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Summary
The AIDS epidemic continues to have a devastating impact in the developing world. 33
million people currently live with AIDS; every day nearly 6,000 people die and nearly 7,000
become infected. 12 million children are estimated to have lost one or both parents to the
disease in sub-Saharan Africa.
Against the background of an ongoing global search for solutions to this epidemic, the
Department for International Development (DFID) launched its new HIV/AIDS Strategy
Achieving Universal Access: the UK’s strategy for halting and reversing the spread of HIV in
the developing world in June 2008.
DFID is widely acknowledged as a global leader in tackling HIV/AIDS, particularly
amongst vulnerable and marginalised groups, including women and children. Its Strategy
provides an excellent analysis of the challenges faced in tackling HIV/AIDS effectively. It
makes substantial financial commitments, most notably £6 billion over seven years to
strengthen health systems in partner countries. We wholeheartedly support this level of
funding for health systems: HIV/AIDS will never be halted without well-resourced and
capable health services in developing countries.
DFID has also allocated £1 billion over the same period for the Global Fund to Fight AIDS,
Tuberculosis and Malaria. We agree that direct and specific HIV/AIDS funding of this
kind continues to be necessary to fill the gaps in prevention and treatment services in highprevalence countries. However, it is crucial that DFID ensures that the two funding
streams are fully integrated to avoid some of the negative impacts which have occurred in
the past.
Despite these significant funding commitments, we find the Strategy to be strong on
rhetoric but weak in communicating how DFID will implement it. There are few
measurable targets or indicators of how the Strategy’s effectiveness will be assessed. DFID
fails to explain how the high-level funding commitments will be broken down by country
or sector, making it difficult to understand how implementation will occur on the ground.
No monitoring and evaluation framework has yet been provided for the new Strategy
although DFID is expected to publish this very shortly. It is essential that this sets out
specific targets and corresponding indicators so that it is possible to identify whether the
programmes which DFID supports are achieving their aims.
We have concerns that social protection programmes, which are now DFID’s main
instrument for assisting children orphaned and made vulnerable by HIV/AIDS, will not be
specifically targeted at this vulnerable group and may not reach children who live outside
traditional households.
Women are more likely than men to be affected by HIV/AIDS. Gender inequalities and
lack of financial empowerment mean that they are more vulnerable to infection and have
less capacity to access prevention and treatment services. Gender-based violence is a
frequent contributory factor in transmission of HIV infection. DFID fully acknowledges
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these problems but fails to set out in any detail how it plans to address them.
DFID has a strong record of assistance to people living with HIV who belong to so-called
marginalised groups: intravenous drug users, sex workers, prisoners and men who have sex
with men. However, the Strategy does not make clear what specific practical steps DFID
will take to assist these vulnerable people in the future. The Strategy also fails to explain
how DFID will engage with civil society to implement its pledges. Civil society
organisations fulfil a crucial role in providing advocacy and services for people who suffer
stigma and discrimination and are therefore much less likely than the general population
to use state-provided health and social services.
The Strategy is best seen as laying the foundations for a new UK approach to tackling
HIV/AIDS in developing countries. The challenge remains for DFID to build on this and
to make clear to all stakeholders, and particularly partner countries, how these plans will be
taken forward. This needs to be done soon. The overall aim of the Strategy is universal
access to HIV prevention, treatment and care, but the target date for achieving this is only
two years away in 2010.
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1 Introduction
1. Millennium Development Goal 6 is to combat HIV/AIDS, malaria and other diseases by
2015. In 2005, under the UK presidency of the G8 and the European Union, the
international community made a further commitment: to ensure universal access to
comprehensive HIV prevention, treatment, care and support by 2010.1
2. It has been our practice during this Parliament to conduct an annual inquiry to assess
the extent to which the Department for International Development (DFID) is fulfilling its
pledges on HIV/AIDS. In 2005, we looked at provision of anti-retroviral treatment; in 2006
we focussed on marginalised groups; and in 2007 we integrated our work on HIV/AIDS
into our inquiry into Maternal Health.2 DFID’s role as a global leader on HIV/AIDS is
widely recognised. The launch in June 2008 of the Department’s updated HIV/AIDS
Strategy, Achieving Universal Access: the UK’s strategy for halting and reversing the spread of
HIV in the developing world, therefore provided an obvious focus for our inquiry this year.
3. The main elements of DFID’s 2008 strategy are:
•

£6 billion over seven years targeted at health system strengthening;

•

£1 billion for the Global Fund to Fight AIDS, Tuberculosis and Malaria to 2015;

•

A pledge to work with others to increase to 80% the percentage of HIV-infected
women who receive anti-retroviral treatment by 2010 to reduce the risk of mother
to child transmission;

•

An undertaking to work with international partners to provide at least 2.3 health
professionals per 1,000 population;

•

A commitment to work with others to halve the unmet demand for family
planning by 2010 and to achieve universal access by 2015;

•

£200 million to support social protection programmes over the next three years to
assist children orphaned and made vulnerable by HIV/AIDS;

•

A 50% increase in funding for research and development of AIDS vaccines and
microbicides;

•

£90 million channelled through UNITAID to increase access to paediatric care.3

1

DFID, Achieving Universal Access: the UK’s strategy for halting and reversing the spread of HIV in the developing world,
June 2008, Foreword

2

International Development Committee: First Report of Session 2005-06, Delivering the Goods: HIV/AIDS and the
provision of anti-retrovirals, HC 708-I; Second Report of Session 2006-07, HIV/AIDS: Marginalised groups and
emerging epidemics, HC 46-I; Fifth Report of Session 2007-08, Maternal Health, HC 66-I

3

Achieving Universal Access, pp 4-5; Ev 34
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The scale of the challenge
4. Since DFID’s 2004 Strategy Taking Action4 was launched, some progress has been made
in tackling the HIV/AIDS epidemic. The percentage of the world’s adult population living
with HIV has levelled off although the absolute number is still rising; the number of people
with access to anti-retroviral treatment reached three million in 2007, reducing the number
of HIV related deaths; and the cost of front line drugs has dropped below $100 per unit for
the first time.5
5. However the AIDS epidemic continues to pose a huge challenge in the developing
world. More than 33 million people are living with HIV and nearly 7,000 more become
infected every day. Prevention services are still not reaching a large proportion of
marginalised groups which include sex workers, intravenous drug users, men who have sex
with men and prisoners.6 As well as the human costs of the AIDS epidemic, it poses a
severe threat to economic development, security, and public services in many countries.
Tackling the disease therefore remains central to effective development assistance.

Structure of our Report
6. DFID’s new Strategy (and its accompanying evidence volume7) provides an excellent
analysis of the challenges the world faces in tackling HIV/AIDS and offers significant highlevel funding commitments to take forward DFID’s work in this area, which have been
welcomed by our witnesses and which we fully support. But as the Minister himself
admitted in oral evidence:
Nobody has questioned DFID’s mission or its strategy but there are some serious
questions to be asked about delivery and also about our interaction with donors, with
NGOs and with governments in terms of achieving what we say we want to achieve.8
We share the concern that many questions remain to be answered about delivery of the
Strategy. Our Report therefore seeks to highlight the areas where we believe DFID needs to
provide more detail and explanation than is given in the Strategy document. In particular
we will examine:

4

•

how the funding will be allocated and spent and the steps which will be taken to
ensure that it specifically benefits people living with HIV and AIDS (Chapter 2);

•

the action DFID will take to tackle the interaction between HIV/AIDS and other
diseases, particularly tuberculosis (Chapter 3);

•

how the disproportionate impact of HIV/AIDS on women, children and other
vulnerable and marginalised groups can be mitigated (Chapters 4 to 6);

DFID, Taking Action: Summary of the UK’s strategy for tackling HIV and AIDS in the developing world, 2004

5

Achieving Universal Access, pp 1 and 8

6

Achieving Universal Access, p 8

7

DFID, Achieving Universal Access — Evidence for Action

8
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•

how DFID intends to involve civil society in delivering the Strategy (Chapter 7);
and

•

how DFID plans to monitor and evaluate the Strategy (Chapter 8).

We hope that some of these issues will be clarified when DFID publishes its Monitoring
and Evaluation Framework for the Strategy, which was not available to us in preparing this
Report but which the Minister told us would be available on World AIDS Day on 1
December 2008.9
7. In the course of this inquiry, we received written submission from 16 organisations and
individuals. We held two oral evidence sessions: the first was with non-governmental
organisations (NGOs), activists and academics, including by videolink with Lucy Chesire,
an HIV/TB advocate based in Kenya. The second session was with Ivan Lewis MP,
Parliamentary Under-Secretary of State for International Development and DFID officials.
We would like to thank all those who contributed to our inquiry.

9

Q 72
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2 Funding
8. As the International HIV/AIDS Alliance points out, DFID’s new Strategy represents “a
shift in DFID thinking about how to fund the AIDS response” which has resulted in a
much greater emphasis on funding health systems rather than specific HIV/AIDS
programmes.10 DFID plans to spend £6 billion in the period to 2015 to strengthen national
health systems and services in developing countries (this is sometimes referred to as
“horizontal” funding). DFID, in common with many other major donors, already allocates
a significant proportion of its development assistance direct to national governments’
budgets. This can be unallocated general budget support or more targeted support for
particular sectors, such as health and education (also known as Sector-Wide Approaches
(SWAps)).

