living with HIV in the global
south, including advocacy for a drastic reduction in drug prices
and to allow the manufacture and import of cheap generic

drugs. Action was not without risk, however. In 2005 the South
African Police Services in Queenstown brutally assaulted and then
opened fire on unarmed peaceful protesters from the Treatment
Action Campaign asking for HIV treatment. Some 40 people were
injured and 10 treated for gunshot wounds—a shocking display

of police brutality believed to be a first in the history of AIDS
activism and advocacy (9).

Specific groups of people living with HIV were also emerging.
Young Positives—subsequently becoming Y+, the Global Network
of Young People Living with HIV—was born in 2002. In the
following year, ANERELA+, which later merged into INERELA+,
an interfaith network of religious leaders who are living with or

personally affected by HIV, was formed.

Science was also gearing up to meet the challenge of providing

services, particularly in high-burden countries. HIV testing is
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the entry point to both prevention and treatment. In 2002 the
United States Food and Drug Administration (FDA) approved
the first rapid HIV test, heralding an era of wide-scale testing
using increasingly simplified tools. This period also saw increased
research into a new prevention tool. Clinical trials of male
circumcision in Orange Farm, South Africa showed reduced HIV
transmission. These findings were confirmed by clinical trials

in Kisumu, Kenya and Rakai, Uganda, in 2006 (10), resulting in
increased efforts to scale up male circumcision as part of compre-

hensive HIV prevention in sub-Saharan Africa.

Immense challenges remained in reaching key populations,
however. In 2003 the United States Congress barred the use of
federal funds by foreign organizations to “promote, support, or
advocate the legalization or practice of prostitution”, which was
expanded in 2005 by the United States Agency for International
Development to cover United States-based organizations. This

policy continues to be litigated in the courts to this day (11).

The XV International AIDS Conference in Bangkok, Thailand, was
held against a backdrop of high HIV prevalence and the achieve-
ment of significant reductions in HIV incidence in the country.
The “war on drugs” launched by the Thai Government resulted

in many deaths and arrests, however, underscoring to the world
the negative impact of criminalization rather than a public health
approach to injecting drug use. This was in the period when WHO

placed methadone on the Essential Medicines List.

2006—2010
SETTING TARGETS FOR UNIVERSAL ACCESS

As countries began to scale up access to treatment, the ambitions
became bolder. By 2006 the “3 by 5” initiative had not achieved
its target, but the results were so promising that Member States
agreed in a further United Nations political declaration to provide
universal access to HIV prevention, treatment, care and support

services for all people in need by 2010.

Countries began to set national targets. For example, the South
African Government in 2007 developed an ambitious and
comprehensive five-year plan to address the epidemic after years of
inaction. This plan aimed to reduce the number of new infections
by 50% and to bring treatment care and support to at least 80% of
all people living with HIV and their families.
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In 2007, UNAIDS revised downwards the estimates of people
living with HIV to 33.2 million. Previously, in 2006 it was
estimated that 39.5 millions people were living with HIV. The
revisions reflected better understanding of the epidemic and

improved methods of estimation.

Momentum continued to mount on the back of success. In 2006
Brazil, Chile, France, Norway and the United Kingdom of Great
Britain and Northern Ireland formed UNITAID to help facilitate
and speed up the availability of improved health tools, including
medicines and diagnostics. The creation of the Medicines Patent
Pool by UNITAID in 2010 resulted in major agreements, managed
by the Pool, leading to the generic production and improved
affordability of important drugs for paediatric treatment, including
abacavir, lopinavir and fixed-dose combinations of tenofovir-based
regimens. The United States Congress reauthorized PEPFAR for
an additional five years in 2008, committing US$ 48 billion to
AIDS, malaria and TB. This was also a time of transition. PEPFAR
was transitioning from an emergency response to promoting
sustainable country programmes. At UNAIDS, Executive Director
Peter Piot stepped down at the end of 2008, and Michel Sidibé was

appointed as his successor.

While increased resources were flowing to address HIV and
countries scaled up action, the global response was still falling
short in its effort to curb the epidemic and care for people living
with HIV. Moreover, gender inequity, homophobia and discrimi-
nation against sex workers and people who use drugs continued to
hamper prevention efforts. In response, underserved communities
mobilized on the back of the successes of movements of people
living with HIV. At the 2006 International AIDS Conference

in Toronto, Canada, the Global Forum on MSM and HIV was
formed, followed in 2008 by the International Network of People
who Use Drugs, which represents the interests of people who use
drugs, especially those who encounter human rights violations or
are affected by blood-borne viruses and encounter discrimination

simply because of their drug use.

In this period, science came to the fore. In addition to the HIV
prevention benefit of male circumcision, there was a wide range
of significant advances in HIV prevention research, opening the
way for new prevention tools to be harnessed in the HIV response.

The Intervention with Microfinance for AIDS and Gender Equity



“This is a global fight
and it’s one that America
must continue to lead...
Looking back at the
history of HIV/AIDS,
voUu’ll see that no other
country has done more
than this country, and
that’s a testament to
our leadership as a
country. But we can’t
be complacent.”

BARACK OBAMA



(IMAGE) study found that in addition to impacts on economic
wellbeing, women’s empowerment and intimate partner violence,
interventions addressing the economic and social vulnerability

of women result in reduced risk behaviour among young women
(12). In 2009 the RV 144 vaccine trial in Thailand showed 31%
protection, proving that a preventive HIV vaccine is possible (13).
The following year, the CAPRISA 004 trial in South Africa showed
that vaginal tenofovir gel reduces womenss risk of HIV acquisi-
tion by 39% over 30 months, providing proof of concept that an
antiretroviral agent can prevent sexual transmission of HIV in
women (14). The decade ended with the positive news from the
iPrEX trial among men who have sex with men in Brazil, Ecuador,
Peru, South Africa, Thailand and the United States of a 44%
reduction in HIV acquisition in men taking a single daily tablet of

1991

emtricitabine/tenofovir, demonstrating the effectiveness of a new

HIV prevention tool, pre-exposure prophylaxis (15).

There were also a number of significant advances in HIV
treatment. Atripla, the first multi-class, fixed-dose combination
pill of antiretroviral drugs was approved by the United States
FDA in 2006, reducing pill burden and simplifying dosing, with
the potential to increase adherence. The following year, the FDA
approved two new treatment options: the first integrase inhibitor,
raltegravir, targeting a viral enzyme that inserts the viral genome
into the DNA of the host cell; and the first entry inhibitor, a CCR5
blocker, maraviroc. The first and, to date, only case of a person
being cured of HIV, Timothy Ray Brown, known as the “Berlin
patient”, was reported in 2007. Brown had leukaemia and HIV

Scientists develop the first treatment
regimen to reduce mother-to-child
transmission of HIV.

[ ]

.
Thailand launches Asia’s most extensive
HIV prevention programme
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and was cured of HIV through a bone marrow transplant in
Berlin, Germany (16). This classification as cured of HIV was
confirmed in 2011.

In an attempt to increase the number of people taking HIV tests,
WHO and UNAIDS issued new guidance recommending provid-
er-initiated HIV testing and counselling in health-care settings

in 2007 (17). On the basis of new evidence on when to initiate
antiretroviral therapy, optimal antiretroviral therapy regimens,
the management of HIV coinfection with TB and chronic

viral hepatitis, and the management of antiretroviral therapy
failure, WHO developed revised treatment guidelines in 2010.
Development of these guidelines involved consultations with civil
society networks, including the Global Network of People living
with HIV, the International Treatment Preparedness Coalition and
the International Community of Women Living with HIV/AIDS,
to ensure the values and preferences of people living with HIV
were reflected—a new mode of collaboration (18).

Elizabeth Taylor, one of the first celebrities to advocate on behalf
of people living with HIV, and founding national chair of the
American Foundation for AIDS Research, supporting AIDS
research, HIV prevention, treatment education and advocacy for
AIDS-related public policy, died in 2010.

Key populations continued to face existential challenges.
Antidiscrimination legislation received a boost in India in 2009
when the High Court overturned Section 377 of India’s Penal Code
that banned homosexuality; this decision was overturned by the
Supreme Court in 2013. In the same year, the Ugandan Parliament
debated a bill that aimed to criminalize homosexuality, with the
possibility of the death sentence for some offences.

The decade concluded with UNAIDS reporting a continued
decline in new HIV infections and AIDS-related deaths. As HIV
transmission had finally been halted and reversed, the challenge

was now how quickly the global response could end the epidemic.

2011—2015
MEASURING IMPACT

On 10 June 2011 the General Assembly adopted the Political
Declaration on HIV/AIDS: Intensifying our Efforts to Eliminate
HIV/AIDS (19), which built upon previous commitments
within the 2001 Declaration and the 2006 Political Declaration,

highlighting 10 high-priority targets and commitments to
ensure universal access to prevention, treatment, care and

support by 2015.

The emphasis of the Declaration was on measuring impact in the
lead up to the end date of the Millennium Development Goals.
For example, the new treatment target—of reaching 15 million
people with HIV treatment by the end of 2015—at the time
seemed unreachable; this goal has not only been met, however, but
exceeded, months earlier than anticipated. The UNAIDS World
AIDS Day 2012 report showed that the number of new HIV infec-
tions had more than halved across 25 low- and middle-income
countries since 2001; young people aged 15-24 years accounted
for 40% of all new adult HIV infections, however, underlining the
need for more targeted HIV prevention services (20). Also, in the
past two years, there have been major advances in the scale-up of
voluntary medical male circumcision. Approximately 1 million
men were circumcised in 2013, and a cumulative total of nearly

6 million men had been reached with voluntary medical male

circumcision within 14 high-priority countries by the end of 2013.

By 2012 new infections among children had been cut by 31%

since 2009, due to interventions for elimination of mother-to-
child transmission of HIV. UNAIDS, however, estimated that 77%
of children living with HIV did not have access to treatment. In
2013 the Medicines Patent Pool and ViiV Healthcare launched a
collaborative agreement to increase access to antiretroviral therapy
for children, a significant step to bridging the gap in paediatric
HIV treatment.

The 2011 Political Declaration made the removal of all HIV-related
restrictions to entry, stay and residence a key priority. Currently,
36 countries, territories and areas continue to maintain restric-
tions on the entry, stay and residence of people living with HIV,
down from 59 in 2008. In recent years, Armenia, Australia, the
Comoros, Fiji, Mongolia, the Republic of Moldova and Tajikistan
have removed such restrictions. In 2012 the XIX International
AIDS Conference was held in Washington, DC in the United
States. This was the first time since 1990 that the conference had
been held in the United States, in honour of the lifting of its ban on
people living with HIV entering the country. This was also the first
time in 16 years that the AIDS Memorial Quilt was displayed in

its entirety. Tragically, former President of the International AIDS

Society, Joep Lange, and a number of other committed people in
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“Nothing angers me
like injustice, but
| don’t stay angry,
because you can’t
struggle and win if

you’re angry.”

ZACKIE ACHMAT

the AIDS response were killed in the MH17 plane crash en route

to the XX International AIDS Conference in Melbourne, Australia.

The 2011 Political Declaration for the first time explicitly referred
to sex workers and people who inject drugs as key populations

in the HIV response, providing renewed focus on these popula-
tions. The use of such explicit language at such a high political
level has opened new pathways for advocacy and work towards
the vision to end AIDS. On the back of advances in HIV preven-
tion, treatment and care science, key populations were involved
in the development of WHO normative guidance for men who
have sex with men and transgender people (23), people who use
drugs (24) and sex workers (25, 26), which culminated in the first
iteration of consolidated guidance for key populations in 2014
(27). This has become the new norm in United Nations and civil

society interaction.

Key populations continue to be disproportionately affected by
HIV in many countries, however. Hostile legal frameworks serve
to alienate certain groups, creating barriers to the accessing of
HIV services and sexual and reproductive health and rights and
leading to an increase in transmission among key populations.
Recent years have seen some tragic and dramatic examples. In
Uganda, the murder of gay rights activist David Kato underscored
the dangers faced by individuals. In 2014, Nigeria passed a law
that could prevent access to HIV services for lesbian, gay, bisexual,

Paris meeting establishes the Greater Involvement
of People with HIV (GIPA) principle
L[]

transgender and intersex people. Community members faced
violence from neighbours emboldened by the law in several places.
In Uganda, the constitutional court overturned the anti-homo-
sexuality law passed by the parliament. Mozambique, on the other

hand, scrapped the colonial era gay law.

Progress towards the target of halving HIV transmission among
people who inject drugs by 2015 has been slow due to a combina-
tion of criminal laws, stigma and discrimination, and a failure by

most states to provide evidence-based services.

The Global Fund and PEPFAR were launched to respond to an
emergency situation. Thanks to the efforts of many, the response
was significant and effective. As the situation on the ground
improved, however, the emergency response shifted to a sustain-
ability response where partner governments assume more of the

responsibility for meeting the health needs of their people.

Yet with the global financial crisis, financing the HIV response was
an ongoing concern. The Global Fund underwent considerable
change. The failure of donor countries to honour their commit-
ments culminated in Round 11 being effectively cancelled in
2011. To ensure continued funding for essential existing services,
the Global Fund introduced an emergency funding mechanism,
with strict eligibility criteria. One consequence was that the lack
of money available to the Global Fund meant that the scale-up of
services was put on hold, creating widespread concern that the
positive trends in recent years would be reversed. As a response
to this, in 2012 the Bill & Melinda Gates Foundation pledged

US$ 750 million to support the Global Fund. In late 2013,

US$ 12 billion was committed by international partners, repre-
senting a sharp increase in pledges made at the previous replen-
ishment conference of US$ 9.2 billion (28). Shared responsibility
by countries also grew. Domestic spending on HIV increased,
accounting for approximately 53% of global HIV resources in
2012. The total global resources available for HIV in 2014 were an
estimated US$ 20.2 billion.

On the scientific front there were advances as well as setbacks.
The results of the HIV Prevention Trials Network (HPTN) study
052 released in 2011 found that antiretroviral therapy reduces
HIV transmission by 96% in serodiscordant heterosexual
couples—a game changer for the HIV response, spurring WHO

to develop guidelines on the treatment and prevention benefits

1994 9

1994

96

N
AZT shown to reduce the risk of mother-to-child
transmission of HIV.



of antiretroviral therapy for serodiscordant couples in 2012 (29).
In order to reduce the risk of sexual transmission of HIV, these
guidelines suggest the partner living with HIV should begin
antiretroviral therapy immediately after diagnosis rather than
waiting for their CD4 count to drop, regardless of whether or not
they need antiretroviral therapy for their own health.

The Kesho Bora study in Burkina Faso, Kenya and South Africa
found that giving mothers living with HIV a combination of
three antiretroviral medicines during pregnancy, delivery and
breastfeeding reduces HIV infections in infants by 43% by the age
of one year and reduces transmissions during breastfeeding by
54% compared with the previously recommended antiretroviral
medicine regimen stopped at delivery (30). In 2013 it was reported
that the “Mississippi Baby” was the first documented case of an
infant “functionally cured” of HIV through aggressive antiretro-
viral therapy for 18 months; these hopes were dashed a year later,
however, with news that her HIV infection had rebounded (31).

While progress in the AIDS response has been staggering, there is
an understandable concern about keeping the momentum going.
The fear of AIDS fatigue is real. Treatment gaps remain. Stigma
and discrimination have not gone away and, in some countries,
have become worse. Yet we now have the evidence and know
how to end AIDS. As the Millennium Development Goals draw
to a close, it is time to aim higher. By the end of 2020 countries
are setting themselves the goal of reaching the 90-90-90 targets:
90% of people living with HIV knowing their HIV status, 90%

of people who know their HIV status accessing treatment, and
90% of people on treatment having suppressed viral loads so they
remain healthy. In the beginning AIDS activists embraced the
impossible. In 2015 it is time for the international community to
embrace the possible.
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A cocktail of three medcines shown to reduce viral
load much more effectively than any one drug.
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First protease inhibitor approved—the era of highly
active antiretroviral therapy (HAART) begins.
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15 YEARS

THE STATE
OF AIDS



THE STATE OF THE GLOBAL
AIDS EPIDEMIC

The world has halted and reversed the spread of HIV. The epidemic
has been pushed back as new infections have declined by 35%
since 2000. And now the response is going one step further—
ending the AIDS epidemic by 2030.

The rapid expansion of evidence- and human rights-based
approaches, backed by solid investments, has generated sharp

reductions in new HIV infections and AIDS-related deaths.

This chapter describes the current state of the epidemic and the
AIDS response and the progress made after 15 years of concerted
efforts. It provides an overview of how different populations

and locations are faring and where gaps remain. After analysing

current global trends, snapshots are provided for each region.

In 2014, 36.9 million [34.3 million-41.4 million] people

were living with HIV. The number of people living with HIV
continues to increase, in large part a positive trend, because
more than 15 million people globally as of March 2015 are on
antiretroviral therapy and as a result are living longer. At the
same time, even though new HIV infections have declined, there
is still an unacceptable number of new HIV infections each year,
contributing to the burden of the epidemic.

Worldwide, 0.8% [0.7-0.9%] of adults (aged 15-49 years) are living
with HIV. Sub-Saharan Africa, with 25.8 million [24 million—

28.7 million] people living with HIV, remains the region most
heavily affected by the epidemic. Although 80% of people living
with HIV live in only 20 countries (Figure 1), the HIV epidemic
remains global, affecting every corner of the world and adding
substantially to health burdens in many regions.

The most significant gains in reversing the epidemic have been
among children under the age of 15 years. Since 2000 new HIV
infections among children have declined by 58%. Yet the epidemic
continues to have profound effects on the youngest people. In
2014, 2.6 million [2.4 million-2.8 million] children aged under

15 years were living with HIV. The epidemic among children stems
primarily from HIV transmission during pregnancy, childbirth or
breastfeeding. With most of the countries with the highest burden
of HIV among pregnant women adopting a strategy to provide
lifelong antiretroviral therapy to pregnant women living with

HIV, elimination of new HIV infections among children remains
a distinct possibility within a few years. At the end of 2014,

73% [68-79%] of pregnant women living with HIV had access to
services for preventing mother-to-child transmission of HIV.

Globally, women account for 51% of all adults living with

HIV. Women represent 59% of all people living with HIV in
sub-Saharan Africa. Men living with HIV outnumber women
living with HIV in every other region, except the Caribbean.
Adolescent girls and young women are at especially high risk of
acquiring HIV. In 2014, 3.9 million [3.7 million-4.2 million]
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Figure 1
Proportion of people living with HIV by country, 2014
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Figure 2
New HIV infections, global, 2014
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Figure 3
Number of new HIV infections, global, 1990-2014
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young people aged 15-24 years were living with HIV—58% of
these were female. HIV prevalence is 1.7 times higher among
adolescent girls than among adolescent males in sub-Saharan
Africa and has been found to be up to eight times higher among
females than males aged 15-19 years in South Africa (1).

NEW HIV INFECTIONS CONTINUE TO DECLINE

During 2014 a total of 2.0 million [1.9 million-2.2 million] people
were newly infected with HIV. The number of newly infected
individuals in 2014 is 35% lower than in 2000. Globally, 220 000
[190 000-260 000] children acquired HIV infection in 2014.
Young people aged 15-24 years represent 34% of newly infected
adults. In 2014 sub-Saharan Africa accounted for 66% of all new
HIV infections. Except for young people aged 15-24 years, new
HIV infections are higher among men than women (Figure 2).

New HIV infections have declined steadily over the past 15 years,
but the pace of the fall in new infections appears to have
quickened in recent years. New infections dropped by 11% in
2005-2009 but fell by 13% in 2010-2014 (Figure 3).

There is a clear global downward trend in the number of new
HIV infections, but there is considerable variation among regions.
From 2000 to 2014 the annual number of new HIV infections
fell by 35% globally. Across regions, between 2000 and 2014

the sharpest declines in new infections have occurred in the
Caribbean (50% decline) and sub-Saharan Africa (41% decline);
new infections in Asia and the Pacific fell by 31%. The number
of new HIV infections dropped notably in the early years of the
previous decade in Asia and the Caribbean, but new infections
in both regions have remained relatively stable in recent years. In
eastern Europe and central Asia and the Middle East and North

Africa, however, new HIV infections have increased since 2000.

NEW HIV INFECTIONS AMONG KEY POPULATIONS

A recent analysis suggests that in 2013 there were approximately
330 000 [260 000-390 000] new HIV infections among men who

2014

have sex with men, 110 000 [90 000-140 000] among people
who inject drugs, 70 000 [55 000-83 000] among sex workers
and 140 000 [110 000-170 000] among clients of sex workers
(Figure 4).

Although quantifiable global trends in new infections among

key populations are not available, HIV prevalence among

sex workers has declined modestly since 2011 in a number of
regions, including sub-Saharan Africa (Figure 5). Similarly, HIV
prevalence also appears to be on the decline among people who
inject drugs in almost all regions (Figure 6). The same progress is
not apparent with respect to the global epidemic among gay men
and other men who have sex with men. Globally, HIV prevalence
among men who have sex with men appears to be stable, with
small peaks reported from the Caribbean and eastern europe and
central Asia (Figure 7).

Figure 4
New HIV infections among key populations,
global, 2013
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Source: UNAIDS special analysis. Estimated number of new HIV infections by
key population were compiled from country Spectrum files submitted in 2014
to UNAIDS.
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Figure 5
Regional trends of median HIV prevalence among
sex workers, 2011-2014
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Figure 7
Regional trends of median HIV prevalence among gay
men and other men who have sex with men, 2011-2014
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Figure 6
Regional trends of median HIV prevalence among
people who inject drugs, 2011-2014
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Figure 8
Number of AIDS-related deaths, global, 2000-2014
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Figure 9
Adult life expectancy trends, Kyamulibwa general
population cohort, Uganda, 1991-2012
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REDUCTIONS IN AIDS-RELATED
MORTALITY ACCELERATE

Since 2004, when the number of AIDS deaths peaked, the annual
number of AIDS-related deaths has declined by 42%. In 2014 an
estimated 1.2 million [980 000-1.6 million] people died of AIDS-
related causes globally (Figure 8).

Declines in AIDS-related deaths have been especially
pronounced in a number of high-prevalence countries. Since
2010 AIDS-related deaths have declined by 58% in South Africa
and by 52% in Rwanda.

The rate at which the number of AIDS-related deaths is falling

is increasing. AIDS-related deaths fell by 18% in 2005-2009,

and by 26% in 2010-2014. Although the rapid expansion of
access to antiretroviral therapy is primarily responsible for these
reductions in AIDS-related mortality, the declines in recent years
also reflect the global decline in new HIV infections that began
in 1997.

The fall in AIDS-related deaths is having profound positive
effects on health outcomes and demographic trends in many
countries. In South Africa, for example, life expectancy rose
from 52 years in 2005 to 61 years in 2014, the number of AIDS-
related deaths fell by more than half, and AIDS-related deaths as
a proportion of overall mortality dropped from 51% in 2005 to
31% in 2014 (2).

Empirical data from a demographic and surveillance site in
eastern Africa demonstrate a significant increase in life expec-
tancy among people living with HIV as antiretroviral therapy has

Figure 10
Percentage of young women and men aged 15-24
who have had sexual intercourse before the age of 15

Percentage

Female

Male

B 2000-2007 W 2008-2014

Source: Nationally representative household surveys, 1999-2014.

scaled up. Sharp improvements in life expectancy among people
living with HIV contrast with comparatively minor gains in life

expectancy among all men and women (Figure 9).

THE STATE OF THE GLOBAL
AIDS RESPONSE

The global AIDS response continues to represent perhaps the most
inspiring example of what can be achieved through international
solidarity and evidence- and human rights-based action. Over
more than three decades, the world has mounted a response to
AIDS that serves as an inspiration for global health and inter-
national development. These gains have continued in 2015, as

the world looks towards ambitious new targets to end the AIDS

epidemic.

Ending the epidemic will demand not only that the global
community continues and builds on these gains, but also that the
pace of scale-up is fast-tracked. In particular, the AIDS response
will need to accelerate progress in geographical settings and
among populations where progress has not been shared equitably.
Particular vigilance is needed to intensify efforts for settings and
populations where HIV-related outcomes and access to life-saving

services appear to be worsening over time.

PREVENTION OF SEXUAL TRANSMISSION
IN THE GENERAL POPULATION

According to household surveys in sub-Saharan Africa, a clear,
although not universal, positive trend has emerged over the past
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15 years towards sexual risk reduction.' The most recent surveys,
however, indicate that the trend towards safer sexual behaviours
has reversed in several countries, highlighting the need to
reinvigorate HIV prevention efforts and effectively reach people

who have been left behind by prevention programmes.

TRENDS IN EARLY SEXUAL
DEBUT ARE MIXED

Although fewer young men are initiating sex before the age of

15 years than at earlier stages of the epidemic there has been

an increase in the proportion of young women who initiated

sex before age 15 years (Figure 10). In sub-Saharan Africa the
proportion is declining among young women (see sub-Saharan
Africa section, below). Delaying sexual debut is especially
important for young girls in sub-Saharan Africa, as women in the

region on average acquire HIV five to seven years earlier than men.

YOUNG PEOPLE'S HIV-RELATED
KNOWLEDGE REMAINS FAR TOO LOW

An important impediment to effective sexual risk reduction is
the low level of HIV-related knowledge among young people.
Over the past 15 years, the percentage of young people having
accurate, comprehensive knowledge about HIV has increased,
although levels of knowledge remain far too low (Figure 11).
Globally, there has been little change in the percentage of young
people having accurate and comprehensive knowledge about
HIV transmission.

SUBSTANTIAL SEXUAL RISK BEHAVIOUR
PERSISTS AMONG ADULTS

Among people aged 15-49 years, the percentage of men reporting
multiple sexual partners in the past 12 months increased slightly
in the period 2000-2014 in 31 countries reporting comparable
survey data (Figure 12). Notable increases in multiple sexual
partnerships were reported in several countries (Burkina Faso,
the Congo, Céte d’Ivoire, Ethiopia, Gabon, Guyana, South Africa,
United Republic of Tanzania and Zimbabwe). In eastern Europe
and central Asia, the percentage of adults with multiple sexual
partners fell between 2000 and 2014.

Over time, reported condom use among people aged 15-49 years
has generally increased with especially notable increases among
women (Figure 13). Even in regions where condom use has
increased since 2000, reported condom use remains extremely low.
Despite significant increases in condom use between 2000 and
2014, two out of three women with multiple sexual partners still

reported not using a condom the last time they had sex in 2014.

! Data on trends in sexual behaviours are derived primarily from nationally
representative surveys, including Demographic and Health Surveys (DHS) and
Multiple Indicator Cluster Surveys (MICS). To detect trends in sexual behaviours,
more recent survey results are compared with findings from earlier representative
surveys. The discussion of trends in sexual behaviours compares results from surveys
conducted around the year 2000 (between 1999 and 2007) to around the year 2014
(between 2008 and 2014).
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Figure 1

Percentage of young people aged 15-24 who
both correctly identify ways of preventing the
sexual transmission of HIV and who reject major
misconceptions about HIV transmission
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Source: Nationally representative household surveys, 2000-2014.

Figure 12

Percentage of women and men aged 15-49 who
have had sexual intercourse with more than one
partner in the past 12 months
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Source: Nationally representative household surveys, 2000-2014.

Figure 13

Percentage of women and men aged 15-49 who had
more than one partner in the past 12 months who
used a condom during their last sexual intercourse
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UPTAKE OF VOLUNTARY MEDICAL MALE
CIRCUMCISION ACCELERATES

Voluntary medical male circumcision is a relatively new addition
to combination HIV prevention strategies. Modelling studies
indicate that reaching 80% of adult men in 14 high-priority
countries in sub-Saharan Africa, or approximately 20 million
men, by 2015 would prevent more than 3.3 million new HIV
infections over 15 years and save more than US$ 16 billion in
future health costs (3).

The number of adult men in the 14 priority countries who have
received voluntary medical male circumcision services continues
to increase.? From 2008 to December 2014, about 9.1 million
men in priority countries received voluntary medical male
circumcision, with 85% of scale-up occurring in the period
2012-2014 (Figure 14).

In 2014 alone, 3.2 million men in these countries were
circumcised, with progress apparent in all priority countries.
Although the world is not currently on track to reach the 80%
coverage goal for voluntary medical male circumcision by 2015,
Ethiopia and Kenya have both already exceeded their estimated
80% coverage. In both Ethiopia and Kenya, programmes for
voluntary medical male circumcision have not been national

in scope but have focused on provinces (Gambela in Ethiopia,
Nyanza in Kenya) with high HIV prevalence and low prevalence
of male circumcision.

* This report summarizes data on scale-up of voluntary medical male circumcision

in the following countries with high rates of sexual HIV transmission: Botswana,
Ethiopia, Kenya, Lesotho, Malawi, Mozambique, Namibia, Rwanda, South Africa,
Swaziland, Uganda, United Republic of Tanzania, Zambia and Zimbabwe. The Central
African Republic and South Sudan have also been identified as high priorities for
voluntary medical male circumcision scale-up, but these countries have not started
circumcision programmes; as a result, no data are available for the Central African
Republic or South Sudan.

Figure 14

ADVANCING TOWARDS THE GOAL OF
ELIMINATING NEW HIV INFECTIONS
AMONG CHILDREN

As of December 2014, 73% [68-79%] of pregnant women

living with HIV received antiretroviral medicines to avoid

HIV transmission to their newborns. This compares with 36%
[33-39%] coverage of effective antiretroviral medicines (excluding
single dose Nevirapine) for prevention of mother-to-child
transmission in 2009, reflecting an extraordinary expansion of
services that has enabled the world to move towards the goal of

eliminating new HIV infections among children.

In 2014 an estimated 1.5 million [1.4 million-1.6 million] women
living with HIV gave birth. An estimated 1.2 million [1.2 million-
1.3 million] of these women live in the 21 sub-Saharan African
countries prioritized by the Global Plan towards the elimination

of new HIV infections among children by 2015 and keeping their
mothers alive (the Global Plan). Yet even though more women
than ever are living with HIV, the number of children newly
infected with HIV globally in 2014 (220 000 [190 000-260 000])
was less than half the number who acquired HIV in 2000.

The rapid expansion of services to prevent mother-to-child HIV
transmission has had a massive health impact on the world’s
children and contributed to global efforts to reduce mortality
in children under the age of five. Since 2000 antiretroviral
medicines have averted an estimated 1.4 million HIV infections

among children.

Significantly, the impact of prevention services is increasing over
time. Among the 1.4 million infections averted due the provision
of antiretrovirals to prevent mother-to-child transmission,

1.2 million were averted between 2009 and 2014. (See the regional
profile of sub-Saharan Africa below for information on the impact
of the Global Plan). The number of new HIV infections among

Number of voluntary medical male circumcisions performed annually, by country, 2008-2014
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children declined by 24% between 2000 and 2009, and by 41% person who injects drugs, but in many regions needle and syringe
between 2010 and 2014 (Figure 15). distribution was much lower than this recommendation. However,

six of 16 countries in Asia and the Pacific, three of 10 countries

With less than a year remaining before the deadline for the Global . . . o
, T ) ) } in eastern Europe and central Asia, and six of 23 countries in
Plan’s target to eliminate new HIV infections among children, . .
) . o ) western European surpassed the recommendation at least once in

coverage of services to prevent mother-to-child transmission will .
the past four rounds of Global AIDS Response Progress Reporting

need to increase further. In particular, intensified and innovative .
(GARPR) (Figure 18).

efforts are needed to provide prevention services for children

at risk of acquiring HIV during breastfeeding. Of the 220 000 People who inject drugs report low levels of using a condom the last
[190 000-260 000] new HIV infections among children in time they had sex. In all regions, less than half of people who inject
2014, approximately 60% were estimated to be acquired during drugs reported using a condom at last sex. In two regions, a third or
breastfeeding, when women often do not receive the medication less of people who inject drugs reported condom use at last sex during
that can reduce transmission to the child and improve the the past year (Figure 19).

mother’s health. HIV testing among people who inject drugs varies substantially among

regions. While more than half of people who inject drugs reported
ADDRESSING THE HIV PREVENTION NEEDS OF  ;ccessing HIV testing and receiving their results in the previous

POPULATIONS WHO HAVE BEEN LEFT BEHIND 3 months in North America and western and central Europe, very
low testing rates were reported among people who inject drugs in Asia
and the Pacific, sub-Saharan Africa and the Middle East and North
Africa (Figure 20).

Sex workers continue to exhibit the highest levels of reported
condom use in the world (Figure 16). Recent HIV test history and

status awareness remain low among sex workers, particularly in

the Middle East and North Africa, Asia and the Pacific (Figure 17).  Among gay and other men who have sex with men, condom use at last

Coverage of services to distribute sterile needles and syringes anal intercourse (Figure 21) and recent HIV testing history and status
remains below recommended levels. International guidelines awareness (Figure 22) are lower than the suggested targets of 80% and
advise harm-reduction programmes to aim for the distribution 90%, respectively. HIV status awareness was below 50% in all but one
of at least 200 clean needles and syringes per year for every region in 2014.
Figure 15 Figure 16
Number of new HIV infections in children, global, Regional trends of median condom use among
2000-2014 sex workers at last commercial sex, by region,

2011-2014

700 000 100
B ———

b 80 i L
600 000 »
o
w
]
® 60
500 000 g
o 2
8 8 40
$ 400000 )
£ E
k3 ® 20
8 300000
£
2 o
20m 2014
200 000
Year reported to UNAIDS
100 000
@am» Asia and Pacific (N=23) Middle East and North Africa (N=11)
Caribbean (N=5) e Sub-Saharan Africa (N=37)
(o]
e Eastern Europe and central Asia (N=11) Western and central Europe and
2000 2014 i =
Latin America (N=18) North America (N=18)
Source: UNAIDS 2014 estimates. Source: GARPR 2015.

106



Figure 17

Regional trends of median HIV testing and status
awareness among sex workers during past

12 months, by region, 2011-2014
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Figure 19
Regional trends of median condom use among
people who inject drugs, by region, 2011-2014
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Source: GARPR 2015.

Figure 18

Regional trends of median number of needles
distributed per person who injects drugs per year,
2011-2014
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Figure 20

Regional trends of median HIV testing and status
awareness among people who inject drugs,

last 12 months, 2011-2014
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Figure 21

Regional trends of median condom use among gay
men and other men who have sex with men at last
anal intercourse, by region, 2011-2014
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Source: GARPR 2015.

REACHING THE FIRST 90 ON AWARENESS
OF HIV STATUS

In 2014 an estimated 19.8 million people living with HIV, or 54%
[49-58%] knew their HIV status.

Barriers to HIV testing are often much greater for children
exposed to HIV during pregnancy, delivery or breastfeeding, as
diagnosis of HIV infection in very young children requires more
sophisticated tests that identify the presence of viral DNA or
RNA. An estimated 55% [50-60%] of adults living with HIV
know their HIV status, but only 32% of children living with
HIV have been diagnosed.

Knowledge of HIV status among people living with HIV has
increased over time. Comparing results from surveys in
2003-2008 with subsequent surveys in 2009-2014, it is estimated
that the proportion of people living with HIV in sub-Saharan
Africa was, on average, 26 percentage points higher in the later

surveys (Figure 23).?

* These estimates derive from 17 countries where nationally representative household
surveys were conducted, including at least one in 2003-2008 and another in
2009-2014. Countries included in this analysis are Burkina Faso, Cameroon,
Democratic Republic of the Congo, Ethiopia, Guinea, Liberia, Mali, Niger, Kenya,
Lesotho, Malawi, Rwanda, Sierra Leone, South Africa, United Republic of Tanzania,
Zambia and Zimbabwe. Data represent a weighted percentage of the population of
people living with HIV.
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Middle East and North Africa (N=8)

Figure 22

Regional trends of median HIV testing and status
awareness by gay and other men who have sex with
men, last 12 months, 2011-2014
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In 2013 only 42% of newborns exposed to HIV received early
infant diagnostic services in their first two months of life. The
failure to reach newborns exposed to HIV with early infant
diagnosis substantially contributes to continuing high AIDS-
related mortality among children: half of all children living

with HIV die before their second birthday in the absence of

HIV treatment, with peak mortality occurring at age six to eight
weeks. Among the 21 priority countries of the Global Plan, only
15 reported data for 2014 on coverage of early infant diagnosis, an
indication that the needs of children exposed to HIV have yet to
be prioritized appropriately. Among the 15 countries reporting
data on early infant diagnosis, five reported declines in the number
of children tested within the first two months of life.

With nearly half of all people living with HIV still unaware of
their HIV status in 2015, HIV testing represents a key bottleneck
towards achievement of the 90-90-90 targets: 90% of people
living with HIV knowing their HIV status, 90% of people who
know their HIV status accessing treatment, and 90% of people
on treatment having suppressed viral loads so they remain
healthy. While a clear trend towards increased knowledge of HIV
status is apparent among people living with HIV, substantially
faster progress is needed to reach key settings and populations
with effective HIV testing services. Closing the HIV testing gap
demands greater investments in testing efforts, scale-up of self-

testing and other non-facility-based testing methods, enhanced

Middle East and North Africa (N=9)



Figure 23
Awareness of HIV status among people aged 15-49
living with HIV in sub-Saharan Africa
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community engagement, and timely emergence of new diagnostic
tools, such as point-of-care early infant diagnostic tests that

obviate the need to rely on centralized laboratories.

FURTHER EXPANSION OF HIV
TREATMENT ACCESS

In March 2015 the world passed the threshold of reaching

15 million people receiving antiretroviral therapy, achieving

the “15 by 15” target set out in the 2011 United Nations Political
Declaration on HIV and AIDS (Figure 24). This is the second HIV
treatment target that has been reached by the agreed deadline,
buttressing global optimism of meeting the 90-90-90 targets.

A comparison of the global distribution of antiretroviral therapy
between 2000 and 2014 illustrates how profoundly the push

Figure 24

Figure 25
Number of people receiving antiretroviral therapy, 2014
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towards universal treatment access has transformed the AIDS
response. In 2000, 2% [2-3%] of all people living with HIV were
receiving antiretroviral therapy, but 40% [37-45%] were receiving
HIV treatment by 2014 (Figure 25).

The proportion of children living with HIV who receive
antiretroviral therapy more than doubled from 14% [13-15%]

in 2010 to 32% [30-34%] in 2014. However, treatment coverage
for children in 2014 remained notably lower than for adults (41%
[38-46%]) (Figure 26).

HIV treatment coverage in 2014 and the pace of treatment
scale-up over time differ among regions (Figure 27). The
sharpest gains over time in HIV treatment access have occurred
in sub-Saharan Africa and the Caribbean, the regions with the

highest HIV prevalence.

Number of people receiving antiretroviral therapy, December 2000-March 2015

16

e T g
12 /

10 /

People receiving antiretroviral
therapy (millions)

N D O

o

2000

@=» Global 15 million people

2015

Source: UNAIDS 2014 estimates. Numbers receiving antiretroviral therapy through March 2015 provided by selected countries in sub-Saharan Africa.
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Figure 26
Antiretroviral therapy coverage in adults and
children, 2000-2014
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Figure 27
Antiretroviral therapy coverage in adults, by region,
2000-2014
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Figure 28
Antiretroviral therapy coverage in children,
by region, 2000-2014
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Only modest progress has been seen in HIV treatment coverage
among children in sub-Saharan Africa, the region with the highest
number of children living with HIV (Figure 28).