Funding for health system strengthening
9. DFID states that “major, sustained efforts to strengthen health systems are critical to
achieving universal access” to HIV/AIDS treatment.11 It explains that: “We want to fund
the health sector in its entirety rather than individual elements of it as this will deliver the
sustainability needed in the longer term.”12 DFID’s Strategy refers to the UNAIDS (the
Joint UN Programme on HIV/AIDS) recommendation that 25% of the resources needed
to achieve universal access should go to strengthening health systems.13
10. Witnesses agreed that there are advantages in directing funds towards health systems.
Interact Worldwide’s written evidence said “it is now widely acknowledged that expanded
support for health systems strengthening is essential to the response” to HIV/AIDS.
Interact believes that dedicated HIV/AIDS funding has resulted in HIV services which are
superior to general health services; the latter now need to be brought up to the level of HIV
services and this can only be achieved through broader health system strengthening.14 The
UK Consortium on AIDS echoed this view: “it is undeniable that health systems funding
and budget support is an essential aspect of the AIDS response and critical to delivering the
health MDGs”.15
11. Strengthening national health systems provides a sustainable long-term solution to
HIV/AIDS as its builds countries’ own capacity, enabling them to respond to the demands
which HIV/AIDS makes on them. For example, it is estimated that Africa needs an
additional 427,500 health workers to achieve universal access to HIV/AIDS treatment.16
Funds for national health systems will contribute to training more health professionals and
paying them at a rate which may help to prevent them leaving their home countries to earn

10

Ev 72

11

Ev 41

12

Ev 36

13

Achieving Universal Access, p 35

14

Ev 60

15

Ev 102

16

UNAIDS, Financial Resources Required to Achieve Universal Access to HIV Prevention, Treatment Care and Support,
September 2007
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higher salaries abroad. Such funding will also contribute to the other necessary elements in
building up a capable and sufficient health workforce including: the expansion of health
education systems; in-service training; human resource management; and improvements
in working conditions.17
12. When asked about the reasons for DFID’s decision to concentrate on strengthening
health systems the Minister said;
I think there was a broader consensus that actually, in terms of the UK’s continued
world leadership in this area, this was the right thing to do. Now, it is a judgment call
and not everybody agrees with us, but we are absolutely convinced that this is the
right thing.18
DFID’s written evidence makes clear that the UK’s decision to focus on horizontal funding
was at least in part to complement the strong emphasis which other donors place on
targeted (or “vertical”) HIV/AIDS funding. The Minister reinforced in oral evidence that
the need to balance vertical funding from other donors had been a significant factor in
DFID’s decision to give such weight to funding for health systems.19
13. One of the most notable sources of vertical funding for HIV/AIDS comes from the
United States through the President’s Emergency Plan for AIDS Relief (PEPFAR) which
has provided $19 billion to support national AIDS responses since 2004.20 However,
PEPFAR funding comes with certain conditions. For example, the initiative has a special
emphasis on 15 countries—all of them in Africa except for Vietnam; and it advocates
abstinence and being faithful—the so-called ‘AB’ strategies—with limits being placed on
condom provision and promotion.21 Similar conditions also apply to US development
funding more broadly. Should the new US Administration decide to review its approach
to development funding, including the US President’s Emergency Plan for AIDS Relief
(PEPFAR), we would urge the UK Government to take an early opportunity to discuss
with them potential areas for co-operation.
14. Strengthening health systems is an important component of HIV prevention. As the
Strategy emphasises, nearly 7,000 people become newly infected each day; the disease is not
curable; the cost of providing anti-retroviral drugs throughout an individual’s life may
therefore be considerable and, given the high prevalence in many countries, the burden of
treating people with HIV/AIDS is likely to be unsustainable for those countries in the
future.22 Prevention is therefore central to a cost-effective and sustainable approach to
tackling HIV/AIDS. Prevention is multi-faceted. Messages about the steps which can be
taken to prevent infection, such as condom use and avoiding high-risk behaviour, need to

17

UNAIDS, Financial Resources Required to Achieve Universal Access to HIV Prevention, Treatment Care and Support,
September 2007

18

Q 61

19

Qq 66-71

20

Ev 41; and Achieving Universal Access, p 49

21

The President’s Emergency Plan for AIDS Relief online at www.usaid.gov/our_work/global_health/aids and “What is the
President’s Emergency Plan for AIDS Relief?”, Avert website, www.avert.org/pepfar. It should be noted that in
practice PEPFAR funding can go to any US-funded HIV/AIDS work worldwide. Condom provision and promotion is
aimed at certain groups under PEPFAR, mainly high risk users, rather than general populations.

22

Achieving Universal Access, pp 8, 44 and 46
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be conveyed at every opportunity when people access health services. National health
systems in developing countries will have much greater capacity to take forward this crosscutting approach to HIV prevention if they are well-resourced and staff are properly
trained. DFID’s funding can clearly make a significant contribution to building this
capacity.
15. Concerns have, however, been raised as to whether horizontal funding actually
improves health systems to a level where high quality treatment is being given. Some fear
that funding for health sector strengthening might stretch resources too thinly, to the point
where the actual improvements in the services that people receive are marginal. This has
led some commentators to characterise horizontal funding as resulting in “generalised
insufficiency”.23 Evidence from Médecins sans Frontières (MSF) also points out that
“general systems measures take a long time to bring about improvements at the patient
interface” and will not produce the rapid change required in access to HIV/AIDS services.
MSF believes that the focus of DFID’s health systems funding should therefore be on the
abolition of user fees, recruitment of health professionals and ensuring that a reliable
supply of drugs is available.24
16. It is also much more difficult to pinpoint the effect that health systems funding has on
tackling a particular disease than it is with dedicated, disease-specific funding. Witnesses
believed that DFID must ensure that health system strengthening delivers results on the
ground. Alvaro Bermejo, Executive Director of the International AIDS Alliance, told us:
It is […] important that health systems strengthening has specific health outcomes in
mind […] We need to retain that focus on health outcomes and if it is not improving
health outcomes then it is not good health system strengthening.25
Dr Kent Buse, a health policy analyst, highlighted that, at the moment, there is little
evidence about the tangible impact that money spent on health system strengthening has
on combating HIV/AIDS.26 The UK Consortium on AIDS drew attention to a case study in
Zambia which found that support for the health sector budget helped the government deal
with routine health problems but “not the extraordinary problems such as AIDS, TB and
malaria”. The Consortium also highlighted that in Mozambique it had been found that
funding delivered through budget support increased resources for health services but that
these only benefited certain groups.27 Interact Worldwide was concerned that measuring
the impact of DFID’s health system funding would be difficult because:
[…] the allocation of this funding has not been well articulated. Much of it may
already be committed to multilateral financing processes […] The development of
indicators for monitoring and evaluation of the Strategy are currently being

23

“The ‘diagonal’ approach to Global Fund financing: a cure for the broader malaise of health systems?”, Gorik Ooms et
al, Globalisation and Health, Volume 4, 2008

24

Ev 79

25

Q 28

26

Q 23

27

Ev 101-102; see also Action for Global Health, Healthy Aid: Why Europe must deliver more aid, better spent to help
save the health MDGs, 2008
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negotiated. Without a transparent split of available of funds it will be impossible to
trace the impact of this regardless of the indicators in place.28
17. We were anxious to clarify how much of the £6 billion pledged for health services
strengthening in the Strategy represented new money rather than funding that DFID had
already committed or planned to spend through its country programmes or through
multilateral programmes. The Minister told us “as far as I know, it is new money”.29
18. Witnesses highlighted in oral evidence that, despite the substantial amounts of
development assistance specifically allocated to the health sector in developing countries, a
significant funding gap remains. They told us that around $9–14 per capita per year is
being spent on healthcare, against an estimated required spending level of somewhere
between $40 and $80 to provide an adequate level of healthcare.30 The Minister pointed to
the UNAIDS estimate of an overall funding gap of £8 billion in the resources needed to
tackle HIV/AIDS.31 Alvaro Bermejo of the International HIV/AIDS Alliance believed that
increasing current overall per capita health expenditure, which is insufficient to meet the
health Millennium Development Goals (MDGs), was more important than discussing how
funds should be allocated.32
19. Funding for health system strengthening is an essential part of development
assistance and we welcome the substantial sums that DFID is allocating to it.
Developing countries will never be capable of tackling HIV/AIDS effectively unless the
overall capacity of their health systems is built up through adequate funding, including
the capacity to pursue robust prevention strategies. Our concern, however, is that
DFID has included this funding as part of its HIV/AIDS Strategy but the specific
impact that it may have on HIV/AIDS will be difficult to measure. We recommend
that, as part of its monitoring and evaluation of the Strategy, DFID put in place
indicators to assess the impact that funding directed at health system strengthening is
having on reducing the spread of HIV/AIDS and related diseases.
20. The Minister was only able to give us a partial reassurance that the £6 billion DFID
has allocated for strengthening national health services is genuinely new money, which
is additional to any previous funding announcements, rather than simply being a
redirection of existing commitments. Further clarification is required. We therefore
request a full breakdown of how this £6 billion total has been calculated in response to
this Report. Moreover, DFID has not yet spelled out in clear terms how this substantial
sum will be spent. Until the precise allocations, and their timescales, are known, it will
be impossible to assess how much impact this apparently bold allocation of funding is
likely to have or whether it will be adequate to meet the ambitious target of universal
access by 2010. We therefore invite DFID to provide the necessary detail in response to
this Report.

28

Ev 60

29

Q 60

30

Q 20 [Mr Bermejo], Q 22 [Dr Buse]

31

Q 67; UNAIDS, Financial Resources Required to Achieve Universal Access to HIV Prevention, Treatment Care and
Support, September 2007, p 4

32

Q 20
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Disease-specific funding
21. The second significant block of funding within the Strategy is targeted specifically at
addressing HIV/AIDS and associated diseases (often referred to as “vertical funding”). This
funding, first announced in September 2007, will provide £1 billion to the Global Fund to
Fight AIDS, Tuberculosis and Malaria (“the Global Fund”) over a seven-year period.33
DFID’s view is that it is important to maintain its support for targeted funding of this kind
as without it, it is unlikely that health systems in hyper-epidemic countries would have
coped with the burden that HIV/AIDS has placed on them.34 Its submission draws
attention to the view held by supporters of vertical funding that, without such funding,
“governments would have made very little progress towards achieving universal access”
particularly “where political leadership and accountability are weak and commitment to
AIDS is lacking.”35 Interact Worldwide agrees that disease-specific funding continues to
fulfil an important function:
While horizontal funding through health systems strengthening will be able to
improve the medical response to the epidemic, vertical funds have a place in
ensuring that this response is comprehensive in its impact.36
22. Alvaro Bermejo, of the International HIV/AIDS Alliance, told us of several cases where
vertical funding had contributed to the creation of a stronger health system. Such funding
has reduced the burden that HIV patients put on the health system, provided treatment for
health staff (who themselves are often living with HIV), improved procurement
procedures and brought groups that do not normally attend clinics into the healthcare
system.37 In its written submission, DFID gives the example of Ethiopia where the Global
Fund has become the major donor in training and allocating 30,000 community health
workers.38
23. However, disease-specific funding can also have a negative impact. DFID states that
“vertical funds can both strengthen and undermine broader health systems” and that it is
“aware of the argument that earmarking funds for AIDS can be distorting, unsustainable
and can overload fragile health systems”.39 Disease-specific programmes can draw staff
away from working in the public health system by offering higher salaries. The UK
Consortium on AIDS highlights a study in three African countries (Mozambique, Uganda
and Zambia) which found that AIDS programmes had adversely affected health systems in
terms of information management, supply and human resources.40
24. Disease-specific AIDS-funding is also generally ‘off-budget’—it is not part of the
national government’s expenditure, and it can therefore be difficult for partner countries to

33

http://www.dfid.gov.uk/news/files/pressreleases/global-fund.asp

34

Ev 40

35

Ev 40

36

Ev 60

37

Q 22 [Mr Bermejo]

38

Ev 40

39

Ev 40-41

40

Ev 101
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track and monitor.41 As we pointed out in our recent Report on aid effectiveness, funding
which is not part of national budgets can also place onerous reporting requirements on
partner countries.42 DFID is keen to point out that “it is essential that whatever the chosen
mechanism for support that donors do not create additional burdens or transaction costs
for countries”.43
25. Country health systems can also be by-passed by vertical funding because it does not
come from national governments and therefore does not incentivise programme managers
to co-ordinate their work or engage with government-run programmes. This risks
undermining “country ownership”, a key principle of the Paris Declaration on Aid
Effectiveness, which emphasises that developing countries themselves should exercise
leadership over their development policies and strategies.44 We have commented
previously on the importance of this principle in improving aid effectiveness.45
26. We welcome DFID’s substantial funding for the Global Fund to Fight AIDS, TB
and Malaria. Disease-specific funding continues to provide vital resources to tackle the
HIV/AIDS epidemic and the Global Fund’s work has been invaluable. However, it is
important that vertical funding supports rather than conflicts with national
government healthcare systems and that it adheres fully to the principles of the Paris
Declaration on Aid Effectiveness, to which the Global Fund is a signatory. We
recommend that DFID continues to use its position as a major donor to the Global
Fund to ensure that its funding is fully accountable to national governments and civil
society in the countries where the Fund operates.
Tracking the impact of disease-specific funding
27. We have commented previously on the challenges presented in tracking funding
channelled through multilateral organisations.46 It is very difficult to disaggregate the
impact of DFID’s specific funding within the multilateral body’s overall expenditure.
Channelling funding through a multilateral organisation also puts DFID at arm’s length
from the delivery of the services it is funding.
28. In our evidence session with the Minister we questioned him about the Global Fund’s
decision to grant $500 million to Zimbabwe. Zimbabwean law requires foreign exchange to
be deposited with the Reserve Bank, which the government controls. Concerns had been
raised by opposition parties and NGOs in Zimbabwe that the money would be diverted by
the government away from the intended beneficiaries—those living with HIV/AIDS and
related diseases. 47 The Minister acknowledged that, when DFID contributes to multilateral
organisations, it relinquishes some control over its resources. But he assured us that “the
41

Ev 41

42

International Development Committee, Ninth Report of Session 2006-2007, Working together to make aid more
effective, HC 520-I

43

Ev 36

44

Q 22 [Dr Buse]; see also the Paris Declaration on Aid Effectiveness, reproduced in the Committee’s Ninth Report of
Session 2007-08, Working together to make aid more effective, HC 520-I, Appendix

45

Ninth Report of Session 2007-08, Working together to make aid more effective, HC 520-I, paras 18-20

46

See for example First Report of Session 2007-08, DFID Annual Report 2007, HC 64-I, para 15

47

“Corruption fears over Zimbabwe’s £300m aid”, Daily Telegraph, 23 October 2008
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UK has a very clear record in demanding maximum accountability and maximum
transparency, and we will continue to do that.”48 Since the evidence session, the Global
Fund has requested the return of $7.3 million of the $12.3 million it gave to Zimbabwe last
year as it was discovered that these funds had not been used for their proper purpose. The
Global Fund has temporarily frozen its funding for Zimbabwe.49
29. We were concerned to learn that a substantial sum from the Global Fund has been
misappropriated by the Zimbabwean government. Zimbabwe is arguably a unique case
and it appears that the Global Fund has dealt appropriately with this example of
misuse of its money. However, the case highlights the need for DFID to continue to
press for the highest standards of accountability and transparency in the use of funds
which it channels through multilateral organisations, particularly in countries with
weak or undemocratic governments.

An integrated approach to funding
30. The different challenges presented in using health system strengthening (horizontal
funding) and disease-specific (vertical) funding to tackle HIV/AIDS means that greater
attention is turning to using an integrated (or ‘diagonal’) approach. This aims both to
tackle HIV/AIDS and to support and drive growth in health systems and services by using
“funding for AIDS treatment and prevention [...] [as] the driving wedge for urgently
needed increases in the overall level of resources available for health.”50
31. DFID acknowledges that an effective strategy requires both horizontal and vertical
funding. However, as Alvaro Bermejo pointed out, if DFID is to pursue effective integrated
funding, it is not sufficient merely to fund both health system strengthening and diseasespecific programmes: “that is not integration, that is a balance of two investments”.51 To
achieve effective integration, DFID needs to take steps to ensure that its funding for health
system strengthening reinforces the positive benefits that disease-specific funding has for
health systems.52 In terms of delivery of services, MSF cautioned that “the emphasis on
integration needs to be handled with care”; the primary health care systems in many
countries are:
[…] non-existent or of very poor quality. Much work needs to be done before
HIV/AIDS care can be integrated without compromising on quality and access, and
premature integration could cause a setback in AIDS care delivery.53
The UK Consortium on AIDS points to an attempt in Zambia to integrate the vertical TB
programme into the mainstream health system which led to the collapse of the TB
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programme. It believes this highlights the need for political commitment and proper
planning and management if integration is to be successful.54
32. The International HIV/AIDS Alliance provided a positive example of the integrated
approach. The Global Fund’s grant to Rwanda for the period 2005–09 included specific
health systems strengthening (HSS) objectives; a mid-term evaluation found that many of
the targets had been exceeded. More broadly, the Global Fund has established an HSS
funding window which aims to strengthen health systems to provide HIV/AIDS, TB and
malaria services but also to directly fund partner governments in support of their national
AIDS and health plans.55 Another positive example of an integrated approach, and one that
we highlighted in our Maternal Health Report earlier this year, is Malawi’s Emergency
Human Resource Plan, a six-year programme funded by the Government of Malawi, the
Global Fund and DFID, which has expanded training capacity in the health service by 50%,
increased the salaries of health workers and addressed the reallocation of health
resources.56
33. There is therefore a consensus that a more integrated approach to HIV/AIDS funding
is required to ensure that disease-specific funding supports broader health systems and that
the capacity of national health services is built up to enable them to provide essential care
and treatment to people living with HIV and AIDS. The International Health Partnership
(IHP) launched by the UK in September 2007 and now led by the World Health
Organisation would seem the obvious mechanism for DFID to take forward an integrated
approach, particularly as UNAIDS, the Global Fund and the UN Population Fund are
members of the Partnership.
34. A new Taskforce on Innovative Financing of Health Systems has also been established
under the chairmanship of the UK Prime Minister and the President of the World Bank,
with the aim of mobilising funding for health systems. The Taskforce is intended to
complement the IHP which has no funding capability but which focuses on co-ordination.
The UK has pledged to spend almost £450 million over three years to support national
health plans in eight IHP countries.57 This funding is included in the £6 billion
commitment which DFID has made to health systems strengthening as part of the AIDS
strategy.58
35. We believe that a more integrated approach to HIV/AIDS funding is required. The
International Health Partnership and the Taskforce on Innovative Financing of Health
Systems are UK initiatives which feed directly into a more integrated approach to
HIV/AIDS funding. We would encourage DFID to use the full capacity of these
initiatives to ensure that its funding streams for health systems strengthening and
disease-specific programmes are mutually reinforcing and to press other donors to
follow the UK lead towards such an integrated approach.
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Tackling HIV/AIDS in middle-income countries
36. If Millennium Development Goal 6 is to be achieved by 2015, and universal access to
treatment for HIV/AIDS by 2010, tackling HIV/AIDS in all high-prevalence countries
needs to be given a higher priority. Several of these are middle-income countries (MICs),
including in southern Africa, Latin America and the Caribbean. However some witnesses
have raised concerns that DFID is no longer paying sufficient attention to the prevalence of
HIV/AIDS in middle-income countries. The International HIV/AIDS Alliance said in its
written evidence:
Middle Income Countries with concentrated epidemics have some of the highest
incidence rates in the world. It does not make sense for one of the leading donor
governments to withdraw its resources, including expertise, at such a critical time in
the progress of the epidemic in these countries.59
MICs will not benefit from the bulk of the funding that DFID has pledged in the Strategy
because of the UK’s longstanding commitment to spend 90% of its bilateral resources in
lower income countries (LICs) and only 10% in middle-income countries.
37. DFID makes it clear in the Strategy that “we have limited capacity to support work in
MICs”.60 DFID officials told us that these countries have sufficient resources of their own
to tackle HIV/AIDS and that therefore DFID’s focus should be on providing technical
support to enable them to use these resources effectively.61 In addition to relying on
multilateral organisations to lead HIV/AIDS work in MICs, the Strategy envisages an
enhanced role for the Foreign and Commonwealth Office (FCO) in supporting the UK’s
efforts on HIV/AIDS.62 When we asked what practical training and engagement DFID
officials had undertaken with FCO officials we were told that there were regular
discussions but were given no details of what further support DFID intends to provide to
the FCO to ensure it is properly equipped to take on this enhanced HIV/AIDS role.63
38. Targets for tackling HIV/AIDS will not be achieved without substantial progress in
prevention and treatment in middle-income countries. The Strategy envisages that the
Foreign and Commonwealth Office will take on an enhanced role in tackling
HIV/AIDS, particularly in middle-income countries where DFID has a minimal
presence. It is vital to ensure that FCO officials are properly equipped to carry out these
duties. We invite DFID to share with us its detailed planning for cross-departmental
working on HIV/AIDS, particularly in middle-income countries with high prevalence
levels.
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3 Interaction with other diseases
Tuberculosis
39. A recent report by the House of Lords Select Committee on Intergovernmental
Organisations, Diseases know no frontiers, recommended that “UK funding to combat
HIV/AIDS in developing countries should be conditional on the adoption of an integrated
approach to fighting TB-HIV co-infection.”64 Tuberculosis (TB) is the most common cause
of death among people with HIV: about 13% of AIDS deaths each year are a result of coinfection with TB.65 In sub-Saharan Africa up to 80% of TB patients are co-infected with
HIV.66 TB is much harder to diagnose in people living with HIV and someone who is coinfected with TB and HIV is much more likely to become sick with TB compared to
someone suffering from TB alone. Currently less than 15% of TB patients in Africa are
tested for HIV despite the high rate of co-infection.67 The most recent data shows that only
1% of people living with HIV/AIDS are screened for TB; but of those who have been
screened, more than 25% were found to have TB.68 DFID’s evidence indicates that only
42% of countries with generalised HIV epidemics screen for TB, and approximately onethird of affected countries does not have a national plan that integrates HIV and TB
activities.69
40. Witnesses drew attention to the increase in multi-drug resistant strains of TB (MDRTB) which make it more difficult and costly to deal with the impact of TB.70 MDR-TB can
result when TB treatment is incomplete or in cases where an incorrect or incomplete
combination of drugs is prescribed. Treatment of drug resistant forms of the disease takes
longer, and requires a higher quantity of more expensive drugs. Besides the added time and
expense required for treatment, fatality rates are high. If a person has drug resistant TB,
anyone they pass it on to will also have the same resistance. TB Alert says that a
standardized drug regimen (known as “directly observed treatment”) a good supply of high
quality drugs, and isolation of infectious patients with drug resistant forms of the disease
are some of the main ways to prevent the spread of MDR-TB.71
41. DFID argued in its written evidence that the best way to deal with the interaction
between HIV/AIDS and other diseases is through an approach that focuses on
strengthening health systems and services overall.72 The main element of DFID’s work to
tackle disease interaction is therefore the £6 billion funding for strengthening health
64
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services which we have discussed above. In addition, DFID has already made a
commitment to increase research into tools for the prevention, diagnosis and treatment of
TB in its Research Strategy 2008–2013.73 The £1 billion pledged to the Global Fund to Fight
AIDS, TB and Malaria will also address the interaction between HIV and TB.
42. In its written evidence, the non-governmental organisation Results UK raised concerns
that the Strategy failed to set out what measures DFID will take to address the interaction
between TB and HIV.74 The NGO is concerned that the Strategy provides no clarification
on how DFID will fulfil its commitment to support “closer integration of AIDS, TB,
malaria and SRHR [sexual and reproductive health rights] including maternal and child
health services”75 and no indication is given of how DFID will measure its effectiveness in
tackling the interaction. Results UK suggested that meaningful indicators could include the
proportion of TB patients being tested for HIV; and the number of people in HIV care who
had started TB treatment. 76
43. We also heard from Lucy Chesire, a Kenyan HIV-TB advocate, about the problems in
the diagnosis of TB in people living with HIV. There is a reliance on outdated diagnostic
techniques such as x-rays which are not sufficiently effective in identifying TB.77 During
our session with the Minister he stressed that “improving diagnostics is right at the heart of
creating improved universal health systems.”78 However, while the Strategy acknowledges
the importance of improving diagnostics, only one concrete funding proposal is made to
increase general access to diagnostics, and this is limited to southern Africa.79
44. While the funding for health systems strengthening committed by DFID may well
contribute to the treatment and diagnosis of patients with HIV and TB, we are not
convinced that DFID is taking sufficient steps to ensure that the specific challenge of
interaction between the two diseases is tackled. Nor has DFID set out how it will
measure the effectiveness of its Strategy in addressing the interaction. We expect to see
a clearer indication of how this work will be taken forward and measured in DFID’s
forthcoming Monitoring and Evaluation Framework.