IMPROVING OUTCOMES ACROSS
THE TREATMENT CASCADE

The ultimate goal of HIV treatment is to achieve durable viral
suppression, which significantly reduces the odds of HIV-related
illness and death and dramatically lowers the risk of HIV
transmission. HIV treatment targets to date have focused

largely on the number of people who initiate HIV treatment,

but recognition has grown in recent years that the ultimate test
for the effectiveness of HIV treatment efforts is the number

and proportion of people living with HIV who achieve viral
suppression. This more comprehensive approach is reflected

in the 90-90-90 targets, which establish milestones across the
HIV treatment continuum, with the final goal of maximizing the
number of individuals with suppressed viral load.

Available data indicate that people living with HIV who engage
in HIV care are quite likely to initiate antiretroviral therapy and
achieve viral suppression. In sub-Saharan Africa, for example,

an estimated 51% of adults living with HIV know their HIV
status, approximately 43% of adults living with HIV are receiving
antiretroviral therapy and an estimated 32% of adults living with
HIV are virally suppressed (Figure 29). The major gap is in the

knowledge of one's status.

People living with HIV often experience considerable hurdles
that reduce the likelihood of them achieving viral suppression. In
addition to delays in learning their HIV status, many people who
test positive for HIV are not linked to treatment and care services,
and many who initiate antiretroviral therapy do not remain

engaged in care.

DECLINES IN TUBERCULOSIS-RELATED
DEATHS AMONG PEOPLE LIVING WITH HIV

People living with HIV are 29 times more likely to develop
tuberculosis (TB) than people who are not living with HIV (4). TB
remains a leading cause of death among people living with HIV,

accounting for one in five AIDS-related deaths globally (5).

TB-related deaths among people living with HIV have declined
steadily since 2004. As of 2013, TB-related deaths among people
living with HIV worldwide have fallen by 33% since 2004 (see
Figure 30). Among 41 countries with the highest burden of
HIV/TB, 17 are estimated to have met by 2013 the target for
reducing mortality by 50%. An important factor in the decline
in TB-related deaths among people living with HIV is the rapid
increase in antiretroviral treatment, which reduces the risk that
a person living with HIV will develop TB by 65% (6). The most
recent updated antiretroviral treatment guidelines from the
World Health Organization (WHO) recommend initiation of HIV



Figure 29
HIV treatment cascade for people aged 15 years and over in sub-Saharan Africa, 2014
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Sources and methods:
1. UNAIDS 2014 estimates.

2. DHS, 2008-2014 (www.measuredhs.com), the South African National HIV Prevalence, Incidence and Behaviour Survey 2012, the Swaziland HIV Incidence Measurement Survey (SHIMS) 2012, and the
National HIV&AIDS and Reproductive Health Survey (Nigeria) 2012 (N=30 countries).

51% is the mid-point between the low and high bounds. The low bound (45%) is derived from the percentage of people living with HIV (PLHIV) receiving antiretroviral therapy or the percentage of
people living with HIV who report receiving the results of an HIV test in the previous twelve months. The high bound (57%) is calculated as the percentage of PLHIV who report ever being tested for
HIV. People living with HIV who report never having been tested for HIV do not know their HIV status and make up the remaining 43%.

3. UNAIDS 2014 estimates.
4. GARPR 2015, representing the weighted average of 27 countries.

5. Barth RE, van der Loeff MR, et al. Virological follow-up of adult patients in antiretroviral treatment programmes in sub-Saharan Africa: a systematic review. Lancet. 2010;,10(3):155-166 and Kenya
AIDS indicator survey 2012: preliminary report. Nairobi, Kenya: National AIDS and STI Control Programme; 2013. Weight was divided 50% to the work by Barth et al. and 50% weight to the Kenya AIDS
indicator survey. Proportional bounds from Barth et al. were applied.
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Figure 30
HIV treatment coverage for people living with HIV/TB has Estimated number of tuberculosis-related deaths
increased. In terms of numbers of patients, the largest increases among people living with HIV, globally and in

in antiretroviral therapy among people living with HIV/TB have sub-Saharan Africa, 2004-2013
occurred in India, South Africa, United Republic of Tanzania and

Zambia (Figure 31). 600 600
Antiretroviral therapy coverage among people living with HIV/TB 500 000
remains too low, especially in light of the WHO recommendation
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lost one or both parents due to AIDS has decreased continuously estimate
since 2009, with a 7% decline between 2009 and 2014 (Figure 33). Source: WHO 2013 estimates.
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Figure 31
Number of people living with both HIV and tuberculosis (TB) on antiretroviral therapy in the 10 countries
with the highest TB burden among people living with HIV, 2004-2013
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RESOURCES AVAILABLE FOR THE Domestic investments by low- and middle-income countries have
AIDS RESPONSE largely driven the rise in HIV-related resources in recent years, and

this trend is likely to continue. International spending on HIV is
The world appears to be within reach of achieving the investment Y P &

target in the 2011 Political Declaration, which called on the global
community to mobilize between US$ 22 billion and US$ 24 billion
for the AIDS response by 2015. Based on available data, it is

expected to recover in 2015 from a temporary decline in international
HIV assistance in 2014, which stemmed primarily from the transition
by the Global Fund to Fight AIDS, Tuberculosis and Malaria (Global

Fund) to a new funding model.
projected that total amounts available for HIV programmes in low- ) &
and middle-income countries will reach US$ 21.7 billion in 2015 The impact of these investments is notable. Between 2000 and 2014
(Figure 34). The total amount of resources invested for the AIDS over 7.8 million lives have been saved with antiretroviral therapy

response between 2000 and 2014 is estimated to be US$ 187.5 billion.  (Figure 35) and over 1.4 million infections have been averted due to

Figure 32
Antiretroviral therapy coverage among people living with HIV and incident tuberculosis in the 10 countries
with the highest incident TB burden among people living with HIV, 2013
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Figure 33
Global trends in children orphaned due to AIDS,
2000-2014
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Figure 35
AIDS-related deaths with and without antiretroviral
therapy, global, 2000-2014
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Figure 34
Global resource availability for HIV, by source,
2000-2015
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Figure 36

New infections among children with and without
access to antiretroviral medicines to prevent
mother-to-child transmission, 2000-2014
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Table 1

Countries reporting the existence of anti-
discrimination measures regarding different
population groups, 2010-2014

Number of countries

2010 2014
Sex workers 21 25
Migrants 38 48
People in prison 40 50
Women 60 88
Young people 55 82

Source: National commitments and policy instrument, 2010-2014.

the provision of antiretrovirals for prevention of mother-to-child

transmission (Figure 36).

ENABLING AN EFFECTIVE RESPONSE BY
ELIMINATING STIGMA AND DISCRIMINATION

There are signs that stigma and discrimination may be declining
as the HIV epidemic matures and more people living with HIV
live healthy lives thanks to antiretroviral therapy. A majority of
countries with available data show a decline in discriminatory
attitudes. In particular, there is an association between an
increase in coverage of antiretroviral therapy and a reduction in
discriminatory attitudes. Stigma and discrimination still persist,
however, as key barriers to an effective response. In about 40% of
countries where adults aged 15-49 years were surveyed, more than
50% of adults reported discriminatory attitudes towards people
living with HIV (Figure 37).

Figure 37

Table 2
Countries lacking legal protection for key
populations, 2014

Number of countries

Protective laws No protective laws

in place in place
Sex workers . 20 . 76
Men who have sex with men 25 71
People who inject drugs 6 80
Transgender people 6 86

Source: National commitments and policy instruments, 2014.

Among 74 of 115 countries reporting pertinent data to UNAIDS
in 2014, 64% reported having non-discriminatory laws for people
living with HIV. About half of reporting countries say they

have mechanisms to record, document and address cases of
discrimination experienced by people living with HIV as well

as by key and other vulnerable populations; the proportion of
countries reporting such mechanisms has remained relatively
stable since 2010.

From 2008 to April 2015 the number of countries that restrict
the entry, stay or residence of people living with HIV fell from
59 to 36. The clear trend in repealing such laws demonstrates
the feasibility of achieving sustained improvements in legal

environment for the AIDS response.

There are some signs of improvement in the legal and policy
environment for many vulnerable populations, despite an overall

poor environment. From 2010 to 2014 the number of countries

Discriminatory attitudes towards people living with HIV: percentage of people aged 15-49 years who
would not buy fresh vegetables from a shopkeeper or vendor if they knew the person had HIV, selected

countries, 2003-2014

100 @ Armenia
Democratic Republic of the Congo
80 Dominican Republic
Haiti
% 60 @ | iberia
g Mozambique
g 40 Namibia
) — & Nigeria
© e Scnegal
° @ United Republic of Tanzania

2003

Source: DHS, selected countries

n4

2013 Zambia



where nongovernmental partners reported the existence of anti-
discrimination measures regarding sex workers, migrants, women,
people in prison and young people has increased (Table 1). In
2014, 30% of countries reporting to UNAIDS said they

had laws, regulations or policies that present obstacles to effective
HIV prevention, treatment, care and support for sex workers,

men who have sex with men, people who inject drugs and

transgender people.

Despite these favourable trends, however, many key populations
live without legal protection in most countries. Countries lacking
legal protections for sex workers, men who have sex with men,
people who inject drugs and transgender people vastly outnumber

countries in which legal protections are in place (Table 2).

ENABLING AN EFFECTIVE RESPONSE
BY ELIMINATING GENDER INEQUALITIES

The world remains far short of achieving its goal of eliminating
gender inequalities and gender-based violence and abuse. Trends
in the prevalence of intimate partner violence are mixed, with
some countries reporting increases in recent years (Figure 38).
In nine of 16 countries with high HIV prevalence and available
data, more than one in three adolescent girls reported having

experienced intimate partner violence in the past 12 months.

In 2014, 84% of countries reporting data to UNAIDS indicated
that women and girls are included in their national multisectoral
AIDS strategy. Of the countries that include women and girls

in their national strategies, however, only 58% report having a

specific HIV budget for women and girls.

Figure 38

SUB-SAHARAN AFRICA

Although sub-Saharan Africa remains the region most heavily affect-
ed by HIV; it is also home to the most inspiring successes in the AIDS
response. Building on these gains in order to take the response to a
higher level in the region will be central to global hopes for ending the
AIDS epidemic as a public health threat.

In 2014, 25.8 million [24.0 million-28.7 million] people in sub-Saharan
Africa were living with HIV, accounting for almost 70% of people living
with HIV worldwide. As more people living with HIV are accessing
antiretroviral therapy and living longer, healthier lives, the number of
people living with HIV has increased. Across the region, 13.8 million
[12.8-16.0 million] women, 9.7 million [9.0 million-11.3 million] men
and 2.3 million [2.2 million-2.5 million] children are living with HIV.

PROGRESS TOWARDS HALTING
AND BEGINNING TO REVERSE
THE AIDS EPIDEMIC

An estimated 1.4 million [1.2 million-1.5 million] people were newly
infected with HIV in sub-Saharan Africa in 2014. The annual number
of new infections in 2014 was 41% lower than in 2000 (Figure 39).

The pace at which new infections in the region are declining has
accelerated in recent years. New infections fell by 13% in 2000-2004,
by 12% in 2005-2009 and by 19% in 2010-2014.

Adolescent girls and young women continue to experience elevated
HIV risk and vulnerability. Of the 2.8 million [2.6 million-3.3 million]
young people aged 15-24 years living with HIV in sub-Saharan Africa
in 2014, 63% were female.

Recent intimate partner violence, selected countries, 2000-2014
Percentage of ever-married women aged 15-49 who have experienced physical and/or sexual violence by an

intimate partner in the last 12 months
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In 2014 Nigeria, South Africa and Uganda together accounted
for nearly half of all new HIV infections in the region
(Figure 40).

PREVENTING HIV AMONG YOUNG PEOPLE

Improvements in young people’s HIV-related knowledge remain
modest globally, but much more marked progress has been made
in sub-Saharan Africa. Improvements in HIV-related knowledge
are apparent for both young men and young women in sub-
Saharan Africa, although young women are less likely than young
men to have accurate and comprehensive knowledge about HIV

transmission (Figure 41).

Although more young people in the region are knowledgeable
about HIV now than in 2000, a majority of young people still lack
sufficient knowledge about HIV transmission. Particular efforts
are needed to educate young people about HIV in western and
central Africa, where levels of HIV-related knowledge are much

lower than in eastern and southern Africa.

Comparing survey results from 2000 and 2014, there has

been a clear decline in the proportion of young people aged
15-24 years in eastern and southern Africa who report having
had sex before the age of 15 years (Figure 42). A similar decline

is apparent for young men in western and central Africa.

Figure 39
Number of new HIV infections in sub-Saharan Africa,
2000-2014
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Figure 40
New HIV infections in sub-Saharan Africa, 2014
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PROMOTING SEXUAL RISK REDUCTION
AMONG ADULTS

Although globally there have been only modest changes
between 2000 and 2014 in the proportion of adults aged

15-49 years who report multiple sexual partners in the past

12 months, notable increases in multiple sexual partnerships in

western and central Africa are a cause for concern (Figure 43).

Men are more likely than women to report having multiple
sexual partners in the past year. The prevalence of multiple
sexual partnerships is lower among men in eastern and south-

ern Africa than in western and central Africa.

Globally, condom use at last sex increased marginally

among people reporting more than one sexual partner in the
past 12 months. However, condom use in sub-Saharan Africa
increased (Figure 44). Among women in western and central
Africa, for example, reported condom use increased sharply
between 2000 and 2014. Overall, however, condom use remains
too infrequent in sub-Saharan Africa, especially in western and
central Africa, where the prevalence of condom use is lower than
in eastern and southern Africa. In contrast to global patterns,
women in sub-Saharan Africa are more likely than men to report
having used a condom the last time they had sex.

SCALING UP VOLUNTARY MEDICAL
MALE CIRCUMCISION

Several countries where circumcision scale-up had previously
lagged have made considerable progress in bringing circum-
cision services to scale, as the regional pace of scale-up of
voluntary medical circumcision has accelerated (see Figure
14). In particular, Mozambique, Uganda and United Republic
of Tanzania have made especially pronounced progress in
bringing voluntary male circumcision programmes to scale in

recent years.



Figure 41
Percentage of young people aged 15-24 years who
have correct information about HIV prevention
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Source: Nationally representative household survey, 2000-2014.

Scale-up remains far too slow in some countries, however, such
as Namibia, where only incremental gains have been made.
Urgent efforts are also needed to launch voluntary medi-

cal male circumcision programmes in the Central African
Republic and South Sudan.

PREVENTING NEW HIV INFECTIONS
AMONG CHILDREN

In 2014 sub-Saharan Africa accounted for 1.3 [1.2-1.4] million,

or more than 90% of the total number globally, of women living
with HIV who gave birth. The region reached 75% [70-81%] of all
pregnant women living with HIV with antiretroviral medicines for
prevention of mother-to-child HIV transmission, exceeding the
global coverage of 73% [68-79%].

In 2014, 190 000 [170 000-230 000] children were newly infected
with HIV in sub-Saharan Africa, reflecting a decline of 47% since
2009. Since 2009, scaled-up antiretroviral medicines have averted

1.1 million new infections in the region.

The 21 high-priority countries in the Global Plan are in sub-
Saharan Africa, together accounting for 85% of the global HIV

burden among pregnant women worldwide. The number of

Figure 42

Percentage of young people aged 15-24 years
who have had sexual intercourse before the age
of 15 years
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Source: Nationally representative household surveys, 1999-2014.

women living with HIV who give birth in these 21 countries each
year has remained relatively stable, indicating that progress has
been limited on the first two prongs of the Global Plan: primary
HIV prevention for women, and reducing the unmet need of

women living with HIV for family planning services.

Substantial success has been achieved in the Global Plan countries
in ensuring access to antiretroviral medicines among pregnant
women living with HIV. In 2014, 77% [71-82%] of pregnant
women living with HIV in the 21 high-priority countries received
antiretroviral medicines. As a result of scaled-up access to antiret-
roviral medicines, the rate at which HIV is transmitted from
mother-to-child among these countries has been cut in half—
from 28% in 2009 to 14% in 2014. Across the 21 high-priority
countries, the number of children acquiring HIV fell by 48%

from 2009 to 2014, when 170 000 [150 000-200 000] children

were newly infected.

Even as substantial advances have been made, the 21 high-priority
countries require significant efforts to reach the Global Plan target
to reduce the number of newly infected children by 90% by 2015.
A number of countries (including Ethiopia, Mozambique, Namibia,
South Africa, Swaziland, Uganda and United Republic of Tanzania)
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Figure 43

Percentage of people aged 15-49 years who have
had sexual intercourse with more than one partner
in the past 12 months

Q
o
£
c
Q
M
[
a
Male Female Male Female
Western and central Africa Eastern and southern Africa
B 2000-2007 W 2008-2014

Source: Nationally representative household survey, 2000-2014.

Figure 44

Percentage of people aged 15-49 years who had more
than one sexual partner in the past 12 months who
used a condom during their last sexual intercourse
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have experienced declines in new infections that exceed 60%,
however. Gains have been achieved in other countries too: Rwanda,
for example, has reached over 90% of pregnant women living with
HIV with services (Table 3). In addition an estimated 85 countries
have fewer than 50 new child HIV infections each year, making it well

within reach of eliminating mother to child transmission.

PREVENTING NEW HIV INFECTIONS
AMONG KEY POPULATIONS

Based on national reports in 2014, reported HIV prevalence in key
populations in sub-Saharan Africa ranged from 4% in Mauritania
to 72% in Lesotho among sex workers (Figure 45), from 4% in
Burkina Faso to 44% in Mauritania among men who have sex
with men (Figure 46), and from 5% in Cote d'Ivoire to 16% in

the United Republic of Tanzania among people who inject drugs
(Figure 47).

There are signs that prevention efforts are reaching some members
of key populations: 77% of sex workers, 54% of men who have sex
with men and 42% of people who inject drugs report having used
a condom during their most recent episode of sex (with a client

in the case of sex workers). Nine countries in the region reported
on using clean equipment at last injection at least once in the last
four rounds of reporting, with a median coverage of 81% in 2013
(the year with the biggest number of countries reporting), ranging
from 41% in Sierra Leone in 2014 to 84% in the United Republic
of Tanzania in 2013. In the six countries reporting on needle and
syringe distribution, only the United Republic of Tanzania and
Mauritius distributed over 100 needles per person who injects
drugs per year, although in previous years Madagascar distributed

over 600 per person who injects drugs per year.

Important differences emerge among these key populations with
respect to HIV testing use. While a median of 60% of sex workers
reported accessing HIV testing services in the past 12 months and
learning their results, only 46% of men who have sex with men
and 24% of people who inject drugs did so.

TOWARDS UNIVERSAL ACCESS
TO HIV TREATMENT

The continued expansion of antiretroviral therapy* in
sub-Saharan Africa (Table 4) is yielding profound health benefits.
The number of AIDS-related deaths in the region in 2014 (790 000
[690 000-1 000 000]) is 48% lower than in 2005, when AIDS-related
mortality in the region peaked (Figure 48). There is also encourag-
ing evidence that the decline in AIDS-related deaths is accelerating,
with the 31% drop in 2010-2014 significantly larger than the 21%
decline in mortality in 2005-2009. As access to HIV treatment has
expanded, sharp increases in life expectancy have been reported in
countries such as South Africa and Uganda.

* Antiretroviral therapy coverage in this report is calculated of the estimated number
of people living with HIV and does not reflect national guidelines.



Figure 45 Figure 46

HIV prevalence among sex workers in sub-Saharan HIV prevalence among gay men and other men who
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Table 3
Percentage decline in new child infections in the 21
Global Plan countries, 2009-2014

Decline in new child infections (%)

<30% 30-59% 60% +

Angola Botswana Ethiopia
Cameroon Burundi Mozambique
Chad Ghana Namibia

Cote d'lvoire Lesotho South Africa
Democratic Republic Malawi Swaziland

of the Congo

Kenya Zambia Uganda

Nigeria Zimbabwe United Republic

of Tanzania

Source: UNAIDS 2014 estimates.

Figure 47
HIV prevalence among people who inject drugs in
sub-Saharan Africa, 2011-2014
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Sub-Saharan Africa remains the centre of the linked epidemics
of TB and HIV, accounting for 83% of all TB-related deaths
among people living with HIV in 2013. Between 2004 and 2013
TB-related deaths among people living with HIV in sub-Saharan
Africa fell by 32% (Figure 49). Although this decline is consider-
able, it is unclear whether the region will meet the global target
of reducing TB-related deaths among people living with HIV by
50% by 2015 (compared with 2004).

INCREASING KNOWLEDGE
OF HIV STATUS

An estimated 51% [45-57%] of people aged 15-49 years living
with HIV in sub-Saharan Africa know their HIV status. Based on
national household surveys, the number of people living with HIV
in the region who know their HIV status nearly doubled between
2003-2008 and 2009-2014 (Figure 50), evidence that testing
efforts are having an important effect on increasing knowledge of
HIV status.

Knowledge of HIV status among people living with HIV aged
15-49 years remains lower in western and central Africa than

in eastern and southern Africa. Also the increase between 2003
and 2008 and 2009 and 2014 in the proportion of people living
with HIV who know their HIV status has been slightly sharper in
eastern and southern (26 percentage points) than in western and
central Africa (24 percentage points). Ethiopia and Rwanda exhibit
the most pronounced increase in knowledge of HIV status among
people living with HIV among the countries included in the
analysis®, rising by 50 and 40 percentage points, between 2005 and
2011, and 2005 and 2010, respectively.

SCALING UP ANTIRETROVIRAL THERAPY

In 2014, 41% [38-46%] of all people living with HIV in the
region were receiving antiretroviral therapy. This represents

a remarkable change since 2000, when treatment coverage in
sub-Saharan Africa was virtually nil. Women had higher cover-
age in the region with 47% [43-55%)] coverage while only 30%
[28-32%] of children were reached with life-saving treatment.

For people living with both HIV and TB, antiretroviral therapy
represents an essential tool to reduce the risk of developing
active TB and to reduce the risk of dying from TB. Of the

10 countries in the region with the largest number of people
living with both HIV and TB, Kenya and the United Republic
of Tanzania are notable for providing HIV treatment to at

> These estimates derive from 17 countries where nationally representative household
surveys were conducted, including at least one in 2003-2008 and another in
2009-2014. Countries included in this analysis are Burkina Faso, Cameroon,
Democratic Republic of the Congo, Ethiopia, Guinea, Liberia, Mali, Niger, Kenya,
Lesotho, Malawi, Rwanda, Sierra Leone, South Africa, United Republic of Tanzania,
Zambia and Zimbabwe. Data represent a weighted percentage of the population of
people living with HIV.



Figure 48
Number of AIDS-related deaths in sub-Saharan
Africa, 2000-2014
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least half of all people living with HIV/TB in 2013. In the
same year, South Africa and Zambia were both approaching
the 50% coverage threshold, reaching about 45% of all people
living with HIV/TB. Across the region, South Africa has seen
the greatest increase in antiretroviral therapy among all people
living with HIV/TB from 2004 to 2013.

Once people are started on antiretroviral therapy, it is critical
they remain in care. Retention rates at 12 months among adults
who have started on antiretroviral therapy above 90% were
reported for Burundi, Cabo Verde, Ghana and Rwanda.

Figure 50

Figure 49

Estimated number of tuberculosis-related deaths
among people living with HIV in sub-Saharan Africa,
2004-2013
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ENSURING AN ENABLING
ENVIRONMENT FOR A STRONG
AIDS RESPONSE

Although surveys indicate a decline in HIV-related stigma over
time, especially as HIV treatment is brought to scale, stigmatizing
and discriminatory attitudes towards people living with HIV
persist (Figure 51). In at least eight countries in sub-Saharan
Africa, more than half of all people surveyed said they would
not purchase fresh vegetables from a vendor who was living
with HIV.

Awareness of HIV status among people living with HIV aged 15-49 years in sub-Saharan Africa
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Source: Analysis based on Demographic and Health Surveys and the South African National HIV Prevalence Surveys
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Figure 51
Discriminatory attitudes towards people living with HIV: percentage of people aged 15-49 years who
would not buy fresh vegetables from a shopkeeper or vendor if they knew the person was living with HIV
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Figure 52 Figure 53
School attendance of orphaned children in eastern School attendance of orphaned children in western
and southern Africa, 1997-2005 and 2006-2013 and central Africa, 1997-2005 and 2006-2013
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Figure 54

Prevalence of recent intimate partner violence
among ever-married women, by age
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Antiretroviral therapy coverage among adults living
with HIV aged 15 years and over in sub-Saharan

Africa, 2014

Antiretroviral therapy coverage (%)

<25% 25-49% 50+ %
Cameroon Angola Botswana
Central African Benin Eritrea
Republic
Congo Burkina Faso Ethiopia
Gambia Burundi Kenya
Guinea-Bissau Cabo Verde Malawi
Liberia Chad Rwanda
Madagascar Cote d'lvoire Swaziland
Nigeria Equatorial Guinea Uganda
Sierra Leone Gabon Zambia
South Sudan Ghana Zimbabwe
Democratic Republic Guinea
of the Congo
Mauritania Lesotho

Mali

Mauritius

Mozambique
Namibia

Niger

Sao Tome and Principe

Senegal
South Africa

Togo

United Republic of

Tanzania

Source: UNAIDS 2014 estimates.

One of the immediate tangible benefits of scaled-up HIV

antiretroviral therapy has been a reduction in the number

of children orphaned as a result of HIV and an overall

improvement in children’s health and social outcomes. In 10 of

13 countries in eastern and southern Africa with comparable

survey data, school attendance for orphaned children increased
between 1998 and 2003, and 2008 and 2014 (Figure 52). The

same trend was also seen in 13 of 20 countries in western and

central Africa (Figure 53).

Intimate partner violence, which is linked closely with

women’s HIV risk and vulnerability, remains far too common

(Figure 54). Especially concerning is the large proportion of

ever-married young women aged 15-19 years who report

having experienced intimate partner violence—more than 50%

in Gabon, for example.
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Western African faced a particular challenge in 2014 with the
Ebola outbreak. Important lessons were learned on the response to
disease outbreaks during this period, in terms of ensuring services
are provided to people living with HIV. Sierra Leone, for example,
took steps to mitigate the impact of the outbreak. Contact tracers
were used to find defaulters, especially children and pregnant
women. The number of adults and children receiving antiretroviral
therapy stayed fairly constant over the most acute period of the
Ebola outbreak, except for a dip in May 2014.

CARIBBEAN

An estimated 280 000 [210 000-340 000] people were living with
HIV in the Caribbean in 2014, including equal numbers of women
and men and 13 000 [11 000-15 000] children. An estimated 29 000
[23 000-37 000] were young people aged 15-24 years (53% female).

Although the number of people living with HIV in the Caribbean
is smaller than in other regions, the Caribbean has the second
highest HIV prevalence of all regions. The number of people living
with HIV in the Caribbean fell sharply in the first half of the past
decade, as new infections declined and substantial AIDS-related
mortality persisted. As access to HIV treatment has expanded, the
number of people living with HIV has stabilized and begun to

increase, consistent with trends seen globally.

PROGRESS TOWARDS HALTING
AND BEGINNING TO REVERSE THE
AIDS EPIDEMIC

It is estimated that 13 000 [9 60017 000] people were newly
infected with HIV in the Caribbean in 2014. This represents a 50%
decline since 2000 (Figure 55). The decrease in new infections

was most pronounced in the period 2000-2004, when they fell

Figure 55

Figure 56
New HIV infections in the Caribbean, 2014
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Source: UNAIDS 2014 estimates.

by almost 32%. In the periods 2005-2009 and 2010-2014, more
modest declines in new infections of about 10% occurred.

In 2000-2004 men and women experienced comparable declines
in new HIV infections.

Fewer than 500 [<500-<1000] children were newly infected with
HIV in 2014 in the Caribbean. Among low- and middle-income
countries, the first country validated to have eliminated mother-
to-child HIV transmission was Cuba, while other countries show
similar promise. The region’s enormous success in moving towards
the elimination of mother-to-child transmission can be traced to
the Caribbean’s sustained record in linking pregnant women living
with HIV with antiretroviral medicines. In 2014, 89% [79->95%]
of the estimated 7100 [6200-8000] pregnant women living with
HIV in the Caribbean received antiretroviral medicines to prevent

mother-to-child transmission.
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Figure 57

HIV prevalence among sex workers in the
Caribbean, 2011-2014
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Figure 59

Figure 58
HIV prevalence among gay men and other men who
have sex with men in the Caribbean, 2011-2014
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Number of AIDS-related deaths in the Caribbean, 2000-2014
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Cuba is one of the first countries to initiate a formal validation
process of virtual elimination of mother-to-child transmission

of HIV and congenital syphilis. This required a three-stage
process, including a data collection and report writing process, a
country visit from regional experts and finally a formal validation
of the findings. The experts agreed that Cuba, by their rigorous

definition, had eliminated mother-to-child transmission of HIV.

Haiti accounted for roughly half of all new HIV infections in 2014
in the Caribbean, with the Dominican Republic contributing the

second largest number of new infections (Figure 56).

PREVENTING NEW HIV INFECTIONS
AMONG KEY POPULATIONS

Evidence indicates that the Caribbean has achieved important

successes in delivering essential HIV prevention services to sex

2014

workers. Reported condom use among sex workers in the region
during their last episode of commercial sex ranged from 72% to
98%, and sex workers surveyed for HIV testing and receiving
results in the past 12 months reported 7-85% uptake. In recent
years HIV prevalence among sex workers in the Caribbean
ranged from 1% in Antigua and Barbuda to 8% in Haiti

(Figure 57).

By contrast, the prevalence of HIV in men who have sex with
men in the region ranges from 2% in Antigua and Barbuda to
38% in Jamaica (Figure 58). Reported condom use at last sex is
lower for men who have sex with men (40% to 81%) than for sex
workers. The reported range for recent HIV testing and receipt of

results in men who have sex with men was 16-99%.

Information is limited regarding HIV among people who inject

drugs in the region.
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TOWARDS UNIVERSAL ACCESS
TO HIV TREATMENT

In 2014, 8800 [6000-17 000] people in the Caribbean died of
AIDS-related causes. AIDS-related deaths in the region have fallen
by 59% since 2005, with roughly equivalent rates of declines in
2005-2009 and 2010-2014 (Figure 59).

The Caribbean is the only region in which the estimated decline

in TB-related deaths among people living with HIV has exceeded

Figure 60

50%. From 2004 to 2013, TB-related deaths among people living
with HIV in the Caribbean fell by 66% (Figure 60).

In 2014, 44% [33-53%)] of all people living with HIV in the
Caribbean received antiretroviral therapy, similar to the global
coverage. This represents a sharp increase in treatment access
since the launch of the Millennium Development Goals, as in
2000 treatment access was essentially non-existent in the region.
HIV treatment coverage is notably lower for children than for
adults, with only 36% [32-42%] of children living with HIV in

Estimated number of tuberculosis-related deaths among people living with HIV in the Caribbean, 2004-2013
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Figure 61
HIV continuum of care and treatment cascade for
Cuba, 2012-2013

Percentage

People People On Retained With
living living with antiretroviral on suppressed
with HIV HIV who therapy antiretroviral viral load
know their therapy
status

B People covered

B People not covered

Source: Based on Antiretroviral treatment in the spotlight: a public health
analysis in Latin America and the Caribbean. Key messages. Pan American Health
Organization; 2014.
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Figure 62
HIV continuum of care and treatment cascade for
Jamaica, 2012-2013

Percentage

People People On Retained With
living living with antiretroviral on suppressed
with HIV HIV who therapy antiretroviral viral load
know their therapy
status

B People covered
B People not covered
Source: Based on Antiretroviral treatment in the spotlight: a public health

analysis in Latin America and the Caribbean. Key messages. Pan American Health
Organization; 2014.



Figure 63

Discriminatory attitudes towards people

living with HIV:

percentage of people aged 15-49 years who would
not buy fresh vegetables from a shopkeeper or
vendor if they knew the person was living with HIV

Percentage

Haiti Dominican
Republic

Guyana

Source: Most recent nationally representative household surveys, 2009-2013.

the Caribbean in 2014 obtaining antiretroviral therapy and 44%
[33-54%] among adults.

Results along the HIV treatment continuum in the Caribbean
reflect a contrast with results from other regions, such as sub-
Saharan Africa. For example, in Cuba (Figure 61) and Jamaica
(Figure 62), the proportion of people living with HIV who know
their HIV status (92% and 72% respectively) is higher than in
other regions. In these two countries the cascades underscore the
need to strengthen efforts to link people diagnosed with HIV to
ongoing HIV care and treatment.

ENSURING AN ENABLING ENVIRONMENT
FOR A STRONG AIDS RESPONSE

Stigmatizing and discriminatory attitudes towards people living with
HIV remain common in many Caribbean countries. In Haiti and the
Dominican Republic, the two countries that account for the majority
of new HIV infections in the region, 40% or more of people surveyed
said they would avoid buying fresh vegetables from a person known
to be living with HIV (Figure 63).

A survey among female sex workers living with HIV in Santo
Domingo in the Dominican Republic found that female sex
workers living with HIV were lost at each step of the HIV care
continuum. Stigma and discrimination related to sex work and

HIV were important factors affecting treatment continuation and

Figure 64
Prevalence of recent intimate partner violence
among ever-married women, by age
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Source: Most recent nationally representative household surveys, 2009-2013.

engagement in care. Treatment interruption was found to be over
three times more likely among sex workers who experienced sex

work-related discrimination (7).

Many women in the Caribbean region experience violence at
the hands of their intimate partners. In Haiti, about one in three
ever-married young women aged 15-19 years reported having

experienced recent intimate partner violence (Figure 64).

ASIA AND THE PACIFIC

An estimated 5 million [4.5 million-5.6 million] people were living
with HIV in Asia and the Pacific in 2014. Consistent with global
trends, this represents an increase since 2005, when 4.6 million

[4.3 million-5.0 million] people in the region were living with HIV.
Although HIV prevalence in Asia and the Pacific is much lower
than in sub-Saharan Africa, the region is home to the second largest
population of people living with HIV.

The number of men aged 15 years and older living with HIV in Asia
and the Pacific (3.1 million [2.8 million-3.5 million]) is substantial-
ly greater than the number of women living with HIV (1.7 million
[1.5 million-2.0 million]). The region is home to an estimated

200 000 [180 000-230 000] children living with HIV. Young people
aged 15-24 years account for roughly 620 000 [560 000-720 000]

of the 5 million people living with HIV in the region, with young
males (53%) slightly outnumbering young females (47%).
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PROGRESS TOWARDS HALTING AND
BEGINNING TO REVERSE THE AIDS EPIDEMIC

An estimated 340 000 [240 000-480 000] people in Asia and the
Pacific were newly infected with HIV in 2014. This represents a
31% decline in new HIV infections from 2000 to 2014 (Figure 65).

There are concerning signs, however, that HIV prevention efforts
need to be strengthened across the region. The number of new
HIV infections in Asia and the Pacific rose by 3% between 2010
and 2014. China, India and Indonesia account for 78% of new HIV
infections in the region in 2014 (Figure 66).

Figure 65

PREVENTING NEW HIV INFECTIONS
AMONG KEY POPULATIONS

Patterns of HIV transmission and use of prevention services
among key populations vary widely by country in Asia and the
Pacific. Measured HIV prevalence among men who have sex with
men in 2014 ranges from less than 1% in several countries to 14%
in Mongolian urban settings (Figure 67). Among sex workers

in 2014, Malaysia and Myanmar report prevalence of 6%, while
several countries found prevalence less than 2% (Figure 68). HIV
prevalence among people who inject drugs was uniformly high,
with eight of 19 countries reporting above 10% (Figure 69).
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Figure 66
New HIV infections in Asia and the Pacific, 2014
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Source: UNAIDS 2014 estimates.
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Table 5

Antiretroviral therapy coverage among adults living
with HIV aged 15 years and older in Asia and the
Pacific, 2014

Antiretroviral therapy coverage (%)

<25% 25-49% 50+ %
Aféhan\stén . #ijl 7 Ca}nbod;a
Bangladesh Lao People’s Democratic Republic Thailand
Indonesia Myanmar

Malaysia Nepal

Pakistan Papua New Guinea

Philippines Viet Nam

Sri Lanka

Source: UNAIDS 2014 estimates.



HIV testing rates remain suboptimal among sex workers in many
countries in Asia and the Pacific. In 2014, recent HIV testing
ranged from 6% in Afghanistan to 86% in Mongolia, with nine of
14 countries below 50%.

Divergent patterns of service use among men who have sex with
men are apparent across the region. With respect to condom use
during the last episode of sex, reports ranged from 1% to over
90%, with only four countries over the 80% threshold in 2014. The
proportion of men who have sex with men who reported accessing
HIV testing services over the past 12 months ranged from 2% to
87%, with only four of 25 countries reporting over 50%.

Figure 67
HIV prevalence among gay men and other men who
have sex with men in Asia and the Pacific, 2011-2014
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Commendably, four of 12 countries distributed an average of
more than 200 needles and syringes per person who injects
drugs in 2014, but six countries distributed fewer than 100. Six
of 16 countries reported that more than 80% of people who
inject drugs used clean equipment for their last injection; five
countries reported coverage below 50%. Condom use with last
sex partner was low among people who inject drugs, ranging
from 13% to 66%, with only four of 19 countries reporting
more than 50% condom use. Recent HIV testing and receipt of
results was also low among people who inject drugs, with only
three of 18 countries over 50%— India (68%), Malaysia (54%)
and Thailand (61%).

Figure 68
HIV prevalence among sex workers in Asia
and the Pacific, 2011-2014
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Figure 69
HIV prevalence among people who inject drugs
in Asia and the Pacific, 2011-2014
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Figure 70
Number of AIDS-related deaths in Asia
and the Pacific, 2000-2014
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TOWARDS UNIVERSAL ACCESS TO
HIV TREATMENT

An estimated 240 000 [140 000-570 000] people in Asia and the
Pacific died of AIDS-related causes in 2014. This number reflects
a30% drop in the annual number of AIDS-related deaths in the
region from 2005 to 2014 (Figure 70). The fall in AIDS-related
mortality has been more pronounced in 2010-2014 (18%)
compared with 2005-2009 (11%).

In 2014, 36% [32-41%] of people living with HIV in Asia and the
Pacific obtained antiretroviral therapy. Continuing a pattern from
previous years, HIV treatment coverage in the region remains
lower than the global average (Table 5). HIV treatment coverage
was higher for women, 44% [40-51%], than for all adults 36%
[32-41%] in Asia and the Pacific.

In the Asia and the Pacific region, some countries have estimated an
HIV treatment cascade. Thailand, for example, is within reach of the
first component of the 90-90-90 target, with an estimated 80% of
people living with HIV knowing their HIV status in 2014. Drop-offs
in the cascade are apparent, however, with respect to timely initia-
tion of antiretroviral therapy and viral suppression among people
receiving HIV treatment (Figure 71). These patterns suggest a need
to enhance retention in care. In 2014, 51% of Thai people living with

HIV were retained on antiretroviral therapy at 12 months and over.

In Lao People’s Democratic Republic, 57% of people living with HIV
knew their status, and only 27% of people living with HIV were on treat-

ment. These data underline the need to scale up treatment (Figure 72).

Asia and the Pacific are within reach of achieving the global goal
of reducing TB-related deaths among people living with HIV by
50% by 2015. From 2004 to 2013, TB-related deaths among people
living with HIV fell by 42% across the region (Figure 73).

Nevertheless, the burden of TB among people living with
HIV remains considerable in the region. Asia and the Pacific in
2013 accounted for 16% of all TB-related deaths among people
living with HIV, the second largest regional number after

sub-Saharan Africa.