Malaria
45. The interaction between HIV/AIDS and malaria also poses a serious challenge to public
health in developing countries. People living with HIV/AIDS who become infected with
malaria are more likely to develop severe manifestations of the disease such as anaemia and
cerebral malaria. They are also less responsive to malaria treatment and have a higher
mortality rate from the disease. Pregnant HIV-positive women with placental malaria
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infection are more likely to experience anaemia, adverse birth outcomes such as pre-term
birth and intra-uterine growth retardation, and deliver a low-birthweight baby.80
46. The Malaria Consortium argued in its written evidence that the Strategy does not
address the interaction between HIV and malaria.81 DFID says that “stronger links must be
forged between TB, malaria and HIV services”,82 but the Strategy does not elaborate on
how such links could be forged. Nor does it explore the possibility of joint diagnosis for
HIV and malaria.
47. At the UN High Level Event on the MDGs held on 25 September a Global Malaria
Action Plan was announced. The Plan aims to achieve “near zero preventable deaths” by
2015, with the ultimate aim of eradicating the disease.83 In support of the Plan, the UK has
pledged:
•

£40 million for the Affordable Medicines Facility for Malaria

•

To increase funding for malaria vaccine research to up to £5 million per year by
2010; and

•

To provide 20 million of the 125 million bed nets that are needed to close the
global shortfall in bed nets by 2010.84

48. The interaction between HIV/AIDS and malaria must be tackled as part of an
effective AIDS Strategy. We welcome the commitments made by DFID in support of
the Global Malaria Action Plan. It is not clear to us, however, how this important work
on malaria will be integrated with the HIV/AIDS Strategy. We invite DFID to provide
us with further information on this in its response to this Report.
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4 Children
49. HIV/AIDS is having a disproportionate impact on children. Around 12 million
children in sub-Saharan Africa have lost one or both of their parents to HIV/AIDS.85
Approximately 1.8 million children are living with HIV/AIDS in the region; and the World
Health Organisation found that HIV was the leading cause of death of children under five
in six southern African countries.86 Children who live with HIV/AIDS are more likely to
die as a result of infection than adults: children make up 6% of the infected population but
account for 14% of deaths.87 Moreover, children are only a third as likely as adults to get
access to anti-retroviral medication.88

Social Protection Programmes
50. Evidence from World Vision pointed out that DFID’s previous AIDS Strategy Taking
Action included £150 million in earmarked funding for children orphaned or made
vulnerable by HIV/AIDS, which represented 10% of all the Department’s AIDS
expenditure during that period.89 However, the new Strategy has moved away from this
approach. Instead, DFID intends to spend £200 million over the next three years to expand
social protection programmes (SPPs) in eight African countries, including the provision of
cash transfers. DFID says that this funding “will provide effective and predictable support
for the most vulnerable households, including those with children affected by AIDS.”90 The
Strategy explains that the change of approach is intended to complement continued high
levels of direct support for orphaned and vulnerable children (OVCs) from other donors,
notably PEPFAR.91
51. We asked the Minister which eight countries DFID had selected to work with on SPPs
for the first three-year period. We were told that this was still being finalised. Nor was the
Minister able to tell us at that time what criteria would be used in selecting the countries.92
However, in subsequent written evidence DFID has clarified that the criteria it will use to
determine to which countries it will provide this support are “demand from countries
themselves; a niche for DFID to provide this support; high HIV prevalence and high OVC
burden.”93 The countries chosen for SPP support may change during the Strategy’s sevenyear period, “mainly due to the fact that project cycles tend to have 3–5 year time frames.”94
DFID identified 10 countries where it is already providing bilateral support for social
protection for children affected by AIDS and five others where it contributes to multilateral
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support.95 In separate oral evidence, DFID’s Director General Policy and Research told us
that DFID was funding social transfers in 20 African countries.96
52. DFID cited evidence from UNICEF that “well designed social cash transfer
programmes could reach 80% of HIV affected households in need of assistance in low and
middle income countries with high HIV prevalence”.97 Such assistance can “help secure
basic subsistence, reduce poverty and protect children’s access to education, health and
good nutrition”.98 Children whose families receive cash transfers are less likely to need to
keep their children home from school to help support their family.99 In Zambia cash
transfers have reduced school truancy by 16%.100 DFID argues that ensuring that children
get access to education is not only an important end in itself but also plays a role in
preventing children becoming infected with HIV as it provides essential knowledge about
HIV and helps to challenge some of the underlying factors that fuel the spread of HIV
including harmful social norms around gender, sexuality and stigma.101 Girls who
complete secondary education are less likely to become infected with HIV while boys who
complete their education are more likely to practise safer sex.102
53. The evidence we received expressed two main concerns about DFID’s proposal to
support social protection programmes. The first is that there is a need to ensure that social
protection plans have a wider focus than just providing cash transfers. NGOs who work
with orphans and vulnerable children highlighted the need for social protection
programmes to include improvements in support services for vulnerable children—for
example, family support services, psycho-social support, child protection services and legal
assistance.103 DFID’s written evidence states that its support for social protection would not
be limited to cash transfers, but no detailed information was provided about the other
kinds of support it intended to provide. 104
54. The second concern is that social protection programmes risk not reaching some of the
most vulnerable children. Cash transfers will be targeted at households but many of the
most vulnerable children, including orphaned children and street children, do not live in
traditional households and therefore might not benefit from programmes targeted at
households. Stuart Kean of the UK Consortium on AIDS told us: “There are various
groups of children who are outside of the family context and cash transfers are not going to
easily reach them.”105 The Consortium for Street Children reinforced the point that “home-
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based care programmes […] are poorly suited to reach children living and working on the
streets”.106 World Vision stressed that vulnerable households with children would be only
one of the groups which social protection programmes were trying to assist and that even
where money reached such households, there was no guarantee that it would benefit
children specifically, because of the risk of “poor intra-household distribution”.107
55. DFID already funds social protection programmes in a number of countries. It is
therefore unclear to us whether the pledge in the AIDS Strategy to spend £200 million
on such programmes over a three-year period is a new commitment or a continuation
of DFID’s existing work in this area. We expect clarification on this. Nor is it clear to us
how DFID will ensure that children affected by HIV/AIDS, specifically, are assisted
through social protection programmes and cash transfers. Indicators to measure
impact in this area are needed and we would expect these to be included in the
Monitoring and Evaluation Framework which DFID is developing.