Figure 71
HIV continuum of care and treatment cascade,
Thailand, 2014
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Among the 10 countries in the region with the largest number of
people living with HIV-associated TB, only China reached more
than half of all people living with HIV-associated TB with an-
tiretroviral therapy in 2013. India, which accounts for more than
60% of the region’s people living with HIV-associated TB, has also
had the largest increase in HIV treatment coverage among people
living with HIV-associated TB.

Figure 73

Estimated number of tuberculosis-related deaths
among people living with HIV in Asia and the
Pacific, 2004-2013
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Figure 72
HIV continuum of care and treatment cascade for
Lao People’'s Democratic Republic, 2014
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ENSURING AN ENABLING
ENVIRONMENT FOR A STRONG
AIDS RESPONSE

Stigma and discrimination remain important barriers to a
more effective response in Asia and the Pacific. In five of eight
countries in the region with available data, at least one in three
people surveyed reported discriminatory attitudes towards
people living with HIV, with such attitudes exceeding 60% in

two countries (Figure 74).

Figure 74

Discriminatory attitudes towards people living with HIV:
percentage of people aged 15-49 years who would not
buy fresh vegetables from a shopkeeper or vendor if
they knew the person was living with HIV
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Figure 75
Prevalence of recent intimate partner violence
among ever-married women, by age
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Intimate partner violence remains prevalent in the region, with
more than one in three ever-married women aged 15-19 years in

Bangladesh reporting having experienced recent violence (Figure 75).

MIDDLE EAST
AND NORTH AFRICA

An estimated 240 000 [150 000-320 000] people were living with HIV
in the Middle East and North Africa in 2014. Two-thirds (150 000
[110 000-190 000]) are men and 13 000 [10 000-16 000] are children.

PROGRESS TOWARDS HALTING
AND BEGINNING TO REVERSE THE
AIDS EPIDEMIC

The Middle East and North Africa is one of only two regions where
new HIV infections are increasing, with the number rising by 26%
from 2000 to 2015. An estimated 22 000 [13 0000-
33 000] new infections occurred in 2014 (Figure 76).

The Islamic Republic of Iran, Somalia and Sudan together account for

nearly three-quarters of all new infections in the region (Figure 77).

HIV prevention coverage for pregnant women living with HIV is
extremely low at 13% [10-16%] in 2014. Estimating coverage for
the prevention of mother-to-child HIV transmission is challenging
in this region due to difficulties in estimating the number of

pregnant women living with HIV.
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Figure 76
New HIV infections in the Middle East and North
Africa, 2000-2014

140 000

120 000

100 000

w
c
.0
k] 80 000
2
£
s
] 60 000 -
o
£
3
z

40 000

20 000

2000 2014

e Total @ Adults @ Children

Source: UNAIDS 2014 estimates.

PREVENTING NEW HIV INFECTIONS
AMONG KEY POPULATIONS

Epidemics in the region are driven primarily by HIV trans-
mission among certain key populations. HIV prevalence is
elevated in these groups against the background of otherwise
low-level epidemics. North African countries have varied
epidemics among sex workers, ranging from no infections
found in Egypt to 10% in Algeria in 2014. Among the Indian
Ocean countries, Djibouti (16%) has the highest prevalence of
HIV among sex workers and Somalia has a prevalence over 5%,
while a 2013 survey found no infections among sex workers
in Yemen (Figure 78). Gay men and other men who have sex
with men bear a high burden of disease, with prevalence over
5% measured in 2014 in Algeria, Lebanon and Tunisia (Figure
79). People who inject drugs carry moderate HIV prevalence
in countries that conduct surveillance but relatively high rates
were observed in Morocco and the Islamic Republic of Iran
(Figure 80).

Algeria (96%) and Lebanon (84%) have high reported condom
coverage at last sex among sex workers, while Egypt, Sudan,
Somalia and Yemen all have reported coverage below 35%. Recent
HIV testing uptake and knowledge of status were very low, with no
country reporting over 30%.



Figure 77
New HIV infections in the Middle East and North
Africa, 2014
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Condom use among gay men and other men who have sex with
men was also low; only Lebanon surpassed 50%, with a reported
rate of condom use of 75%. Algeria and Lebanon reported high
recent HIV testing coverage, but only in Egypt (56%) is reported

testing coverage above 50%.

Four countries reported needle and syringe distribution, although
none approached even 100 per person who injects drugs, well

Figure 78
HIV prevalence among sex workers in the Middle
East and North Africa, 2011-2014
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Table 6

Antiretroviral therapy coverage among adults living
with HIV aged 15 years and over in the Middle East
and North Africa, 2014

Antiretroviral therapy coverage (%)

<25% 25-49% 50+ %
Somalia Lebanon Algeria
Iran (Islamic Republic of) Oman

Sudan

Syrian Arab Republic
Djibouti

Yemen

Egypt

Morocco

Tunisia

below the recommended 200. Strikingly, very high rates of using
a clean needle at last injection were reported: Lebanon (99%) and
Tunisia (89%) and Islamic Republic of Iran (82%) were above

the recommended targets of 80%, and Morocco (74%) was close.
Condom use to prevent sexual transmission from people who
inject drugs to their sexual partners was reportedly very low
among three reporting countries, ranging from 29% to 42%. HIV

Figure 79

HIV prevalence among gay men and other men who
have sex with men in the Middle East and North
Africa, 2011-2014
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testing in the past 12 months ranged from less than 1% in Oman
to 100% in Lebanon and Saudi Arabia.

Strides in prevention have been made, however. The Islamic
Republic of Iran has a strong needle-syringe programme, with
about 600 needle-syringe distribution programme sites. The
country is also at the fore of providing opioid substitution therapy,

with around 600 000 people receiving treatment.

TOWARDS UNIVERSAL ACCESS
TO HIV TREATMENT

Departing from global trends, AIDS-related deaths more than
tripled in the region between 2000 and 2014. In 2014, 12 000
[5300-24 000] people died in the Middle East and North Africa
from AIDS-related causes (Figure 81).

An important reason why AIDS-related deaths continue to
increase in the Middle East and North Africa is that the region

has the lowest HIV treatment coverage among all regions. In 2014,
only 14% [9-19%] of people living with HIV in the region received
antiretroviral therapy, with comparable coverage reported for
adults (14% [9-19%]) and children (15% [11-18%]). Treatment
coverage has improved only modestly since 2010, when 7% [4-9%]
of people living with HIV received antiretroviral therapy. In the
region, Algeria and Oman stand apart in facing the challenge of

Figure 80
HIV prevalence among people who inject drugs in
the Middle East and North Africa, 2011-2014
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providing access to antiretroviral therapy (Table 6). Algeria, with
57% [54->95%] coverage, was the first country in the region to
expand treatment eligibility in 2010 to people with CD4 counts of
350-500. Algerian domestic financing is estimated to cover 90% of

its treatment response.

Elsewhere in the region, lack of early diagnosis of HIV infection
is a primary reason for the persistence of such low treatment
coverage and poor HIV-related outcomes. As in sub-Saharan
Africa, the large majority of people diagnosed with HIV in

the Middle East and North Africa are linked to antiretroviral
treatment and achieve viral suppression, underscoring the urgent

need to strengthen testing efforts.

The impact of undiagnosed HIV infection is apparent in the Sudan
(Figure 82). In the Sudan, only one in four people living with HIV
knows their HIV status. Retention in care also appears to be a
major challenge in the Sudan. As a result of sharp drops across the
HIV treatment cascade, only 4% of people living with HIV in the
Sudan are on antiretroviral therapy and retained after 12 months

on treatment.

The Middle East and North Africa are not on track to reach the
target of reducing TB-related deaths among people living with
HIV by 50%, as such deaths rose by 34% from 2004 to 2013
(Figure 83).

Figure 81
Number of AIDS-related deaths in the Middle East
and North Africa, 2000-2014
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ENSURING AN ENABLING ENVIRONMENT
FOR A STRONG AIDS RESPONSE

Exceptionally high levels of stigma and discrimination have been
reported across the Middle East and North Africa. In each of
the three countries where population-based surveys have been
conducted, 70% or more of people surveyed expressed stigma-
tizing attitudes towards people living with HIV (Figure 84).

Although rates of reported intimate partner violence are generally
lower in the Middle East and North Africa than in many other

Figure 82
HIV continuum of care and treatment cascade for
Sudan, 2013
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Figure 83

Estimated number of tuberculosis-related deaths
among people living with HIV in the Middle East and
North Africa, 2004-2013
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regions, the frequency of such violence in the region is still
concerning. In Egypt more than 20% of ever-married women aged
20-24 years report having recently experienced intimate partner

violence (Figure 85).

LATIN AMERICA

An estimated 1.7 million [1.4 million-2.0 million] people,
including 33 000 [29 000-40 000] children, were living with HIV
in Latin America in 2014. The epidemic in the region predomi-

nantly affects men, with an estimated 1.1 million men living with

Figure 84

Discriminatory attitudes towards people living

with HIV:

percentage of women aged 15-49 years who would
not buy fresh vegetables from a shopkeeper or
vendor if they knew the person was living with HIV
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Source: Most recent nationally representative household survey, 2005-2012.

Figure 85
Prevalence of recent intimate partner violence
among ever-married women, by age
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Source: Most recent nationally representative household survey, 2005-2012.
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HIV in 2014. Nearly 180 000 [152 000-214 000] people living
with HIV in Latin America are aged 15-24 years, including 73 000

adolescent girls and young women.

PROGRESS TOWARDS HALTING
AND BEGINNING TO REVERSE THE
AIDS EPIDEMIC

An estimated 87 000 [70 000-100 000] people were newly infected
with HIV in Latin America in 2014. Although new HIV infections
fell by 17% between 2000 and 2014, there has been little change

in the annual number of new infections over the past five years
(Figure 86).

Brazil accounts for roughly half of all new HIV infections in the

region (Figure 87).

Fewer than 2000 [1300-2900] children acquired HIV in 2014 in
Latin America. High coverage of prevention of mother-to-child
transmission has helped drive reductions in new infections among
children, with 78% [64-94%] of the region’s 20 000 [17 000—

25 000] pregnant women living with HIV receiving antiretroviral

medicines in 2014.

PREVENTING NEW HIV INFECTIONS
AMONG KEY POPULATIONS

Key populations in the HIV epidemics of Latin America

include sex workers and gay men and other men who have sex

Figure 86
Number of new HIV infections in Latin America,
2000-2014
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Figure 87
New HIV infections in Latin America, 2014
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with men. HIV prevalence is below 10% among sex workers
in all reporting countries between 2011 and 2014 except for
Guyana (2011) and Uruguay (2011) (Figure 88). In contrast,
prevalence among men who have sex with men is above 10%
in nine of 15 countries reporting in 2015 (Figure 89). People
who inject drugs are not surveyed in many Latin American

countries (Figure 90).

Condom use among sex workers is uniformly high in the
region. Thirteen of 15 countries report that 84-99 % of sex
workers used condoms with their last client. A median of 72%
of sex workers reported an HIV test in the past 12 months
and receiving the result of that test. Seven of nine countries

reported testing levels above 60% among sex workers.

More than half of men who have sex with men reported
condom use with their last sexual partner in all 12 reporting
countries in the past three rounds. Argentina had the highest
coverage (88%). Recent HIV testing ranged from 7% in Peru
to 100% in Panama; the second highest rate was 66% in El

Salvador. Eleven of 16 reporting countries were below 50%.

Argentina, Brazil, Mexico and Paraguay reported low rates of
clean needle use at last injection among people who inject
drugs in the past four rounds, from 40% in Mexico (2009) to
92% in Paraguay (2012). Reported condom use with last sexual
partners among people who inject drugs ranged from 28% in
Mexico to 45% in Paraguay. Recent HIV testing was very low in

the three reporting countries.

TOWARDS UNIVERSAL ACCESS
TO HIV TREATMENT

AIDS-related deaths in Latin America fell by 29% from 2005
to 2014 (Figure 91). It is estimated that 41 000 [30 000-82 000]
people in the region died of AIDS-related causes in 2014. The



Figure 88
HIV prevalence among sex workers in Latin
America, 2011-2014
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Figure 90
HIV prevalence among people who inject drugs in
Latin America, 2011-2014
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Figure 89
HIV prevalence among gay men and other men who
have sex with men in Latin America, 2011-2014

Argentina

Belize —.
e
__________ =
—

Bolivia (Plurinational ]|
State of) |

Brazil

Chile

Colombia

Costa Rica

Ecuador

El Salvador

Guatemala

Guyana

Honduras

Mexico

Nicaragua

Panama

—
Paraguay E—_
pory

Uruguay

o 5 10 15 20 25
% living with HIV

H 2014 H 2013 W 2012 | 20m

Source: GARPR 2015.

Figure 91
Number of AIDS-related deaths in Latin America,
2000-2014

120 000

100 000

80 000

60 000

Number of deaths

40 000

20 000

2000 2014

Source: UNAIDS 2014 estimates.

137



Figure 92

Estimated number of tuberculosis-related deaths
among people living with HIV in Latin America,
2000-2014
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Figure 93
HIV continuum of care and treatment cascade for
Latin America and the Caribbean, 2013
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Figure 94

Discriminatory attitudes towards people living with HIV:
percentage of women aged 15-49 years who would not
buy fresh vegetables from a shopkeeper or vendor if
they knew the person had HIV
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Figure 95
Prevalence of recent intimate partner violence
among ever-married women, by age
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pace of the decline in AIDS-related deaths appears to be gathering
steam: deaths fell by 13% per cent in 2005-2009 and by 15% in
2010-2014.

Latin America does not appear to be on pace to reach the global
goal of reducing the number of TB-related deaths by 50% by 2015;
as such deaths fell by only 19% from 2004 to 2013 (Figure 92).

Latin America has among the highest HIV treatment coverage in
the world, with 47% [40-56%] of people living with HIV receiving
antiretroviral therapy in 2014 (Table 7). Distinct from the global
pattern, treatment coverage in the region is higher among children
(54% [46-64%]) than among adults (47% [40-56%]). Of the 10
countries in the region with the largest number of people living
with both HIV and TB, three countries (Brazil, Ecuador and
Honduras) provided antiretroviral therapy to more than half of
people living with HIV/TB in 2014.

The combined regions of Latin America and the Caribbean have
had important success in promoting HIV status, with more than
70% of people living with HIV having been diagnosed in 2013.
Importantly, however, only 44% of people living with HIV were
receiving antiretroviral therapy in 2013 and only 34% had viral
suppression. Figure 93 shows combined data for the Caribbean

and Latin America.

ENSURING AN ENABLING ENVIRONMENT
FOR A STRONG AIDS RESPONSE

In each of the four Latin American countries where popula-
tion-based surveys were conducted, more than 30% of people
had discriminatory attitudes towards people living with HIV
(Figure 94).

Figure 96
Number of new HIV infections in western and central
Europe and North America, 2014

140 000

120 000

100 000

80 000

60 000

40 000

Number of new infections

20 000

2000 2014

e Total em» Adults e Children

Source: UNAIDS 2014 estimates.

Table 7

Antiretroviral therapy coverage among adults living
with HIV aged 15 years and over in Latin America,
2014

Antiretroviral therapy coverage (%)

<25% 25-49% 50+ %
Bolivia (Plurinational Argentina Belize
State of)
Colombia Chile
Ecuador Costa Rica
Guatemala El Salvador
Guyana Mexico
Honduras Panama
Nicaragua
Paraguay
Peru
Suriname
Uruguay

Venezuela (Bolivarian
Republic of)

Source: UNAIDS 2014 estimates.

The Inter-American Court of Human Rights (IACHR) is monitor-
ing the situation of violence against lesbian, gay, bisexual, transsex-
ual and intersex people in the Americas. Between 1 January 2013
and 31 March 2014, there were over 770 reports of violence (594
deaths, 176 serious non-lethal attacks) related to the perception by
the perpetrator that the victim had gone against accepted gender
norms due to the person’s sexual orientation, gender identity or
gender expression. Limited official data are available on violence
towards lesbian, gay, bisexual, transsexual and intersex people. In
particular, underreporting of non-lethal violence against lesbian,
gay, bisexual, transsexual and intersex people renders this form

of violence invisible. IACHR encourages countries to collect these
data with a view to developing and implementing public policies
for the protection of the human rights of lesbian, gay, bisexual,

transsexual and intersex people (8).

Surveys also suggest a high prevalence of violence against women
in the region. In both the Plurinational State of Bolivia and
Colombia, more than one in four ever-married women aged
15-24 years reported a recent experience of intimate partner

violence (Figure 95).

WESTERN AND CENTRAL
EUROPE AND NORTH AMERICA

An estimated 2.4 million [1.5 million-3.5 million] people were living
with HIV in western and central Europe and North America in 2014.
Of these, about 1.9 million [1.2 million-2.7 million] (almost 80%) are
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men. As antiretroviral therapy has enabled people living with HIV in
these regions to approach a normal lifespan, fewer people are dying of
AIDS-related causes, leading to an increase over time in the number
of people living with HIV. Approximately 140 000 [90 000-200 000]
people living with HIV in these regions are aged 15-24 years, with
males accounting for 70% of all young people living with HIV.

The number of new infections has remained fairly stable
since 2000, with 85 000 [48 000-130 000] new infections
in 2014 (Figure 96). With prevention coverage for mother-
to-child transmission exceeding 95% in 2014, fewer than
500 children in these regions were newly infected with

HIV in 2014. Most countries in the region have fewer

Figure 97
Number of new HIV infections in western and central
Europe and North America, 2014
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Figure 98
HIV prevalence among sex workers in western and
central Europe, 2011-2014
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than 50 new HIV infections among children annually and
are poised to reach the goal of eliminating mother-to-child
HIV transmission.

The United States of America accounts for more than half of new

HIV infections in these regions (Figure 97).

PREVENTING NEW HIV INFECTIONS
AMONG KEY POPULATIONS

In western and central Europe, a median of 6.5% of people
who inject drugs and 6.7% of gay men and other men who
have sex with men are living with HIV. Few new data were

Figure 99

HIV prevalence among gay men and other men who
have sex with men in western and central Europe
and North America, 2011-2014
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Figure 100
HIV prevalence among people who inject drugs in
western and central Europe, 2011-2014
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reported among sex workers in 2014; in 2013 prevalence ranged
from zero infections among sex workers in Ireland to 6% in
Portugal (Figure 98). By contrast, two out of seven countries in
2014 reported HIV prevalence between 10% and 20% among
men who have sex with men in 2014 (Figure 99). In three of
nine countries reporting in 2015 HIV among people who inject
drugs had an HIV prevalence over 20%, and one country had a
prevalence between 10% and 20% (Figure 100).

Condom use among sex workers was high across most countries
in western and central Europe. Two of nine reporting countries
in 2014 found more than 80% of sex workers used a condom
with their last client. The proportion of sex workers who had a

recent HIV test and receipt of the results ranged from 10% in

Figure 101
Number of AIDS-related deaths in western and
central Europe and North America, 2000-2014
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Figure 102

Estimated number of tuberculosis-related deaths
among people living with HIV in western and central
Europe and North America, 2004-2013
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Bosnia and Herzegovina to 100% in Ireland over the past four

rounds of reporting.

With few exceptions, condom use with the last sexual partner
among gay men and other men who have sex with men was close
to but less than the target of 80%, ranging from 20% to 77%, with
15 of 17 countries above 50%. Recent HIV testing among gay
men and other men who have sex with men ranged from 19%

to 100%; almost half of countries reported that less than 40% of
men who have sex with men were tested in the past 12 months

and received their results.

Estonia, Finland and Romania distributed an average of about
200 clean needles to each person who injected drugs in 2014.

Among the 16 countries that reported, needle distribution
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Figure 103
HIV continuum of care and treatment cascade for
the United States, 2011
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ranged from 16 needles per person who injects drugs per year
in Serbia, to 235 needles per person who injects drugs per year
in Estonia. Nonetheless, over 80% of people reported using
clean needles for their last injection in five of seven countries
reporting on

2014. Condom use among people who inject drugs ranged
from 20% to 77%. Recent HIV testing and receipt of results
was reported by over 80% in three countries—Bosnia and
Herzegovina, Latvia and Malta.

TOWARDS UNIVERSAL ACCESS TO
HIV TREATMENT

Most countries in western and central Europe and North America

have had broad-based antiretroviral treatment programmes since

Figure 105

Figure 104
HIV continuum of care and treatment cascade for the
United Kingdom, 2012
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the mid-1990s. Countries in this region experienced sharp drops
in HIV-related mortality in the 1990s as HIV treatment was
scaled up. From 2000 to 2014, AIDS-related deaths fell by 12%
(Figure 101).

From 2004 to 2013, TB-related deaths among people living with
HIV fell by 22% in western and central Europe and North America.
Although numbers are small compared to other regions, these
regions do not appear to be on track to reach the global target of
reducing TB-related deaths among people living with HIV by 50%
by 2015 (Figure 102).

Outcomes along the HIV treatment cascade illustrate the
challenges countries in these regions face in their efforts to
optimize health outcomes for people living with HIV. These

Number of new HIV infections in eastern Europe and central Asia, 2000-2014
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national treatment cascades also demonstrate how care and

treatment patterns vary within the regions.

The United States, for example, has had substantial success in
promoting knowledge of HIV status, with an estimated 86% of
people living with HIV in the United States having been diagnosed
with HIV in 2011 (Figure 103). Less than half of people living

with HIV in the United States in 2011 were seeing an HIV doctor
or receiving antiretroviral therapy, however. Due to challenges
associated with linking people diagnosed with HIV to HIV care
and treatment, only 30% of people living with HIV in the United
States had viral suppression.

The United Kingdom of Great Britain and Northern Ireland, by
contrast, has been less successful in promoting knowledge of HIV
status but has had a less precipitous drop-off from HIV diagnosis
to receipt of antiretroviral therapy (Figure 104). In 2012, 78%

of people living with HIV in the United Kingdom knew their
HIV status, and 69% of people living with HIV were receiving
antiretroviral therapy. Overall, 61% of people living with HIV in
the United Kingdom in 2012 had achieved viral suppression.

EASTERN EUROPE
AND CENTRAL ASIA

An estimated 1.5 million [1.3 million-1.8 million] people in
eastern Europe and central Asia were living with HIV in 2014.
These include 900 000 [770 000-1.1 million] men, 600 000
[520 000-710 000] women and 17 000 [14 000-19 000]
children. The number of people living with HIV continues to

increase sharply across this region.

PROGRESS TOWARDS HALTING
AND BEGINNING TO REVERSE
THE AIDS EPIDEMIC

It is estimated that 140 000 [110 000-160 000] people were newly
infected with HIV in eastern Europe and central Asia in 2014
(Figure 105). The region is one of only two in the world where new
infections continue to increase. New infections in eastern Europe
and central Asia rose by 30% from 2000 to 2014, including a 8%
increase in 2010-2014.

Although countries across the region have been affected by the
epidemic, the Russian Federation alone accounted for the vast

majority of the region’s new HIV infections in 2014 (Figure 106).

The region has prioritized prevention of mother-to-child HIV
transmission, reaching more than 95% of the pregnant women
living with HIV with antiretroviral medicines in 2014. It is
estimated that 1 200 [<1000-1600] children acquired HIV in

eastern Europe and central Asia in 2014.

Figure 106
New HIV infections in eastern Europe and central
Asia, 2014
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Figure 107

HIV prevalence among gay men and other men who
have sex with men in eastern Europe and central
Asia, 2011-2014
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Figure 108
HIV prevalence among people who inject drugs
in eastern Europe and central Asia, 2011-2014
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PREVENTING NEW HIV INFECTIONS
AMONG KEY POPULATIONS

Eastern Europe and central Asia have particularly high HIV
prevalence among people who inject drugs, ranging from 3%

in Georgia to 22% in Ukraine; Armenia, Belarus, Kyrgyzstan,
Tajikistan and Ukraine all report recent prevalence above 10%
(Figure 108). HIV prevalence among sex workers is considerably
lower, ranging from no infections detected in Armenia’s
surveillance in 2014 up to 12% of sex workers living with HIV in
the Republic of Moldova (Figure 109). Among men who have sex
with men, HIV prevalence measured less than 1% in Armenia and

up to 13% in Georgia (Figure 107).

Needle and syringe programmes in Kazakhstan, Kyrgyzstan and
Tajikistan distributed close to 200 or more syringes per person
who injects drugs in 2014. Uzbekistan reported distributing about
100 syringes per person who injects drugs per year, but the other
10 reporting countries distributed fewer syringes. Clean needles
were reportedly used at last injection by more than 80% of people
who inject drugs in six of 10 reporting countries between 2011
and 2014. Two countries reported less than 50% clean needle
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Figure 109
HIV prevalence among sex workers in eastern
Europe and central Asia, 2011-2014
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use. Condom use at last sex was at or under 50% in all but two

of 11 countries, and 54% and 50% in the remaining countries.
Reported recent HIV testing and receipt of results ranged from 4%
to 60% among 10 reporting countries over the two past rounds.

Condom use among sex workers was high, with eight of nine
countries reporting more than 80% of sex workers using a condom
with their last client. The remaining country reported 71%. Recent
HIV testing among sex workers ranged from 22% in the Republic of
Moldova to 89% in Kazakhstan; five of 11 countries reported testing
above 50%.

Two of eight countries reported that over 80% of men who have
sex with men used a condom with their last sexual partner. Of the
remaining six countries, one reported condom use under 50%.
Recent HIV testing among men who have sex with men was low
in all reporting countries, except Kazakhstan, where 74% reported
a recent test and receiving the results. The remaining countries

reported a range from 24% to 49%.



Figure 110
Number of AIDS-related deaths in eastern Europe
and central Asia, 2000-2014
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Figure 1M
HIV continuum of care and treatment cascade
for Ukraine, 2014

TOWARDS UNIVERSAL ACCESS
TO HIV TREATMENT

An estimated 62 000 [34 000-140 000] people died of AIDS-
related causes in eastern Europe and central Asia in 2014. Since
2005, AIDS-related deaths in the region have increased by 27%
(Figure 110).

Although AIDS-related deaths overall have increased, the
region is within reach of the target of reducing TB-related
deaths among people living with HIV by 50% by 2015. From
2004 to 2013, TB-related deaths among people living with HIV
fell by 34% in eastern Europe and central Asia (Figure 110).

Only 19% [16-22%] of people living with HIV in eastern
Europe and central Asia received antiretroviral therapy in 2014
(Table 8). The region has the second lowest HIV treatment
coverage of any region, behind the Middle East and North
Africa. Treatment coverage in the region has nearly doubled
since 2010, when 9% [8-10%] of people living with HIV
received treatment services, but the pace of scale-up urgently
needs to accelerate.

The region has achieved considerably higher treatment
coverage for people living with both HIV and TB than it has
for other people living with HIV. All countries in the region
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Figure 112

Estimated number of tuberculosis-related deaths
among people living with HIV in eastern Europe and
central Asia, 2004-2013
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with available data (Armenia, Azerbaijan, Belarus, Georgia,
Kazakhstan, Kyrgyzstan, Republic of Moldova, Tajikistan,
Ukraine, Uzbekistan) provided antiretroviral therapy to
more than 45% of people living with HIV-associated TB in
2013. Ukraine accounted for over 70% of people living with
HIV-associated TB in 2013 in the region.

In the Ukraine, approximately half of people living with HIV
knew their status, however, the actual number is suspected to
be higher, since a certain portion of the population knows their
HIV status but chooses not to register with the AIDS Center
(Figure 111).

Figure 113

Table 8

Antiretroviral therapy coverage among adults living
with HIV aged 15 years and over in eastern Europe
and central Asia, 2014

Antiretroviral therapy coverage (%)

<25% 25-49% 50+ %
Armenia Georgia
Azerbaijan

Belarus

Kazakhstan

Kyrgyzstan

Republic of Moldova

Tajikistan

Ukraine

Uzbekistan

Source: UNAIDS 2014 estimates.

ENSURING AN ENABLING ENVIRONMENT
FOR A STRONG AIDS RESPONSE

As in other regions, stigmatizing and discriminatory attitudes
towards people living with HIV remain too common. In all
countries with population-based surveys, more than half of people
surveyed expressed discriminatory attitudes towards people living
with HIV (Figure 113).

Violence against women occurs too frequently across the region
(Figure 114). In the Republic of Moldova, more than one in four
women aged 25-49 years said they had recently experienced

intimate partner violence.

Discriminatory attitudes towards people living with HIV: percentage of people aged 15-49 years who would

not buy fresh vegetables from a shopkeeper or
vendor if they knew the person was living with HIV
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Source: Most recent nationally representative household survey, 2005-2012.
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Figure 114
Prevalence of recent intimate partner violence among ever-married women, by age
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Adults and children living with HIV Adults and children newly infected
Estimate Lower boundary Upper boundary Estimate Lower boundary
ASIA AND
2014
THE PAGIFIC 5 000 000 4 500 000 5600 000 340 00 240 000
2000 4000 000 3800 000 4 500 000 500 000 440 000
CARIBBEAN 2014 280 000 210 000 340 000 13 000 9600
2000 310 000 230 000 390 000 27 000 21000
EASTERN EUROPE
2014 1500 000 1300 000 1800 000 140 000 110 000
AND CENTRAL ASIA
2000 600 000 510 000 730 000 100 000 90 000
LATIN AMERICA 2014 1700 000 1400 000 2000 000 87 000 70 000
2000 1200 000 1100 000 1500 000 100 000 88 000
MIDDLE EAST AND 2014 240 000 150 000 320 000 22 000 13 000
NORTH AFRICA
2000 96 000 51000 140 000 18 000 12 000
SUB-SAHARAN AFRICA 2014 25 800 000 24 000 000 28 700 000 1400 000 1200 000
2000 20 800 000 19 000 000 22 700 000 2300 000 2200 000
WESTERN AND 2014 2 400 000 1500 000 3500 000 85 000 48 000
CENTRAL EUROPE AND
NORTH AMERICA 2000 1500 000 970 000 2 400 000 87 000 53 000
GLOBAL 2014 36 900 000 34 300 000 41400 000 2000 000 1900 000
2000 28 600 000 26 400 000 31200 000 3100 000 3000 000

Source: UNAIDS 2014 estimates.
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with HIV

Upper boundary

480 000
590 000

17 000
31000

160 000
120 000

100 000
120 000

33 000
23 000

1500 000
2400 000

130 000
130 000

2200 000
3300 000

Estimated HIV prevalence (age 15-49 years)

Estimate

0.2
0.2

11
1.6

0.9
0.4

0.4
0.4

01
<01

4.8
6.1

Lower boundary

0.2
0.2

0.9
1.2

0.7
0.3

0.4
0.4

<01
<01

4.5
56

Upper boundary

0.2
0.2

0.4

0.5
0.5

01
<01

51
6.6

AIDS-related deaths among adults and children

Estimate

240 000
220 000

8800
18 000

62 000
20 000

41000
60 000

12 000
3600

790 000
1200 000

26 000

29 000

1200 000
1600 000

Lower boundary

140 000
130 000

5700
12 000

34 000
11000

30 000
43 000

5300
1600

670 000
1000 000

11000
12 000

980 000
1300 000

Upper boundary

570 000
510 000

13 000
28 000

140 000
45 000

82 000
120 000

24 000
7100

990 000
1500 000

86 000
96 000

1600 000
2100 000
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Over the 15 years of the Millennium Development Goals,
the AIDS response has achieved much and learned
more. I'rom community centres to the corridors of power,
lessons have come from all levels of the response to HIV
and from all corners of the globe. On the following
pages are 15 lessons to inform the 15 years

of the sustainable development goals and the 15 years

we have to end the AIDS epidemic by 2030.



01

THE POLITICAL
LEADERSHIP LESSON

Political leadership has translated commitments to action

and action to results. This has restored dignity and respect to

people living with and affected by HIV.

02

THE ADVOCACY
LESSON

People demanded answers, resources and a voice.

People have held leaders accountable.

03

THE FINANCING
LESSON

Unprecedented investments in the AIDS response
ensured that resources went from millions to billions.
Results followed.

04

THE COUNTRY
OWNERSHIP LESSON

Health became a multisectoral issue. Local ownership
of the AIDS response created demand for quality health

services and fostered innovation.

05

THE PARTNERSHIPS
LESSON

The AIDS response created partnerships that have
turned heads and hearts—people from all sectors have

united and contributed.

151



06

THE CIVIL
SOCIETY LESSON

Civil society was and continues to be the engine
of the AIDS response, driving the call for funding and
research and demanding access and the protection

and promotion of human rights.

07

THE TREATMENT
ACCESS LESSON

Fifteen million people are on antiretroviral therapy,
but millions more still need access to these life-saving
medicines. The AIDS response has proven that access
to quality health care and adherence to treatment

is possible in resource-poor settings.

08

THE HIV
PREVENTION LESSON

There is no magic bullet for HIV prevention.

People need options and access to HIV prevention services

that meet their life contexts.
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09

THE RIGHTS AND SOCIAL
JUSTICE LESSON

Social justice is achieved when people’s rights, including
their right to health, education and work, are fulfilled. When
people are treated with respect and dignity by health-care
providers, employers and communities, new HIV infections
and AIDS-related deaths decline.

10

THE SECURITY AND HUMANITARIAN
LESSON

HIV must be integrated into national disaster

preparedness and response plans.



11

THE WOMEN AND
GIRLS LESSON

Women's rights, gender equality and empowerment
must be priorities of the AIDS response. Programmes that
reduce poverty and violence also can reduce HIV

incidence among women.

12

THE KEY
POPULATIONS LESSON

Gay men and other men who have sex with men,
sex workers, transgender people and people who inject drugs

have made themselves visible, heard and counted.

13

THE CHILDREN AND
YOUNG PEOPLE LESSON

New HIV infections among children can be eliminated and
their mothers kept alive. Young people have the potential to
transform the AIDS response and end the epidemic.

14

THE SCIENCE
LESSON

Working together, communities and scientists have
found innovative solutions. There is hope that a

cure and vaccine will be found soon.

15

THE DATA
LESSON

What gets measured gets done. Through data, a
better understanding of the epidemic has emerged
and helped programmes to reach the right people at
the right times in the right places.
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POLITICAL
POWER

156

FEW HEALTH ISSUES HAVE BEEN AS
POLARIZING OR AS UNITING AS THE AIDS
EPIDEMIC. POLITICALLY CHARGED FROM
THE START, AIDS CHANGED THE WAY THAT
WORLD LEADERS APPROACHED HEALTH.
FORTHE FIRST TIME, THE WORLD WAS
FACED WITH A DISEASE THAT HAD THE
POWERTO BECOME A GLOBAL SECURITY
THREAT. THAT AIDS COULD LEAD TO
INSTABILITY AND ECONOMIC COLLAPSE
IN COUNTRIES AND REGIONS WAS
SOMETIMES ACKNOWLEDGED AT THE TOP
WITH NATIONAL PLANS; IN OTHER CASES,
THE TOP WAS BYPASSED AND THE GRASS
ROOTS TOOK THE LEAD.
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POLITICAL LEADERSHIP
AT A GLANCE

DATA POINT

5 LESSONS Total resources for HIV/AIDS in low- and middle-income countries,
LEARNED 2000-2015
2 e e
201 UN Political Declaration on HIV/AIDS US$ 217 billion

China reached $0.5 billion in 2010 [111% increase 2008-2010]
p o | i t i ca | Mexico reached US$ 0.4 billion, 170% increase 2009-2010; steady growth afterwards
Brazil 10% average annual growth after 2008 US$ 0.8 billion

leadership 20

Global Financial Crisis

- . US$ 20.2 billion in 2014
invo I ves: South Africa twofold increase [US$ 0.5 billion 2008-2010]

1. ]
L
Putting leadership 3 2006 UN High-Level Political Declaration on HIV/AIDS
L3
into the hands of 3 i
10 !

1 2009-2010: 18-fold increase in

: Asia-Pacific

1 2007-2009: 2.6-fold increase in

! sub- Saharan Africa

UNITAID : 2006-2008: 2.6-fold increase in eastern

established I Eurol q tral A

5 . R .y EUrope and central Asia, .

2 High-Level 1 2005-2014: steady 10% annual increase
[

Declaration of | in Latin America and the Caribbean

Commitment

everybody. T PEPFAR estabiished

Global Fund established

Creating a
powerful nexus of o
people, politicians 2000 2002

and science.

Beginning of Millennium
Development Goals

2015

Source: UNAIDS estimates June 2015, based on UNAIDS-KFF reports on financing the response to AIDS
in low- and middle-income countries until 2014; OECD CRS last accessed June 2015; UNGASS and GARPR
reports; FCAA Report on Philanthropic funding Dec 2014

Delivering
services at scale
for impact.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

4.

Basing the

response on U] 03
human rights and

dignity. ACTING ON BEHALF OF ALL REGIONAL SHARING OF
PEOPLE THROUGH THE ECONOMIC AND POLITICAL
UNITED NATIONS. RESPONSIBILITY.

5.

Realizing that
inclusion and 02 04

participation equal
sustainability. CREATING NEW PLATFORMS TRANSFORMING MONITORING,

FOR MULTIPARTNER, LONG- EVALUATION AND
TERM DEVELOPMENT SUCCESS. | ACCOUNTABILITY.

05

HIGHLIGHTING JUSTICE ISSUES
THROUGH GLOBAL ADVOCACY.




5 MILESTONE MOMENTS
THAT INFLUENCED
THE AIDS MOVEMENT

JANUARY 2000

The United Nations Security Council debates the
impact of AIDS on peace and security in Africa,
marking the first time that the Council discusses
a health issue as a threat to peace and security.
Secretary-General Kofi Annan says that the
impact of AIDS in Africa is no less destructive

than that of warfare itself (1).

JULY 2000

The XIII International AIDS Conference takes
place in South Africa, and the devastating nature
of the epidemic is laid bare. Activists protest
against treatment inequities, and scientists
debunk AIDS denialism. In his closing address,
Nelson Mandela calls for a move “from rhetoric

to action” (2).

SEPTEMBER 2000

The largest gathering of world leaders to
date ratifies the United Nations Millennium
Declaration. From this comes Millennium
Development Goal 6, calling for the

international community to halt and begin

to reverse the spread of HIV by 2015, and
to achieve universal access to antiretroviral

medicines for people in need by 2010.

JUNE 2001

The United Nations General Assembly
Special Session on HIV/AIDS passes the
Declaration of Commitment on HIV/AIDS.
The follow-up Political Declaration in 2006
reaffirms leaders’ joint commitment to scaling

up the HIV response.

JANUARY 2002

The Global Fund to Fight AIDS, Tuberculosis
and Malaria is established as an international
financing partnership between governments,
civil society organizations, the private sector
and affected communities. One year later in
the United States of America, the President’s
Emergency Plan for AIDS Relief is created.

&

5 GAPS AND CHALLENGES

THE AIDS RESPONSE STILL
OPERATING IN ISOLATION.

FRAGILE AND INSUFFICIENT
HEALTH SYSTEMS.

WEAK NATIONAL ACCOUNTABILITY

AND GOVERNANCE STRUCTURES.

THE GROWING COMPLEXITY

OF THE DEVELOPMENT LANDSCAPE.

5 CONTRIBUTIONS OF

THE AIDS RESPONSE

Partnering in multisectoral, multilateral and

inclusive ways.

Publicly discussing sensitive subjects.

5 ACTIONS FOR
THE FUTURE

O1

Develop new approaches to service

delivery.

02

Build new partnerships.

03

Improve people’s ability to influence the

development agenda.

04

Develop accountability for progress on

the sustainable development goals.

05

Build robust, resilient health systems.
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1TO LEAD OR
NOTTO LEAD

There is no doubt that political leadership at the highest level, nationally and internationally,
has both accelerated and hindered the AIDS response. The response to HIV has also shown
that leadership can come from many sources to fill the vacuum created by demand.

“I want to start yesterday; said then President Festus Mogae of
Botswana to the small group around the table. With these five
words, he created one of the first country-led global AIDS partner-
ships in the era of the Millennium Development Goals. There was
a collective sigh in the room as hope was ignited.

In 2000, the landlocked southern African country of Botswana
had the highest rate of new HIV infections. One in four adults was
already living with HIV—then the highest HIV prevalence in the
world. Prevalence exceeded 30% among men and women in the
25-40-year age group.

A few days later, the attendees at the XIII International AIDS
Conference in Durban, South Africa, were stunned to hear
President Mogae speak so candidly when he famously said, “We
are threatened with extinction. People are dying in chillingly high
numbers. It is a crisis of the first magnitude” Botswana was one
the few countries that was acknowledging the toll the epidemic
was taking and actively working with partners to improve access
to HIV testing, HIV prevention options and life-saving medicines.
The unambiguity and resolve of the President’s political and
personal commitment to the AIDS response enabled a faster
scale-up of critical programmes and brought partners to the

table. The same year, the African Comprehensive HIV/AIDS
Partnerships was established between the Government of
Botswana, the Bill & Melinda Gates Foundation and the Merck
Foundation. The African Comprehensive HIV/AIDS Partnerships
focused on supporting the national plan and was built on the

shoulders of the programmes already on the ground.

With an initial grant of US$ 50 million from the Bill & Melinda
Gates Foundation, matched by antiretroviral medicines from

UNAIDS launches the Accelerating Access Initiative in
conjunction with pharmaceutical companies, WHO, the World
Bank, UNICEF and UNFPA. This stimulates the development of

treatment access plans in 39 countries.
°

Merck and the Merck Foundation, the African Comprehensive
HIV/AIDS Partnerships was an early model for country-led
public—private partnerships. It brought together a diverse group
of organizations, including research institutes, such as Harvard
University, nonprofit organizations, community-based organiza-
tions and intergovernmental organizations, including UNAIDS,
the World Health Organization (WHO) and the World Bank.

By the end of President Mogae’s term in 2008, more than

90 000 residents were accessing HIV treatment, mother-to child
transmission rates were the lowest in Africa and the rate of new
HIV infections had dropped by 46% (decline from 2000 to 2008).

In the preceding years, scholars had taken note of the policies
President Mogae had set in motion (3, 4), the partnerships he
agreed to set up, and his rhetoric and narrative that convinced a
country to think differently about HIV and to focus attention on
the future. Mogae would be the first to say, however, that results
did not happen because of the leadership of just one person or a
single organization—rather, collectively Botswanans could see that
a better future was within their grasp (5).

Today, Botswana has 63% [59-65%] of adults with HIV accessing
treatment, a rate of new HIV infections of 1.4% and fewer than
500 new child HIV infections in 2014.

President Mogae was not the first head of state to tackle AIDS
in sub-Saharan Africa. In 1987, his neighbour to the north, then
Zambian President Kenneth Kaunda, announced that he had
lost his son to AIDS the previous year. He vowed, “We want to
fight this together ... regardless of who dies from it” (6); he still

considers himself an AIDS activist. In Senegal, President Abdou

2000

2000
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.
The XIII International AIDS Conference in Durban,
the first to be held in Africa, significantly accelerates
global momentum to expand HIV treatment access.



Three-year-old Owami Hlapolosa sits with former President of Botswana Festus Mogae, who is the founder of the Champions for an AIDS-Free Generation. Owami was born

free from HIV as her mother, Mohlanhla, had access to antiretroviral medicines.

Diouf shaped one of the first successes on AIDS. Likewise,
Uganda’s early HIV prevention response was led by Ugandan
President Yoweri Museveni. It is clear that political leadership can
accelerate or slow progress. Some of the most interesting lessons

have come at the nexus of politics and community.

WHEN FEAR LEADS

“Politics hates a vacuumy; it if isn’t filled with hope, someone
will fill it with fear” Journalist and commentator Naomi Klein
tweaked the old phrase with a modern take that applied to the
AIDS response.

More than any health issue before, the AIDS response was under-
pinned by activism, which drew attention to the scale and devas-
tation of the illness, and demanded people’s right to live. Initially,
the AIDS response grew out of gay rights activists demanding that
the Government of the United States respond and recognize the

epidemic as it shattered their community. Gay rights groups such

United Nations Security Council passes
resolution 1308, which emphasized the
threat to security posed by AIDS.

[ ]

as the AIDS Coalition to Unleash Power (ACT UP) worked with
activist donors and celebrities such as Elizabeth Taylor and Elton
John to bring voice to those affected by HIV and create space for
their right to be heard.

Political advocacy grew in Africa and across the world as the
impact and devastation of the AIDS epidemic outpaced the
response. The AIDS Support Organization (TASO) in Uganda
and South Africa’s Treatment Action Campaign (TAC) were two
African rights-based groups formed to end discrimination
against people living with HIV and to demand access to antiretro-
viral therapy for all. Faith-based organizations in the community
took on a significant role in providing treatment and care early in

the response.

Grass-roots leaders transformed the way health responded to
people. Slowly, the fear dissipated, and the way that health and
services are delivered changed. Early activism defined the Greater
Involvement of People Living with HIV/AIDS principles, by which

2000 December

2000 July

N
At the Okinawa Summit, G8 members committed to
confront HIV, TB and malaria, three major infectious
and parasitic diseases.
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LESSONS
AND HOPE

EPELI NAILATIKAU
President of I'iji

| have the honour to share lessons learned in Fiji over the
past 15 years and the hopes for the future of the global
AIDS response.

Lessons learned

The Fiji Government sustained HIV treatment for its own
people in spite of competing priorities and demands. Fiji
was able to fully cover antiretroviral therapy free of charge
for all from the government budget. Fiji moved to Option
B+, despite additional costs associated with this transition.

The Fiji Government provided a legal framework and legis-
lative environment to repeal punitive laws and introduce
protective laws that protect marginalized groups. The
government put legal reforms in place in 2011, notably the
decriminalization of homosexuality through the Crimes
Decree 2009, the lifting of travel restrictions on people
living with HIV through the HIV/AIDS Decree 2011 and

the outlawing of all forms of discrimination on a range of
grounds, including sexual orientation, gender identity and
health or disability status through the 2013 Constitution of
the Republic of Fiji.

The Fiji Government strengthened the capacity of people
living with HIV and positioned them as key partners in the
AIDS response. The network of people living with HIV in
Fiji (FJN+) secured funding from the government for its
programmes, including the test and treat strategy. The
government, through the Ministry of Health and Medical
Services, also facilitated the appointment of HIV-negative
people with specialist skills and expertise to be part of the
FIJN+ Board.
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The establishment of the Fiji Business Coalition against HIV
and AIDS (BAHA)—a vibrant, charitable organization—fully
acknowledges private sector responsibility to achieve
100% awareness of HIV prevention in the workplace. It
provides technical and advisory support to enable all
workplaces in Fiji to develop appropriate policies on HIV
and to develop and maintain a training resource, enabling
businesses to train their staff on HIV issues in a manner
appropriate to business.

Hope for the future

My greatest personal hope is for Fiji, and indeed the Asia
and Pacific region and the rest of the world, to have an
AIDS-free generation of young people. This can be achieved
through a broad range of strategies to be undertaken jointly
and systematically by all stakeholders, including, but not
limited to, the government and non-state actors such as civil
society organizations, religious groups, sports organiza-
tions, the business community, key affected populations and
the media.

Strategies should include intensifying and reinvigorating the
HIV prevention agenda for young people, the continuous
education of vulnerable age groups and increasing the
condom advocacy campaign.

The next generation of community and national leaders
will have to accept this as part of their responsibility to
society. The entire nation must continue to address HIV
from a broader perspective and not isolated as a health-
related issue. HIV is a development issue and needs to be
addressed holistically. @



people living with HIV were to be considered people first and

foremost, rather than a condition (7).

As activists demanded that political leaders take risks and change
the ways things were done—making space for health care to be
delivered in original and different ways—hope returned.

WHAT EFFECTIVE
LEADERSHIP LOOKS LIKE

There have been numerous examples of transformative country
leadership, with styles as diverse as nations. Some countries behaved
like activists and refused to take “not possible” as an answer.

Brazil was the first country to provide free combination HIV
treatment. In doing so, Brazil defied the World Bank’s dire
prediction of a scale-up in new HIV infections. Having guaran-
teed universal access to HIV treatment, the Brazilian Government
negotiated assertively with international pharmaceutical
companies to ensure that it could continue providing access to
antiretroviral medicines to those Brazilians in need of them.

The successful outcome of these negotiations, and a continuing
tradition of tough negotiations with the pharmaceutical industry,
have helped keep prices low enough for the Brazilian Government

to continue providing universal treatment access.

Several countries have notably led the way in working with
marginalized populations. Top-level political commitment and
multisectoral strategies in Thailand mobilized funds and led to
implementation of programmes that targeted sex workers and
their clients, and increased condom use in brothels from
virtually nil to more than 95%. At the same time, the incidence
of sexually transmitted infections was reduced by 95% and the
rate of new HIV infections dropped by 80% (8). More recently,
Moldovan leadership has enabled the rollout of harm-reduction
programmes in prisons, providing opioid substitution therapy,
needle—syringe programmes, condoms, and voluntary HIV

testing and counselling.

We have also seen examples of visionary leadership at the regional
level. In February 2015, in order to reaffirm its long-standing
commitment and strategic partnership with UNAIDS, the Council
of the Arab Ministers of Health at the League of Arab States
endorsed in a ministerial decree, the Algiers Call for Action, and
requested that UNAIDS and partners support the implementation
of the Arab AIDS Strategy (2014-2020). The Council issued a
ministerial decree to endorse the establishment of the first regional
HIV Centre in Algeria in partnership with the League of Arab
States, UNAIDS and the Government of Algeria.

The United Nations Commission on Human
Rights resolves that, in the AIDS epidemic, access
to treatment is an essential component of full
realization of the right to health
[ ]

GLOBAL POLITICS CAN MOVE
MOUNTAINS FAST

It was 20 years into the AIDS epidemic before leaders woke up to the
global crisis on their hands. Once the crisis was acknowledged, in
three short years the world saw unprecedented action at the highest

levels, on a scale that would secure a response like no other.

Multilateral architectures have provided leadership at key strategic
moments in the past 15 years of the AIDS response, especially in
providing global vision, targets and mandates, and creating new

partnerships, with the funding and resources to deliver at scale.

This started in 2000, when the United Nations Security Council
passed resolution 1308, acknowledging the severity of the
epidemic. Resolution 1308 was quickly followed by the Group of
Eight (G8) Summit in Okinawa, Japan, where health was on the
agenda of the forum for the G8 industrialized nations. Following
the World Bank’s commitment to triple financing for AIDS,
tuberculosis and malaria, the communiqué from Okinawa recog-
nized the importance of the AIDS response in both economic
and health terms, and also highlighted the need for a step

change in the response (9). In September 2000, the Millennium
Development Goals were created, including Goal 6, which focused
on AIDS, tuberculosis and malaria. In November 2000, the Doha
Declaration reaffirmed flexibility of the TRIPS agreement (the
Agreement on Trade-Related Aspects of Intellectual Property
Rights), giving countries better access to antiretroviral medicines

and other essential medicines to protect public health (10).

In 2001, the Abuja Declaration was signed by African Union
Member States, pledging to increase the funding of health to

at least 15%. In the same year, at the United Nations General
Assembly Special Session on HIV/AIDS, Member States adopted
the Declaration of Commitment on HIV/AIDS. By 2002, real
resources to back up the commitments became available when

the Global Fund to Fight AIDS, Tuberculosis and Malaria (Global
Fund) opened its doors. A year later, United States President
George W. Bush launched the United States President’s Emergency
Plan for AIDS Relief (PEPFAR), with an initial commitment of
USS$ 15 billion to provide antiretroviral therapy to 2 million people
living with HIV in resource-limited settings, to prevent 7 million
new infections and to support care for 10 million people (11).

If the early 2000s were focused on putting the goals and money in
place, the next few years were focused on scaling up. Numerous
global programmes were now addressing the demand for access

to HIV services, including the Clinton Health Access Initiative for

2001

2001

o
African Union considers AIDS an emergency and
establishes AIDS Watch Africa.
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affordable antiretroviral therapy and the “3 by 5” initiative, a global
target to provide 3 million people in lower- and middle-income

countries with access to antiretroviral therapy by 2005.

As it became clear that resource commitments could quickly be
turned into life-saving actions, funding continued to increase, and
the scale of support stepped up from millions to billions of dollars.
The African Union’s economic development programme, the New
Partnership for Africa’s Development (NEPAD), notes that the

G8 delivered on its promises of funding and innovative delivery
mechanisms; as a result, Africa was able to reduce the impact of
HIV and tuberculosis, improve immunization rates and improve

the response to malaria (12).

In light of progress in the AIDS response and the potential to
expand HIV treatment, the 2005 G8 meeting in Gleneagles, United
Kingdom, committed to achieving an “AIDS-free generation” and
providing universal access to treatment for all those who needed it
by 2010. Crucially, the meeting also pledged to meet the resources
needed, including through replenishment of the Global Fund (13).

By 2006, the world was seeing results, and leaders were ready to
set more ambitious targets. Country-led globally supported plans
were in place, and the 2006 United Nations Political Declaration
on HIV/AIDS reflected the new partnership model and “the
urgent need to scale up significantly towards the goal of universal
access to comprehensive prevention programmes, treatment, care
and support by 2010” (14). In the context of this driving ambition,
the number of people accessing HIV treatment increased from 3%
[3-3%] in 2001 to 32% [30-35%] in 2012.

The share of domestic resourcing of the response was also able to
grow. This shift is captured in the 2012 African Union Roadmap
on Shared Responsibility and Global Solidarity for AIDS, TB and
Malaria Response in Africa. Structured around three strategic
pillars—health governance, diversified financing and access to
medicines—the Roadmap offered a set of practical and African-
owned solutions to enhance sustainable responses to AIDS,
tuberculosis and malaria (15). By 2010, total domestic financing
of the response surpassed the total international contributions.
South Africa contributed almost US$ 1.6 billion to its response
by 2014 (16).

In this rapidly changing environment, it is important to note the
impact on grass-roots leadership. The capacity of the grass roots to
influence policy at the global, national and local levels transformed
the delivery of services. Just as essential is the leadership role that

United Nations Secretary-General Kofi Annan
proposes a global fund to respond to HIV and other
infectious diseases at an African leaders summit in
Abuja, Nigeria
[ ]

civil society continues to play in holding stakeholders to account

for their commitments.

ENTRYWAY TO WIDER ACHIEVEMENT

Using the achievements of the AIDS response as a platform,
significant change in related areas of development has been
possible. The same technologies and infrastructure that have
transformed monitoring of the health of people living with HIV—
many of whom are mothers with children—have enabled health
service providers to maintain a link with pregnant women and
their children. Maternal, newborn, child health and sexual and
reproductive health services have seen huge improvements, in part
because of increased financial commitments and the synergies in

the provision of services.

In February 2015, President Uhuru Kenyatta announced that
Kenya would lead by example by increasing domestic resources
for the AIDS response and improving HIV prevention, treatment,
essential health care and counselling services for adolescents.
Despite the achievement of reaching 57% [50-66%] antiretroviral
coverage of adults living with HIV, just 41% [37-47%] of children
living with HIV in Kenya have access to the life-saving medicines.
Noting that the AIDS epidemic among adolescents threatened

to rob Kenya of the promise of unprecedented growth, President
Kenyatta tasked the Minister of Education with re-examining the
national curriculum to better engage with young people living

with HIV and to eliminate stigma and discrimination in schools:

“I have directed the ministries of education and health to initiate
programmes that will ensure all HIV-positive children are
provided with life-saving medication. The issue of children
living with HIV not on antiretroviral therapy must be addressed

without further delay”

Highlighting that women living with HIV are four to five times
more likely to contract cervical cancer than their peers not living
with HIV, the Pink Ribbon-Red Ribbon innovative partnership
brought together women’s HIV treatment needs and vital cervical

cancer screening and breast care education.

Recognizing that intimate partner violence can increase the risk
of HIV infection by around 50%, the AIDS response has also been
a platform for addressing violence against women. Programmes
target the need to provide, or make available, universal access to
integrated sexual and reproductive health information, education
and services, fully addressing HIV, based on gender equality and

with zero tolerance for gender-based violence.

2001 June

2001 April
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United Nations General Assembly's Special Session (UNGASS)
on HIV/AIDS—189 Member States sign the Declaration of Commitment,
the first internationally agreed, time-bound set of goals, based on
agreed indicators of progress.



AN UP AND
DOWN JOURNEY

MOROLAKE (ROLAKE)
ODETOYINBO

Founder and Executive Director of Positive
Action for Treatment Access, Nigeria.

Living with HIV has been an up and down journey for me.
When | first discovered my status in 1998, the diagnosis left
me devastated and waiting for death. In the early years,

my greatest fear was fear itself. | was afraid of the stigma.
But then | began to seek out information about HIV and

| saw that this is nothing but a virus. | realized | had done
nothing to be ashamed of. | think the greatest problem we
have living with HIV is getting people to hold open, honest,
non-judgemental conversations about sex and sexuality.

In the beginning, | was afraid to speak out. Then, in

2002 | attended the XIV International AIDS Conference

in Barcelona, Spain, and | realized that | was not alone. |
met people who had lived with HIV for 20 years—but you
couldn’t tell they had HIV. | saw activists openly chal-
lenging discrimination against people living with HIV, and
challenging pharmaceutical companies, which were more
concerned with profit than saving human lives. It helped me
see HIV in a different light.

Two months after Barcelona | found the zeal to take back
my life and drop off things that were unrewarding. | began
to talk openly about HIV. | was tired of the silence, which
was driving me crazy. | wanted more from life. | was tired of
carrying this cross of shame and fear around.

In Nigeria, like other African countries, over half of the
people living with HIV are girls and women. This is a sad
situation. This growing “feminization” of AIDS inspired me
to found Positive Action for Treatment Access (PATA),
which has the mandate to ensure access to HIV informa-
tion and dignifying services, including treatment and care.

Our biggest project to date, Mary's Home for adolescent
girls living with HIV, offers the sustainable social networks
and skills that girls and young women need to become
empowered and community advocates. Greater economic
independence and stability can help a woman speak out,
form social networks, act as a mentor and embolden other
women to speak out. PATA has also set up sponsorships to
help community advocates become stronger players in the
economy by starting their own businesses.

But we need to own our response as African countries.

My country—the sixth largest producer of oil in the
world—was dependent on international partners to fund the
AIDS response. As funding availability has declined, we have
realized we must take responsibility for our own people.
But corporate Nigeria must do more, starting with the
major employers. It isn’t enough that employers don’t fire
or discriminate against their workers living with HIV. They
have a responsibility to pay for their care and treatment.
We cannot slow down—we must continue to push and
accelerate our efforts.

As a young girl growing up in Nigeria, | never dreamt of
speaking out in public about issues of sexual and reproduc-
tive rights. | am honoured to have had the opportunity to
represent the voice of communities of people living with
and affected by HIV, and | will work tirelessly to support
more people, especially women and girls, to raise their own
voices so that they can represent their communities. ®
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Examples of political leadership
in the AIDS response

AIDS has been a topic of debate and discussion at the global, regional and EUropean Union «----ooooeererereessesseereeeeee,

o ‘Dubﬁn Declaration on Partnership to Fight

sub regional levels. Political declarations have provided the impetus for *" HIV/AIDS in Europe and Central Asia (2004)
action and peer accountability for the AIDS response. They have motivated = Vilnius Declaration on Measures to Strengthen
lead d li k t t Responses to HIV/AIDS in the European Union
eaders and policy makers to act. and in Neighbouring Countries (2004)

= Bremen Declaration on Responsibility
. and Partnership—Together against

3 ; HIV/AIDS (2007)
United Nations - o
= General Assembly Declaration of Commitment on HIV/AIDS (UNGASS) (2001) ’
= Political Declaration on HIV/AIDS (2006)
= Political Declaration on HIV and AIDS (2011)
= United Nations Security Council resolution 1308 (2000)
= United Nations Security Council resolution 1983 (2011)

Group of Eight (G8) - wwtreereerrmerinrni, ................................................
= G8 Communiqué, Okinawa, Japan (2000) o
= Africa Action Plan, Kanakaskis, Canada (2002)

= G8 Action to Endorse and Establish a Global HIV Vaccine Enterprise,
Sea Island, United States (2004) s

= High-level political engagement to reduce stigma against people
living with HIV, I'Aquila, Italy (2009)

Organization of American States ...................................

= Resolution on the Promotion and Protection of Human
Rights of People Vulnerable to or Living With or Affected

by HIV (2013) : ORGANIZATION OF
: AMERICAN STATES

Caribbean Community and --......ccooiit , .......................
Common Market (CARICOM) :

» Declaration of the Tenth lbero-American Summit of Heads of State (2000)
» Pan-Caribbean Partnership against HIV/AIDS (2001)

CARICOM

Latin America and the Caribbean ........... R .
= Declaration on Preventing through Education (2010)

............................... LATIN AMERICA AND THE
) ' CARIBBEAN
Regional agreements
= The Central Asian Declaration on HIV/AIDS (2001)
= Djibouti Declaration of Commitment and Call for Action (2010)

= League of Arab States' 2011-2015 regional programme for
controlling AIDS and crime (2010)

= Riyadh Charter on scaling national AIDS responses in
Gulf Cooperation Council countries (2011)

New Partnership for Africa’s . .....................
Development (NEPAD) ’

= Declaration on Democracy, Political, Economic and
Corporate Governance (2002)

» Africa Health Strategy (2007-2015)

"’African Commission on Humén
and Peoples’' Rights (ACHPR)

= Resolution on the establishment of the Committee on the

. - . . Protection of the Rights of People Living with HIV (PLHIV)
BI‘E?ZIL Russian Fedel_'atlon, India, ..o and those at Risk, Vulnerable to and affected by HIV (2010);
China and South Africa (BRICS) - Resolution on Involuntary Sterilisation and the Protection of

» Health Ministers’ Beijing Declaration (2011) “Human Rights in Access to HIV Services (2013)

» Health Ministers Brasllia Communiqué (2014) -
Common Market for Easternand....................
Southern Africa (COMESA)

+ Addis Ababa Declaration on the COMESA .. .
Gender Policy (2002) Tl :
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L Organisation internationale de la Francophonie
__________________ = Resolution on strengthening the fight against HIV/AIDS, particularly in Africa (2000)
: o = Resolution on the rights of women and the HIV/AIDS (2011)
= Resolution on the financing of the response to HIV/AIDS (2014)

e ..'.~.:... ................................... Commonwealth of Independent States

= Moscow Declaration on the Urgent Response to the
HIV/AIDS epidemics (2005)

= Moscow Action Plan to Enhance Development Cooperation (2011)
= Minsk Declaration of Commitment on HIV/AIDS (2014)

............ ’ Arab League

= Dubai consensus statement on scaling up towards universal
. access in the Middle East and North Africa (2010)

. = The Arab Strategic Framework on HIV and AIDS (2014)

Selldel i Za il (Gl ----- South Asian Association for Regional
INDEPENDENT STATES Cooperation (SAARC)

= |slamabad Declaration to ensure easy and affordable health care,
prevention and treatment of HIV/AIDS (2004)

EUROPEAN . ;atl:r‘n;nclju l)'cgclaratlsnk)tlé e}:d T:\heCAr:DHS eplde(r;l(;:)y 2030 (2014)
- Delhi Declaration on Public Hea allenges
UNION 3

LA . j

Association of Southeast Asian Nations
FRAN- (ASEAN)
OPHON|E . Brunei Darussalam Declaration on HIV/AIDS (2001)
ARAB . f;:ebu Commitments on HIV and AIDS (2007)
LEAGUE . Sali Declaration of Commitment: Getting to Zero New HIV

Infections, Zero Discrimination, Zero AIDS-Related deaths (2013)

.............. Group of 77 (G77)

= Call on Developed Nations to Provide
Needed Funds for Effective Fight against
HIV/AIDS (2001)

------ The Commonwealth
» Perth Commonwealth Heads of
Government Communiqué (2011)

PACIFIC ISEAND

--++ Pacific Islands Forum
FORUM = Melbourne Ministerial Meeting on
THE HIV/AIDS (2001)
COM MONWEALTH » Bangkok Ministerial Meeting on HIV/AIDS (2004)

= Suva Declaration on HIV/AIDS by Pacific
Parliamentarians (2004)

" Intergovernmental Authority on
Development (IGAD)
= Declaration of Ministers in charge of HIV/AIDS (2007)

African Union e East African Community (EAC)
= Abuja Declaration on HIV/AIDS, Tuberculosis and Other Related ’ » East African Community Regional Integrated Multisectoral HIV and AIDS
Infectious Diseases, (2001) : Strategic Plan: 2007-2012 (2007)

Maputo Declaration on HIV/AIDS, Tuberculosis, Malaria and other
Related Infectious Diseases (2003)

Kampala Decision on the Partnership for the Eradication of --*Economic Community Of West African States (ECOWAS)
Mother-Child Transmission of HIV/AIDS (2010) . : : » Dakar Declaration on Population, Development and HIV/AIDS (2004)
Roadmap on Shared Responsibility and Global- Solidarity for AIDS, » Regional Strategic Plan for HIV/AIDS Control 2011-2015 (2011)

Tuberculosis and Malaria response in Afr.'-ca201272015 (2012 = Dakar Declaration on factoring key populations in the response to
Declaration on the report of AIDS Watch Africa Action Committee

of Heads of State and Governmeﬁt’ (2012) HIV .and AIDS (2015)
African Union Decision on the report of AIDS Watch Africa (2013) T Southern African Development Community (SADC)
e . = Strategic 5-Year Business Plan 2005-2009 (2004)
.............. » Strategic Framework and Programme of Action: 2003-2007 (2003)
"""""" = Maseru Declaration on the Fight against HIV/AIDS in the SADC Region (2003)
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IN CONVERSATION WITH

KGALEMA MOTLANTHE
Champion for an AIDS-Free Generation in Africa
Former President of South Africa

What are the key lessons learned over the past 15 years?
A key lesson that forms the basis of South Africa’s AIDS
response is the realization that while HIV is a medical
condition, it is determined by a variety of factors, including
socioeconomics, gender, geographic location, cultural
beliefs and age. Alongside this realization is the awareness
that differently situated people are affected differently by
the epidemic. This combined understanding resulted in the
focus of the National Strategic Plan for HIV, TB and STls and
TB, 2012—2016 (NSP 2012—2016), on marginalized groups,
such as sex workers, men who have sex with men, truck
and taxi drivers, and adolescents. This approach allows

for differentiated strategies that have a high possibility of
reaching the intended groups.

What are the key achievements of the AIDS

response in South Africa?

Perhaps the greatest achievement of the AIDS response
has been the eventual convergence of the views of
government and civil society on the epidemic after a period
of differences that frustrated the AIDS movements. This
development led to an acknowledgement of the causal
relationship between HIV and AIDS, a consensus that set
the stage for the important work that followed. While more
work still needs to be done, the necessary foundation and
sustained response are secure.

The development of three consecutive NSPs between 2000
and 2016 to guide the efforts relating to the AIDS response
is another important achievement. Using these important
tools, the partners in South Africa’s AIDS response

have deepened and sharpened their understanding and
abilities to respond to the challenge at hand, applying the
knowledge they have gained to ensure the effectiveness of
the programme. Among the key achievements on this front
over the years is the expansion of antiretroviral therapy
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to all children aged under 1 year, all pregnant women, all
TB-HIV coinfected patients with a CD4 count of less than
350 cells/ul and foreign nationals.

Also worth noting is the fact that efforts to reduce new

HIV infections are beginning to bear fruit: HIV incidence in
the group aged 15—49 years have declined from 1.79%

in 2008 to 1.47% in 2012. More efforts, however, are needed
to ensure that the high HIV incidence among young women
is addressed.

Recent statistics provided by the Department of Health
show that the number of people on antiretroviral therapy

in South Africa grew from 2.5 million in March 2013 to

3.1 million in March 2015, making this the largest programme
of its kind in the world. Life expectancy also has risen,
increasing by eight years (to 61 years) between 2006

and 2012.

Growth has been recorded in programmes aimed at key
populations, such as sex workers, men who have sex with
men and prisoners. These programmes include campaigns
to educate the public on human rights and non-discrimi-
nation, which seek to ensure that constitutional values are
maintained during day-to-day interactions—including the
provision of therapy and care services—with people who are
living with HIV or TB. Knowledge, attitudes, behaviours and
practices relating to HIV and TB also have been affected by
the various programmes of the multisectoral response.

What are the key challenges?

The achievements detailed above have been made in spite
of a myriad of challenges. One of the challenges relates to
health system failures in the supply of medication. These
failures threaten further roll-out of antiretroviral therapy,
and efforts are needed on this front in order to strengthen



the health system so that it can provide the necessary
health care services.

Linked to this is the challenge posed by insufficient access
to health-care services, particularly for key populations.
Heterosexual men also need specific attention.

Poverty, unemployment, alcohol abuse, gender violence,
teenage pregnancy and access to male circumcision and
condoms all are factors in the spread of HIV, and they
require concerted efforts.

Another challenge is the apparent rise in high-risk sexual
behaviour, which threatens to reverse the inroads that have
been made. Work to increase people’s knowledge about
HIV and AIDS must be intensified, and people must

be encouraged to take more responsibility (including
continuing with therapy) in order to end the epidemic.

An appropriate monitoring and evaluation system that
takes international and national indicators and targets into
account is important when determining the effectives of
the AIDS response. Currently, the monitoring and evaluation
system in South Africa remains rudimentary. This must

be addressed so that the necessary information is available
to inform implementation and decision-making related to
the response.

The cost of the AIDS and TB responses is another key
challenge, one that is exacerbated by declining aid funding
as donors readjust their funding priorities away from South
Africa to more needy countries. Such developments do not
augur well for South Africa’s AIDS response, particularly in
the face of its need to expand its reach to all corners of the
country. Alternative ways of funding the response—both
domestic and international—are an urgent necessity. Also,
financing models for local structures, where the response is
executed, must be investigated.

Lastly, the coordination and clarification of roles among the
sectors involved in the SANAC must be addressed to ensure
an effective response.

What are you hopes for the future of the AIDS response?
South Africa is in its last year of its NSP 2012—2016, and

the partners in the AIDS response soon will be engaging in
the process of reviewing this strategy as part of the process
of developing a new one that will cover the next five years.
A mid-term review of the NSP 2012—2016 is currently
under way, and it will be a crucial contributor to the

review process.

Among the key issues to be addressed during the review
process will be those relating to coordinating the AIDS
response from national to sub-national structures, taking
into account the need for bottom-up and top-down
approaches to co-exist. It also will be important to
address the challenges of funding the response through
maintaining and enhancing current mechanisms that

work, but also through seeking alternative sources for
funding. Departments other than health and other spheres
of government will be explored as potential sources of
funding, and creative mechanisms will be sought to source
more funding from the business community. Financing
models will be investigated to ensure that the various
structures involved in the response have the resources they
need to undertake the work more effectively.

Finally, it is important to improve the monitoring and
evaluation of the response to ensure that relevant
information is collected and reported. This will elevate the
effectiveness of the response, informing future planning and
programmes, and helping to ensure social justice for all. ®
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GAPS AND CHALLENGES

TODAY

1 THE AIDS RESPONSE STILL
OPERATING IN ISOLATION

Given the gravity of the epidemic in the early days, the response
was necessarily targeted and vertical. As we move forward, the
response must capitalize on the synergies and multiple wins
achievable through integrated efforts. But the integration must be
smart, and must respond to the health and service needs of indi-

viduals and their context.

2

In addition to the growing number of people living with HIV who

FRAGILE AND INSUFFICIENT
HEALTH SYSTEMS

are on treatment and living long and productive lives, the burden
of people living with other long-term noncommunicable condi-
tions will grow. To respond to multiple and complex needs in an
efficient manner, health systems will require significant resourcing,

better links to community systems and reform and expansion.

3

Regardless of income status, every country has fragile commu-

DEVELOPMENT
CHALLENGES

nities of people who are vulnerable and at risk. Increasingly, the
world’s poorest people are found in middle-income countries.
Approaches to reaching the most vulnerable people in all countries

will be required to account for the changing landscape.
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WEAK NATIONAL ACCOUNTABILITY
AND GOVERNANCE STRUCTURES

Tracking progress on the Millennium Development Goals
heralded a transformation in transparent and systematic tracking
towards a shared set of goals. Countries’ capacity to manage the
reporting requirements was often challenged. The sustainable
development goals will be significantly more complex, with even

more challenging reporting requirements.

J

The era of bilateral aid and development is transforming. The

THE GROWING COMPLEXITY OF THE
DEVELOPMENT LANDSCAPE

emergence of large and small foundations, powerful civil society
organizations and the private sector creates a far more interesting,
but equally challenging, context. New players and stakeholders
will emerge with fresh ideas, transformational technologies and

new agendas.



ACTIONS FOR THE

FUTURE

1 DEVELOP NEW APPROACHES TO
SERVICE DELIVERY

The AIDS response built a global health platform that bridges
community and formal systems and delivers life-long services at
scale. To reach vulnerable groups and leave no one behind, HIV
service delivery platforms should be strengthened through conver-
gence with other health issues. Technology will help—but human

creativity and innovation will drive the changes.

2

New partnerships are needed between non-state actors, the private

BUILD NEW
PARTNERSHIPS

sector, governments and multilaterals. The public sector, civil

society and the private sector must work closely together to shape
policy and direction. Public-private partnerships decrease uncer-
tainty, improve coordination, align values and goals, and facilitate
mutual accountability. Public—private financial models can incen-

tivize private investment by sharing and alleviating risks.

3 IMPROVE PEOPLE’S ABILITY
TO INFLUENCE THE
DEVELOPMENT AGENDA

The space for individual, community and nongovernment voices
must be strengthened and expanded. The meaningful involvement
of people living with, or affected by, HIV means that systems and
services are more likely to evolve in ways that respond to real
needs and are therefore more likely to be sustainable. By using
health and HIV as an entry point, it is possible to address larger
issues in society—including human rights, redistribution of

opportunities, and pursuing social justice to address inequities.

DEVELOP ACCOUNTABILITY FOR
PROGRESS ON THE SUSTAINABLE
DEVELOPMENT GOALS

4

Data need to be made more widely and transparently available

to people in a form that they are able to interpret and use.
Information drives change, and data drive decisions and account-
ability. The missing piece is often the data. More than being used
to point to progress and achievements, data should be used to
foster dialogue within society around emerging issues, and to

position and prepare the collective response.

5 BUILD ROBUST, RESILIENT
HEALTH SYSTEMS

The infrastructure developed for the AIDS response can be used
as a platform for the expansion of other health issues. Smart
integration of services provides opportunities to increase the
entry points for people to access the health system. However,
transformative systems for healthy people must take into account
the legal, policy and regulatory environments, and the social and
cultural contexts that influence access to services. It is vital to keep
people at the centre while delivering quality, equitable, accessible

services at scale.

7









GLOBAL
CHANGE
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IN THE BEGINNING, THERE WAS ADVOCACY.
BEFORE THERE WAS A NAME FOR THE
DISEASE, BEFORE THE MONEY, BEFORE THE
INSTITUTIONS, THERE WAS A MOVEMENT
OF PEOPLE WHO DEMANDED ANSWERS,
RESOURCES AND A VOICE. PUBLIC HEALTH
OFFICIALS HAD NEVER FACED SUCH

A STRATEGY. EARLY AIDS ADVOCATES
APPLIED POLITICAL ACTIVISM TACTICS.
THEY MADE HEALTH A HUMAN RIGHT.

THEY ALSO MADE IT THEIR BUSINESS TO
UNDERSTAND THE SCIENCE BEHIND THE
DISEASE EVEN AS RESEARCHERS WERE
LEARNING ABOUT IT THEMSELVES. THIS
COMBINATION MADE FOR A POWERFUL
ADVOCACY PLATFORM.






ADVOCACY

AT A GLANCE
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5 LESSONS
LEARNED

1.

Put people first.

2.

Connect hearts
and minds.

3.
Keep human rights
a priority of the
AIDS response.

4.

Match resources
to promises.

5.

Ensure
accountability
for political
commitments.

Number of news stories

DATA POINT
Total number of HIV news stories in selected media outlets, key events
and cumulative United States AIDS cases from 1981 to 2002
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5 CONTRIBUTIONS TO

THE AIDS RESPONSE

01

SAVING LIVES THROUGH

03

DEMANDING A FULLY-FUNDED

DIRECT ACTION. RESPONSE.

02

MAKING ACCESS TO HIV
TREATMENT A REALITY.

04

TAKING THE AIDS EPIDEMIC TO
THE CORRIDORS OF POWER.

05

AMPLIFYING THE VOICE OF
PEOPLE LIVING WITH HIV.




5 MILESTONE MOMENTS
THAT INFLUENCED THE
AIDS MOVEMENT

JUNE 2000

Mark Schoofs wins the Pulitzer Prize for
international reporting for his eight-part series,
AIDS: the agony of Africa. By 2000, media
coverage has increased across the globe with
dedicated journalists reporting from high-
burden countries. The AIDS epidemic brings
forward a new wave of journalists focused

exclusively on global health.

JULY 2000

“Breaking the silence” is the theme of the first
International AIDS Conference held in Africa.
The story of 11-year-old Nkosi Johnson helps
focus global attention on the HIV treatment gap
between developed and developing countries.
The conference accelerates the movement for
global treatment access. At the closing, former
President Nelson Mandela electrifies the

audience and validates the AIDS movement.

JUNE 2001

The United Nations General Assembly Special
Session on HIV/AIDS is the first in United
Nations history to focus on a health issue.
Member States adopt the Declaration of
Commitment on HIV/AIDS: Global Crisis—
Global Action, establishing a number of goals

to accelerate the AIDS response. Recognizing

&

5 GAPS AND CHALLENGES

MISPERCEPTION THAT THE AIDS
EPIDEMIC IS ALREADY OVER.

MAINTAINING AND BUILDING
MOMENTUM FOR ENDING THE

AIDS EPIDEMIC.
MARCH 2002

The Global Fund to Fight AIDS, Tuberculosis COUNTERING STIGMATIZING
and Malaria (Global Fund) opens its doors and LAWS AND POLICIES.

the key role played by activists, people living
with HIV and researchers, the United Nations

includes civil society in the special session and

its preparation.

begins to inject significant new funding into

the global AIDS response. Civil society playsa o
THE AIDS RESPONSE HAS BECOME

A MORE COMPLEX NARRATIVE WITH
FEWER STORYTELLERS.

major role in determining funding priorities,
through the Global Fund’s country coordinating

mechanisms.

JUNE 2011

Focus begins to shift from responding to the

5 ACTIONS FOR
THE FUTURE

O1

Harness innovation to reinvent AIDS

crisis to ending the AIDS epidemic. The United
Nations High-Level Meeting on AIDS brings
more than 30 Heads of State and Government
together with policy-makers and advocates to
evaluate progress towards and update the goals

agreed to in 2001 and 2006. In the 10 years
advocacy for a new era.

02

Inspire a new generation of activists

between the meetings, millions have gained
access to HIV treatment and care; however, the

global response still faces significant challenges.

and advocates.

03

5 CONTRIBUTIONS OF

THE AIDS RESPONSE

Helping the movement look beyond
the disease.