Paediatric care
56. The second substantial commitment that DFID has made towards dealing with the
impact of HIV/AIDS on children is its plans to allocate £90 million over the next three
years to improve paediatric treatment.108 This funding will be channelled through
UNITAID, which was established in 2006 as a joint initiative between the UK, France,
Norway, Chile and Brazil to supply poor countries with lower cost life-saving medicines for
AIDS, tuberculosis and malaria. It is administered by the World Health Organisation with
a mission “to intervene in markets to lower the cost of drugs and speed up the rate at which
they are made available”. The DFID Strategy reports that, to date, in partnership with other
donors, UNITAID has achieved a 40% reduction in the cost of paediatric anti-retroviral
treatments.109 DFID officials told us that UNITAID “has been slightly slow in starting and
getting off the ground, but we feel that it has huge potential.”110
57. In addition to improving the supply of anti-retroviral medication for children,
witnesses drew to our attention the importance of treatment to prevent opportunistic
infection in children with HIV. HIV weakens the ability of a child’s immune system to
fight off infection. Provision of the prophylaxis cotrimoxazole can reduce the number of
deaths from infections such as pneumonia by 43%.111 Stuart Kean told us that
cotrimoxazole costs “one or two pence a day”.112 Yet World Vision pointed to a recent
WHO report which showed that only 4% of children born to women living with HIV had
received the drug despite a WHO recommendation that all children exposed to HIV
should receive it until they are shown to be uninfected.113 Malcolm McNeil, DFID’s AIDS
and Reproductive Health Team Leader, told us that DFID is actively promoting the use of
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this drug, but that the ultimate decision on whether to use it rests with national
authorities.114
58. Children living with HIV should not be dying needlessly when a cheap and effective
antibiotic is available to mitigate their vulnerability to opportunistic infections. We
would encourage DFID to continue to press partner governments to ensure that
cotrimoxazole is prescribed for children likely to be infected with HIV and to train
their health staff to administer the drug safely.
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5 Women
The ‘feminisation’ of HIV/AIDS
59. A key characteristic of the HIV/AIDS epidemic in recent years has been the
disproportionate impact on women—which DFID describes as the ‘feminisation’ of the
disease.115 As ActionAid told us, 60% of all adults living with HIV/AIDS are women and
three-quarters of young people who are HIV-positive are female.116 Whilst the proportion
of women among people living with HIV globally has remained stable for several years,
women’s share of infections has increased in many regions.117
60. Multiple factors have driven this. Firstly, women can far more easily become infected
through sex than men due to biological factors. Secondly, socio-economic factors put
women and girls at higher risk of the infection. In many developing countries, pervasive
gender inequalities disadvantage women and girls—especially those living in poverty—in
multiple ways. For example, cultural norms and lack of economic empowerment mean
that women often struggle to negotiate their rights to safe sex and some are led into sex
work. Women also struggle to access adequate treatment once they are infected: written
evidence from ActionAid cited lack of money for treatment and travel, dependence on
male partners for money, inability to take time off work to access health treatments,
distance to facilities and lack of confidentiality as the main barriers women face when
trying to access HIV/AIDS treatment.118
61. The disproportionate impact of the epidemic on females also reflects the fact that the
needs of women and girls are not being adequately addressed in national and international
responses to HIV.119 For example, the ‘ABC’ (Abstinence, Be Faithful and Condomise)
strategies promoted in many developing countries tend to focus on ‘high risk’ groups (for
instance, sex workers and drug users). In some countries, this has helped popularise the
mistaken assumption that marriage protects against HIV. In South Africa married women
are identified as the group most at risk of HIV infection and more than four-fifths of new
infections in women result from sex with their husbands or primary partners.120
62. Addressing gender inequalities should be at the heart of effective prevention and
treatment of HIV/AIDS. Specially tailored policies that focus on education and socioeconomic empowerment of women and girls are needed to help reverse the current
trend of high levels of infection amongst women. We believe that efforts should be
made to target these strategies beyond traditional high risk groups such as sex workers
to include young people and married couples.
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DFID’s Strategy and women
63. DFID’s new Strategy highlights that medical approaches towards preventing and
treating the virus will never be fully effective unless the social and behavioural actions that
drive the epidemic are addressed.121 The Strategy underlines the close relationship between
HIV and violence, and the link with harmful traditional practices such as child marriage
and female genital mutilation.122 It supports a holistic approach to women and HIV that
recognises the need for a broad-ranging approach encompassing working with men and
boys, with the justice and education sectors, and through the provision of social protection
measures (to support people, often women, who are caring for relatives suffering from
AIDS).123 We support the holistic approach towards women and HIV that DFID
advocates in its new Strategy. Addressing embedded gender inequalities will rely on
wide-ranging strategies that bring together health, education, justice and social
protection agendas.
64. The new Strategy makes several commitments to address the impact of HIV on
women, including:
•

support for female-controlled HIV prevention—a pledge to increase by at least
50% DFID funding for research and development of AIDS vaccines and
microbicides between 2008–2013;124

•

a recognition of the importance of integrating HIV with sexual and reproductive
health services (see paragraphs 76–82);

•

a pledge to train DFID staff on women’s rights (in line with the Department’s
Gender Equality Action Plan); and

•

attention to the burden of care on women with £200 million funding over the next
three years for social protection programmes.125

65. However, welcome as these commitments are, few have practical strategies attached to
them and details as to how they will be implemented are lacking. The UK Consortium on
AIDS Gender Working Group told us:
There are mentions of gender throughout the strategy and recognition of the need to
address gender as a key driver of the pandemic. However it does not detail how this
will be achieved or what might be done differently.126
Fionnuala Murphy of ActionAid emphasised to us that the challenge regarding the
Strategy’s “important first steps” on gender lies in their implementation:
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They are very top-line promises and they are actually talking about very complex
cultural and structural issues, so the real challenge is what action does DFID propose
to take and how will DFID measure success and make sure [...] that we have
delivered real benefits for women and girls.127
She highlighted four specific requirements that ActionAid believes DFID needs to fulfil to
have a meaningful impact on HIV/AIDS amongst women and girls:
•

a breakdown showing what proportion of DFID’s £6 billion health systems funding
will go towards addressing the impact of HIV/AIDS on women;

•

a commitment to greater international leadership on the feminisation of
HIV/AIDS, including the development of a “long-term global advocacy plan that
identifies key moments and key opportunities to influence these issues” and
highlights “strategic activities that DFID will undertake”;

•

a comprehensive training programme for DFID staff on the linkages between
women’s rights and HIV; and

•

the development of an action plan on violence against women, with associated
funding.

This could include using DFID funds to train health workers to recognise signs of violence
and understand the particular support needed to address it.128
66. We commend the emphasis in the new DFID Strategy on the disproportionate
impact of HIV/AIDS on women and girls. However, we are concerned by the lack of
concrete and country-specific policies within the document. The Strategy does more to
describe the impact of HIV/AIDS on women and girls rather than to indicate how
DFID will tackle it. Beyond an important but limited set of commitments on HIV
prevention and social protection, gender-specific policies and funding pledges are
lacking. We recommend the development of a global action plan, linked to the AIDS
Strategy, which sets out the actions DFID will take to support women-specific
approaches to the epidemic over a specified timescale.

Gender-based violence
67. Sexual and/or gender-based violence (GBV) is closely linked to the spread of HIV.
Studies from southern Africa show up to threefold increases in HIV risk among women
who have experienced violence compared to those who have not.129 Violence-related
factors that increase women’s risk to HIV include:
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•

exposure to blood and direct transmission through sexual violence;

•

sexual abuse during childhood and forced sexual initiation during adolescence
(including sex with higher risk/older men); and

•

constraints on women’s ability to negotiate condom use.130

68. No concrete actions aimed at addressing gender-based violence are included in the
Strategy commitments.131 In our Report on Maternal Health published earlier this year, we
highlighted successful DFID-funded projects addressing gender-based violence (GBV) in
Nepal, Bangladesh and South Africa and recommended that DFID seek to replicate these
approaches elsewhere.132 However, no such strategies or approaches are included in DFID’s
new Strategy.
69. We are concerned about DFID’s lack of dedicated strategies and funding to address
gender-based violence (GBV), which is closely linked to the spread of HIV. We
highlighted successful DFID-funded approaches to addressing GBV in Nepal,
Bangladesh and South Africa in our Maternal Health Report earlier this year and were
disappointed not to see information on scaling up or replicating these initiatives
included in the new Strategy. We recommend that, in its Response, DFID provides us
with a policy update which sets out details of the specific approaches it will take to
address GBV, including the necessary funding commitments.

Prevention of mother-to-child transmission of HIV/AIDS
70. A further Strategy commitment in relation to women living with HIV is the pledge to
“intensify international efforts to increase to 80% by 2010 the percentage of HIV-infected
pregnant women who receive anti-retroviral treatments (ARVs) to reduce the risk of
mother-to-child transmission” of the infection.133
71. The prevention of mother-to-child transmission (PMTCT) is a central platform within
international strategies to prevent the spread of HIV. 90% of paediatric HIV is due to
mother-to-child transmission. Without access to services to prevent transmission, about
35% of infants born to HIV-positive mothers will acquire the virus during pregnancy,
labour, delivery or breast-feeding.134 As Stuart Kean of the UK Consortium on AIDS told
us, developed countries such as the UK have virtually eliminated paediatric HIV cases
through a package of care that includes the provision of ARVs.135 Yet worldwide only 34%
of women currently have access to PMTCT services.136 Of the 21 countries on track to meet
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the 80% ARV provision target by 2010, only four are from the eight “hyper endemic”
southern African countries listed in DFID’s Strategy.137
72. Witnesses welcomed DFID’s pledge to help increase access to PMTCT.138 However,
Interact Worldwide was concerned that DFID’s commitment focused exclusively on ARV
provision rather than a fuller strategy that included other aspects of the care package
needed to protect against transmission. Interact stated:
According to the World Health Organisation, comprehensive PMTCT also includes:
delivery and post-partum care; HIV treatment for women, infants and their families
as appropriate; SRH [sexual and reproductive health] services, including family
planning; and dual protection advice for women and their partners.139
Alvaro Bermejo of the International HIV/AIDS Alliance emphasised the importance of
making a full package of integrated services, including family planning, available. He stated
that the “the most cost-effective way of preventing mother-to-child transmission is
investing in preventing unwanted pregnancies and making sure that the general
population has access to good sexual and reproductive health services.”140
73. World Vision’s evidence highlighted the concern that DFID’s commitment to “work
with others to intensify international efforts” on PMTCT is couched in terms of a
contribution to global efforts. Disaggregating the Department’s specific contribution and
setting out ways of measuring it are therefore of increased importance.141
74. We welcome DFID’s pledge to support an increase in the percentage of HIVinfected pregnant women who receive anti-retroviral treatments (ARVs) to 80% by
2010, and thereby reduce mother-to-child transmission of HIV. However, ARV
provision is only one of a number of interventions to prevent transmission
recommended by the World Health Organisation. We recommend that DFID works to
ensure ARV provision forms one, critical, part of a care package for HIV positive
mothers that also includes the full range of required interventions.
75. We note the ambitious level of percentage increase needed to meet DFID’s
commitment to increasing ARV coverage for HIV-infected pregnant women: from the
current rate of 34% to 80% in just two years’ time. We expect to see a clear commitment
on how progress towards this ambitious and short-term target will be measured in
DFID’s Monitoring and Evaluation Framework which is due to be published on 1
December 2008. We recommend that the Framework includes an indication of the level
of DFID’s specific projected contribution to the international efforts to reach this
target.
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Integration with sexual and reproductive health
76. There are close intersections between sexual, reproductive and maternal health and
HIV/AIDS. As Interact Worldwide stated:
Causes of poor sexual and reproductive health (SRH) and HIV and AIDS are
intimately related and have common drivers: poverty, gender inequity,
marginalisation and stigma, discrimination and denial. To separate the responses is
therefore to divorce them from the reality in which sexual and reproductive
behaviour takes place and is, in turn, contributing towards the lack of progress being
made to address issues such as maternal mortality, unintended pregnancies and HIV
and AIDS.142
77. Yet in many national health systems, sexual and reproductive health (SRH) and
HIV/AIDS treatment and care are administered and funded separately, with poor
collaboration between the sectors.143 Integrated responses help avoid the creation of
parallel systems and bring policy and programming for HIV and SRH closer together. It
can be confusing, expensive and time-consuming for people to visit different facilities for
HIV, sexually transmitted infections and other SRH treatment and care. Integrated delivery
can also reduce the costs for providers of services.144 As DFID points out in its Strategy,
women’s first interaction with the health system is often their use of maternal health
services, and thus integration of AIDS services offers an important opportunity to engage
women in HIV prevention and care.145 According to the World Health Organisation,
integrated interventions that address HIV and SRH, along with maternal health, might
include:
•

counselling on reproductive choices including protecting against unwanted
pregnancies;