Instilling the principle of leaving
no one behind.

Opening the doors to

non-traditional partnerships.

Broaden the partnership platform.

04

Close the gaps.

05

Keep the focus on people.
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LIGHTS,
CAMERA, ACTION

The advocacy movement in the
AIDS response has experienced a
number of growth phases.

HIGH STAKES

The Executive Director of UNAIDS had sensed something was
off—despite its large investment in HIV treatment, the number
of people accessing antiretroviral therapy in South Africa seemed
to be small. It was autumn 2009 and technical teams in Geneva,
Switzerland, were poring over data and spreadsheets with their

counterparts in South Africa to do the analysis to find out why.

At 6.2 million [5.9 million-6.7 million], South Africa had the
highest number of people living with HIV in the world, with the

highest need for life-saving treatment.

When the teams looked at the cost comparisons of antiretroviral
medicines across Africa, they found an anomaly. These data would
become the basis of high-stakes advocacy with a newly sworn-in
President.

After the data analysis was confirmed, the circle of actors was
widened as political and advocacy considerations were now being
mulled over—how best to make this announcement with the first

of December just around the corner?

Decision made, the stage was set and on World AIDS Day 2009
UNAIDS Executive Director Michel Sidibé joined South African
President Jacob Zuma in Pretoria and asked, why was South Africa
paying more than double its neighbours were paying for life-saving

antiretroviral medicines?
It was a shocking question.

The reason for the high costs could be attributed to South African
Government policy requirements to procure medicines from
domestic sources. This had resulted in a virtual monopoly and, in

the case of antiretroviral medicines, sky-high prices.

Ignorance = Fear; Silence = Death
Avrtist: Keith Haring
Design: ACT UP

AIDS. Don't be afraid, be aware
Design: lllya Furlonge-Walker, National
AIDS Programme

All the smartest bodies in town
are wearing rubber
Design: Action for AIDS,
Singapore

Girls! Stop being sex tools and baby
factories. Practise safer sex!!
Fight for your rights!!
Design: Ministry of Health and Social
Welfare, Health Education Unit

178



The choice between doubling the number of people on HIV
treatment without increasing the current budget, or protecting the

interests of business, was an easy one.

South African Health Minister Aaron Motsoaledi was ready for the
question and stood his ground, even as opposition from different

sectors piled on the pressure.

In 2010, a new tender for antiretroviral medicines in South Africa
was opened for global competition. Working together with the
Minister of Finance and with political support from the UNAIDS
Executive Director, the result was that from 1 January 2011 to

31 December 2012 several South African companies previous
providing antiretroviral medicines lowered their prices and won
the contracts. The massive reduction in the prices of antiretroviral
medicines resulted in a 53.1% reduction in the cost of the total

tender, which translated to a saving of more than US$ 500 million.

And a year later, President Zuma announced an increase to the
national AIDS budget by 30%. Today there are 3.1 million people

accessing HIV treatment in South Africa.

With rapid increase in access to HIV treatment, quality became
an overriding concern for health-care providers. The cost of viral
load tests, which helped demonstrate if treatment was having an
impact, was very high.

Advocacy now took one more turn. UNAIDS, together with the
Clinton Foundation, approached South Africa to see if this deal
could be leveraged to benefit other countries. South Africa put
forward a condition that the company lowers the prices for other
developing countries too. Thereafter, Roche announced a major
Global Access Program to sharply lower the price of HIV viral
load tests in low- and middle-income countries. This new initiative
creates a ceiling price of US$ 9.40 per test, and will reduce Roche’s
average price by more than 40% in low- and middle-income
countries. When fully implemented, the Global Access Program is
projected to save more than US$ 150 million in costs over the next

five years.

Fight AIDS, not people

Design: Sara Gama

AIDS ribbon
Design: Ivo Gadea, Deutsche
AIDS-Hilfe e.V.

with AIDS

The formula for successful advocacy for results comes from a
combination of data and analysis, willingness to take risks, politics,
timing and, most importantly, relationships. The AIDS advocacy
movement is historic, at times controversial and has saved millions

of lives. Period.

There has never been anything like it before and may never be
anything like it again. The AIDS advocacy movement brilliantly
connected hearts and minds to achieve remarkable results. It put
people first, making HIV not only a health issue, but a human
rights issue as well. And it provided the world with an invaluable
template on how to build and sustain a movement that creates
global change both in the poorest villages of the world and in the
corridors of power at the highest levels of government.

PUTTING PEOPLE FIRST

Before HIV, the focus of a disease was on the pathogen that caused
the illness. From a scientific standpoint, that makes perfect sense.
Then came the AIDS advocacy movement, which literally changed
the face of how we look at diseases by putting a face on the disease
itself. The focus was no longer just on the pathogen, it was also on

the person.

The concept that a disease could impact entire communities—
people who were ill, as well as the people who loved, cared for and
depended upon them—was largely unexplored before HIV. So, too,
was the idea that the individuals and communities could also help
to direct the response to it.

Early AIDS advocates came together primarily to seek information
and support. The focus soon expanded from self-care to caring for
others, both directly and through demands for more effective and
compassionate responses from governments, health-care systems

and societies.

In the face of a slow and often negative response from society’s
leaders, individuals affected by HIV became leaders themselves.

Out of necessity, ordinary citizens became knowledgeable about

Connected globally
Design: Pekka Piippo

Living in a world with AIDS:
families count and care
Design: Claudius Ceccon,
UNAIDS
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the science behind AIDS, advocacy and fundraising. Small
self-help groups became increasingly powerful activist coalitions.
Grassroots activism flipped the paradigm of decision-making and
political influence as communities took ownership of their own

health and well-being.

Like HIV itself, grass-roots, people-focused responses took hold
in communities around the world that, at first glance, appeared
to have very little in common. Yet, despite economic, social and
political differences, the movement for a people-focused response
to HIV has affected, and in many cases transformed, the response
to HIV in virtually every corner of the world.

In essence, the AIDS advocacy movement could easily be deemed
a human rights movement. By putting people first, AIDS activists
made human rights a focal point of their advocacy efforts. It was
not just about managing the disease, it was also about addressing
the issues confronting people living with HIV. For example, ample
evidence from the HIV experience demonstrates that punitive
laws, policies and social norms accentuate stigma, discrimina-
tion, fear and misinformation. At the same time, many of these
approaches also enhance HIV transmission and risk by driving the
individuals and communities that most need accurate information

and support further underground.

Approaches to the AIDS epidemic based on respect for human
rights emphasize the creation of enabling legal and social envi-
ronments, the dissemination of clear and accurate information
and access to quality services without discrimination. In the
mid-2000s, advocacy efforts focused on key populations for which
access to HIV treatment, care and support have been hampered
or denied. A key mantra of the AIDS advocacy movement is that
health outcomes are higher when human rights are promoted

and protected. (1) Promoting and protecting human rights is now
recognized as a fundamental precursor to, and central component
of, efforts to control and prevent not only HIV but countless other

health challenges as well.

Doha Declaration of the Trade-Related Aspects
of Intellectual Property Rights (TRIPS) agreement
states that TRIPs should not prevent states from
dealing with public health crises.

[ ]

CONNECTING HEARTS AND MINDS TO
ACHIEVE RESULTS

Early on, AIDS activists surmised that to achieve results they
would need to appeal to the hearts and minds of the public,
government officials and all those who could make a difference in
addressing the AIDS epidemic. Accomplishing this goal was not
an easy task. Fear and stigma around the disease often brought out
the worst in many individuals and institutions. Discrimination
against people living with HIV; or perceived to be at risk of
contracting the disease, was rampant. Hospitals often refused to
provide humane treatment for individuals living with HIV.
Schools expelled students perceived to be at risk and families
affected by HIV were driven, sometimes violently, from their
communities. While brave individuals and organizations
countered these trends, the roots of discrimination were deep and

transcended national borders.

Against this backdrop, advocates worked to dispel myths about
the disease and increase public awareness and education. In
many cases, the simple willingness of an individual to identify

as a person living with HIV and to demand appropriate care and
services was a powerful display of activism. As time advanced, so
did the tactics of the advocates. Campaigns increasingly focused
on bringing a human face to the AIDS epidemic, illustrating the
universal impact of the disease and uniting all people around a

common cause.

The introduction of the red AIDS ribbon and the AIDS quilt in
the 1990s successfully expanded the AIDS movement to larger
segments of society by providing a visible way for millions of indi-
viduals to express their support. By 2000, advocates were starting
to see tangible results. Voices representing people

living with HIV were being heard in decision-making meetings
and resources were growing. Appealing to hearts and minds

was working.

2002

2001 November
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Global Fund to Fight AIDS, Tuberculosis and Malaria
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EMPATHY CAN HELP
END THE EPIDEMIC

ELTON JOHN
Founder, Elton John AIDS Foundation

| have some good news. One of the single biggest
changes that could radically improve the fight against
AIDS is free. Compassion.

| mean it quite literally. | know it’s true because compassion
saved my life, and there is now scientific evidence and long-
standing experience that it can save millions more.

When | was in rehab, they taught me that “your secrets
make you sick”. Years of internalized homophobia had
caught up with me. By showing me love and compassion,
they taught me to believe in myself. If they hadn’t helped
me to confront that stigma, | wouldn’t be alive today.

Last year, | met a young Ugandan woman who I'll call
Waangari. When she was 16 she was raped by her broth-
er-in-law. She knew it would devastate her sister, so she
never told a soul. Instead, she sank into shame.

She later married a man who took her to Britain, where

he began beating her regularly. Alone and afraid, she fled
to a shelter and was told at a medical check-up that she
was both pregnant and HIV-positive. When Waangari
went for treatment, the nurse on the antenatal ward

told her she could not bathe on hospital property because
of her condition and told the staff to be sure she was
isolated. It was so unbearable that she stopped going for
check-ups or treatment.

By showing Waangari contempt rather than compassion,
that health-care provider risked causing a negative chain
reaction. Waangari could have gotten sick; her baby could
have gotten sick; and either of them could have later passed
HIV on to others, who could have passed it on to others, and
so on. The potential human and financial costs of the nurse’s
contempt are incalculable, and yet scenarios like this are
playing out every day, all over the world.

Waangari got lucky. A few months later, her general practi-
tioner apologized when she heard this story and arranged
for an obstetrician to meet her at the bus stop and walk
with her on to the ward. Waangari was so moved by this
experience that after her child was born, she sought training
as a nurse. Today, she is showing love and compassion every
day to her own patients.

Care and compassion transformed Waangari’s challenge
into an opportunity. | have heard stories just like hers at
projects funded by my foundation in the Russian Federation,
Ukraine, South Africa and Washington, DC.

Fifteen years ago, we funded a coalition of activists, many of
whom were people who had previously used drugs, called
the All Ukrainian Network of People Living with HIV. They
were largely seen as dregs of society in their own country.
We believed they were best positioned to shape solutions
that would work for their community and deserved trust,
compassion and a voice.

Over the next four years, we continued to support the
Network’s development, knowing that being an organization
that is “of, by and for”the community brings unique chal-
lenges, but we persevered, offering not only funding but
also mentoring and advocacy.

The Network grew in professionalism and the ability to
represent its members. In 2006 it outbid the Ministry of
Health to become a co-Principal Recipient of the Global
Fund to Fight AIDS, Tuberculosis and Malaria, a key imple-
menter of essential prevention, treatment and support
services in Ukraine, now reaching 30 000 people in need
each month. This turned out to be both the morally right
and the smart thing to do to make a real impact on the
epidemic in Ukraine.

While compassion alone will never end AIDS, we cannot
achieve an AIDS-free generation without it. Compassion
defeats stigma—towards people with HIV, towards lesbian,
gay bisexual, transgender and intersex people, towards
people who use drugs, and towards others who are being
left out and left behind. Compassion makes health-care
resources work better, compassion makes laws and policies
tip towards human dignity and social justice, and compas-
sion transforms patients into advocates.

Compassion saved my life when | was sick. It saved
Waangari’s life, and it led her to save the lives of others.

| have seen compassionate doctors, nurses, community
workers and politicians save countless lives around the
world. They see beyond the virus, the stigma and the
stereotypes: they see human beings with dreams, despairs
and desires just like their own. Compassion costs nothing,
but it makes a world of difference. ®
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OUR FUTURE
TODAY

CHARLIZE THERON

Founder, Charlize Theron Africa Outreach Project
United Nations Messenger of Peace

Why did you decide to focus your philanthropy on AIDS?

| can’t remember a time when AIDS wasn’t a presence in
my life. As a South African, | saw its impact all around—our
neighbours were sick, communities were scared, and
people struggled to get drugs for treatment. The stigma
surrounding the disease was brutal. But slowly, year by
year, our country transformed because of activism and the
support of the South African Government and the global
community. Now, South Africa has the largest treatment
programme anywhere, and the world is on the cusp of
seeing our first HIV-free generation. In such a short time,
with such a complex disease, we have come further than
anyone could imagine, but we are not finished yet. We can’t
stop fighting before we truly stop this epidemic, which is
why this work is the focus of the Charlize Theron Africa
Outreach Project. Working with partners on the ground, we
want to do everything we can to ensure young people don’t
become infected with a disease we know how to prevent.

What are some of the challenges facing young

people in Africa today?

It’s unconscionable that adolescents are the only group
that has not seen a decline in AIDS-related deaths in recent
years. In fact, AIDS is the number one killer of adolescents
in Africa, and the number two killer of adolescents globally.
Young women and girls are especially hard hit. They are
often forced to drop out of school, to exchange sex for
money or to marry young. Imagine the life of a young

girl faced with violence and abuse. Each of these experi-
ences increases their vulnerability to HIV. In South Africa,
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adolescent girls account for more than 70% of all new HIV
infections—approximately 400 per week. It’'s an outrage. We
must act swiftly, fiercely and collectively to turn this around.

What inspires you?

| am inspired by many things. Seeing a young boy shyly
raising his hand in a sex education class for the first time,
and witnessing moments when barriers are broken down
and people’s differences are not feared but celebrated.
Nkosi Johnson remains a great inspiration to me. In his
short life, he taught the world something that only a
12-year-old could—in all his innocence he reminded us we
are all the same.

| want an HIV-free generation to be the legacy of our gener-
ation, and for us to live in a world that embraces what Nkosi
stood for—equality, compassion, love. An AIDS-free future
can be our future, but everything hinges on this critical
moment in time. We have a window of opportunity that
won’t stay open forever. Either we intensify our efforts and
end AIDS, or we witness the reversal of hard-won gains and
see millions of lives impacted.

No matter how big or how small our actions are, we all
have the power to make our world better—to raise
awareness and resources and to advocate for anyone
without a voice. My inspiration is driven by the day when
this generation of young people is empowered to lead
healthy, productive lives, and when an AIDS-free future is
not tomorrow but today. @



During the first decade of the twenty-first century, the explosion
of technology allowed people to communicate more easily and
more freely. Advocacy moved online, bringing information on
HIV and resources into people’s homes and to their mobile tele-
phones, initiating an era of focused outreach campaigns around
HIV prevention, treatment, care and support. There was truly a
proliferation of new opportunities to disseminate information,
challenge stigma, counter isolation, engage youth and promote the
values of the AIDS advocacy movement. Reaching people became
more sophisticated and targeted, broadening the movement for

greater impact.

TURNING PROMISES INTO ACTION

From its inception, the AIDS activist movement demonstrated

a sophisticated understanding of the connections between

action and funding, as well as those that link inaction and lack

of funding. The success of these efforts has been unprecedented.
Funding to address the AIDS epidemic in low- and middle-income
countries grew from US$ 4.8 billion in 2000 to US$ 20.2 billion

in 2014

How this remarkable increase in funding was achieved
demonstrates how AIDS advocacy has changed the global dynamic
around fundraising for health. AIDS advocacy was no longer
comprised only of activists—AIDS advocacy recruited policy-
makers, scientists, celebrities, religious leaders and people living
with HIV to make the case for increased funding not only for
humanitarian purposes but also as a critical investment in global

development, security and stability.

Advocates have played a key role in lobbying national govern-
ments to meet pledging promises, largely emanating from the
Millennjum Declaration. Campaigns such as “Keep the promise”
kept the pressure on governments to follow through on their
funding commitments. Similarly, international organizations
charged with funding and directing the response have been

held accountable for the responsible and transparent use of the

resources mobilized.

Centre for the AIDS Programme of Research in
South Africa (CAPRISA) is established
°

Over the course of the AIDS epidemic, the efforts of advocates
have transformed HIV from an issue almost universally over-
looked by political leaders to one that is now almost universally
acknowledged as one of the greatest health and development
challenges of our time. United Nations declarations provide an
invaluable framework to track and monitor country progress,
adding a new dimension to accountability and transparency

to the response.

AIDS advocates know, however, that promises made can never
be taken for granted. Activists still struggle to keep HIV high on
political agendas and to ensure that political attention to HIV
produces policies that are evidence-informed and centred in a
respect for human rights. Still, the consistent political attention
paid to HIV today, from national assemblies and parliaments

to the United Nations, must be recognized as one of the most

significant achievements of the AIDS advocacy movement.

2002

2002

o
Core indicators for monitoring the
Declaration of Commitment
on HIV/AIDS are developed.
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GAPS AND CHALLENGES

TODAY

MISPERCEPTION THAT THE AIDS
EPIDEMIC IS ALREADY OVER

1

Successful efforts to increase access to HIV prevention, treatment
and care—in particular, the positive impact of antiretroviral
therapy on health and life expectancy for people with access

to treatment—have led some to believe that the global AIDS
epidemic is over. In reality, despite significant successes and
decreases in the global rate of new HIV infections, too many
people are becoming newly infected with HIV and too many
people are dying from AIDS-related causes. At the same time,
17.1 million of the 36.9 million people living with HIV today not
knowing their status (2), and mistaken perceptions that the AIDS
epidemic is ending, or already over, could break the momentum of
what has been a highly successful AIDS response.

2

Within the proposed sustainable development goal (SDG)

MAINTAINING AND BUILDING
MOMENTUM FOR ENDING THE
AIDS EPIDEMIC

framework, HIV is no longer a stand-alone goal, as it was in the
Millennium Development Goals (MDG). It is now grouped with
other health issues. While the HIV advocacy movement has always
placed itself within the context of other health challenges, and has
generated considerable benefits for related health areas, merging
HIV with other disease areas in the SDG framework could
generate competition for resources and attention between disease
areas. HIV campaigners must also recognize that advocates for
other causes have learned a great deal from AIDS advocates and
have improved the effectiveness of their own activism as a result.
AIDS advocates will need to provide clear guidance on the impor-
tance of HIV being addressed, if not as a stand-alone goal, then as
a key deliverable of the post-2015 framework.

3

An incontrovertible and ever-increasing body of evidence demon-

COUNTERING STIGMATIZING LAWS
AND POLICIES

strates that the best approach to reducing HIV infection and
increasing well-being for people affected by the AIDS epidemic

is to ensure access to non-judgemental, non-discriminatory and
evidence-informed HIV prevention, treatment and care services to

everyone in need.
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Advocacy to raise awareness of the disturbing number of laws

and policies implemented in recent years has helped to highlight
how these laws and policies further marginalize and stigmatize
key populations in particular need of HIV services and support.
Among these are men who have sex with men, transgender people,
sex workers and people who inject drugs. Laws or policies that
criminalize gay and other men who have sex with men, make it
more difficult for sex workers to get HIV prevention information
or services or prevent people who inject drugs from doing so more
safely or from accessing treatment, result in driving key popula-
tions further from services and exacerbate the AIDS epidemic.
Greater advocacy efforts aimed at stopping these discriminatory
practices and replacing them with laws and policies that are
evidence-informed and firmly centred around human rights are
key to avoiding a resurgence of the AIDS epidemic and should

continue to be a major focus for advocacy efforts.

4

There are far fewer resources today focused on advocacy. Funding

FEWER RESOURCES
FOR ADVOCACY

has shifted towards other areas of the AIDS response, such as

service delivery. However, advocacy needs remain.

Without voices for acceleration and accountability, a dangerous
complacency can set in—a phenomenon that has been seen
already, with detrimental results. Several countries have seen
recent spikes in rates of new HIV infections, including Uganda,

which had been quite successful in early advocacy efforts.

J

OVER TIME, AND WITH GREATER
UNDERSTANDING OF THE AIDS
EPIDEMIC, THE AIDS RESPONSE HAS
BECOME A MORE COMPLEX NARRATIVE
WITH FEWER STORYTELLERS.

The AIDS response has at once been simplified and, at the same
time, grown more complex. As evidence has shown the world what
works, it has required the scale-up of more specialized systems.

The story of AIDS is growing more complex and nuanced.

The good news is that more people are on treatment and living
longer. However, this has meant that some policy-makers feel

that funding levels can be decreased. The fact is that it is just the
opposite. Thankfully, people living with HIV are alive and well and
active members of society. Despite this, they still need treatment
and care. In fact, they need more treatment and care because they

are living longer.

The AIDS advocacy movement has been blessed with high-profile
champions, such as Bono and Elton John, who have dedicated
their hearts, minds and time to raise awareness about HIV. There
is now a need for more champions with an understanding of the
past and knowledge of the present who can be leveraged to end the
AIDS epidemic.



ACTIONS FOR THE

FUTURE

1 HARNESS INNOVATION TO REINVENT
AIDS ADVOCACY FOR A NEW ERA

More than 30 years ago, AIDS advocacy was the definition of
disruption. Advocates now need to identify how to become the

disruptors of tomorrow.

For example, in today’s increasingly digitized and mobile world,
the days of one-size-fits-all campaigns are numbered, if not
already over. Now, developing messages that resonate and inspire
increasingly requires tailoring information that appeals to specific
demographics. Big data can play a role in deciphering what
motivates key audiences and how to reach them most effectively.
Innovative approaches to activism can enhance impact and
provide target audiences with customized resources to respond
and get involved. Young people are not just consumers, but
producers of content and have social currency and impact far
beyond their immediate circle of contacts. Do-it-yourself social
media campaigns that young people can customize, own and lead

could help renew interest and awareness around HIV prevention.

Related to this is the need to increase the global investment in
activism through innovative efforts to secure funding for
advocacy, as an essential component of the AIDS response, at the
global, regional and country levels. Linking with other effective
advocacy organizations and movements could also help to
transfer knowledge and know-how, while making the most of

limited resources.

2

More than 22 million people, 6 out of 10 people living with HIV,

INSPIRE A NEW GENERATION OF
ACTIVISTS

are still not able to access treatment. Clearly, advocacy still has an
important role to play in closing the treatment gap. Not long ago,
the quest for fundamental treatment access, in both the developed
and developing worlds, united a global movement of activists and
propelled their efforts to ensure treatment for millions who had
previously been left outside the health-care system. Today, a new
HIV prevention and treatment access movement is needed. Rallying
today’s generation of people living with HIV, many of whom have
never had the opportunity to participate in an activist movement,
could provide the energy, enthusiasm and commitment to meet

future challenges and get this job done.

BROADEN THE
PARTNERSHIP PLATFORM

3

Since the beginning of the AIDS epidemic, there has been a
complete technology transformation. Advocates must forge new
relationships and partnerships that leverage the opportunities these
new platforms bring. The very definition of partnership and engage-
ment is changing—concentrated, high-intensity pressure applied

to a small group of leaders is not the only strategy available. With
multiple channels and the advent of big data, there are new ways to
reach the right people, at the right time, with the right message.

4 CLOSE THE GAPS

Advocacy has a special role to play in shining a light on the gaps.
For example, while the rate of new HIV infections is declining
slowly overall, some key populations are not sharing in the
benefits. One case in point: today, the incidence of HIV among
gay men and other men who have sex with men is rising in several
parts of the world. Globally, gay men and other men who have sex
with men are 19 times more likely to be living with HIV than the
general population. One international review concluded that only
one in 10 gay men and other men who have sex with men receive
a basic package of HIV prevention options. Clearly, more leaders,
activists and campaigners are needed to increase peer support and
information-sharing about HIV prevention and other services
available to gay men and other men who have sex with men and
to increase access to services where they are still not available.
Focusing on gaps such as these in the AIDS response can inspire a

new generation of advocates whose efforts are still badly needed.

5 KEEP THE FOCUS ON PEOPLE

This was the first lesson learned by advocates and will need to be
kept alive to succeed in reaching the end of the AIDS epidemic.
Putting people first must remain the rallying cry for the AIDS

advocacy movement.
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RESOURCES,
RESULTS

UNPRECEDENTED INVESTMENTS IN THE
AIDS RESPONSE HAVE MOVED FROM
MILLIONS OF DOLLARS TO BILLIONS,
GENERATED FROM INTERNATIONAL AID
INADDITION TO INCREASING DOMESTIC
RESOURCES OVERTHE PAST 15 YEARS.
EVERY DOLLAR HAS COUNTED. NO
INVESTMENT HAS BEEN TOO SMALL. THE
INVESTMENTS HAVE COME FROM EVERY
CORNER OF THE WORLD AND EVERY
PART OF SOCIETY. AND RESULTS HAVE
FOLLOWED.






FINANCING
AT A GLANCE

DATA POINT
5 LESSONS Resources and investment portfolio, 2013-2030
LEARNED

US$ 20.4 billion US$ 31.9 billion US$ 29.3 billion

2% 1%

Financing the
AIDS response has
shown that:

1.
Political commitment
for investments

in public health can

be created. 2013 2020 2030
B Treatment Synergies
2.
B Prevention B Pre-exposure prophylaxis
Adequate and

B Critical enablers Cash transfers for girls

effective spending

leads to sign ificant Source: Based on GARPR reports through 2015 and on Fast-Track: ending the AIDS epidemic by 2030.

and measurable Geneva: UNAIDS; 2014.

population-level

success.

3. 5 CONTRIBUTIONS TO
Creation of

innovative financing THE AIDS RESPONSE

mechanisms

increases access and

reduces costs. 01 03

4,
i PROVIDED THE FINANCIAL ABILITY | GAVE ACCESS TO FUNDING FOR
Community and TO SCALE UP HIV PREVENTION COMMUNITIES AND CIVIL SOCIETY

civil society AND TREATMENT SERVICES. ORGANIZATIONS.
organizations

cah ensure

accountability, 02 04
create demand,

deliver services and REDUCED THE COST OF ESSENTIAL | CREATED MARKETS AND
handle resources LIFE-SAVING MEDICINES AND INCENTIVES FOR SCIENTIFIC
COMMODITIES. DISCOVERY, INNOVATION AND

efficiently.
LOCAL PRODUCTION.

5.
Country ownership

of responses is
critical to effective 05

utilization of

d MITIGATED THE IMPACT OF AIDS
resources an AND INCREASED PRODUCTIVITY.
prioritization of

investments.
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5 MILESTONE MOMENTS
THAT INFLUENCED HIV
FINANCING

JUNE 2001

A global call for US$ 9 billion for the AIDS

response is made for the first time in an article

SEPTEMBER 2006

UNITAID is established by Brazil, Chile,
France, Norway and the United Kingdom of
published in Science. This call formed the
basis for resource mobilization, and demand an innovative approach to global health.
UNITAID facilitates and accelerates the

availability of improved health tools, including

for investments moved from millions of

dollars to billions.

JANUARY 2002

The Global Fund to Fight AIDS, Tuberculosis

medicines and diagnostics.

JUNE 201

Member States agree at the United Nations
High-level Meeting on AIDS to mobilize US$
22-24 billion annually by 2015.

and Malaria is formed to support country-led

AIDS responses.

MAY 2003

United States of America President George
W. Bush announces the creation of the United
States President’s Emergency Plan for AIDS
Relief, which has since become the largest

source of international investments for AIDS.

5 CONTRIBUTIONS OF

THE AIDS RESPONSE

Novel funding mechanisms of the AIDS response served as models

for other social sector goals.

Lowering the cost of key commodities through competition, the use of generic
drugs, flexibilities in the Trade-Related Aspects of Intellectual Property Rights

agreement, and tiered pricing schemes.

A precedent was established where international assistance programmes could

focus on both preventive and treatment modalities.

Collaboration in mobilizing resources helped improve the integration of ser-

vices and health system strengthening.

Unique tools were developed—including the in-depth National AIDS Spending
Assessments, Health Accounts framework and disease-specific sub-analyses—
to assist in the prioritization and programme accountability of investments in
health.

&

5 GAPS AND CHALLENGES

DONOR-DEPENDENT IN MANY
COUNTRIES.

THE AIDS RESPONSE STILL REMAINS

BY INEFFICIENT SPENDING.

Great Britain and Northern Ireland to provide SIGNIFICANT FINANCIAL GAPS AT THE
COUNTRY LEVEL ARE MADE WORSE

FUNDING FOR CIVIL SOCIETY ORGA-

GLOBALLY, AN ADDITIONAL
US$ 12 BILLION NEEDS TO BE

AVAILABLE ANNUALLY BY 2020;

US$ 8 BILLION BY 2030

RESOURCES ARE NOT ALWAYS
ALLOCATED TO PLACES AND

POPULATIONS WHERE THEY WILL

MAKE THE MOST IMPACT.

5 ACTIONS FOR
THE FUTURE

O1

Continue donor efforts to fill the gaps.

02

Increase HIV domestic investments
in all low- and middle-income
countries based on disease burden
and country capacity to pay.

03

Optimize HIV responses to generate
higher impact in areas and populations

where the epidemic is most severe.

04

Manage transitions from donor to
country HIV financing.

05

Develop innovative financing to fully
fund the AIDS response.
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FINANCING
THE AIDS
RESPONSE

Investments in the AIDS response have produced results.
Millions of lives have been saved. Millions of
HIV infections have been averted.

MILLIONS TO BILLIONS

Where there is a will, there is a way. Before 2000, interna-
tional investments for the AIDS response touched about

US$ 900 million (1), and a handful of countries, like Brazil

and Thailand, relied on their domestic resources to fund their
responses. The money available barely made a dent on the rapid
global spread of HIV.

However, when despair about the epidemic transformed into
commitment to halt and reverse its spread, resources began to flow.
Commitments came from all sides. In the Abuja Declaration on
HIV/AIDS, Tuberculosis and Other Related Infectious Diseases,
African leaders committed to investing 15% of government budgets
on health, including AIDS. The World Bank announced the first
USS$ 1 billion programme for Africa. The Global Fund to Fight
AIDS, Tuberculosis and Malaria (Global Fund) was created. The
United States President’s Emergency Plan for AIDS Relief (PEPFAR)
programme pledged billions. As investments translated into services
and reached the people on the ground, lives were saved. Children
returned to school. Men and women went back to work. AIDS

started to lose.

MAKING THE MONEY WORK

Even as the AIDS epidemic was expanding, the World Bank’s
lending portfolio for HIV fell from US$ 67 million in 1994
to US$ 41.7 million in 1997. Despite facing severe epidemics,

countries were reluctant to approach the World Bank for loans.

At that time, senior officials at the World Bank admitted that

the organization was bringing nowhere near the full weight of

its resources and influence to bear on the epidemic. Many staff,
refusing to watch over the potential slide of development gains
in Africa, began advocacy efforts within the organization. As
officials began to understand that AIDS was a development
threat and issue, traction grew. Conversations with countries
began to include HIV, and the World BanKk’s focus on AIDS made
the epidemic a mainstream development topic.
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In September 2000, the World Bank’s board approved a multi-
country AIDS programme (MAP), committing an initial

US$ 500 million, mostly for HIV prevention, with another

US$ 500 million set aside for when it was necessary. In

18 months, agreements were in place on the ground, a record
feat for the World Bank. More and more countries began to line
up for investments. Finance ministers began to take notice, and

a new tone was established for funding AIDS programmes.

During the same period, the securitization of AIDS made the
world take notice of the epidemic in a different but comple-
mentary way. The United Nations Security Council passed
Resolution 1308, which stated that “the HIV/AIDS pandemic,
if unchecked, may pose a risk to stability and security” (2).
These multiple forces set the groundwork for financing the
AIDS response.

This chapter is divided into three parts. The first part looks
back at the evolution of HIV financing, where the money came
from, where it went and how it was spent. The second part
looks at how much is needed in the future, where the money
can come from and what to spend it on. The last part looks

at data from 28 low- and middle-income countries with the
largest burden of HIV to determine the resources needed to
end their AIDS epidemics.

PART 1: HIV FINANCING IN THE MILLENNIUM
DEVELOPMENT GOAL ERA

In 2001, the United Nations General Assembly convened a
Special Session on HIV/AIDS (UNGASS). Member States were
joined by civil society and many activists. The result was the
2001 United Nations Political Declaration on HIV/AIDS, which
set out concrete targets and commitments that were to be

monitored annually.

The 2001 Political Declaration was supported by an article that
appeared in Science. Providing an analysis of the resources
needed for the response, the article called for US$ 9.2 billion for



prevention and treatment by 2005 (3). Civil society organizations
used this figure as a benchmark for their advocacy work and began
to hold countries accountable to this commitment. Soon, the level
of funding for the epidemic began to rise rapidly.

THE BIRTH OF NEW
FUNDING ARCHITECTURE

Novel architecture was created to speed the funding to where it

was most needed and reduce the cost of critical commodities.

Two months prior to the UNGASS in 2001, United Nations Secretary-
General Kofi Annan had called for the establishment of a special
fund for AIDS. Thanks to this call to action—and facilitated by a
number of other global initiatives—the Global Fund was created,
beginning operations from Geneva in 2002. It rapidly became the
largest multilateral health financing mechanism and one of the largest
donors, not just to HIV and AIDS, but also to tuberculosis (TB)

and malaria. The Global Fund now invests roughly US$ 4 billion a
year to support local programmes in countries and communities in
greatest need. Its funding model allowed it to engage partners and
implementers more effectively, invest more strategically and leverage

greater impact.

Several donors reduced their bilateral programmes and channelled
a large part of their resources through this mechanism. The Global
Fund’s core principles—supporting country ownership and imple-
mentation, ensuring that funding would be in addition to existing
funds for AIDS, providing funding based on achieving defined
targets, and balancing funds between public and nongovernmental
implementers—provided an alternative way of providing develop-

ment assistance.

The Clinton Health Access Initiative (CHAI) was founded in 2002,
and it has played a leadership role in the response, working alongside
governments and other partners to lower the costs of treatment and
help build the in-country systems that are necessary for providing
life-saving treatment to millions of people. CHAI has pursued several
ambitious goals, from scaling up pediatric AIDS treatment in

order to achieve equity with adults within a time frame few thought
possible, to rapidly accelerating the roll-out of new vaccines. CHAI

also has pioneered price reductions for a range of HIV commaodities,
most recently in 2014, when it secured a reduction in the cost of

viral load tests.

In 2003, then-President of the United States of America George

W. Bush proposed the creation of a major new initiative for low-
and middle-income countries that were dealing with the epidemic.
PEPFAR, the largest bilateral programme in history to focus on a
single disease, was established as a US$ 15 billion initiative to
address AIDS. Since then, PEPFAR has invested more than

US$ 39 billion bilaterally, and more than US$ 44 billion through
bilateral and multilateral sources.

UNITAID was established in 2006 by the governments of Brazil,
Chile, France, Norway and the United Kingdom as the International
Drug Purchasing Facility. Today, it is backed by an expanding North-
South membership, including Cameroon, the Congo, Cyprus, Guinea,
Luxembourg, Madagascar, Mali, Mauritius, Niger, the Republic of
Korea, Spain, and the Bill and Melinda Gates Foundation. Using
innovative financing to increase funding to promote greater access

to treatment and diagnostics for HIV, TB and malaria in low-income
countries, UNITAID is the first global health organization to use
buy-side market leverage to improve life-saving health products and
make them more affordable for developing countries. Approximately
half of UNITAID’s resources come from a small levy on airline tickets
in several countries. The rest is provided primarily by multi-year
contributions from governments and the Bill and Melinda Gates

foundation.

GLOBAL INVESTMENTS ON AIDS:
INVESTMENT TARGETS HAVE BEEN MET

The 2011 United Nations Political Declaration on HIV and
AIDS set a resource goal to reach US$ 22-24 billion by 2015 for
the global AIDS response in low- and middle-income countries.
Total investments at the end of 2015 are estimated to reach

US$ 21.7 billion; in 2014, 57% of these investments came from

domestic sources.

Since the mid 2000s, about half of the total investments in the
AIDS response combining international and domestic sources

funded treatment, care and support programmes. However, the

Global resources for HIV/AIDS in low- and middle-income countries, 2000-2014 (in US$ billion)

Total
25 2.7 Other international
20 - - | . ] T B Philanthropic organizations
15 B B R m.... 1 Other multilaterals
. . n -‘. B UNITAID
Global Fund

Source: UNAIDS estimates June 2015, based on UNAIDS-KFF reports on
financing the response to AIDS in low- and middle-income countries until 2014;
OECD CRS last accessed June 2015; GARPR/UNGASS reports; FCAA Report on
Philanthropic funding Dec 2014

B Other bilateral governments

2014 2015

United States (bilateral)

B Domestic (public and private)
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AIDS spending by major programme areas, by country income status, 2005-2013

LOW-INCOME COUNTRIES

LOWER-MIDDLE-INCOME COUNTRIES

UPPER-MIDDLE-INCOME COUNTRIES

B Prevention M Care and treatment B Programme coordination M Other

Source: UNAIDS estimates June 2015, based on UNGASS and GARPR reports 2005-2014.
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“If the measure of
a good investment
is found in the
humbers, we are
succeeding”

MACKY SALL



service mix differs by country, income level and type of epidemic.
For example, upper-middle-income countries show a higher share
for treatment, mainly because they face higher prices for antiretro-

viral medicines.

INTERNATIONAL ASSISTANCE FOR AIDS

Since 2000, international assistance has increased approximately
tenfold, rising from nearly US$ 900 million to US$ 8.6 billion in
2014. Cumulatively, more than US$ 84 billion was invested in

the AIDS response during 2002-2014. The United States has
been the largest donor, with nearly US$ 44 billion invested so far.
Nearly 47% of all bilateral assistance for AIDS is from the United
States, followed by the United Kingdom (which has invested
about US$ 7.5 billion). The Global Fund has disbursed more than
US$ 15.7 billion for AIDS responses since its inception.

International assistance for AIDS has been instrumental in kick-
starting the rapid expansion of HIV treatment scale-up in the
majority of the low- and middle-income countries.

Starting in 2002, international funding was directed at the
provision of treatment for HIV-infected persons, a major
departure from most previous international assistance
programmes. Previously, development assistance had been used
for short-term treatment of other conditions, such as treating
onchocerciasis or providing over-the-counter chloroquine for
malaria, oral rehydration solution for childhood diarrhoea, or
multidrug therapy for TB. None of these therapeutic interventions,
however, represented the kind of commitment and investment
needed for treating a lifelong chronic illness. In fact, international
donors had generally avoided support for chronic care because
they were concerned about what they perceived as increasing

costs, issues of sustainability and lack of viable exit strategies.

The decision to fund chronic treatment with antiretroviral
medicines, however, has had profound implications for financial
decisions about the AIDS response, and it has changed the param-

eters of international assistance.

It is estimated that the majority of funding for HIV prevention
programmes for key populations (including sex workers, gay men
and other men who have sex with men, people who inject drugs,
and transgender people) comes from international assistance.
Over the years, donor assistance has shifted from primarily
funding prevention to funding treatment, even as resources

available for both treatment and prevention have grown.

WHO publishes the first edition of its
guidelines for HIV treatment in resource-
limited settings. These guidelines include

simplified schemes for treatment and clinical
diagnosis, including reduced requirements for
laboratory support.
[ ]

Cumulative disbursements for HIV/AIDS in low- and
middle-income countries from international donors,
2000-2015

B United States 47%
B Global Fund 17%
United Kingdom 8%
B Philantropic organizations 8%
Other multilaterals 5%
Other bilaterals 4%
B Netherlands 3%
B Germany 2%
Sweden 2%
UNITAID 1%
Australia 1%
Denmark 1%
B Norway 1%

Source: UNAIDS estimates June 2015, based on UNAIDS-KFF reports on
financing the response to AIDS in low- and middle-income countries until 2014;
OECD CRS last accessed June 2015.

Resources for HIV from bilateral sources, by region,
2002-2013
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B Sub-Saharan Africa
W Asia Pacific
B Caribbean
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Source: OECD CRS last accessed May 2015. The disbursements reported in
OECD CRS do not include multisectoral disbursements and philanthropic
disbursements for HIV/AIDS.
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The United States Food and Drug Administration
approves the first rapid HIV diagnostic test kit for
use in the USA, which provides results with 99.6%
accuracy in as little as 20 minutes.



GETTING TO ZERO:
HOW DO WE KEEP
FUNDING FLOWING?

MARK DYBUL
Fxecutive Director of the Global Fund
to Fight AIDS, Tuberculosis and Malaria
Former United States Global AIDS Coordinator

The greatest lesson learned from the AIDS epidemic about
generating commitments for resources is the importance
of political leadership. From President Festus Mogae in
Botswana, who made the decision to fund antiretroviral
treatment when the public health experts were saying it
wasn’t possible, to United Nations Secretary-General Kofi
Annan, who conceived of the Global Fund to Fight AIDS,
Tuberculosis and Malaria and then convinced the Group
of Eight (G8) to create it, to President George W. Bush,
who stunned the world by launching the United States
President’s Emergency Plan for AIDS Relief (PEPFAR), the
largest international health initiative for a single disease

in history, the decisions of key national and international
leaders drove the domestic and international funding that
has fuelled the response to AIDS.

But leadership doesn’t exist in a vacuum, and leaders are
confronted with many important issues every day. What are
some of the key factors that drive them to make decisions?
The most important ones are data that can convince leaders
that not only is there a big problem, but that there also is

a solution. The calendars of policy-makers are filled with

a revolving door of people who bring them big prob-
lems—what political leaders want is a problem they can

do something about. And to keep the funding flowing, it is
essential to set clear targets and show progress towards
achieving them.

Data on a problem and its solution have to get through
the protective walls that surround leaders. It is essential to

have advocates who have access to them, people with no
vested interested in the topic, who still know how to take
complicated data and explain it in five minutes in a way that
is targeted to the particular sensibilities of each leader. For
a public health person to push for HIV funding is expected;
to have Bill Gates and Bono do it gets attention.

Data needs to be packaged for high-level advocates to be
effective. That’s where the legion of civil society, faith- and
community-based organizations, think tanks, advocacy
groups, scientists and public health officials make all the
difference. From the beginning, it was the community of
affected people that created the foundation for financing.
Even if these groups and individuals never had direct contact
with a high-level political leader, they produced the data,
experience and arguments that created the ground swell that
became political action.

Looking to the future, the same factors need to be main-
tained. In fact, they need to be accelerated. We seem to be in
a period of complacency and some, understandably,

seem weary. But now is the time to get to zero—ending the
AIDS epidemic as a public health threat. Nearly 15 years ago,
the goal was to stop the dying and to reverse the epidemic.
If we stay locked in that paradigm, however, we will win some
battles but lose the war. The two key drivers for political lead-
ership to increase funding—international or domestic—for the
future will be: (1) reducing new infections on a slope to reach
control, and (2) increased domestic finance. All effort needs
to focus on those goals or we will not get to zero. @
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International HIV assistance from donor governments, in US$ millions, 2014

Global Fund UNITAID
Government ) Bilateral . i e ) Total
disbursement Total (100%) Adjusted (55%) Total (100%) Adjusted (49%) disbursement
CAustrala s48 24 56 - . 1005
Canada 27.5 176.6 - - 1246
Denmark 150.5 30.4 16.7 - - 167.2
France 49.9 3915 215.3 105.3 517 316.9
Germany 103.7 3176 174.7 - - 2783
Ireland 44.4 16.6 - - 536
Italy 32 40.9 225 - - 256
Japan 16.9 289.0 159.0 - - 175.9
Netherlands 168.9 90.5 498 - - 218.7
Norway 74.9 7.4 39.3 19.2 9.4 1235
Sweden 906 nel 63.8 - - 154.4
United Kingdom 7308 640.3 3522 63.2 310 1M4.0
United States 47183 15519 8535 - - 55719
Egﬁfﬂf:‘;on 127 142.7 785 - - 91
Other DAC 56.3 56.6 40 20 89.4
Other Non-DAC - 16.3 471 231 321

TOTAL 6 333.3 3976.7 2187.2 238.8 17.2 8637.6

Source: UNAIDS-KFF report on financing the response to AIDS in low- and middle-income countries, 2015.

Note: The study conducted by Kaiser Foundation reports total funding from donor governments through bilateral channels and their contributions to the Global Fund
and UNITAID. This is not the same as international disbursements for HIV/AIDS in low- and middle-income countries. Donor disbursements may not be translated into

multilateral disbursements for in-country expenditures/service delivery.

AIDS spending by major programme areas,
2005-2013
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Source: UNAIDS estimates June 2015, based on UNGASS and GARPR reports
2005-2014.
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Sources: UNAIDS estimates June 2015, based on UNAIDS-KFF reports on
financing the response to AIDS in low- and middle-income countries until 2014;
OECD CRS last accessed June 2015.



Domestic spending as a percentage of total resources

available in low- and middle-income countries, by
region, 2009-2014.

20

A8

CASE STUDY

SOUTH AFRICA LEADS
AFRICA IN FINANCING ITS

AIDS RESPONSE

Number of countries

South Africa has the largest HIV and TB epidemics in
the world. The Government of South Africa has played
a pivotal role in developing, financing and driving the
national response to HIV and TB.

0-30% 31-50% 51-80% Greater than 80%

Percentage of domestic spending

B Africa: East and southern B Latin America
W Africa: West and central Caribbean
B Asia and Pacific B North Africa and Middle East

Eastern Europe and central Asia

Source: UNAIDS estimates June 2015, GARPR and UNGASS reports between
2010 and 2015.

Donor funding also has responded to epidemiological and
economic changes at the global, regional and country levels.

In some cases, donors have gradually changed the proportion of
funding provided to specific countries and regions according to
assessments of epidemic severity and a country’s potential
access to other resources. From 2002-2013, for instance, the
proportional allocation of bilateral resources was reduced in the
Latin America and Asia and Pacific regions, but it was increased

in sub-Saharan Africa.

AIDS INVESTMENTS DID NOT
HAVE ADVERSE EFFECTS ON
DONOR ASSISTANCE FOR OTHER
DEVELOPMENT ISSUES

Even with the potential competition between various vertical
development assistance programmes (including family

planning, child survival, maternal mortality reduction and

expanded access to immunization), increasing AIDS resources

during this 15 year period do not appear to have had a
detrimental effect.

African Union commits to increasing access to
antiretroviral medicines.
[ ]

In December 2009, the Government of South Africa made
a landmark set of commitments to increase HIV funding
and expand access to antiretroviral therapy, with the goal
of treating close to one million new patients with antiretro-
viral medicines over the following two years.

This commitment meant significantly increased demand
for, and spending on, antiretroviral medicines. Resources
increased fivefold, from US$ 135 million in 2003/2004

to US$ 670 million in 2009/2010. Despite having the
world's largest antiretroviral treatment programme,

South Africa had been paying substantially more for its
antiretroviral medicine than most low- and middle-income
countries. Bound by the terms of its existing tender for the
procurement of antiretroviral medicines, the Government
of South Africa purchased only one third of all products
at internationally competitive prices in 2010. Considerably
lowering the prices of medicines for 2011/2012 therefore
was a major determinant of South Africa’s ability to
achieve its aggressive scale-up goals.

South Africa was able to implement interventions that
achieved price benchmarking, robust allocation of pref-
erence points, price stability, reliability of need estimates
and transparency of the process, all of which resulted in
savings that amounted to US$ 640 million between 2011
and 2012 (or a 53% overall reduction in the cost of antiret-
roviral medicines). This allowed the Government to treat
twice as many people as before.

2003

2003

o
A breakthrough comes when fixed-dose combination therapies arrive,
reducing the number of pills per day from 10—15 to as few as two.
This promotes adherence to HIV treatment and boosts outcomes.
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A

CASE STUDY

THAILAND'S UNIVERSAL
HEALTH COVERAGE
SCHEME COVERS 98%
OF ITS POPULATION

The Government of Thailand's commitment to addressing
HIV and AIDS has been demonstrated by high and
increasing investment in the HIV programme, which went
from US$ 431 per person living with HIV in 2008 to US$
675 per person living with HIV in 2011. Domestic funds
have played a major role in financing the AIDS response
in Thailand; for example, the domestic financing share in
2000 was 95% of the total investment in AIDS.

A considerable policy shift towards supporting universal
antiretroviral therapy in Thailand took place in November
2001, when Thailand's Health Minister pledged to gradually
extend treatment to achieve full coverage. In 2003,
universal antiretroviral therapy was formally launched

and financed through taxation. In 2006, the antiretroviral
therapy treatment scheme was transferred to the Universal
Health Coverage Scheme, which—along with smaller civil
service and formal sector social security medical benefits
programmes—covers 98% of the population. It is free at
the point of use.

As a consequence of this broad coverage, the programme
dramatically expanded, going from almost 40 OO0 people
receiving treatment in 2005 to 240 000 by the end

of 2013. This indicates that Thailand has strong health
delivery systems that can accommodate scaling up
programmes.

Universal antiretroviral therapy was encouraged by
multiple factors. The Government Pharmaceutical
Organization (GPO) successfully produced a first-line
antiretroviral medicine regimen at US$ 360 per patient

per year in October 2001. This was 96% cheaper than the
brand products, and it was the most important contribu-
tion to policy change. The role of national and international
treatment advocates was prominent, and civic networks
made use of the information on antiretroviral medicine
price reductions to enhance their campaigns. Withholding
antiretroviral therapy services was no longer justified when
medicines became affordable.

In August 2013, Thailand extended its existing migrant
health scheme benefits package to include HIV-related
prevention, treatment and care, albeit at an increased cost
(increasing from almost US$ 38.50 per person per year to
US$ 62.3 per person per year).
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Expenditure on antiretroviral therapy in South Africa:
2009 and 2014
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Source: UNAIDS estimates June 2015, GARPR and UNGASS reports between
2009 and 2015.

It is important to note that in many donor country
development assistance budgets—particularly that of the
United States—the funding for a specific health issue often is
not fungible, so funds allocated for AIDS would not have been
made available for other health issues.

Between 2002 and 2013, total official development assistance
increased threefold, from US$ 54.8 billion to US$ 166 billion.
The share for health (including HIV) grew almost fivefold,
increasing from US$ 4.4 billion in 2002 to US$ 27.7 billion

in 2013. Malaria and TB had a more than 70-fold increase in
investments over the same period, and HIV increased ninefold.

DOMESTIC INVESTMENTS IN AIDS

An encouraging sign for long-term sustainability of the response
was that domestic funding rose alongside increasing international
funds. While domestic private (mainly out-of-pocket) expendi-
tures have decreased, domestic public resources have consistently
increased. In 2014, domestic resources constituted 57% of the total

resources available for AIDS in low- and middle-income countries.

Countries have used a variety of methods and means to increase
their domestic investments. These include reallocating existing or
new budgets within the health and social development sectors (as
seen most recently), using innovative taxes and levies, borrowing
from development banks, and matching grants from the Global
Fund with domestic funds. As countries scale up domestic

public investments, impoverishing out-of-pocket expenditures

are diminished.

Between 2009 and 2014, 84 of 121 low- and middle-income
countries increased their domestic spending on AIDS. Among
these, 46 countries reported an increase of more than 50%,

including 35 countries that reported an increase of greater than



CONTRIBUTING
EACH DAY TO
AFRICA’S SUCCESS

GEORGE W. BUSH

Founder, George W. Bush Institute
43rd President of the United States of America

Just over a decade ago, the health emergency for women
—and for everyone—was an uncontrolled AIDS pandemic
in parts of Africa. But together we have witnessed one of
the brighter chapters in the human story. A combination of
global resources and local courage has demonstrated two
points: they are holding jobs, raising crops, starting small
businesses, raising children, and contributing each day to
Africa’s success.

The American commitment to the fight against global AIDS
has reached across political divisions and administrations.
Thanks to the President’'s Emergency Plan for AIDS Relief
(PEPFAR), the Global Fund to Fight AIDS, Tuberculosis

and Malaria, UNAIDS and the rising commitments and
resources of African governments, millions of men, women
and children are on HIV treatment in sub-Saharan Africa. A
generation on the verge of being lost has been found. Life
expectancy is up. Health-care systems have grown stronger.
Many more people in their most productive years—from
their 20s to their 40s—are contributing to Africa’s economic
growth. And many have led efforts to end mother-to-child
transmission—the first and necessary step in creating an
AIDS-free generation.

We started the battle against AIDS with a broad, emergency
response. Now, the great need and hope at this stage

of the fight is to focus our efforts and resources. Better
data, better treatment options and better prevention
approaches allow health officials to reach and help the
highest-risk regions and groups. Applied with clear goals
and accountability, this saturation approach presents an
amazing opportunity: the beginning of the end of AIDS.

While the promise of an AIDS-free generation is at hand,
other health issues must be urgently addressed at the

same time. Women living with HIV are four to five times
more likely to contract cervical cancer. Breast and cervical
cancer are the leading causes of cancer deaths among
women in the developing world. It is unacceptable to save a
woman’s life from AIDS to watch her die from a preventable,
treatable disease—cervical cancer. The Bush Institute, in
partnership with PEPFAR, UNAIDS and Susan G. Komen

for the Cure, launched a global health initiative to combat
cervical and breast cancer. Currently, we work in five
countries in sub-Saharan Africa, and plan to expand to Latin
America soon. Together with 23 partners, we will save the
lives of more women and girls and ensure a brighter future
for them and their families. ®
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Life expectancy at birth, selected countries and regions, 1960-2015
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100%. Several countries in sub-Saharan Africa—Democratic
Republic of the Congo, Gambia, Liberia and Zimbabwe—reported
more than a 100% increase in domestic spending between 2009
and 2014. Among the BRICS countries, China reported an
increase from US$ 238 million in 2009 to US$ 977 million in 2014,
and India reported an increase from US$ 73 million in 2010 to
US$ 164 million in 2014. Brazil reported an increase from US$ 654
million in 2009 to US$ 803 million in 2014.

IMPACT OF CURRENT INVESTMENTS
IN THE AIDS RESPONSE

In addition to clearly observable declines in new HIV infections
and AIDS-related deaths, one of the most dramatic impacts of
investments in AIDS can be seen in the increase in life expectancy
in the hardest hit sub-Saharan African countries. Life expectancy,
infant and child mortality and maternal mortality indicators had
shown how the disease was eroding people’s well-being, particu-
larly in Africa, but those indicators have shown dramatic improve-
ments over the past 20 years, and some of that can be attributed to

antiretroviral therapy and HIV prevention efforts.

For the first time in a generation, ending the scourge of the global
AIDS epidemic is not only feasible, but it is within the world's

grasp. To accomplish that, however, we must get on a fast-track to

(W,

The William J. Clinton Foundation secures price
reductions for antiretroviral medicines from generic
manufacturers to benefit developing nations.

[ ]

increase investments in prevention, treatment, care, and stigma

and discrimination reduction.

Under its ambitious Fast-Track approach, UNAIDS is calling

for the global community to front-load investments in the AIDS
response. As states and stakeholders work to agree on the sustain-
able development goals that will drive the post-2015 development
agenda, it is clear that eliminating poverty and hunger—and
improving health, education and gender equality—will remain
high priorities for global development. Sustained progress on these
goals in countries with a high HIV prevalence will require that the
spread of HIV be contained and that the impact of the virus on

societies (and on peoples’ lives) be lessened and marginalized.

The United Nations Secretary-General has called for a future

free of AIDS, the African Union has called for ending AIDS, TB and
malaria by 2030, and the United States government has called for

an AIDS-free generation. Encouraged by the global community’s
ambitions to sustain progress in ending AIDS, the AIDS community
has committed to ending the epidemic as a public health threat by
2030 (which is defined as a 90% reduction in new HIV infections
and AIDS-related mortality, as well as zero discrimination).

Achieving these goals translates directly into life, health and
dignity for millions of people, and into better social, educational

and economic outcomes. It would increase productivity, prevent

2003 December

2003 October
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WHO and UNAIDS launch the "3 by 5" initiative to
get 3 million people in the developing world access
to antiretroviral therapy by 2005.



PART 2: FAST-TRACK:
INVESTING TO END THE AIDS EPIDEMIC

5 reasons to invest in the Fast-Track approach

Continuing with business as usual would mean that new HIV infections
would be 10 times higher and AIDS-related deaths eight times higher
than if the ambitious goals to end AIDS by 2030 are met.

Front-loading investments could reduce new HIV infections by 89% and
AIDS-related deaths by 81% by 2030.

Meeting the Fast-Track Targets would result in 28 million HIV
infections and 21 million AIDS-related deaths being averted between
2015 and 2030 compared to the current levels of the response.

Current investments in the AIDS response are around US$ 20 billion
a year. Increasing that by US$ 12 billion and US$ 8 billion in order
to meet the Fast-Track Targets for 2020 and 2030, respectively,
would produce benefits of more than US$ 3.2 trillion that extend
well beyond 2030.

The full income return on investment is US$1 investment for
US$17 economic benefits.

5 ways to raise investments for
the Fast-Track approach

Domestic financing for the AIDS response can be boosted by real-

locating government budgets so they are in line with disease bur-

den and by introducing earmarked AIDS taxes as appropriate.

AIDS programmes can be made more efficient, thus freeing

significant resources to reinvest in ending the AIDS epidemic.

Donor financing, which recently has been flat, could be reinvig-
orated with imaginative and innovative financing mechanisms,
such as matching grants and cash-on-delivery aid (where coun-
tries commit to delivering specified outputs and outcomes, and
donors commit to providing the specified funding).

Over the last few years, UNAIDS and its partners have been
developing innovative financing and fundraising mechanisms.
These initiatives—based on a partnership with key actors in
private and multilateral financing—can mobilize upwards

of US$ 3 billion in resources from public and private sources

(including national and regional AIDS bonds and private equity).

More strategic private sector and philanthropic

engagement can be promoted.

children from becoming orphaned, reduce the incidence of TB and
defer the health-care costs associated with advanced HIV-related
illnesses. Investing fully now—and sustaining that investment over

time—simply makes good business sense.

As we approach the end of the life-cycle for implementing Millennium
Development Goal (MDG) 6, the progress has been undeniable. We
can now draw on a substantial list of proven interventions for HIV
prevention that combat the major modes of transmission, including
harm reduction for injecting drug users, HIV treatment to stop new
HIV infections in children, condom promotion among sex workers
and their clients, the use of pre-exposure prophylaxis (PrEP), and male
circumcision. For treatment, the great breakthrough was the devel-
opment of effective combinations of antiretroviral medicines. These
have brought almost miraculous benefits to people living with HIV

by cutting related morbidity and mortality, allowing many people to
resume normal lives, providing significant benefits to their families

and communities.

But continuing with current trends in funding and antiretroviral
therapy coverage will mean that the declines achieved in AIDS-related
mortality are only a temporary reprieve. Although the prices of
first-line antiretroviral medicines have come down considerably over
the past decade, their success also means that a very large number

of people are now on treatment for a much longer time, and that has
implications for overall treatment costs. Expensive second- and third-
line treatments to combat viral resistance remain beyond the means
of most low- and middle-income countries, which is all the more
concerning because a proportion of people on first-line therapy could

develop drug resistance.

The pool of people living with HIV continues to expand with new
infections. New guidelines from the World Health Organization
(WHO) that raise the CD4 threshold for starting antiretroviral

therapy to 500 cells per mm? means that more people living with HIV
are eligible for treatment at an earlier stage of their infection. The
recent Strategic Timing of Antiretroviral Treatment (START) study
demonstrates the dramatic benefits of starting antiretroviral treatment
immediately after a diagnosis of HIV infection, regardless of the CD4
level. This means that the future cost of maintaining and expanding the
number of people who rely on daily medicines for survival could be

considered unsustainable if we don't curb the new infections soon.

We are caught in a cycle where current funding trends and HIV
treatment coverage will ultimately return us to limited treatment avail-
ability, but this time, there is a much larger pool of people living with
HIV who require treatment. Without HIV prevention services, a vast
majority of people at risk will be exposed to HIV before they are able
to access more expensive services. With a cure or vaccine still likely
decades away, this cycle would once again spell early and painful
deaths for millions and threaten to derail prospects for sustain-

able development.
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“The AIDS fight has shown
the world how to turn
the tide of a massive
assault on human life
and dignity. We have a
responsibility to ensure
that lessons from AIDS
inform and improve our
efforts to tackle other
social goals, above all
poverty eradication.”

JIM KIM



THE COST OF INACTION

By rapidly bringing high-impact, high-value interventions to scale,
countries will be able to ensure that the response begins to
outpace the epidemic itself. In contrast, delaying scale-up merely
increases the long-term queue for HIV treatment, adds to the
long-term financing burden for HIV prevention and poten-
tially allows the epidemic to rebound. Acting now to maximize
scale-up through 2020 is the only feasible strategy for ending the
epidemic by 2030.

Continuing with business as usual would mean that new infec-
tions will be 10 times higher and AIDS-related deaths 8 times
higher than if the ambitious goals to end AIDS by 2030 are
pursued. A delay in achieving the Fast-Track Targets from 2020
to 2030 would cause 3 million more HIV infections and 3 million
more AIDS-related deaths during that period.

FOCUS, SATURATION AND SPEED

Investments in HIV must be focused but comprehensive. In the
absence of a single magic bullet for HIV, investments must cater
to all aspects of the response, including treatment, prevention
and discrimination. For example, achieving the HIV treatment
targets by 2020 would still leave 27% of people living with HIV
with unsuppressed viral loads, so expanded investments in
proven HIV prevention strategies will be critical to hopes of
ending the AIDS epidemic.

The Fast-Track approach for recommended prevention
programmes aims to go higher than previous universal access
definitions. Very high levels of coverage for programmes that
promote correct and consistent condom use will be needed in all
types of epidemics, and in settings with a high HIV prevalence,
more people will need to be reached by face-to-face meetings
that encourage sexual risk reduction. Furthermore, new evidence
suggests in settings with a very high HIV prevalence, program-
ming cash transfers for girls must be introduced and substan-
tially scaled up. High levels of coverage of voluntary medical

male circumcision will need to be reached.

Many members of key populations report having no contact
with HIV prevention programmes in the past 12 months. Much
higher coverage—close to saturation—will be required for
outreach programmes with sex workers, men who have sex with
men, transgender people and people who inject drugs. Coverage
for substitution therapy for people who inject drugs and preven-
tion programmes in prisons also must significantly increase.
Similarly, saturation coverage is required to meet the target for

elimination of new HIV infections among children.

Global Coalition on Women and AIDS is launched
°

Most critical of all is speed. The window of opportunity is small.
For the long-term sustainability of the AIDS response, invest-
ments must be front-loaded for the next five years. Each day of
delay only adds to the burden of disease. The investment case is

simple: pay now, or pay forever.

INVESTING IN THE FAST-TRACK

Current investments for the AIDS response are around

US$ 20.2 billion in 2014 and expected to reach US$ 21.7 billion in
2015, according to the latest available estimate. Increasing that by

US$ 12 billion and US$ 8 billion to meet the Fast-Track Targets in
2020 and 2030, respectively, would produce benefits of more than US$
3.2 trillion—extending beyond 2030.

Low-income countries will require US$ 8.2 billion in funding in 2020,
and lower-middle-income countries will require US$ 9.2 billion. Due
to their income status and the scale of their HIV epidemics, these
countries will continue to need international support to fund their
AIDS responses. Sub-Saharan Africa will require the largest share of
global AIDS financing: US$ 15.8 billion in 2020 (based on the World
Bank income-level classification, July 2014).

Under the Fast-Track approach, upper-middle-income countries
will require AIDS funding of US$ 14.6 billion in 2020, after which
their needs will decline to US$ 12.5 billion by 2030. Upper-middle-
income countries are already financing most of their AIDS responses
from domestic public sources (80% in 2013, compared with 22% in
lower-middle-income countries and 10% in low-income countries).
Upper-middle-income countries will need roughly a little less than
half of all AIDS investments worldwide.

These resources will provide antiretroviral therapy to twice as many
people in low- and middle-income countries in 2020 (compared to
2015). They also will significantly increase coverage of prevention
services for key affected populations through cash transfers for girls
in countries with very high HIV prevalence, voluntary medical male

circumcision in priority countries, and PReP for selected populations.

MOBILIZING THE INVESTMENTS FOR
ENDING THE AIDS EPIDEMIC

Ending the AIDS epidemic will be impossible without
continued international assistance. Domestic funding will be
pivotal for mobilizing the resources to achieve ambitious new
targets in the post-2015 era, but continuous and enhanced
engagement of the international community in the AIDS
response remains imperative. This reinforces the time-proven
concept of shared responsibility and global solidarity, which
recognizes that ending the AIDS epidemic is a global obligation
that will benefit the entire world.

2005

2004

.
Three Diseases Fund established a multidonor pooled
funding mechanism for HIV, TB and malaria that
provided funding for Myanmar.
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INTERNATIONAL ASSISTANCE
MUST GROW

The need for international funding will persist. Studies of fiscal
space have concluded that low-income countries with high HIV
prevalence have the ability to allocate domestic resources of up

to 2% of gross domestic product (GDP) to the AIDS response
without compromising other sectors. However, resource needs for
the response exceed 2% of GDP in several countries, underscoring
the urgency of continuing donor engagement, and because the
transition towards greater country funding will take time even for
the most highly motivated countries, continued engagement of

international donors is essential.

The Fast-Track approach
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Source: Fast-Track: ending the AIDS epidemic by 2030. Geneva: UNAIDS; 2014,

The donor community must build on current funding levels

to help close the resource gap for ending the AIDS epidemic.
First, donor countries should ensure that their financial share of
the AIDS response matches or exceeds their share of the global
economy. Among high-income countries, only four have a share
of the global response that exceeds their share of world GDP:
Denmark, Sweden, the United Kingdom and the United States.

A more ambitious, yet still feasible, approach would be to
ensure that all donor countries contribute an amount per capita
that is at least equal to the per capita contributions of leading
donors. The gap in the per capita contributions among donor
countries is enormous, but since all donor countries have

been affected by AIDS domestically and have a common stake
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Total resources for HIV/AIDS in low- and middle-income countries, 2000-2015
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China reached $0.5 billion in 2010 [111% increase 2008-2010]
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2015 projection
US$ 21.7 billion

Source: UNAIDS estimates June 2015,
based on UNAIDS-KFF reports on

financing the response to AIDS in low- and
middle-income countries until 2014; OECD
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ACCOUNTABLE FOR
OUR FUTURE

ANNAH SANGO
Care Adviser for the Global Network of
Young People Living with HI'V

| am a mother of two and a beneficiary of the PMTCT
programme in my country Zimbabwe. I'm also a care adviser
with the Global Network of Young People Living with HIV.

| believe in young people. And | believe young people
leading the cause can actually get us to zero. We the young
people can get everyone to an AIDS-free generation.

The end of the AIDS epidemic means hope, means life,
means happiness, means quality of life for everyone. So

it is really important that we come to a certain point where
we actually end this epidemic. | can’t really explain in
words but it’'s something that instils hope and a lot of
happiness in people.

| believe the end of AIDS epidemic is possible if we work
together, have an intergenerational dialogues, if we are

accountable for all that we are doing, if governments

are accountable for disbursing money, governments are
accountable for acquiring treatment access, everyone is
involved and accountable for service provision. If we

hold ourselves accountable for everything that we are
doing, if we are accountable to how the money is spent,
how treatment is distributed, how lives are being reached,
how services are provided | truly believe we could end
AIDS epidemic.

| see us having HIV-free generation through collaboration
and being accountable for everything.

| do have hopes for this future and | can see that
future happening. e
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in bringing the global AIDS epidemic to an end, per capita
spending in donor countries whose contributions currently lag

can help close the AIDS resource gap.

DOMESTIC FUNDING

With the expansion of donor contributions for HIV slowing and
the domestic capacity of governments to fund social expenditure
on the rise, it is expected that HIV investments will increasingly
be funded from domestic public health budgets. Currently, the
average budget allocation to health is 8.8% of total government
expenditure over 28 low- and middle-income countries that
account for 89% of new HIV infections in 2010. This is projected
to rise to 9.9% by 2030.

EXPANDING THE FISCAL SPACE FOR
HIGHER DOMESTIC FUNDING

Low- and middle-income countries can increase their fiscal
space for HIV investments through targeted budget allocations,

innovative financing and increased efficiencies.

Over the next 15 years, there is an opportunity to gain from
nominal growth in order to capture larger tax revenues

in all low- and middle-income countries. Combined with
tax-to-GDP ratios increasing from 19.2% in 2015 to 21% in
2020 (and 28% in 2030), this will boost government resources
for funding different social sectors. This will enable countries
to increasingly fund HIV investments with their own public
resources, but this spending will have to be explicitly directed

to HIV services.

Investments for Fast-Track

Results achieved
by 2030
95-95-95

HIV treatment

Results achieved
by 2020
90-90-90'

HIV treatment

Investment areas

= Mobilizing and
providing increased
HIV testing
= Antiretroviral
medicine
procurement and
supply
= Clinical monitoring
= Health staff training
Fewer than 200 000
new adult HIV infections
(reduction of 90%)

Fewer than 500 000
new adult HIV infections
(reduction of 75%)

» Condoms

= Voluntary medical
male circumcision

= Behaviour change

« PrEP

= Cash transfers

= Integrated antenatal Achieve and sustain
care, paediatric and the elimination of new
primary care services HIV infections among
for pregnant women children
and children with HIV

of new HIV infections
among children

= Access to justice Zero discrimination Zero discrimination
= Anti-stigma

programmes

190% of people living with HIV knowing their HIV status, 90% of people who
know their HIV status accessing treatment and 90% of people on treatment
having suppressed viral loads, so they remain healthy.
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“Consider HIV/AIDS.
If the world can intensify
its fight against this
pandemic—by expanding
access to the great
prevention and treatment
options already on the
market, and perhaps
developing some new
tools along the way—we
can prevent 21 million
deaths over the next
decade and a half.”

BILL GATES



The richer the country, the greater the proportion of spending
on health, but this does not always translate into greater
spending on HIV services. All low- and middle-income
countries will need to bring domestic funding into line with
their national budget and HIV burden. In nearly all cases, this
will demand increases in the amount of domestic funding for

the response.

TARGETED BUDGETARY ALLOCATIONS

Budgetary increases and priority shifts are slow to happen, and
meaningful change could require at least 10 years. Through
targeted budgetary allocations, most developing countries

would close their financing gap only by 2022, so additional
sources for enlarging the fiscal space would be needed for at least

the next five years.

National capacity to increase domestic resources depends on

the pace of economic growth, the magnitude of collected taxes
and the proportion of domestic resources allocated to AIDS
programmes. Recognizing the centrality of health to national
prosperity and development, African countries committed

to allocate 15% of national budgets to health in the Abuja
Declaration 2001. By 2013 six countries had met this agreed
benchmark. Fulfilling the commitments made in the Abuja
Declaration would substantially increase resources available for
health services in Africa, opening space for increased allocations

for AIDS programmes.

Reviews of national spending patterns have consistently found
that the proportion of domestic resources allocated to AIDS

is frequently much lower than the epidemic’s contribution to
the national health burden. For example, Mozambique—which
currently makes minimal domestic financial contributions to
the AIDS response, instead relying almost wholly on external
support—could mobilize almost US$ 80 million in additional
financing by meeting its Abuja commitment and ensuring a fair
share for AIDS in its national health budget. In Céte d’'Ivoire, this
same approach would increase domestic AIDS spending more
than eightfold; in Kenya, it would increase domestic spending

more than threefold.

INNOVATIVE FINANCING

Many countries are either implementing or exploring innova-
tive financing mechanisms for AIDS. Malawi’s public sector
mainstreaming compels public ministries and agencies to
allocate a portion of their annual budget for AIDS activi-
ties. Other countries have special tax levies, with proceeds
earmarked for AIDS activities. Examples include levies on air
passenger travel, mobile phone use, alcohol purchases, and
corporate and personal income. Taxes on remittances and

tourism also can generate new funding for the AIDS response,
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Matching per capita contributions of
the leading donors

Disbursements for HIV per US$ 1 million GDP

Denmark US$ 490.7
United Kingdom
United States
Sweden
Netherlands
Norway

Ireland

France
Germany
Canada

Australia

Japan

Italy

Source: UNAIDS KFF report, July 2015. International assistance from donor
governments 2014,

Matching donors’ HIV contributions to their share
of the global economy, 2014

United States 27.6%
Japan

Germany

France

United Kingdom
Italy

Canada

Austalia
Netherlands
Sweden

Norway

Denmark

Ireland

B Share of all resources for AIDS

B Share of global total GDP

Source: UNAIDS KFF report, July 2015. International assistance from
donor governments 2014.



and a few countries have explored lotteries and mechanisms to
capture investment returns from dormant funds (unclaimed
assets) to fund AIDS activities.

Public acceptability and the administrative burdens of
managing special mechanisms can be sources of concern.
Similarly, not all mechanisms are equally desirable: a financial
transaction tax, an airline levy and the earmarking of dormant
funds are considered most desirable, while AIDS lotteries are

least desirable.

Innovative financing can offer a viable bridge funding, but the
revenue generation capacity in the best cases is about 0.5%

of GDP. That may be sufficient to fully close the funding gap

in some countries, but it represents only a partial measure

in others, which would still require additional funding from
other sources. The revenue potential of innovative financing
also varies considerably among different mechanisms because
it depends on the size of the sector involved and, in the case of
taxes, on each country’s capacity to impose additional taxes and
the same mechanism may not yield the same level of revenue

between countries.

SAVINGS THROUGH EFFICIENCIES

Given the massive scale-up of funding required in the next five
years, getting the most from efficiency gains is a very important
way of releasing fiscal space for HIV. For greater allocative
efficiency, the gains in generalized epidemics can come from
better allocating resources within the big ticket items through
geographical prioritization. In the concentrated epidemics,

the biggest gains can come from shifting resources

towards key populations.

To reach the ambitious new targets for the post-2015 era,
countries will need to maximize their service delivery capacity,
using every iota of funding as efficiently as possible. Most
countries will need to scale up services to the limit of their
delivery capacity, making special efforts to reduce costs.
Multiple strategies will be needed, including price reductions,

increases in scale and expanded community service delivery.

Reducing prices.

To drive down prices, countries will need to fully leverage
their negotiating potential, including pooling procurement
with other countries and strategically designing commodity
tendering processes. Through optimal price-lowering strategies,
it is projected that prices will stabilize in two tiers, according

to country income. The current disparity between antiretro-
viral medicine prices paid by upper-middle-income countries
and those paid by lower-middle and low-income countries is
projected to be cut in half between 2015 and 2030: by 2030, it is
expected that prices for antiretroviral treatment regimens will
range between US$ 300 and 600 per patient per year, with prices
lower in sub-Saharan Africa.

Achieving economies of scale.

Accelerating scale-up promotes the efficient use of resources
by lowering unit costs of services. It is estimated that scaling
up facility-based services to provide antiretroviral treatment to
29 million people by 2030 will reduce unit costs by 42%.

Expanding community service delivery.
Community-based service delivery enhances the reach

of services and improves efficiency. For TB services, it is
associated with a 48% reduction in service costs. Today, 95%

of HIV service delivery is facility-based. To get the most from
efficiencies and because of investments in health infrastructure
and health personnel, community-based service delivery will
need to be scaled up to cover at least 30% of all service delivery.
Implementing organizations will need to monitor delivery costs

and track unit costs as service delivery is expanded.

BORROWING

Borrowing can accommodate spikes in costs more gradually in
order to avoid sudden disruptions to expenditure on other areas.

It also can fund interventions that release fiscal space due to their
cost-effectiveness, or it can spread the burden across generations in
cases when future generations will reap the benefits of an improved

disease environment.

Any borrowing, however, should be highly concessional and
consistent with national development strategies, and it may

not be available for countries that already have high debt. In

such cases, hybrid financing instruments could be explored. Loans
might come from the World Bank or regional development banks,
facilitated by an international funder that would buy down the
interest rate to terms that are attractive to a ministry of finance.

INTEGRATING HIV FINANCING INTO
NATIONAL HEALTH FINANCING SYSTEMS

Another means to direct new funding to AIDS responses is inte-
grating HIV into broader national health financing systems. This
could also yield more broad-based health benefits. Brazil, Chile,
Colombia, Mexico and Thailand all have integrated HIV and
universal health financing at the collection, pooling and purchasing

stages of their health financing systems.

Pooling different streams of resources into one health financing scheme
enables the sharing of risk and resources, typically redistributing them

equally among all participants, no matter their economic prosperity.

Depending on the benefit package, the scheme may directly cover
diagnostics and treatment interventions for HIV infections and
related opportunistic diseases. Its contribution to HIV financing can
vary considerably, however, depending on the breadth of covered
benefits, the degree of health service rationing and the requirements
for user fees, co-payments or other out-of-pocket costs that are

borne by patients.
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“We have stopped
millions of mothers and
fathers from dying,
ensuring their children
do not become orphans.
But hope alone didn’t
save these lives. The
reality is that serious
iInvestment, spent
effectively and
efficiently, has been
key to producing
these results.”

ANNIE LENNOX



For mature health financing schemes, it is relatively easy to add
AIDS to the benefit package. Where insurance coverage is low

or the HIV disease burden is considerable, however, substantial
time and effort will be needed to expand the reach of the scheme,
potentially limiting its utility in closing the AIDS resource gap

within the next several years.

COUNTRY COMPACTS FOR THE
TRANSITION TO SELF-FINANCING

As countries increase domestic funding for their AIDS
programmes and reduce their dependence on donor assistance,
systems and processes will be needed to ensure that these
transitions are smooth and sustainable. This includes developing
means of monitoring transitions and ensuring the transpar-
ency and accountability of commitments made by donors and

countries.

The establishment of country compacts could provide a workable
mechanism for effective coordination between the donor
community and governments. A country compact is an explicit
agreement between a country’s government and one or more
donors that outlines programmatic and financial commitments
to the country’s AIDS programme made by both parties. This

provides a framework for promoting mutual accountability.

The idea of country compacts is relatively new and it continues to
evolve, although there are a number of models on which to build.
For example, South Africa—which has benefited from major
funding from PEPFAR—entered into a Partnership Framework
Implementation Plan with PEPFAR to guide the transition

to country ownership. The two partners agreed on a gradual,
planned reduction in PEPFAR funding, with PEPFAR activities

transitioning from direct service provision to technical support.

PARTNERING WITH THE PRIVATE SECTOR

With international public funding to address AIDS flattening—
and with the countries most affected lacking the capacity to
increase their fiscal space through traditional means—partnering
with the private sector is essential. In many instances, private
financing can be more efficient than public financing. Recent JP
Morgan research indicates a growing market for health sector
investments, estimating that the total health market for social

impact investment could be as large as US$ 123 billion.