•

condom provision (male and female);

•

screening and treatment programmes for sexually transmitted infections (STIs)
including HIV;

•

prevention of mother-to-child transmission of HIV;

•

provision of anti-retroviral therapy and treatment for STIs; and

•

programmes for adolescents and young people focusing on their particular SRH
needs.146

78. We explored the issue of integrating SRH with HIV and maternal health services in our
Report on Maternal Health, published in February 2008. We drew attention to the
importance of making screening and treatment for sexually transmitted infections
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including HIV available at family planning clinics, because attendance at such clinics is
often routine for women, thereby helping to remove the stigma attached to HIV testing.147
We highlighted that witnesses to our inquiry believed that the Global Fund should do more
to support integrated HIV, maternal, and sexual and reproductive health interventions, for
instance through the training of skilled birth attendants.148
79. DFID’s Strategy includes closer integration of HIV/AIDS and SRH, as well as maternal
and child health services, TB and malaria as a Priority for Action.149 It highlights efforts it is
making to improve integration, for example its provision of £52.8 million over seven years
to promote SRH services for HIV prevention in Nigeria.150
80. Witnesses were broadly impressed with the Strategy’s emphasis on integration. Interact
Worldwide considered DFID to have a comparative advantage amongst donors in
strengthening the linkages between SRH and HIV/AIDS.151 The UK Consortium on AIDS
and International Development agreed that DFID’s leadership in integrating HIV/AIDS
and SRH agendas and services is ‘essential’.152 However, as we have noted, Médecins sans
Frontières cautioned against trying to integrate services prematurely in contexts where
primary health care is not yet operational or of sufficient quality. MSF stated:
Much work needs to be done before HIV/AIDS care can be integrated without
compromising on quality and access, and premature integration could cause a
setback in AIDS care delivery. The emphasis on integration therefore needs to be
handled with care. ‘Achieving Universal Access’ refers to service delivery that is
effective as well as integrated—in many cases these objectives will be at cross
purposes and a trade-off will be required.153
DFID’s perspective was that governments and agencies working with health systems that
were not set up to integrate services were “missing opportunities to deliver more effective
services.”154 However, its Strategy does note that “integration needs to recognise the stage
of the epidemic and the needs of specific groups.”155
81. A key route towards ensuring national health systems are ready and willing to better
integrate responses will be advocacy work by donors such as DFID to promote a broader
integration agenda. As Interact Worldwide stated, “Countries need to want and to be in a
position to implement integrated services.”156 Interact suggested that DFID should target
its advocacy not just at national governments but at the Global Fund, the World Bank, the
World Health Organisation, the UN Population Fund (UNFPA) and UNAIDS who all
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potentially play a key role in the integration of health services.157 It also suggested that
DFID’s support for health sector-wide approaches (SWAps) offered an opportunity for
different funding partners to support comprehensive health sector responses to SRH and
HIV.158
82. We welcome the focus in the Strategy on closer integration of HIV/AIDS and sexual
and reproductive health services (SRH), together with maternal and child health, TB
and malaria. SRH and HIV/AIDS cannot be separated as health issues and accordingly
DFID is right to include better integrated responses as a priority action. We believe that
integration will be more effective where it is prioritised by health systems that are ready
and willing to implement it. Accordingly, we recommend that DFID presses both
national governments and multilateral donors—particularly the Global Fund, the
World Bank and the relevant UN agencies—to do more to support the integration of
services.
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6 Marginalised Groups
83. Our 2006 Report on HIV/AIDS focused on emerging epidemics amongst what
UNAIDS described as “marginalised groups”: sex workers, intravenous drug users, men
who have sex with men, and prisoners. We pointed out that, in some countries, the
existence of these groups is often denied or the illegal nature of their activities means that
governments fail to address their needs.159 We stressed then that marginalised groups are
central to an effective HIV/AIDS response because they are frequently the ‘drivers’ of the
epidemic: infection becomes endemic within these groups and then spreads out to the
general population. We recommended that DFID ensure that all the national programmes
it supported tackled stigma and discrimination and that social and legal barriers to
prevention and treatment were addressed. We also recommended that DFID work with
partner governments to ensure that HIV/AIDS programmes were properly focused on
marginalised groups and that their rights and needs were not overlooked.160
84. In its written evidence, DFID acknowledged that “stigma and discrimination remain
major barriers to achieving Universal Access and require urgent attention.”161 The Strategy
makes clear that DFID recognises that marginalised groups “are most likely to be failed by
existing policies, programmes, support and services” and that “we will collectively fail to
address the epidemic if we fail to reach these groups with appropriate services—which take
into account the realities of their lives”.162 DFID accepts that it is often difficult to reach
these groups with effective interventions and that some national authorities continue to
deny the existence of some groups or classify their behaviour as illegal.163 The International
HIV/AIDS Alliance stressed that members of marginalised and vulnerable groups “have
limited trust in government” to meet their needs and that they are often excluded from
wider political and social participation so that “general health service development may
continue to fail to meet their needs.164 MSF emphasised that “country plans often exclude
vulnerable groups” partly due to the “generalised, one-size-fits-all approach which
frequently neglects specific needs and gaps in care delivery” and partly due to
“stigmatisation and the prejudice of planners”.165
85. The Alliance acknowledged the leadership role DFID has played in advocating for
barriers to be removed which prevent marginalised groups from accessing services and
welcomed the actions the FCO has taken to promote the rights of marginalised groups
through its policy position on lesbian, gay, bisexual and transgender populations. But the
Alliance believed that the Strategy gave “inadequate attention to the challenges of meeting
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the needs of key populations, including sex workers and MSM [men who have sex with
men].”166 Its Executive Director stressed in oral evidence that:
[…] containing the HIV epidemic requires stopping the fastest growing epidemics,
many of which are outside sub-Saharan Africa, many of them are in middle income
countries and many of them are fuelled by key populations, by marginalised
groups.167
86. We have set out earlier why we believe prevention is vital. Effective prevention
strategies which reach the ‘drivers’ of the epidemic—marginalised groups—are clearly
crucial if DFID is to achieve its aim of halting and reversing the spread of HIV. Alvaro
Bermejo of the International HIV/AIDS Alliance emphasised the need for interventions
targeted on the needs of marginalised groups. He gave the example of transgender
individuals, in India and Latin America, amongst whom HIV prevalence is around 40%,
the highest sub-group prevalence in the world. He stressed that no amount of funding
channelled through health system support would reach groups such as transgender
individuals because they are stigmatised and publicly-provided services cannot properly
cater for them. He believed that DFID’s Strategy recognised this need but did not specify
how the challenge would be addressed.168
87. If the global effort on HIV/AIDS is to achieve the goal of halting and reversing the
spread of the disease, it must be effective in reaching marginalised people, including sex
workers, intravenous drug users, men who have sex with men and transgender
individuals. If the epidemic is not tackled in these groups it will continue to spread to
the general population and the number of people affected will continue to increase.
DFID’s Strategy acknowledges this reality but does not adequately explain how DFID
will ensure that these marginalised people are provided with the prevention, treatment
and support services they require. We would welcome further information on DFID’s
plans in this area in response to this Report.
88. Civil society is particularly important in reaching marginalised groups who are much
less likely to use services provided by the state. It is not clear to us from the Strategy how
DFID will support civil society organisations in this vital work. We will explore the role of
civil society in the next chapter.
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7 Engagement with Civil Society
89. In the previous chapter, we explored the ways in which DFID’s Strategy will address the
particular challenge of tackling HIV/AIDS amongst marginalised and vulnerable groups.
Civil society organisations are vital to this work because they can reach stigmatised groups
and people who fear discrimination in ways which are unlikely to be possible for statefunded agencies, and they have proved that they can find innovative ways of providing
them with prevention, treatment and support services.
90. DFID’s Strategy states that “Civil society has a key role to play in advocating and
providing services, in particular for vulnerable populations, in strengthening
accountability, and in building social movements.169 However, as Tearfund pointed out in
its evidence:
[…] despite the positive rhetoric in the Strategy regarding the role of civil society,
there is no clear indication of how DFID intends to harness and support the
considerable contribution of civil society actors. This is particularly concerning as
the population groups highlighted for particular attention in the Strategy […] are
supported by a vast array of civil society programmes.170
91. While witnesses were generally complimentary about DFID’s willingness to work with
civil society, we also heard that DFID’s engagement with civil society in the development of
the Strategy had been variable.171 Nor does the Strategy clarify what DFID plans to do to
improve support to civil society.172
92. Civil society organisations can enhance government accountability and transparency,
influence policy through social mobilization, act as intermediaries between communities
and government, and provide goods and services which the private sector or the state does
not.173 This is particularly important for the delivery of health services as in many African
countries governments are the minority supplier of health services with most care being
supplied by faith and community-based organisations.174 The International HIV/AIDS
Alliance argues that low levels of civil society participation in planning, co-ordinating and
monitoring programmes can result in projects that are less likely to be responsive to the
situation on the ground, less well-targeted and which are not rapidly scaled up.175
93. Alvaro Bermejo, Executive Director of the Alliance, told us that working with civil
society groups sometimes offered a more stable and sustainable way of providing treatment
as in some countries there was greater continuity in civil society provision of treatment
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than was found with government-supported healthcare. He cited an AIDS programme
which the Alliance has been supporting in Ukraine since 2004. During that time:
[…] there have been four different governments and seven different health ministers
in Ukraine. The national AIDS programme has changed leadership at least half a
dozen times and has been for months without leadership. The civil society
programme—and it is run by a national NGO—has continued operating
regardless.176
94. One particular concern expressed to us was that there is an inherent tension between
DFID’s intention to work more closely with civil society on the one hand and its focus on
health services strengthening on the other.177 If funding is being directed to government
health systems then less support will be available to local civil society organisations (CSOs).
National governments may not necessarily include CSOs in the planning and delivery of
services. Alvaro Bermejo told us that:
We are seeing a greater emphasis on multilateral and bilateral government-togovernment support and the proportion of DFID funds going to that increasing. We
do not think that that is a good HIV strategy […] we need civil society […] to get
involved in service delivery as well as having the capacity to monitor the difficult
decisions that politicians and governments have to make.178
95. Médecins Sans Frontières made similar points in its written evidence, and argued that
there was a need for direct funding for civil society organisations to increase their capacity
to deliver services and maintain their independence from national governments:
Many countries face disbursement problems and administrative delays through the
usual government channels. Combined with weak accountability and health systems
that are poorly accountable to their users, this can jeopardize results and benefits for
the target population and end-users. It is therefore essential to preserve the
possibility of working with non-state providers such as civil society, PLWHA [people
living with HIV and AIDS] and NGOs. This should include direct funding, in order
to promote capacity building and preserve the independence of civil society from
government funds and influence.179
96. The Minister said that he could give a “cast-iron assurance” that civil society would be
full partners in the implementation of the Strategy. Where appropriate, there would be
direct funding for civil society groups to advocate for people living with HIV and AIDS as
part of the Strategy, and there was a “need to be looking at the investment in civil
society.”180 DFID emphasised that the Global Fund “is widely acknowledged for its strong
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engagement with civil society”. CSOs participate in the strategic planning process and are
represented on the Fund’s board and on its committees.181
97. We welcome the Minister’s assurance that civil society will be fully engaged in the
implementation of the Strategy. However, further details are needed on how DFID will
pursue this engagement, including how much funding will be allocated to support the
work of civil society on the ground in countries with a high prevalence of HIV/AIDS
and related diseases. We request that DFID provides this detailed information in its
response to this Report.
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8 Implementation, Monitoring and
Evaluation
Implementing the Strategy
98. We very much welcome the substantial funding commitments which DFID has made,
particularly the £6 billion allocation over seven years for health service strengthening.
However, we agree with Interact Worldwide that the allocation of this funding is not well
articulated in the Strategy and it is not yet clear how it will be broken down between
different funding streams and different countries.182 As ActionAid commented,
“implementation is the real challenge”.183 Yet it is worth noting that the chapter in the
Strategy on How we will turn our strategy into action is the shortest one in the document.184
MSF accepted that £6 billion “is a substantial financial commitment” but added that
“disaggregated data on the different budget lines would be a telling indication of the
financial rather than the rhetorical priorities within DFID’s overall HIV/AIDS response.”185
99. The Minister told us that the role of DFID’s country offices, and its dedicated country
programmes, would be crucial in ensuring that the Strategy as a whole, and the sector
support aspect in particular, was implemented effectively.186 DFID described its approach
to implementation in the following terms:
In countries with strong commitments to development, good governance and
improving capability, we tend to focus on supporting the development and
implementation of comprehensive country-led HIV and AIDS strategies, directly
funding governments, as well as working with civil society and international donors
and agencies. In more fragile states, where governments may be unable or unwilling
to respond effectively, we tend to provide technical support to strengthen
government capacity alongside direct support for service delivery via the UN or civil
society.187
100. Witnesses emphasised to us the value of taking a country-specific approach. Dr Buse
told us that this was particularly important in relation to health system strengthening
where DFID should aim to identify the weaknesses affecting the health service in a
particular country and then to seek to address them specifically, rather than adopting a
broad-brush approach which treated every country as if the problems were identical. He
highlighted that global targets, such as the one DFID has set of ensuring that there are 2.3
health professionals per 1,000 population, ignores “national specificity and differences” and
were difficult to work with.188 It was important to assess “from a country perspective what
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needs fixing”—whether that might be more health professionals, better diagnostics, or
improved health surveillance—and then develop a plan to address that specific need: “that
way you get the variety of stakeholders involved in owning whatever kinds of outcomes or
targets you are trying to seek.”189 Dr Buse also emphasised that the form the epidemic was
taking, and the required response, were country-specific.190
101. DFID makes clear in the Strategy that it understands how important it is to ‘know
your epidemic’ because “when interventions are tailored to local circumstances, the money
will have a greater impact.”191 Its written evidence explained that:
Working in line with the AIDS Strategy, country offices are responsible for the
design and delivery of HIV and AIDS responses as agreed in negotiation with the
host government and other key stakeholders, and taking into account the local
context and the constraints of DFID's overall financial framework. […] Decisions on
which aid instruments should be used are taken by DFID offices at country level,
depending on what is more appropriate for the situation in that country.192
The Minister accepted that different countries faced very different circumstances but he
believed that DFID was able to address this effectively because “one of the strengths that
DFID has is its country offices and its country programmes where there is a very high level
of devolution within this organisation compared to many other government bodies”.193
102. The Strategy and DFID’s written evidence have provided us with some examples of
how its country offices are responding to the different challenges faced in implementing its
HIV/AIDS strategies in partner countries. In Bangladesh DFID is supporting a major
urban health programme which will address stigma and increase the focus on prevention
of HIV in women and children, in line with the country’s own AIDS strategy. In Lesotho,
DFID’s work has focused on supporting the establishment of the National AIDS Council,
legislative reform and support for the People Living with HIV network.194 In 2007, we saw
for ourselves the valuable and innovative work DFID was undertaking in partnership with
the Government of Vietnam to tackle HIV/AIDS amongst sex workers and intravenous
drug-users.195
103. There are many excellent examples in the Strategy of HIV/AIDS work which DFID
is undertaking with specific countries and specific groups. What is not clear to us,
however, is the extent to which DFID intends to scale up or replicate these projects
elsewhere.
104. The Strategy states that individual countries’ Poverty Reduction Strategy Plans, which
determine how development assistance will be used, and other national development plans
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“should reflect AIDS plans”.196 It also emphasises the importance of the International
Health Partnership in this respect. As discussed earlier, this is a partnership of donors,
developing countries and multilateral agencies launched in 2007 by the UK Prime Minister
to reinvigorate progress towards the health Millennium Development Goals. One of the
IHP’s two guiding principles is that “developing countries should prepare robust national
health strategies that reflect national AIDS plans that highlight the need for stronger health
systems”. The IHP is being piloted in eight countries.197
105. We agree with our witnesses that the significant funding commitments which
DFID has made in the Strategy are impressive and that its analysis of the current
situation is excellent. However, the challenge remains for DFID to turn the rhetoric
into practical implementation and to demonstrate much more clearly how it will
achieve the targets it has set and the commitments it has made.
Impact of DFID staffing constraints
106. Witnesses expressed concern that implementation of the Strategy may be hindered by
DFID having insufficient staff to take on the necessary tasks. Alvaro Bermejo believed that
this was a factor in DFID reducing its direct engagement with civil society organisations
working on HIV/AIDS.198 Carol Bradford from the UK Consortium on AIDS pointed out
that DFID staffing constraints also affected the ability to collect the data required for
evaluations: “if you are already overworked, additional reporting requirements are always
complicated”.199
107. We have expressed concerns in the past that the headcount reductions which DFID is
required to make to meet Government efficiency targets may be beginning to have an
impact on its ability to deliver its objectives. In our Report on the DFID Annual Report
2007 we accepted that DFID could not be exempt from efficiency targets but highlighted
our anxiety that this might affect the Department’s ability to work in the poorest countries,
often fragile states, which most need assistance, but where activity is most labourintensive.200 The significance of this issue for DFID was reinforced when we explored it in
oral evidence with the Permanent Secretary as part of our work on this year’s DFID
Annual Report. Her view was “Our staff are very pressed, they are working very, very hard.
[…] we are coping but we are struggling”.201
108. We welcome the Permanent Secretary’s frankness and appreciate that this is probably
as far as a senior Government official can go in highlighting the difficulties that
departmental staff reductions are creating. We raised these concerns, as they relate to
implementation of the HIV/AIDS Strategy, with the Minister. He paid tribute to the “sense
of mission” amongst DFID staff and said “I have rarely come across a group of people so
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motivated and so passionate about what they do”—an assessment with which we would
wholeheartedly agree. Nevertheless, he accepted that it was difficult, with fewer staff, to
ensure that DFID was “achieving change and making a difference” and using effectively the
“record levels of resources” it has been allocated. He believed the Department would have
to “work smarter”, use its country offices properly and ensure that it had the right skills
mix.202
109. We will return to this subject in our forthcoming Report on the DFID Annual
Report 2008 but we are keen to reiterate our concerns, in the specific context of the new
HIV/AIDS Strategy, that staff reductions at DFID may have reached the point where
they risk adversely affecting the Department’s ability to deliver its objectives in vital
fields such as health and social care.