Innovative development finance has recently gained prominence

as an important new source of revenue for development, contrib-
uting US$ 100 billion globally over the past 10 years. In the AIDS
response, there has been a great deal of innovation and success in

generating resources through the following instruments:
= UNITAID’s airline levies (US$ 2.2 billion).

= The Global Fund’s Project Red (US$ 200 million) and Debt-
to-The Health initiative (US$ 300 million).

= The Global Health Investment Fund’s public-private
partnerships in health, including those relevant to HIV/AIDS
(US$ 100 million).

In the last few years, UNAIDS and partners have been devel-
oping innovative financing and fundraising mechanisms. These
initiatives—based on a partnership with key actors in the private
financial sectors and in multilateral financing—seek to mobilize
upwards of US$ 3 billion in resources from public and private

sources to address the AIDS response through the following:

= AIDS national bonds. A national AIDS bond is a front-loaded
investment in AIDS programmes that will reduce future
spending by significantly lowering demand for treatment
services and reducing the economic impact from AIDS sooner

rather than later.

= AIDS regional bonds. Regional bonds, for example for a
select group of countries in West Africa, would be backed
by a development finance institution and funded by private
investors, including sovereign wealth funds, pension funds

and individuals.

= Private equity funds. An equity fund, consisting of mostly
private equity, would make investments. The fund would
include a geographic mix of projects and investments in the
health sector that are relevant to the AIDS response (such as
access to testing, treatment and basic services). An equity fund
would assemble a mix of funding, but the largest part would
come from mission-based investors (institutional, sovereign

and foundation).

The right combination of international and domestic financing
approaches—combined with sound technical strategies and
community participation—can help countries meet their resource

needs and further accelerate access to HIV services.

PART 3: SPECIAL ANALYSIS:
FINANCING FAST-TRACK TARGETS
IN PRIORITY COUNTRIES

UNAIDS has assessed the options for financing Fast-Track Targets
in 28 low- and middle-income countries that together account for
89% of new HIV infections. Over the next five years, these countries
will have an average economic growth of 5.1% a year (6.6% for the
low-income group, 5.5% for the middle-income group and 3.3% for
the upper-middle-income group). The tax-to-GDP ratio in these
countries (which is now between 18.1% and 23.8%) is expected

to increase by 1% and 2%, respectively. That gives them room to
introduce new taxes that are earmarked for HIV—although the
scope is much larger in low-income countries than in upper-middle-
income ones. If all these countries were to adopt the Fast-Track
goals, the resources required would place a considerable burden on
the low-income group (2.8% of their GDP in 2020). In comparison,
lower-middle-income countries would have to dedicate 0.8% of their
GDP to HIV, and upper-middle-income countries would have to
commit 0.2% of their GDP.
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Increase in domestic public spending 2009-2014 and share of
domestic (public) resources in national AIDS investments

INCREASE IN DOMESTIC PUBLIC SPENDING 2009-2014 (%)

Up to 20% 21-50% 51-100% >100%
EASTERN AND Mauritius Angola Zambia Seychelles
SOUTHERN Rwanda Botswana Zimbabwe
AFRICA ;
Swaziland Kenya
Malawi
Mozambique
Namibia
South Africa
South Sudan
WESTERN Mali Cameroon Sudan Cabo Verde
AND CENTRAL Togo Cote d'lvoire Chad
AFRICA Gabon Democratic Republic
Nigeria of the Congo
Gambia
Guinea
Guinea-Bissau
Liberia
Mauritania
Niger
Sao Tome and Principe
ASIA AND Bhutan Democratic People's Indonesia Bangladesh
THE PACIFIC Mongolia Republic of Korea Tuvalu Cambodia
Sri Lanka Thailand Viet Nam China
India
Kiribati
Lao People’s Democratic
Republic
Malaysia
Myanmar
Philippines
Solomon Islands
CARIBBEAN Cuba Belize Jamaica Dominica
Dominican Republic Saint Vincent and the
Grenadines
EASTERN The former Yugoslav Republic Latvia Armenia Azerbaijan
EUROPE AND of Macedonia Romania Bulgaria Bosnia and Herzegovina
CENTRAL ASIA Uzbekistan Ukraine Georgia
Kazakhstan
Kyrgyzstan
Tajikistan
LATIN AMERICA Honduras Brazil Colombia Bolivia (Plurinational State of)
Chile Peru
El Salvador
Mexico
Panama
Paraguay
NORTH AFRICA Tunisia Morocco Algeria
AND THE Iran (Islamic Republic of)
MIDDLE EAST Yemen
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SHARE OF DOMESTIC (PUBLIC) RESOURCES IN NATIONAL AIDS INVESTMENTS (%)

Countries that finance 30% to

50% of their AIDS response

Angola
Comoros
Swaziland

Bhutan
India
Indonesia
Pakistan

Belize

Georgia
Kyrgyzstan
Ukraine

Honduras
Nicaragua

Countries that finance 51% to
70% of their AIDS response

Namibia

Mongolia
Philippines
Sri Lanka

Suriname

Belarus
Montenegro

Guatemala
Paraguay

Jordan

Morocco

Syrian Arab Republic
Yemen

Source: UNAIDS estimates June 2015, GARPR/UNGASS reports 2010-2015

Countries that finance 71% or
more of their AIDS response

Botswana
Mauritius
Seychelles
South Africa

Cabo Verde

Cote d'lvoire

Gabon

Sao Tome and Principe
Sudan North

China

Democratic People's Republic
of Korea

Kiribati

Lao People’s Democratic
Republic

Malaysia

Marshall Islands

Nauru

Palau

Samoa

Solomon Islands

Thailand

Tonga

Tuvalu

Antigua and Barbuda

Cuba

Dominica

Grenada

Saint Vincent and the
Grenadines

Azerbaijan

Bosnia and Herzegovina

Bulgaria

Kazakhstan

Latvia

Lithuania

Romania

Russian Federation

Serbia

The former Yugoslav Republic
of Macedonia

Turkey

Uzbekistan

Argentina
Bolivia (Plurinational State of)
Brazil

Chile
Colombia
Costa Rica
Ecuador

El Salvador
Mexico
Panama
Peru

Venezuela (Bolivarian Republic of)

Algeria
Iran (Islamic Republic of)

Domestic public spending
in low- and middle-income
countries, 2006-2014, in
US$ million
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Low-income countries

215



Continuing with the same pace for HIV investments would leave a

residual financing gap across all income groups for the next 15 years, Average resource gap by country income

but the gap in 2020 will be the biggest for low- and lower-middle- level (per cent of GDP)

income countries.

STRATEGIES FOR 0.00%
LOW-INCOME COUNTRIES

Low-income countries, especially those with a heavy HIV -0.50%

burden, will need substantial international support to ensure

rapid scale-up to end the epidemic.

-1.00%
Low-income countries currently spend an average of 5.6% of

their government budgets on health, a share that will grow

to 6.3% by 2030. Haiti, Mozambique and United Republic of -1.50%
Tanzania are among countries that spend between 2.5-3%. Of

those public health budgets, 20% is dedicated to HIV.

-2.00%

On average, low-income countries can close their HIV resource 2016 2020 2025 2030

gaps by 2024 with budgetary targeting alone. They could close @ Low-ncome @ Lower-middie-income @ Upper-middie-income

the gaps five years earlier—by 2019—through earmarked taxes

and efficiency savings. In the next five years, however, most v _
Sources: UNAIDS and Oxford Policy Management calculations, June 2015.

low-income countries will require continued external support

to meet their HIV needs. Most suffer from limited budgetary

means, a function of a small tax base. This, coupled with low ~ .ooooiii .

public spending on health, makes it difficult to become

self-sufficient in HIV financing, especially for countries with Closing the resource gaps in low-income countries

generalized epidemics.

Borrowing is not a credible option for most low-income 12 000
countries due to the size and duration of the financial require-
ments. But all of the countries can raise their budget allocations 10 000
to HIV services and they have the fiscal space to impose an
earmarked levy for HIV. 8000
Any mix of these policies still is not sufficient for Malawi or
Mozambique, however, and they will require substantial 6000
external support. 5
]
g 4000
Lid
............................................................................... w
>
2000
Low- and middle-income Fast-Track countries
o
- . Lower-middle-income Upper-middle-income
Low-income countries : ;
countries countries
Democratic Republic of ~ Cameroon Angola -2 000
the Congo Chad Brazil
Ethiopia Cote d'lvoire China
Haiti India Iran (Islamic Republic of) -4 000
Malawi ‘ Indonesia Jamaica 2016 2020 2025 2030
Mozambique Kenya South Africa
Uganda Lesotho
United Republic Nigeria
of Tanzania Pakistan B Original resource gap
Zimbabwe South Sudan B Resource gap after health & HIV budget targets are met
Swaziland B Resource gap with targeted budgeting and innovative funding
Ukraine B Resource gap with targeted buget, innovative funding and efficiency savings
Viet Nam
. Source: UNAIDS and Oxford Policy Management calculations, June 2015.
Zambia
) In the Y-axis, negative values represent a gap while positive values
Source: UNAIDS. represent a surplus
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CASE STUDY

MALAWI HAS LIMITED
DOMESTIC OPTIONS

Malawi, a low-income country where more than one

in every 10 adults is living with HIV, will confront an

AIDS funding gap of at least 50% through 2022-2023.
This applies not only to ambitious new targets (such

as a test-and-offer approach for HIV treatment) but

also for the current scale-up roadmap presented in its
national strategic plan. Malawi's current strategy calls for
increasing the domestic contribution from 0.25% of GDP
to 1.6%, although additional amounts equivalent to 1.4%
of GDP would be needed to bring the domestic contribu-
tion in line with the need and ability to pay for HIV. Even
through full implementation of innovative financing mech-
anisms, which have the potential to mobilize 6.2% of the
national budget, a funding gap would remain, highlighting
the country's continuing need for external support (4).

With a GDP per capita of US$ 250—and US$ 22 per
person spent on health—boosting budgetary allocations
would

add little in the short term, and it would be well short of
closing the annual financing gap of US$ 130 million over
the long term.

The tax-to-GDP ratio of around 20% is higher than in
other low-income countries, so there is some room for an
earmarked tax. But with the tax ratio already relatively
high, such a tax could face opposition.

The HIV sector is fairly efficient, but the health sector

is not, so there could be gains from working with the
general health system to increase efficiencies across the
board.

Borrowing the required US$ 130 million a year would
boost the debt-to-GDP ratio by 1.7 points, which could
be too onerous.

In sum, Malawi has few domestic options at this stage of
its development, so external funding is essential for the
foreseeable future.

STRATEGIES FOR LOWER-
MIDDLE-INCOME COUNTRIES

Lower-middle-income countries will need to move towards
greater self-financing of the response, although those with
heavy HIV burdens will continue to require considerable donor
support. These countries allocate 8.1% of government expendi-
ture to health, although India, Kenya, Pakistan and South Sudan
allocate less than half that amount. The countries in this group

allocate about 6% of their public health spending to HIV, with

India, Indonesia, Ukraine and Viet Nam averaging 1%.

In general, lower-middle-income countries can cover their
HIV needs in the longer term by raising budgets to the targeted
proportions. In the short term, there are insufficient domestic

revenues to cover those needs, except in Viet Nam.

Most could cover their HIV needs in the short term with a mix
of earmarked taxes and efficiency savings. They have the

fiscal space to implement an earmarked tax for HIV, as their
tax-to-GDP ratios are projected to be less than the average for
middle-income countries (24%) over the next five years. With a
strong effort on efficiency savings alone, some could have domes-
tically sustainable AIDS resources. The exceptions are Cameroon,
Chad and Zambia, which cannot cover their HIV needs even
through all three policy mechanisms. With borrowing deemed
inappropriate at this time, they should advocate for continued
international resources to fund their AIDS response.

As lower-middle-income countries assume a greater share of
financial responsibility for the AIDS response, they need robust,
increased funding for programmes for key populations. In 2013,
domestic resources accounted for a mere 11% of global AIDS
spending on men who have sex with men, and 67 countries
reported that they rely solely on international donors for
financing such programmes. Similarly, domestic sources cover
only 14% of global funding for HIV programmes focused on sex
workers. Innovative approaches and strong political leadership
will be required to scale up funding for programmes for the key

populations that many countries have historically neglected.

Closing the resource gaps in lower-middle-income
countries
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represent a surplus.
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CASE STUDY

KENYA PULLS OUT ALL
THE STOPS FOR
INNOVATIVE FUNDING AND
EFFICIENCY GAINS

AIDS continues to reduce life expectancy in Kenya by
roughly three years. In 2013, it accounted for one third

of all deaths among people aged 15-59 years. The AIDS
response has been costing more than 2% of GDP, with the
government covering 16%, private households providing 14%,
and international sources supplying 70%. The government
plans to boost domestic funding to 50%. The National AIDS
Coordinating Council, with help from UNAIDS, has identified
potential sources to raise US$ 820 million by 2024. That
would cover 70% of the resource needs, taking into account
30% savings from efficiencies.

Here is a breakdown of those potential sources (to 2024):

= An earmarked government contribution for HIV set
at 1-2% of total government revenue would raise
US$ 339-678 million (59% of the net resource needs).

= An AIDS lottery can raise US$ 21 million (2%).

« A US$ 800 million health bond targeting philanthropic
investors, with 50% of the interest going to the HIV
response, can generate US$ 25 million (2%).

= A tobacco levy ramped up gradually from 4% to 10%
can generate US$ 52 million (4%).

= Interest on dormant funds can raise
US$ 2.5-5 million (0.2%).

= Corporate social responsibility investments—mandating
companies above a profit threshold spend 2% of their
net profit—could raise US$ 20 million (2%).

= Informal sector contributions—mandating Kenyans who
channel their informal income through Saccos savings and
credit cooperatives contribute 5% of interest to the HIV
response—would generate US$ 20 million (2%).

The efficiency gains would include:

= Directing allocations to the counties with
the most infections;

= Improving service delivery by changing the testing
algorithm, integrating services and providing onsite
training for decentralized services.

= |dentifying cost drivers and addressing inefficiencies
(such as reducing absenteeism among health-care
workers, rationalizing antiretroviral therapy treatment
centres and reducing prices of commodities through
better procurement procedures).
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The transition to greater country ownership can potentially
result in disruption, confusion and discontinuity of services,
especially in countries where donor funding has predomi-
nated. Tailored strategies will be needed to avoid the wholesale
defunding of these programmes as donors shift their focus to
low-income countries.

STRATEGIES FOR UPPER-
MIDDLE-INCOME COUNTRIES

Upper-middle-income countries should take immediate steps to
transition to self-financing the response, with country compacts
clarifying the transition from donor dependency to self-financing.
These countries spend about 14.4% of their government budgets
on health, a share that is expected to rise to 17% by 2030. Angola is
the only country in the group that spends about half of the group’s
average on health. Most countries allocate an average of 1% of
their public health spending to HIV—except South Africa, which
spends about 10% of its health budget on HIV.

Most upper-middle-income countries already have higher budget
allocations for health and HIV. This makes reaching budgetary
targets less effective in covering resource gaps. The Islamic
Republic of Iran is projected to be able to meet its entire HIV
needs over the next 15 years.

Any earmarked taxes could contribute substantial revenues for
HIV services. These economies are larger and have wider and more
developed tax bases, and their tax to GDP ratios are higher, so
there is limited fiscal space for earmarked taxes. Moreover, many
have concentrated epidemics (except Angola and South Africa), so
there may be resistance to imposing a disease-specific tax on the
general population.

Efficiency savings can be a way of meeting HIV needs, but they
may not be enough to cover those needs in full. So, of the three
country groups, upper-middle-income countries have the most

scope and reason for borrowing to fill their resource gaps.

Upper-middle-income countries with HIV burdens—such

as Brazil, Mexico and Thailand—show that a combination of
tax-based contributions and social insurance can play a major
role in financing HIV services. For example, Thailand’s universal
coverage scheme and smaller social security and civil service
benefits programmes contribute 85% of AIDS financing and cover
94% of individuals who are on HIV treatment.

Countries with medium-to-small HIV burdens should soon be
able to fully self-finance their AIDS responses. Indeed, this is
already the case in many parts of the world. In Asia, for example,
there is a clear relationship between national GDP and the
domestic share of total AIDS spending. Even some countries
with heavy HIV burdens have increased their domestic respon-
sibility for the response. South Africa, for example, has substan-
tially increased domestic financing, with domestic sources now
covering the majority of AIDS spending.



Closing the resource gaps in upper-middle-income countries

240 000

190 000

140 000

90 000

US$ million

40 000

REER

(o]
-10 000

2016

2020

B Original resource gap
B Resource gap after health & HIV budget targets are met

Source: UNAIDS and Oxford Policy Management calculations, June 2015.

2025 2030

B Resource gap with targeted budgeting and innovative funding
B Resource gap with targeted buget, innovative funding and efficiency savings

In the Y-axis, negative values represent a gap while positive values represent a surplus.

STRATEGIES FOR DONOR SUPPORT
FOR THE 28 FAST-TRACK COUNTRIES

Donor support with an emphasis on financial support and
long-term technical assistance focussed on service delivery
reform should be targeted at Cameroon, the Democratic
Republic of the Congo, Haiti, Malawi, Mozambique, Swaziland
and Zambia. The economies of these countries cannot generate

enough fiscal space to meet their resource needs.

Donor support with an emphasis on service delivery reform
should be targeted at Angola, Brazil, Chad, Céte d’Ivoire,
Ethiopia, Haiti, Jamaica, Kenya, Lesotho, Nigeria, Pakistan,

South Africa, South Sudan, Uganda, Ukraine, United Republic

of Tanzania and Zimbabwe. This includes support to validate
potential efficiency savings and help countries improve service
delivery efficiency. Technical support also may be targeted to help

implement fiscal reform, with funds earmarked for HIV.

RETURN ON INVESTMENT US$ 1= US$ 17

The full income approach—promoted by health economist Dean
Jamison, Nobel economics laureate Lawrence Summers, and a host
of other health researchers—captures the value of better health and a
more productive society. It puts an economic value on additional life
years (VLYs), estimating one VLY at 2-3 times the per capita income

for low- and middle-income countries.

UNAIDS adopted the full income approach to estimate the additional
gains realized by implementing the Ending AIDS 2030 scenario. The
resulting improvements in life expectancy, reduced chronic illness and
survival rates into the 2030s and 2040s show that the benefits from
this added investment exceed costs by a factor of 17:1.

Most of the full income gains will accrue in low- and lower-
middle-income countries in eastern and southern Africa, where

major investments will extend prevention, care and treatment

for HIV and AIDS. In several other regions, especially eastern
European and Caribbean countries, the benefits of this invest-
ment yield positive returns that are lower than the 17:1 found
globally. That difference is largely attributable to the lower

incidence and prevalence of HIV in those countries.

Fewer premature deaths improve the health environment for

all. Fewer workers suffering from ill health means they are able
to work more productively. Increasing numbers of surviving
parents are able to fulfil their duties mitigate the emotional and
economic burdens on children who otherwise would have been
orphaned. The burden on governments to provide health services
will similarly be less than it might be without the Fast-Track
approach to ending the AIDS epidemic by 2030.

Ultimately, society-wide benefits from this approach reach well beyond
the individuals and families that might have fallen to HIV and AIDS.

Health and well-being benefit whole communities and countries.

Africa reaps most of the benefits because the treatment-as-
prevention effect generates a virtuous cycle that combines with
population growth. Putting 72% of people living with HIV on
antiretroviral therapy by 2020 on the Fast-Track (as opposed to
51% through the constant scenario) triggers the prevention effect
among the entire population, generating net savings through

infections that have been averted.

OTHER APPROACHES CONFIRM
THE BENEFITS OF GETTING ON
THE FAST-TRACK

The cost of illness approach confirms the benefits of the full
income approach to estimating the economic returns of Fast-
Track. With a focus on potential productivity gains, the
incremental benefits run to US$ 2.6 trillion, or 14 times the cost
of US$ 176 billion. Almost two thirds of the gains would be in
sub-Saharan Africa, mostly in eastern and southern Africa.
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GAPS AND CHALLENGES

TODAY

THE AIDS RESPONSE STILL
REMAINS DONOR DEPENDENT IN
MANY COUNTRIES

1

HIV continues to remain more donor dependent than other health
programmes, although HIV expenditure constitutes only a small
fraction of total health expenditure across all income groups.
Programmes for key populations continue to be mainly funded
through international donors, which makes their sustainability
questionable once the donors withdraw.

2

Despite considerable amounts of funding for HIV over the past

SIGNIFICANT FINANCIAL GAPS AT
THE COUNTRY LEVEL ARE MADE
WORSE BY INEFFICIENT SPENDING

15 years, important financial gaps remain in all low- and middle-
income countries, with the problem made worse by inefficient
allocation and implementation of resources. Across the board,
HIV responses remain uneven—variations of unit costs can be
observed not only between regions and types of epidemic but also
within the same country.

3

Many civil society organizations are reporting cutbacks in the

FUNDING FOR CIVIL SOCIETY
ORGANIZATIONS IS BEING
ROLLED BACK

funding available for core functions such as advocacy, account-
ability, mobilization, networking and community delivery of
services. When current health systems are insufficient for an
effective and efficient response, funding of civil society and

community organizations is needed more than ever.
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GLOBALLY, AN ADDITIONAL
US$ 12 BILLION NEEDS TO BE
AVAILABLE ANNUALLY BY 2020;
Us$ 8 BILLION BY 2030

4

Increasing funding for treatment is crucial to achieving the goal of
ending the AIDS epidemic as a public health threat. Globally, an
additional US$ 8-12 billion needs to be available annually by
2020. Equally important is the need for increased funding for
comprehensive programmes for key populations in order to
improve access to testing, treatment outcomes, retention in
antiretroviral therapy and HIV prevention. Highly efficient use

of the resources is a must.

J

Resources are not always allocated to places and populations

RESOURCES ARE NOT ALWAYS
ALLOCATED TO PLACES AND
POPULATIONS WHERE THEY WILL
MAKE THE MOST IMPACT

where they will make the most impact, and any move towards
better allocative efficiency requires careful political negotiations
and a full consideration of equity and human rights. The unprece-
dented funding for the HIV response has generated a vast amount
of data, tools, analysis and strategic information about locations
and populations, but that does not always translate into policy
shifts or changes in how business is done.



ACTIONS FOR THE

FUTURE

1 CONTINUE DONOR EFFORTS TO
FILL THE GAPS

Donor investments are still required for a large number of

low- and middle-income countries. It is important not just to
sustain funding but also to increase the total amount of interna-
tional assistance for the AIDS response. Donors should focus on
higher-burden, lower-income settings, while continuing to assist
more affluent middle-income countries with less costly technical
support and capacity strengthening.

2

INCREASE HIV DOMESTIC
INVESTMENTS IN ALL LOW- AND
MIDDLE-INCOME COUNTRIES BASED
ON DISEASE BURDEN AND COUNTRY
CAPACITY TO PAY

Most countries have scope to further increase domestic invest-
ments for the AIDS response. A careful analysis of the funding
options available should determine the right mix of domestic
resource mobilization approaches. Continue to develop frame-
works and tools to help countries analyse and monitor the
efficiency and sustainability of their responses, as well as how to
integrate the latest evidence and best practices. Build strategic
partnerships to boost the willingness of countries to pay for
HIV—initiate and maintain an active dialogue with ministers of
finance and treasuries, and make the case for adequate and contin-
uous domestic HIV investments, backed by rigorous analysis of

economic, financial and social benefits of such investments.

OPTIMIZE HIV RESPONSES TO
GENERATE HIGHER IMPACT AND IN
AREAS AND POPULATIONS WHERE
THE EPIDEMIC IS MOST SEVERE

3

Optimize HIV responses across the board through application of
investment approaches—allocate resources to the mix of services
that yield higher impact, and in areas and groups of populations
where the epidemic is most dynamic. Increase implementation
efficiencies of the responses through innovative service delivery,
lowering commodity and diagnostic prices, improvement of public
and financial management and better integration and synergies
with relevant sectors (6).

4

Countries and development partners should put in place early

MANAGE TRANSITIONS FROM DONOR
TO COUNTRY HIV FINANCING

mechanisms to manage transitions. There should be room to
allow for proper planning, establish programmatic and financial
targets to be achieved by both parties, and set up monitoring and
accountability mechanisms with incentives and penalties.

J

Innovate financing is critical to injecting fresh sources of

DEVELOP INNOVATIVE FINANCING
TO FULLY FUND THE AIDS RESPONSE

money into the AIDS response. This should include stronger
partnerships with—and contributions from—the private sector,
and the inclusion of HIV services into national universal health

coverage schemes.
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RESPONSIBLE,
ACCOUNTABLE
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ONE OF THE GREATEST DEVELOPMENT
TRANSFORMATIONS ACCOMPLISHED

BY COUNTRIES INTHE PAST 15 YEARS

HAS BEEN OWNING AND DIRECTING

THEIR NATIONAL AIDS RESPONSE. THEIR
ENGAGEMENT IN RECOGNIZING AND FACING
THE CHALLENGES ON THE GROUND AND IN
TAKING RESPONSIBILITY FOR SOLUTIONS
IS AN INDICATOR OF STRENGTHENED
ENGAGEMENT AND POLITICAL MATURITY.






COUNTRY OWNERSHIP

5 LESSONS
LEARNED

Country ownership
of the AIDS
response was
achieved by:

1.
Leading the
national AIDS
responses by
applying the Three
Ones principles.

2.

Establishing
ambitious national
targets and
clear national

strategic plans.

3.

Engaging fully
with civil society.

4.
Leveraging
all sectors.

5.

Mobilizing and
prioritizing
domestic and
international
investments.
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AT A GLANCE

DATA POINT

Partial map of the AIDS sector in the United Republic of Tanzania
Prior to the launch of the Three Ones principles, the AIDS responses in many
countries was fragmented and poorly coordinated.

INT NGO

LOCAL GOVERNMENT CIVIL SOCIETY iy PRIVATE SECTOR

Source: Swedish International Development Cooperation Agency.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

01

STRENGTHENED NATIONAL
LEADERSHIP AND
GOVERNANCE.

02

BUILT INCLUSIVE
PARTNERSHIPS BETWEEN
COMMUNITIES, CIVIL SOCIETY,
THE PRIVATE SECTOR,
DONORS, POLICY-MAKERS
AND POLITICAL LEADERS.

03

IMPROVED THE QUALITY

OF STRATEGIC INFORMATION
FOR THE DEVELOPMENT

OF ROBUST NATIONAL
STRATEGIC PLANS AND HIV
INVESTMENT CASES.

04

ENHANCED PROGRAMME
COORDINATION.

05

PROVIDED A SOLID
FOUNDATION FOR
SUSTAINABLE AND EFFICIENT
NATIONAL AIDS RESPONSES.



5 MILESTONE MOMENTS
THAT INFLUENCED
THE AIDS MOVEMENT

APRIL 2004

The Three Ones principles are endorsed in

state actors and civil society. More than 300 civil
society organizations, including grass-roots
Washington, DC, by donors, developing organizations, were involved in consultations in

countries and United Nations agencies. the lead-up to the Accra meeting.

JUNE 2011

The strategic investment approach for increasing

The principles are: one agreed HIV action
framework that provides the basis for
coordinating the work of all partners; one
national AIDS coordinating authority with a the effectiveness and efficiency of national AIDS
broad-based multisector mandate; and one responses is launched in a paper in The Lancet
agreed country-level monitoring and entitled “Towards an improved investment

evaluation system.

FEBRUARY 2005

The international community gathers at the

approach for an effective response to HIV/
AIDS” (1). It proposes efficiency gains through
community mobilization, synergies between
programme elements and the scale-up of

Paris High-Level Forum on Aid Effectiveness antiretroviral therapy for HIV prevention.

JULY 2012

African Union member states adopt the

and agrees to the Paris Declaration on
Aid Effectiveness. This promoted country
ownership (including of AIDS responses)
in the formulation and implementation of Roadmap on Shared Responsibility and Global
national development plans in accordance with Solidarity for AIDS, TB and Malaria Response
national priorities (using the planning and in Africa, which pledges concerted action
implementation systems of countries, to strengthen and diversify health funding,

whenever possible).

SEPTEMBER 2008

The Accra High-Level Forum on Aid

strengthen health leadership and governance,
and enhance access to affordable and quality-

assured medicines.

Effectiveness redefines country ownership as a

more inclusive concept that encompasses non-

5 CONTRIBUTIONS OF

THE AIDS RESPONSE

Strengthening country capacity and leadership for
health and development.

Providing experience gained from implementing
the AIDS governance architecture informs diverse
development fields.

Reinforcing the value of both central and
decentralized planning.

Championing inclusivity and showing how programme input from civil society, communi-

ties, the public and private sectors, and international communities produces results.

&

5 GAPS AND CHALLENGES

PRINCIPLES OF COUNTRY
OWNERSHIP ARE NOT
ALWAYS FOLLOWED.

UNEVEN REFLECTION OF GLOBAL
TARGETS IN NATIONAL AIDS PLANS.

UNPOPULAR YET CRITICAL
SERVICES AND POPULATIONS ARE
OFTEN NEGLECTED.

PERCEPTION THAT “AIDS IS OVER”
AMONG POLITICAL LEADERSHIP.

CAPACITY CHALLENGES.

5 ACTIONS FOR
THE FUTURE

O1

Set bold national targets for
2020 and 2030.

02

Strengthen country ownership.

03

Integrate HIV into national

development strategies.

04

Ensure national capacity to design,

lead and implement.

05

Plan for sustainability.
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WHERE

DECISTONS
ARE MADE

Local knowledge, capacities, solutions and leadership have helped

deliver HIV services to millions of people in need.

The June 2000 UNAIDS Report on the global HIV epidemic claims
that “a single, powerful national AIDS plan involving a wide range
of actors—government, civil society, the private sector and (where
appropriate) donors—is a highly valuable starting point” (2). Few
realized how the world would radically transform in the wake of
the unprecedented global attention to AIDS and to it's challenge of
the established norms of development cooperation. The world was

in emergency mode—the job needed to get done.

A few months prior to the release of the report, a rather unusual
meeting occurred in the seventh floor offices of India’s national
AIDS programme. The meeting brought together the main donors
(including USAID, the United Kingdom of Great Britain and
Northern Ireland’s Department for International Development
and the World Bank), implementers, civil society and government
officials to agree on unit costs for supporting programmes for key
populations. The Indian national AIDS programme was poised for
a massive scale-up of programmes to reach sex workers, migrant
populations, people who inject drugs and men who have sex with
men, and they could ill afford fragmented purposes, assets and
(most importantly) community goodwill. To address this, the
meeting agreed on a common activity and costing framework for
donors. India’s Planning Commission, having requested that the
exercise be undertaken, blessed the framework.

The framework was an important step. Prior to this meeting,
donors and their chosen implementers had established their own
criteria for determining which activities they would fund and how
much should be spent. As a result, remunerations of field workers
and staff varied, and the cost of services fluctuated without justi-
fication. Now, however, the National AIDS Control Organization
had a tool to coordinate and direct both domestic and interna-
tional resources. In the 15 years since it was first agreed, this

framework has held its ground, despite challenges.
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Not all countries, however, were prepared to manage the large
influx of resources, people, strategies, ideologies and agendas that
arrived as AIDS responses began to scale up. In the early 2000s,
key questions about the impact and effectiveness of international
funding systems on health in developing countries were raised.
Were funds being directed in the right way and to the right
programme? Who should decide, and how?

By 2004, another UNAIDS report indicated that “an effective
sustainable AIDS response cannot be achieved by merely giving
countries multimillion dollar grants or by providing foreign
specialists. National AIDS commissions frequently complain of
‘donor driven’ agendas that favour narrow short term results, and
ignore broader, long term national planning and needs. They also
say human resources are further stretched by individual donor

reporting requirements that create burdensome paper work” (3).

THE THREE ONES

To address these concerns, partners developed the Three
Ones principles.

At the heart of the Three Ones was a sense of urgency that country
governments should take greater control of their responses. The
underpinning idea was that each country would have one AIDS
council to provide governance, one AIDS strategy—to align
activities and partners and one monitoring and evaluation system
to increase shared accountability (4).

Seen as a new way of doing business, the Three Ones offered
a framework for tackling duplication, coordinating partners,
bringing multisectoral state and non-state actors together, prior-
itizing needs and expenditures, harmonizing financial assistance

and minimizing bureaucracy—all of which allowed countries to



get on with the real work of responding to the AIDS epidemic at

the country level.

While the Three Ones principles were not a panacea, when
applied correctly, they made a significant contribution to the AIDS
response. Countries where national AIDS councils operated in
parallel or in isolation with other ministries, especially health, saw

mixed results.

One of the main contributions of the Three Ones was the inclusion
of civil society and communities at the country and subnational
levels in the governance of AIDS responses. Including people
living with HIV or representatives of young people, women’s
groups, sex workers and other key populations moved from

tokenism to genuine ownership and leadership.

In 2003, the importance of country ownership was officially placed
on the broader aid effectiveness agenda through the Monterrey
Consensus. This was followed in 2005 by the Paris Declaration on
Aid Effectiveness, which outlined the core elements needed for

increasing aid effectiveness, focusing on country ownership.

Ensuring that HIV responses were inclusive in their design

and leadership—and that their delivery occurred in a so-called
bottom-up way—thus became a growing priority. In 2008

(with the Accra Agenda for Action) and then in 2011 (with the
Busan Partnership for Effective Development Cooperation)
came a more inclusive understanding of ownership that
incorporated civil society, especially communities most affected
by the HIV epidemic.

Today, country ownership of the AIDS response has evolved to
become a participatory process through which governments work
with civil society organizations (CSOs), key populations and

private sector groups to develop and carry forward their national
AIDS strategy. Country ownership has become a prerequisite for

greater effectiveness, efficiency and sustainability.

The power that political leadership brings to a country-owned
response can clearly be seen in Burkina Faso. In 1990, the country
created a national AIDS council (NAC) in response to a growing
epidemic in the country. Since its formation, the NAC has been
chaired by the Head of State of Burkina Faso, and it is comprised
of cabinet ministers, members of parliament and regional
governors, as well as representatives of civil society, the private
sector, academia and faith-based organizations. The NAC holds
annual sessions to review progress, provide guidance and solve

emerging problems. The Head of State chairs each session.

Membership and involvement of officials at the highest level
indicates the political commitment and ownership of the country’s
AIDS response. Burkina Faso’s country ownership has translated
into a strong and structured response that is reflected in the
country’s remarkable achievements, including declines in new
infections by over 60% between 1995 and 2014.

Thailand, another country with support at the highest political
level, was one of the first countries to achieve MDG 6 well in
advance of the target date. A political and institutional envi-
ronment necessary for a broad-based country-led response was
nurtured in the country. Public health agencies, government
ministries, the military, nongovernmental organizations (NGOs),
communities and the media joined together to address a growing
epidemic. The pragmatism that guided Thailand’s response allowed
for openness in its approach to safe sex and nationwide condom
promotion for preventing HIV among sex workers and their

clients. Thus far, the country’s well-funded, politically supported,

Progress towards implementation of the Three Ones principles among the 30
low- and middle-income countries with the highest HIV burden, 2000—2014

100% B National AIDS

strategic plan

National AIDS
coordinating body

B Monitoring and
evaluation

B Three Ones

Percentage of countries reporting

0%

2006

2008 2010 2012 2014

Data reported through the National Commitment and Policy Instrument.
23 countries provided data in 2006, 30 in 2008, 29 in 2010, 29 in 2012 and 23 in 2014.
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comprehensive prevention and treatment programmes have

saved hundreds of thousands of lives by significantly reducing the
number of new HIV infections and providing treatment for people
living with HIV.

The overwhelming majority of low- and middle-income countries
with high HIV burdens have applied the Three Ones principles in
some form. The results are mixed and some of the initial moti-
vation behind the principles may no longer be relevant—in fact,
they may even constitute a barrier. But looking back at the past

15 years, the Three Ones principles were a critical binding force for

national planning, coordination and, most importantly, progress.

KNOWLEDGE IS POWER

A key component of country-owned national AIDS responses

is the systematic collection, analysis and application of quality
strategic information, which is then used for programme design,
resource allocation and strategic planning. Robust and responsive
national AIDS programmes can only be built when there is a clear
picture of the local epidemic, including the burden of disease,
patterns of HIV transmission, and the identity and location of

key populations that are at increased risk of HIV infection. As a
result, the tools and capacity that generate this information are key

components of country ownership.

Country ownership
Successful country ownership of the AIDS
response includes many elements.

Civil society,
communities
& people living
with HIV

Integration

High quality
strategic

COUNTRY
OWNERSHIP

Capacity

development

information

Robust
national AIDS
strategic plans

Effective
coordination

Source: Country ownership for a sustainable AIDS response: from
principles to practice. Geneva: UNAIDS, 2012.
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A

CASE STUDY

SENEGAL—A
SUCCESS STORY

Senegal, along with Thailand and Uganda, was hailed as one
of the few success stories in the response to AIDS 15 years
ago. It has continued its success, keeping HIV prevalence
low and earning the recognition of global partners for its
progress and achievements.

The country has made major efforts in the past five years
to scale up access to HIV prevention, treatment, care and
support services for its population, with a focus on key
populations at higher risk. It is one of the few countries in
the western and central Africa region that has collected
robust data on hard-to-reach populations, such as sex
workers, men who have sex with men and people who use
drugs. The country has scaled up access to antiretroviral
therapy substantially and treatment is now widely available
in many parts of Senegal. The number of people receiving
antiretroviral therapy increased from 5500 in 2006 to nearly
18 000 in 2011.

The combination of efforts is having positive results.
According to UNAIDS, HIV prevalence among the general
population remains stable at 0.7%, while HIV prevalence
among sex workers has decreased from 19.8% in 2006 to
18.5% in 2011 and new HIV infections among youth have
decreased. According to the Global Fund to Fight AIDS,
Tuberculosis and Malaria, Senegal has been a model for the
HIV response in the western and central Africa region, with
a portfolio of well-performing grants, mobilized in-country
partners and a vibrant civil society.

India literally changed the course of its national HIV epidemic
through the use of strategic information that guided its focus to
the locations and population approach. This placed communities
at the centre of the response through the engagement of non-state

actors and centrally managed policy and donor coordination.

China’s AIDS response was also strengthened by a strong evidence
base, including strategic information and analysis that persuaded
the highest levels of government to undertake proactive measures
on HIV prevention and treatment. This culminated in the priori-
tization of evidence-informed programmes, including communi-
ty-led HIV testing, counselling and treatment for people at higher
risk (such as people who inject drugs, sex workers and men who

have sex with men).

Another facet of increasing accountability has been the
requirement to regularly monitor progress at the country level and

report it globally. This has created an opportunity for countries



IN CONVERSATION WITH

AARON MOTSOALEDI
Minister of Health of South Africa

South Africa has one of the largest populations of people
living with HIV in the world. In 2010, the country embarked
on an unprecedented national campaign to provide free
treatment to all eligible people living with HIV. This was
combined with the world’s largest scale-up of testing and
counselling for HIV and screening for tuberculosis. As
Minister of Health since 2009, Aaron Motsoaledi has been a
driving force in South Africa’s turnaround.

Below is an extract of an interview that UNAIDS conducted with
Mr Motsoaledi in November 2014.

What were the major components of scaling

up South Africa’s response?

We have made remarkable progress in our AIDS response.
On World AIDS Day in 2009, President Zuma announced a
far-reaching initiative to turn the corner on our epidemic.
We quickly implemented plans for countrywide prevention
and testing, and for providing free antiretroviral therapy
through public facilities. In 2009, voluntary testing reached
just 2 million South Africans; between 2010 and 2013,
however, more than 20 million people learned their HIV
status. We also know that HIV doesn’t exist in a vacuum,
so HIV tests are accompanied by screening for tubercu-
losis (TB), high blood pressure and glucose. Access to HIV
treatment has since doubled, and today we have the world’s
biggest HIV treatment programme, reaching 2.9 million
people living with HIV through government programmes.

What accounts for such a radical shift in the

national AIDS response?

For far too long, South Africa’s HIV epidemic was allowed to
thrive in the midst of denial, misinformation and poor policy.
President Zuma'’s election in 2009 ushered in a dramatic
shift in our AIDS policy. The AIDS response has become one
of our top political priorities. South Africa now contributes
85% of the resources of our AIDS response. We have seen
the devastation that AIDS and TB wrought in our country,
and we know that South Africa will never achieve sustain-
able health and security without ending these co-epidemics.

How has UNAIDS supported South Africa’s efforts?
UNAIDS contributed immensely to South Africa’s ability to
reach this turning point. UNAIDS Executive Director Michel
Sidibé visited us regularly during President Zuma'’s first
year in office. He worked to convince the President that

by scaling up domestic resources and implementing the
world’s largest response, we could irrevocably change the
course of South Africa’s future and serve as a model for
the region. The Executive Director shared the platform with

President Zuma at World AIDS Day in 2009, where he chal-
lenged us, saying that we are paying much more than other
countries for our antiretroviral medicines, even though we
had such a large programme. One week later, we brought
together a team with UNAIDS. Within one year, we reduced
the cost of antiretroviral medicines by a massive 53%. This
enabled us to more than double the number of people on
treatment with the same budget.

UNAIDS continues to be a critical partner. Its advisors have
strengthened capacity of government and civil society at
the provincial level, helped build the investment case and
challenged the country’s response to be fully evidence-
based and mobilized resources, particularly from the Global
Fund to Fight AIDS, Tuberculosis and Malaria. UNAIDS has
inspired us and the rest of the world to believe we can bring
an end to AIDS.

What is next for South Africa’s AIDS response?

We are looking forward to doubling the number of people
on treatment again in two years. We are also extremely
enthusiastic about the recent price reduction of viral

load tests, which was negotiated by South Africa, the
Clinton Foundation and UNAIDS. This reduction is
important to us, but it also is a major win for the entire
global AIDS response.

To continue scaling up, we must address the weaknesses
of our current health system, which contributes to the high
rate of TB cases and deaths among people living with HIV.
We know, too, that we must do more to prevent new HIV
infections. Stigma and discrimination remain among our
greatest obstacles. We also continue to struggle with issues
of violence against women and sexual minorities. We look
forward to more evidence and focused technical support,
as well as political pressure from UNAIDS and other
international partners on reversing the social, economic
and structural drivers of violence, vulnerability and HIV.

Globally, | also see great opportunity to build on our
success at home and, with the AIDS response as an
important entry point, to strengthen South-South
cooperation and health diplomacy. ®
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RWANDA RESULTS

“If you give Rwanda money to help the youngest child born
today, we will ensure that it also helps the oldest person by
tomorrow.”—Ministry of Health, Rwanda.

TB-related deaths among people living with HIV declined by
approximately 45% between 2000 and 2010 in Rwanda—
accompanied by a 70% decline in child mortality and a 60%
decline in maternal mortality. This achievement provides a
sound example of the way that the benefits of investment in
AIDS and other chronic diseases can extend far beyond the
initial health issue (5).

Underpinning its AIDS response with the principles of
authentic partnership and coordinating development
partners around one national plan to give all citizens access
to quality health care, Rwanda has been able to spread the
impact of investment beyond AIDS, allocating finances to
building effective primary health-care systems that benefit
all areas of public health. The Government of Rwanda has
continued to scale up HIV services: by the end of 2013,
493 out of 495 health facilities in the country provided
testing and counselling services, 488 provided services to
prevent mother-to-child transmission and 465 provided
antiretroviral therapy (6).

Rwanda is piloting an innovative financing mechanism

in partnership with the Global Fund, where grant funds
will be used to implement Rwanda’s National Strategic
Plan (NSP) for HIV (2013—2018) and TB/HIV concept

note with significantly less oversight. Harnessing the
principles of mutual accountability and country ownership,
future disbursements of the grant are directly tied to the
achievement of key outcomes and impact indicators, and
they include greater flexibility in how funds are spent and
the opportunity to make savings that can be reinvested into
the national response.

G8 commitment to
universal access to treatment.
°

to strengthen their accountability systems through systematic
reporting, and it has informed further reprioritization and process
retargeting. For example, more than half of the 109 countries that
conducted a mid-term review (MTR) of progress towards the

10 targets under the 2011 United Nations Political Declaration on
HIV and AIDS have developed a follow-up implementation road
map and devised specific mechanisms at high levels of government
to follow up on the MTR. In at least 24 countries, the MTR was
conducted in conjunction with a review of national strategic plans
(NSP) or frameworks, or it contributed to the development of a
new NSP. With greater transparency of progress and gaps, national
stakeholders routinely hold each other accountable and are equal
shareholders of both achievement and failure.

SHARED RESPONSIBILITY

In order for HIV responses to be sustainable and effective, they
must secure sustainable and predictable funding. To do this,

all countries have taken significant steps in increasing their
domestic contributions. For instance, AIDS resources for low-

and middle-income countries have increased in recent years,
largely through increases in their own domestic investments.
More countries have taken responsibility for funding their AIDS
responses (especially in upper-middle-income countries) as AIDS
responses have matured over the last 15 years. Since the end of
2013, China has become entirely financially responsible for its
response. In the space of 10 years it has moved from being a full
recipient of financial support from the Global Fund to Fight AIDS,
Tuberculosis and Malaria (Global Fund) to funding its response
entirely from domestic resources. To accomplish this, China

has been strategic in its decisions about where funds should go,
choosing programmes that target key populations and locations,
and delivering them through partnerships with nearly 5000
community-based organizations and NGOs across the country. It
also established a CSO fund with the ambition of fully funding the

meaningful engagement of CSOs in the response.

2005

2005
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Medication advances continue, but the long-term side-effects of
using HIV medication become more evident. Experts now agree
that, given the currently available medicines, waiting to start
treatment may be wise for many people living with HIV who have
high CD4 counts.



ACHIEVING THE HEALTH
MILLENNIUM DEVELOPMENT

GOALS: COUNTRY

OWNERSHIP IN FOUR STEPS

TEDROS ADHANOM

GHEBREYESUS
Minister of Foreign Affairs of Ethiopia

There has been much debate in the global health
community on how best to accelerate positive health
outcomes. The notion of country ownership has surfaced

in many of these conversations. Country ownership is the
surest way for developing countries to chart their own
course of development and overcome the challenges they
face in building effective and productive states. But what
exactly do we mean by country ownership? Drawing on our
experiences in Ethiopia, | can point to four key steps for
making country ownership a reality.

The first step is planning. Countries must start with a clear
development vision, but they also need to elaborate a
detailed roadmap for realizing it. In Ethiopia, our vision is
to become a middle-income country over the next 10—15
years and our government has clearly articulated strategies
for how to get there. For country ownership to be realized,
development partners must allow countries the space to
identify their own needs and priorities and develop their
own plans as they see fit.

The second step is resourcing the plan. Here too, countries
must take the lead. And because resources are limited,
careful prioritization is crucial. In crafting our health plan,
we defined two alternative versions. If resource constraints
mean that we cannot implement our broader and more
ambitious plan, we will go with our contingency plan,
which focuses on the most pressing priorities. Even more
important is the way in which resources are channelled.
Flexible and predictable funding fosters accountability and
ownership by allowing countries greater leverage in respon-
sibly managing resources.

The third step is implementation, in which countries must
also be fully engaged. Some have argued that countries
lack the capacity to implement. If so, the most efficient and
sustainable solution is for partners to strengthen existing
capacities within the country rather than replacing them
with parallel structures. If existing national systems and
procedures are inadequate, partners should work with
countries to fix them.

The fourth step is monitoring and evaluation. Partners
should also help countries to build their capacities to track
performance. Mutual accountability between countries and
partners requires a solid results-based framework, premised
on clear outcome targets that must be defined and agreed
at the outset.

Ownership reinforces commitment. And commitment, in
turn, yields results and assures long-term sustainability. In
Ethiopia, we could not have achieved such encouraging
progress in our health sector without this type of genuine
ownership and the space to pursue an approach to service
delivery on the basis of health-system strengthening.

These practical steps towards country ownership are neither
new nor particularly difficult to understand. Countries
simply must own all these stages for the effect of develop-
ment aid to be maximized.

What seems to be missing is partners’ full commitment

to country ownership. Partners have a wide range of
interests that hinder them from fully embracing coun-
try-led processes. But a decisive shift has to happen now
if the Millennium Development Goals (MDGs) targets are
to be reached. We urge all development partners to move
forward in a new spirit of candour and partnership to make
country ownership a reality. That way, achieving the MDGs
will become a reality too. @

Excerpted from The Lancet, Vol.367, Ghebreyesus TA. Achieving
the health MDGs: country ownership in four steps. Pages 1127-28,

Copyright 2010, with permission from Elsevier. (http://www.sciencedi-
rect.com/science/article/pii/S0140673610614651)
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GAPS AND CHALLENGES

TODAY

PRINCIPLES OF COUNTRY
OWNERSHIP ARE NOT
ALWAYS FOLLOWED

1

While the principles of country ownership are now firmly and
widely recognized as being the most effective and efficient
approach to the AIDS response, partners and donors do not always
respect them. In many settings, the principles remain ideals rather
than fully realized. Challenges include donor funding not being
fully aligned with national AIDS objectives and strategies, and the
creation of parallel systems for service delivery, financial manage-
ment, procurement and supply chain management. Poor quality
strategic information also is a challenge, because it results in weak
national strategies, poor coordination among partners and a lack

of programmatic and financial capacity for sustainability.

2

Although Member States have agreed to various United Nations

UNEVEN REFLECTION OF GLOBAL
TARGETS IN NATIONAL AIDS PLANS

declarations and other regional commitments, these globally
endorsed targets are not always incorporated or reflected in coun-
try-owned national AIDS plans. This failure means a country may

not be implementing a commitment that it has made.

For example, reports from medium term review of progress on
the 2011 Political Declaration of Commitment on HIV and AIDS
show that all countries prioritized targets relating to reducing
HIV transmission through prevention and increasing treatment,
and that they included them in their national strategic planning
documents. However, this was not the case for targets that related
to financing, or to those around eliminating stigma, discrimina-
tion, gender inequality, travel restrictions and parallel systems for

the provision of HIV services.

3

In some instances, there are contradictions between country

UNPOPULAR YET CRITICAL
SERVICES AND POPULATIONS
ARE OFTEN NEGLECTED

ownership and an effective AIDS response. Many of the issues
in the context of AIDS are politically sensitive (such as harm
reduction services for people who inject drugs or those who are

incarcerated). In some countries, national legislation and punitive
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laws—such as the criminalization of same-sex sexual relations—
undermine effective service provision by perpetuating stigma and

discrimination, and by inhibiting people from accessing services.

4

In many countries, the perception that “AIDS is over” among

PERCEPTION THAT “AIDS IS OVER”
AMONG POLITICAL LEADERSHIP

political leadership is giving rise to a resurgence of fragmenta-
tion, a dilution of the multisectoral approach and a reduction
in funding for civil society organizations. Many national AIDS
commissions and ministries of health do not have close coor-
dination, and they often are in competition with each other for

attracting financial resources and delivering services.

J

Many developing countries with a high burden of HIV have

CAPACITY
CHALLENGES

persistent challenges in developing and retaining national

capacity for coordinating, planning, implementing and monitoring
AIDS responses. They face challenges related to integrating

AIDS into national development plans and medium-term

expenditure frameworks.

The establishment of national AIDS commissions negatively
affected capacity in key departments through the transfer and loss
of staff from ministries of health, leaving left other parts of the
public sector under resourced.

There is a pressing need to accurately assess capabilities,
solicit appropriate forms of technical support and introduce
capacity development strategies that can help achieve

long-term sustainability.



ACTIONS FOR THE

FUTURE

1 SET BOLD NATIONAL TARGETS FOR
2020 AND 2030

To achieve the Fast-Track Targets and have bold targets for ending
the AIDS epidemic by 2030, it is time for countries to carry out a
forward-looking assessment of their national achievements against
the 10 targets in the 2011 United Nations Political Declaration

on HIV and AIDS. With analysis of progress achieved and gaps
remaining, clear national targets must be set by countries, and

programmes must be designed to meet them.

2

It is clear that country ownership is critical to addressing AIDS

STRENGTHEN COUNTRY
OWNERSHIP

in-country and to overcoming other national development
challenges. The global community and donors both must
support the further strengthening of country ownership and
leadership of national AIDS responses. This can be accomplished
through coordinated financing and shared responsibility,
increased efficiencies, participation of civil society in all phases
of the response and mutual accountability through monitoring

and evaluation.

3

By bringing AIDS out of isolation and integrating AIDS service

INTEGRATE HIV INTO NATIONAL
DEVELOPMENT STRATEGIES

provision into their broader national development, health-care,
education and human rights strategies, countries will see more
impact on both the epidemic and its other development goals.
HIV activities can be better integrated within existing health
and social welfare services, including maternal and child health,
sexual and reproductive health, tuberculosis and chronic disease
treatment services.

ENSURE NATIONAL CAPACITY TO
DESIGN, LEAD AND IMPLEMENT

4

Renewed focus on strengthening the capacity of government and
civil society would further improve implementation, monitoring
and evaluation resources. In addition to building human resource
capacity through training, existing local institutions and systems
should be strengthened (rather than creating parallel structures).
There is a lot of scope for greater South-South cooperation; while
examples of such cooperation are increasing, they are not yet

the norm, and there is a tendency to look towards high-income
countries for funding, technical support and other assistance.

J

To ensure programme continuity and the long-term success of

PLAN FOR
SUSTAINABILITY

national AIDS responses, countries should develop and implement
sustainability plans, including increased domestic resources.
Increased investments by international donors also are essential

over the next 15 years.
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FROM PEOPLE LIVING WITH HIV,
HEALTH PROFESSIONALS, ROCK STARS
AND ACTIVISTS, TO YOUNG PEOPLE,
POLICY-MAKERS AND CHIEF EXECUTIVE
OFFICERS—AND FROM CELEBRITIES,
POLITICIANS, DIPLOMATS AND TEACHERS,
TO RESEARCHERS, RELIGIOUS LEADERS
AND SEX WORKERS—THE AIDS
RESPONSE HAS CREATED SOME OF THE
MOST INNOVATIVE AND SUCCESSFUL
PARTNERSHIPS, WHICH HAVE TURNED
HEADS AND HEARTS.






PARTNERSHIPS
AT A GLANCE

DATA POINT
Monitoring effective dvelopment cooperation
5 LESSONS . . o .
Recognizing that effective governments, engaged civil society and
LEARNED competitive businesses are the institutional foundations of the triple
bottom line of sustainable development.

Partnerships work
when we:

Effective
governments

1.

Encourage people
and groups
with different
experiences to
join forces.

Engaged [P Ierreurr s
citizens triple bottom line business

2.
Enable the right
partners to get
together for the
right reasons.

Source: Brookings Institute adaptation of Oxfam triangle (2012).

3. 5 CONTRIBUTIONS TO
Find creative ways THE AIDS RESPONSE
to solve both old
and new problems.

4, U] 03

Seek advice
and support TAKING AIM AT STIGMA AND ENCOURAGING UP-TO-DATE
SCIENTIFIC APPROACHES AND

in unexpected RIGHTS VIOLATIONS.
places. REPORTING.

5. 02
Recognize and GATHERING EVIDENCE TO 04
value longstanding ACHIEVE POLICY CHANGE. ADDRESSING RISK AND
players. HEALTH ACCESS ISSUES
COLLECTIVELY.

05

INVOLVING COMMUNITIES AT
ALL LEVELS.
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5 MILESTONE MOMENTS
THAT INFLUENCED
THE AIDS MOVEMENT

JULY 2000

The African Comprehensive HIV/AIDS
Partnerships (ACHAP) is established as

a public—private partnership between the
Government of Botswana, the Bill & Melinda
Gates Foundation and the Merck Sharpe &
Dohme (MSD) pharmaceutical company
and its foundation. At a time when access

to HIV services was severely limited across
most of Africa, ACHAP resolves to support a

comprehensive approach to HIV in Botswana.

JUNE 2001

Member States at a United Nations (UN)
General Assembly Special Session on HIV/
AIDS adopt a Declaration of Commitment that
includes a pledge to create the Global Fund to
Fight AIDS, Tuberculosis and Malaria (Global
Fund). The Global Fund’s first grants are

approved within a year.

JANUARY 2004

UN Secretary-General Kofi Annan launches
the Global Media AIDS Initiative (GMATI). This
collaboration of media foundations mobilize to

share accurate information about HIV and to

counter stigma. GMAI national and regional
media coalitions leverage the expertise of
mass media—both state-owned and
private—to communicate to tens of millions

of people worldwide.

JULY 2012

The Robert Carr Civil Society Networks Fund
(RCNF) is launched in Washington, DC. RCNF
gets critical financial support to international
networks that work with, and for, key
populations that have been disproportionately
affected by HIV, including men who have sex
with men, sex workers, transgender people and

people who inject drugs.

MAY 2013

Meeting in Tunisia, youth-led and youth-
focused civil society organizations establish

a movement to increase youth leadership,
ownership and mobilization in the AIDS
response. The PACT for social transformation
coalition identifies five strategic priorities on
which youth organizations will coordinate their

focus in order to make an impact.

5 CONTRIBUTIONS OF

THE AIDS RESPONSE

Identifying and seizing innovative opportunities for dialogue.

&

5 GAPS AND CHALLENGES

REACHING OTHER HEALTH
SECTORS AND ISSUES WITH
SIMILAR APPROACHES.

INADEQUATE AND NON-STRATEGIC
FINANCING OF COMMUNITY-BASED
PARTNERS.

COMPETITION AMONG PARTNERS
FOR SCARCE RESOURCES.

ENSURING COOPERATION AND
REMAINING OUTCOME-FOCUSED
WHEN PARTNERS ENGAGE.

FAILING TO LEARN LESSONS FROM
THE PRIVATE SECTOR.

5 ACTIONS FOR
THE FUTURE

O1

Increase connections with fields

beyond HIV.

02

Clarify and focus partnership goals.

03

Pool funding for shared objectives and

deliverables.

04

Better fund the community sector.

05

Keep the dream alive.
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A good partnership can turn a

great idea into gold.

Partnerships in the AIDS response can start out like a story
with a punchline—“A nurse, a sex worker and a politician walk

into a bar..”

Jokes aside, some extraordinary partnerships have been formed

in order to save lives and advance the AIDS response. The Wits
partnership between the community and the government in South
Africa is one such example. Wanting to reduce the rate of HIV and
sexually transmitted infections (STIs) among sex workers, the
Reproductive Health and HIV Institute (RHI) of the University

of the Witwatersrand forged a novel partnership. They brought
together the sex worker community from the Hillbrow neighbour-
hood of Johannesburg, the owners of local hotels and civil
servants from the Ministry of Health. Everyone realized they

had a common interest in promoting health, and a practical

strategy was developed.

Once a week, a sex worker will give her hotel room to a nurse, who
will deliver outreach health-care services in situ. The process is
supported by sex worker peer educators. In this way, sex workers
and their clients in the building have immediate access to HIV
prevention, STI and tuberculosis screening, sexual and reproduc-
tive health options, HIV testing and referrals for HIV treatment.
The sex workers say the service is popular with their clients
because it is provided in a safe and discreet environment where
they feel comfortable using the health services that they otherwise
would not seek out.

The programme’s partnership also extends beyond the building:
data gathering and evaluation are supported by partners, including
the United States Centers for Disease Control and Prevention
(CDC). Other community partners provide legal support, life

skills training and additional essential services.

The punchline of the Wits partnership is that it has been so
successful that the South African Ministry of Health is expanding
the programme to offer more health services to sex workers in

other communities.

CREATING A CRITICAL MASS OF POWER

How do such partnerships come together? Professor Helen Rees,
one of South Africa’s most well-known scientists and the head

of Wits RHI, says that people figured out that “you don’t have to
agree on everything” to become partners, and that with a common
cause coalition and network building, results can happen at
incredible speeds.

It hasn't always been this way. In its early years, AIDS was
portrayed as a disease of “the other;” affecting only certain groups
of people. This made it easy for the epidemic to be ignored and
stigmatized. Partnerships were indispensable for countering the

high level of fear and misunderstanding surrounding HIV.

Embracing and expanding the concept of partnership was a revo-
lutionary step, not only in the AIDS world, but also in the broader
development sphere. It is now widely recognized that coordination
and collaboration across a wide range of partners help to identify
and use vital expertise more effectively, tackle and overcome
barriers more quickly, and allocate resources more efficiently.
Partnerships also increase awareness and knowledge, and they

can create a critical mass of power and support that can help sway

policy-makers and other stakeholders to take action.

WHEN WORLDS COLLIDE

Nowadays, the overarching and unifying goal of enhancing
access to HIV services continues to result in diverse collabora-

tions. Money, sex, drugs, religion: what could be a more disparate
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CASE STUDY

UNAIDS: A RADICAL
PARTNERSHIP

In the 1990s, HIV services were generally only found in
clinical settings like clinics, hospitals or doctors’ offices.
Efforts to promote care, support, research and advocacy
were being undertaken separately in uncoordinated ways,
with little or no sharing of experiences, observations or
needs. It was in this environment that UNAIDS was created
to bring together the efforts of the UN under a shared
vision and strategy. The creation and structure of this joint
programme was unique, and it signalled a new way for
the UN to coordinate and cooperate internally to address
high-priority issues. Once AIDS was no longer considered
an exclusively medical issue, the AIDS response could
accelerate rapidly to cover much more ground.

The value of bottom-up and peer-to-peer partnership is
at the heart of UNAIDS, and it is reflected in the structure
of its governing body. The multisectoral board consists

of Member States, nongovernmental organizations and
Cosponsors, and the programme also collaborates and
coordinates with local partners through its country teams.

group of agendas than faith groups, sex workers, academics, the
pharmaceutical industry, politicians, rights activists, lawyers, phil-
anthropic and donor foundations and medical staft? Yet, without
their close collaboration, many more people would have died of
AIDS-related illnesses and HIV would have spread more widely.

From researchers identifying medicines and tests for HIV,
scientists and epidemiologists tracking the epidemic, health
ministries implementing HIV-related policies and guidelines in
their countries, donors providing the financing that is critical

for AIDS responses and civil society and community groups
supporting people and seeking to remove access barriers that often
are not visible to others, partnerships have resulted in some of the

most important advances in the AIDS response.

Partnerships are continually evolving. Fifteen years ago, a lopsided
relationship between strong donors and passive recipients was the
norm. Then country ownership of AIDS responses began to take

UNAIDS PCB adopts first comprehensive
HIV prevention policy, getting agreement on
contentious issues, including condoms, abstinence,
key populations and harm reduction.
L)

hold, and domestic investments increased substantially, changing
the dynamics of partnerships. With the growing awareness that a
sustainable AIDS response couldn’t exist without everyone being
on an equal footing, a new platform emerged: shared responsibility
and global solidarity.

While there have been many successful partnerships—and likely
many that have failed—several partnership areas stand out for

their complexity and sheer ambition.

MONEY CHANGES EVERYTHING

A valuable lesson to be drawn from the AIDS response is that
innovative and pooled financing mechanisms enable donors to
move beyond the limitations of their own policies in creative ways.
This, in turn, allows them to solve new problems and leverage a

combined impact.

“Moving from millions to billions” is an oft-quoted adage for the
phenomenal jump in HIV-related investments to an estimated
US$ 20.2 billion in 2014. With such a compelling crisis, part-
nerships with massive ambitions were formed. This includes the
Global Fund, whose recommendations and requirements have
forged a range of unlikely partnerships at national levels, thereby
changing roles and relationships among donors, recipients and
civil society stakeholders (1).

When the United States President’s Emergency Plan for AIDS
Relief (PEPFAR) was established, it provided a platform for new
partnerships in some of the most affected countries. By 2008, it
had built on the idea of partnership frameworks, which have
provided a more sustainable strengthening of country capacity,
ownership and leadership.

Although some partnerships can start off shakily, especially

when money is involved, shared resolve to stick with it can reap
extraordinary results. Partnerships involving pharmaceutical
companies, for example, have led to steep decreases in the price of
life-prolonging HIV medicines in much of the developing world
over the past 10 years (2), even though the partnerships started on

an adversarial basis.

LOCAL PARTNERS FEEL THE PINCH

Money, or the lack of it, is a chronic problem for some of the
most vital partners in a comprehensive AIDS response. Networks
that include and focus on the needs of vulnerable and stigma-

tized populations tend to have limited and inconsistent financial

2006

2005 June
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The Philippines, the last anti-condom holdout in Asia,
legalizes condom use. Condom sales skyrocket.



GOOD BUSINESS

BILL ROEDY
Former CEO and Chairman of MT'V
Networks International and
AIDS advocate

The private sector has played an increasing role in the
response to HIV during the past 15 years. In 2001, a group
of 17 visionary companies was responsible for setting up
the Global Business Coalition on HIV/AIDS, now GBCHealth,
whose mission was, and still is, to aggregate the global
business response to AIDS.

Since 2004, an initiative led by the former United
Nations Secretary-General Kofi Annan, the Global Media
AIDS Initiative, has elicited specific commitments,
including airtime, from media companies around the
world to raise awareness.

Our own company, MTV Networks International (MTV), has
accelerated its actions in partnership with UNAIDS.

At MTV, we use our airwaves to unleash the full power of
our company around the world. Early on, AIDS seemed
unstoppable and out of control. Tragically, the hardest
hit demographic was the under-25s, exactly the same
demographic as MTV’s audience.

MTV reaches widely in most parts of the world. We know
youth culture. We know how to capture young people’s
attention, what they want and how to inspire them.
Georgia Arnold took on the early role to help galvanize

other channels to commit to our mission and now expertly
oversees the day-to-day operations.

Under the brand name Staying Alive, we used our
programming and creativity in bold, straight-talking ways
to stimulate behaviour change, thus helping to prevent
the spread of HIV. All programming is offered on a rights-
free basis to broadcasters, resulting in a significant
increase in audience sizes. Staying Alive covers everything
from 30-second public service announcements, to
documentaries, to scripted series, including the flagship
Shuga, a television soap opera that was first aired in
November 2009.

The Staying Alive Foundation supports grants at the local
level. These grants are operated by young people, targeted
to young people, using a language they understand. The
end result of our training and mentoring programmes has
been the creation of an army of AIDS advocates on the
ground. Knowing that prevention is the best cure, these
efforts continue to this day.

While new HIV infections and AIDS-related deaths rates

are down from their peak—and there is new hope on the
horizon—we cannot rest. Our single focus must be to create
a generation free from AIDS. e
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IN CONVERSATION WITH

ALICE MUNRO
Dominican Sister of Oakford and
Director of the Southern African Catholic
Bishops’ Conference AIDS Office

The AIDS response often brings together people from
different backgrounds. Has that been true for you?

It is no exaggeration to say that AIDS exposed me to
working with people who | may otherwise not have met,
including the LGBT community (although that’s not the
terminology used in the early days of AIDS in South Africa).
The clinical and nursing fraternity was new to me as well,
since my background is in education and counselling rather
than health care. We also worked with Church personnel
and people of different faiths, some of them engaged in our
Church projects, and some working with us on committees
and in various programmes. What has also been edifying is
to engage with the grass-roots people, most often women,
who do the work on the ground, responding to the needs
of the sick and the dying, taking care of the orphaned and
vulnerable children, and bearing the brunt of the epidemic.

What has been your partnership’s biggest

achievement to date?

Initiating 48 000 people on antiretroviral therapy (ART)
was a huge success for the Catholic Church, given that
most treatment centres were not hospitals or even primary
health clinics. The programme went to where people

were, in rural far-flung places, because that’s where

the Church is. It succeeded because of partnerships we
forged with South African clinicians who offered their

time and expertise to train Church clinical personnel, the
good working relationships we had with Catholic Relief
Services and the commitment of staff across the HIV
treatment sites to delivering quality services in places
where initially none existed. The Church learned about
improving its collaboration with local department of health
clinics, district health offices and various nongovernmental
organizations—basically with everybody involved, to try and
make the difference needed.
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What makes you angry?

The settings in which the Southern African Catholic Bishops’
Conference AIDS Office established ART centres—through a
Track 1 grant from the United States President’s Emergency
Plan for AIDS Relief (PEPFAR)—were largely in under-re-
sourced areas. In the start-up phase of the grant, we were
inundated by so-called experts (clinicians, public health
specialists, IT data experts and more) who knew how
everything should run. That’s fine in theory, except that they
often didn’t understand the context, which included no
electricity in some places, poor Internet connection—so
then what good is fancy satellite technology?—lack of
transport to access services, illiterate patients and staff

who didn’t have specialist qualifications. “Experts” are
difficult to work with and when their solutions fail, they

go away, and the people left behind have to find workable
solutions in the local context.

What does it take to keep a partnership going?
Partnerships entail work; they don’t just happen. So
fostering partnerships is about going the extra mile, being
prepared to suggest compromises, being willing to learn
that there are different ways of doing things, and exercising
diplomacy and restraint. At a recent meeting involving
provincial department of health officials who were taking
on the support of a clinic previously supported by PEPFAR,
the chairperson blamed everyone for the problems around
funding without taking responsibility for the shortcomings
of the department. [They were] untrue and unjust accu-
sations. No one reacted. Nonetheless, the Church clinic

was able to get what had been requested, albeit at the
eleventh hour. Partnerships work when people do what
they have committed to: providing funding on time, sending
in required reports and being honest in dealing with one
another without having other agendas. ®
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CASE STUDY

THE MEDICINES
PATENT POOL

The lack of access to affordable antiretroviral medicines and
other essential medicines has been a persistent challenge
for the AIDS response.

In 2010, the Medicines Patent Pool (MPP) was founded to
facilitate greater access to lower-priced HIV medicines. It
negotiates with pharmaceutical companies and encourages
innovative strategies, including patent pooling and voluntary
licensing. The MPP also coordinates and collaborates with

a range of international organizations and communities of
people living with HIV, and with the pharmaceutical industry.

Understanding highly specialized trade and legal provisions
is key to such negotiations, and the MPP circulates this
knowledge among all its partners.

The MPP’s efforts have had some high-profile successes.

In February 2015, a licence with the drug company MSD
(known as Merck in the United States of America and
Canada) was announced. This licence allows generic
manufacturers to develop and sell versions of the paediatric
formulation of raltegravir—a commonly prescribed medicine
for children living with HIV—in jurisdictions that collectively
are home to more than 90% of children living with HIV in
low- and middle-income countries.

The history of the MPP also includes an example of how
partnerships raise standards and expectations—and in doing
so, may expose differences of opinion among partners. In
2011, several civil society and community groups criticized

a licence agreement with Gilead Sciences (a multinational
pharmaceutical firm) that had been brokered by the MPP,
claiming that the deal did not “go far enough to open
access to middle-income markets” (3).

Although unforeseen and uncomfortable rifts can open
between partners, that only underscores the value of
cooperation and partnerships in the long term. When
partners are able and willing to work together in an
equitable and meaningful way, they are more likely to

hold each other accountable for achieving the best
possible outcomes. Effective partnerships require thick
skins, and they are better off when everyone involved is
willing to receive—and seriously consider—challenges from
within and without.

United Nations Member States commit to
achieving universal access to prevention,
treatment, care and support.
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resources. This hampers their ability to advocate effectively for the

rights and service needs of the populations they serve.

In nearly every society in the world, HIV prevalence among key
populations is disproportionately high, and people face substantial
barriers to accessing HIV prevention, treatment, care and

support services. Funding partnerships like the Robert Carr

Civil Society Networks Fund help create opportunities to tackle

these, and other, obstacles.

REALLY MEANING BUSINESS

Corporate social responsibility is an increasingly familiar concept,
and there are numerous examples of businesses recognizing the
benefits of their direct engagement in AIDS response partner-
ships. In many countries affected by HIV, corporations established
comprehensive HIV prevention and treatment programmes that
served the dual purpose of helping their own bottom line (by
safeguarding employee health and productivity) and supporting
public health goals.

One of the world’s largest mining firms, Anglo American, is also
one of South Africa’s largest private sector employers. In 2002, it
rolled out free antiretroviral therapy for all of its employees, and
it also has proactively sought to counter HIV-related stigma and
discrimination in the workplace and in society more broadly (4).
In 2014, it tested and counselled 100 000 of its employees. The
model that the firm pioneered in South Africa has subsequently

been adapted around the world.

Thinking big sometimes means thinking small. The MAC AIDS
Fund is changing the world one lipstick at a time. Created by the
founders of the MAC makeup brand in 1994 the organizations
mission is focused on serving people affected by HIV. Through part-
nerships with celebrities and loyal customers they raise resources
and HIV awareness through the sale of VIVA GLAM lipstick. With
100% of the proceeds going to partners on the ground, the organiza-

tions has raised more than US$ 380 million over the past 21 years.

Technology is a game changer, and new partnerships are creating
new platforms. Airtel—the biggest mobile phone network
company in Malawi—actively promotes a range of HIV and
workplace activities, including sending out regular HIV informa-
tion messages to its 3.4 million clients nationwide. It would have
taken lot of billboards to reach these numbers 15 years ago.

Equally important to forming exciting new partnerships is keeping
the old ones going. The licensed brand (RED) is a long-standing

2006

2006

.
Brazil, Chile, France, Norway and UK agreed to create
UNITAID, an international drug purchase facility financed
through a modest levy on airline tickets.
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Christoph Niemann

THE

POWER OF ART AND IMAGES

Since the beginning of the AIDS response, art and images have Photography and art haven been natural outlets for people
often chronicled the epidemic better than words could. Artists, to express themselves and connect with others. Partnership
some profoundly affected by the epidemic, have devoted their programmes like Positive Eyes connect professional photographers

lives to breaking the silence and raising awareness about the bitter ~ with people living with HIV for intensive training, resulting in a
effects of inequality, stigma and discrimination. platform for participants to address key themes of the epidemic
and their lives. As Manisha, one of the participants in India said,
Others have learned that they can’t turn away. Photographer ) P P .
. . . Through my photographs, I want to say that those with HIV are
Jonathan Torgovnik was so moved while on assignment for S
) . . ) not less than anyone else. We have the same rights’
Newsweek in Rwanda covering the AIDS epidemic that he
went back with Jules Shell to learn more, resulting in
Foundation Rwanda, a partnership supporting children and

families affected by HIV.
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and very successful global brand partnership that engages the

private sector in raising awareness and funds for the AIDS response.

The model of ethical consumerism engages with some of the biggest
global brands in ending AIDS, including companies like Nike,
Apple, the Coca-Cola Company, Starbucks, Converse, Gap, Armani,
Hallmark (US), SAP and Beats Electronics (Beats by Dr Dre).

Many of the trickiest implementation challenges facing national
health systems—issues like supply chain management, demand
generation, marketing and stock control—could be overcome by
learning from the experience of the private sector, which has to
respond to inefficiencies to stay profitable. Indeed, partnerships
with the private sector to share expertise are helping to ensure an

uninterrupted supply of medicines (5).

HAVING FAITH

HIV has raised strong feelings since the early 1980s—and equally
strong responses. Partnerships with faith-based organizations
(FBO) have proven adaptive, practical and effective. Collaboration
has evolved in the faith sector, which has been at the forefront of
HIV service delivery—particularly in sub-Saharan Africa—since

the epidemic first surfaced.

Estimates in 2007 indicated that between 30% and 70% of health-
care services in Africa were run by FBOs, which also provided 40%
of HIV-related services (6). At that point—and it is still the case
today—FBOs were particularly strong in countries with weak health
infrastructure (such as the Democratic Republic of the Congo) (7).

Few public health systems in the region are able to provide access to

HIV services for everyone in need, and FBOs continue to fill the gap.

An example in Zambia is the Churches Health Association of
Zambia (CHAZ), an interdenominational umbrella organiza-

tion that brings together Catholic and Protestant mission health
facilities. Working closely with the Zambian government to avoid
duplication, CHAZ promotes quality services that treat each client

with dignity and respect.

Many in the AIDS response have demonstrated remarkable—and
successful—patience and persistence in their efforts to find
common ground despite their differences. In August 2013, after
several months of careful deliberation, partners agreed to the
Framework for Dialogue between Religious Leaders and People
Living with HIV. Among the frameworK’s objectives is to use
information sharing and experiences to result in enhanced under-
standing, fewer misconceptions and improved cooperation, in

order to reduce HIV-related stigma and discrimination (8).

DATA-DRIVEN COALITIONS FOR CHANGE

An emphasis on evidence has characterized many partnerships
that have been formed to focus on specific high-priority issues and
policies associated with HIV. Over the past 15 years, several coali-
tions of academics, practitioners, UN partners and civil society
groups have come together to gather data, analyse findings and
propose policy and programme change. Central to this strategy is
mobilizing political will and funding to take their recommenda-

tions forward.

Partnerships of this sort often are highly structured with time-
bound tasks. Because the approach is action-oriented, the
expertise of different partners is exploited to the fullest degree.
Lawyers and human rights experts, for example, were critical to
the research and analysis undertaken by the Global Commission
on HIV and the Law, which was launched in 2010 to examine links
between legal environments and AIDS responses. The evidence
gathered by the commission points to ways that legal environ-
ments could change to help ensure effective, sustainable responses
to HIV. It recommends that all changes be firmly rooted in human
rights and designed to protect and support both people living with
HIV and members of marginalized populations.

Looking forward to the next 15 years of the AIDS response,
UNAIDS and medical journal the Lancet convened a high-

level commission of political and health leaders to explore the
post-2015 agenda of AIDS and global health. These consultations
led to a comprehensive report calling for a massive and rapid
expansion of a comprehensive AIDS response between now and
2020 in order to achieve the highly ambitious UN goal of ending
the AIDS epidemic as a public health threat by 2030.

AN UNLIKELY PAIR

Getting unexpected partners to engage with each other has been a
powerful factor in the AIDS response. From celebrities and artists
to policy-makers and scientists, unlikely pairings have raised

added attention and provided advocacy opportunities.

One partnership that stole the show in 2001 occurred when United
States Republican Senator Jesse Helms, a conservative politician,
attended a U2 concert at the invitation of rock star Bono. Through
this event, a partnership blossomed, and the Senator, who had

been “bitterly opposed to federal funding for AIDS research and
treatment” (9), had a change of heart. In 2002, Helms told a group of
Christian AIDS activists that “I have been too lax too long in doing
something really significant about AIDS ... ’'m not going to lay it
aside on my agenda for the remaining months I have in office” (10).

That change—and others like it—show that partnerships have the

power to transform people’s hearts and actions.
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GAPS AND CHALLENGES

TODAY

REACHING OTHER HEALTH
SECTORS AND ISSUES WITH
SIMILAR APPROACHES

1

Many of the important lessons learned in the global AIDS
response have not yet been recognized, valued or adopted in other
health and development areas. This has been a weakness of the
HIV world, which has not publicized or shared the benefits of
partnerships in an effective way. Entrenched beliefs and structures
elsewhere have also contributed to this lack of uptake by others.
Too often, institutions and organizations that focus on other health
issues fail to recognize that HIV is a cross-cutting issue that influ-
ences a broad range of health matters, and that HIV stakeholders
have value 