Monitoring and Evaluation
110. A recurrent theme running through the evidence we have received is that DFID’s new
Strategy lacks quantifiable and verifiable targets and that there are very few indicators
against which its effectiveness in tackling HIV/AIDS can be measured. Lucy Chesire, a
TB/HIV advocate working in Kenya, told us:
Monitoring and Evaluation are critical components of country programmes, yet it is
still very unclear in the current health system strengthening strategy how DFID will
carry out its M&E […] DFID should come out very clearly and tell us what targets
and indicators they are setting for health system strengthening and how different
partners will be able to work collectively to achieve this.203
Tearfund echoed this view:
DFID needs to develop a robust monitoring and evaluation framework to
accompany the new Strategy. It should set out clear targets and indicators to be
reported on annually by DFID and FCO field offices. Data from these indicators
must be made publicly available and clearly articulate the UK’s contribution towards
the achievement of international targets.204
111. Alvaro Bermejo believed that the Strategy was not sufficiently specific to assess what
outcomes are expected from DFID’s investment.205 Carol Bradford of the UK Consortium
on AIDS, who has been working with DFID to develop indicators, accepted that there were
currently “many limitations to proper measurement” and that the absence of spending
targets or budgets made the funding commitments very difficult to track. She
acknowledged that “the health systems measures and indicators are not very good and they
need further developing”.206
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112. In our 2006 Report on HIV/AIDS, we expressed concern that DFID’s indicators of
success in its 2004 Strategy Taking Action were linked primarily to funding targets rather
than to outcomes—a weakness in DFID’s overall approach which we have highlighted in
other previous reports. We recommended the development of outcome indicators which
“should set out DFID’s contribution to achieving the international targets on HIV/AIDS
treatment and care”.207 Despite DFID’s claim in its written evidence that the new Strategy
“focuses on outcomes and results”, 208 there remains an emphasis on the amount of money
which will be spent rather than the impact which will be measured.
113. Alvaro Bermejo told us that he believed that DFID had taken a backwards step in the
new Strategy in terms of the lack of targets and specificity, which would hamper its
implementation and the ability to monitor progress.209 Stuart Kean of the UK Consortium
on AIDS echoed this:
In relation to the indicators at this time, I think there really are questions to be asked
about the targets and I think that, as with so much within the strategy, it is a matter
of if you were sitting in Lusaka or in Nairobi what would you be doing and how
would you interpret it. A high level of interpretation is going to be required. […] I
recall DFID saying that they had 126 targets in the previous strategy and there was a
concern to move the other way. I believe they have probably gone too far the other
way and now it is very difficult to see what are the specific targets that individual civil
servants are going to be trying to implement.210
114. We were struck by the contrast in the approach taken in the HIV/AIDS Strategy
compared to the process which DFID told us it had undertaken in developing the Global
Malaria Action Plan which was launched at the UN High Level Event on the Millennium
Development Goals on 25 September. Andrew Steer, DFID’s Director General Policy and
Research, told us in our evidence session on the UN High Level Event:
I think the issue of money is what certainly gets the headlines but what we would
rather do is start from the desired outcomes and increasingly focus on that. There
was a very real effort here to ask the question “What is the problem and what are we
trying to solve?” For example, there are 500 million people suffering acutely from
malaria every year and one million deaths. What is reasonable to achieve? It is a
halving of that number, and we can monitor those. […] While the money is
absolutely essential […] it is the delivery on the ground that we need to monitor
from now on as much as it is the money.
The Secretary of State emphasised that, in relation to the Malaria Action Plan, “the very
specificity of the pledges” was one of the best guarantees that they would be delivered.211
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115. There are obvious similarities in the global challenges of tackling HIV/AIDS and
tackling malaria. We are impressed by the process which DFID followed in developing
the Global Malaria Action Plan which focused on desired outcomes and used that
information to determine decisions about inputs and mechanisms. However, it is not
evident to us that DFID adopted a similarly rigorous procedure for developing its new
AIDS Strategy We believe this was a missed opportunity and we regard the lack of
specific budget allocations, targets and outcome indicators as a significant deficiency in
the new HIV/AIDS Strategy, which we hope will be addressed in the next stage of the
process.
116. DFID says that the Strategy will be independently reviewed in three years’ time and
that the social protection programmes will be reviewed after two years.212 In addition, a
Monitoring and Evaluation Framework is being developed which DFID originally stated
would be finalised “by November 2008”213 but which the Minister subsequently told us
would be published on World AIDS Day on 1 December.214 We asked the Minister why the
Monitoring Framework had not been developed in parallel with the Strategy and published
at the same time, which would have given all stakeholders a better understanding of what
DFID was trying to achieve. Mr Lewis agreed that it would have been better for the
Framework to have been published at the same time but this had not been possible because
DFID had been involved in “protracted negotiations” with the Treasury on whether it
would be a “three-year or seven-year Strategy”.215 Carol Bradford reassured us that “real
progress” was being made with developing the Framework. She pointed out that DFID’s
last HIV/AIDS Strategy did not have a monitoring and evaluation system in place at all—
“so this is a definite improvement”.216
117. We regret that DFID was not able to publish the Monitoring and Evaluation
Framework at the same time as the Strategy was launched in June. All stakeholders,
including ourselves, need to understand the specific outcomes that DFID is seeking to
achieve through the funding commitments it has announced and how it intends to
measure progress towards them. We hope that, when it is published, the Framework
will provide the answers to the important questions about implementation and
monitoring and evaluation which the Strategy itself has left open.
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9 Conclusion
118. HIV/AIDS will continue to present a huge challenge, to both developing countries
and donors, for many years to come. Indeed, the combination of 7,000 people being newly
infected each day and drug regimes helping people with HIV to live longer means that the
cost of providing HIV/AIDS services may well become unsustainable. As we have made
clear, prevention is key, particularly for marginalised groups but also for general
populations in high-prevalence countries.
119. DFID’s approach of focusing its efforts on funding health services in developing
countries is a logical response to the HIV/AIDS challenge. Capable and well-resourced
health systems will be able to take forward effective prevention strategies as well as offering
treatment and care. But this is a longer-term strategy. Dedicated funding to tackle
HIV/AIDS will also continue to be needed to fill the wide gaps that exist in services in
developing countries and which will remain in the short and medium-term. It is vital that
these two mechanisms for funding HIV/AIDS services are complementary and wellintegrated.
120. We look forward to the next stage of DFID’s Strategy: its Monitoring and Evaluation
Framework, which is expected to be published around the same time as this Report. We
hope it will answer some of the many important questions that we have raised.
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List of conclusions and recommendations
Funding
1.

Should the new US Administration decide to review its approach to development
funding, including the US President’s Emergency Plan for AIDS Relief (PEPFAR),
we would urge the UK Government to take an early opportunity to discuss with
them potential areas for co-operation. (Paragraph 13)

2.

Funding for health system strengthening is an essential part of development
assistance and we welcome the substantial sums that DFID is allocating to it.
Developing countries will never be capable of tackling HIV/AIDS effectively unless
the overall capacity of their health systems is built up through adequate funding,
including the capacity to pursue robust prevention strategies. Our concern, however,
is that DFID has included this funding as part of its HIV/AIDS Strategy but the
specific impact that it may have on HIV/AIDS will be difficult to measure. We
recommend that, as part of its monitoring and evaluation of the Strategy, DFID put
in place indicators to assess the impact that funding directed at health system
strengthening is having on reducing the spread of HIV/AIDS and related diseases.
(Paragraph 19)

3.

The Minister was only able to give us a partial reassurance that the £6 billion DFID
has allocated for strengthening national health services is genuinely new money,
which is additional to any previous funding announcements, rather than simply
being a redirection of existing commitments. Further clarification is required. We
therefore request a full breakdown of how this £6 billion total has been calculated in
response to this Report. Moreover, DFID has not yet spelled out in clear terms how
this substantial sum will be spent. Until the precise allocations, and their timescales,
are known, it will be impossible to assess how much impact this apparently bold
allocation of funding is likely to have or whether it will be adequate to meet the
ambitious target of universal access by 2010. We therefore invite DFID to provide
the necessary detail in response to this Report. (Paragraph 20)

4.

We welcome DFID’s substantial funding for the Global Fund to Fight AIDS, TB and
Malaria. Disease-specific funding continues to provide vital resources to tackle the
HIV/AIDS epidemic and the Global Fund’s work has been invaluable. However, it is
important that vertical funding supports rather than conflicts with national
government healthcare systems and that it adheres fully to the principles of the Paris
Declaration on Aid Effectiveness, to which the Global Fund is a signatory. We
recommend that DFID continues to use its position as a major donor to the Global
Fund to ensure that its funding is fully accountable to national governments and civil
society in the countries where the Fund operates. (Paragraph 26)

5.

We were concerned to learn that a substantial sum from the Global Fund has been
misappropriated by the Zimbabwean government. Zimbabwe is arguably a unique
case and it appears that the Global Fund has dealt appropriately with this example of
misuse of its money. However, the case highlights the need for DFID to continue to
press for the highest standards of accountability and transparency in the use of funds
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which it channels through multilateral organisations, particularly in countries with
weak or undemocratic governments. (Paragraph 29)
6.

We believe that a more integrated approach to HIV/AIDS funding is required. The
International Health Partnership and the Taskforce on Innovative Financing of
Health Systems are UK initiatives which feed directly into a more integrated
approach to HIV/AIDS funding. We would encourage DFID to use the full capacity
of these initiatives to ensure that its funding streams for health systems strengthening
and disease-specific programmes are mutually reinforcing and to press other donors
to follow the UK lead towards such an integrated approach. (Paragraph 35)

7.

Targets for tackling HIV/AIDS will not be achieved without substantial progress in
prevention and treatment in middle-income countries. The Strategy envisages that
the Foreign and Commonwealth Office will take on an enhanced role in tackling
HIV/AIDS, particularly in middle-income countries where DFID has a minimal
presence. It is vital to ensure that FCO officials are properly equipped to carry out
these duties. We invite DFID to share with us its detailed planning for crossdepartmental working on HIV/AIDS, particularly in middle-income countries with
high prevalence levels. (Paragraph 38)

Interaction with other diseases
8.

While the funding for health systems strengthening committed by DFID may well
contribute to the treatment and diagnosis of patients with HIV and TB, we are not
convinced that DFID is taking sufficient steps to ensure that the specific challenge of
interaction between the two diseases is tackled. Nor has DFID set out how it will
measure the effectiveness of its Strategy in addressing the interaction. We expect to
see a clearer indication of how this work will be taken forward and measured in
DFID’s forthcoming Monitoring and Evaluation Framework. (Paragraph 44)

9.

The interaction between HIV/AIDS and malaria must be tackled as part of an
effective AIDS Strategy. We welcome the commitments made by DFID in support of
the Global Malaria Action Plan. It is not clear to us, however, how this important
work on malaria will be integrated with the HIV/AIDS Strategy. We invite DFID to
provide us with further information on this in its response to this Report. (Paragraph
48)

Children
10.

DFID already funds social protection programmes in a number of countries. It is
therefore unclear to us whether the pledge in the AIDS Strategy to spend £200
million on such programmes over a three-year period is a new commitment or a
continuation of DFID’s existing work in this area. We expect clarification on this.
Nor is it clear to us how DFID will ensure that children affected by HIV/AIDS,
specifically, are assisted through social protection programmes and cash transfers.
Indicators to measure impact in this area are needed and we would expect these to be
included in the Monitoring and Evaluation Framework which DFID is developing.
(Paragraph 55)
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11.
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Children living with HIV should not be dying needlessly when a cheap and effective
antibiotic is available to mitigate their vulnerability to opportunistic infections. We
would encourage DFID to continue to press partner governments to ensure that
cotrimoxazole is prescribed for children likely to be infected with HIV and to train
their health staff to administer the drug safely. (Paragraph 58)

Women
12.

Addressing gender inequalities should be at the heart of effective prevention and
treatment of HIV/AIDS. Specially tailored policies that focus on education and
socio-economic empowerment of women and girls are needed to help reverse the
current trend of high levels of infection amongst women. We believe that efforts
should be made to target these strategies beyond traditional high risk groups such as
sex workers to include young people and married couples. (Paragraph 62)

13.

We support the holistic approach towards women and HIV that DFID advocates in
its new Strategy. Addressing embedded gender inequalities will rely on wide-ranging
strategies that bring together health, education, justice and social protection agendas.
(Paragraph 63)

14.

We commend the emphasis in the new DFID Strategy on the disproportionate
impact of HIV/AIDS on women and girls. However, we are concerned by the lack of
concrete and country-specific policies within the document. The Strategy does more
to describe the impact of HIV/AIDS on women and girls rather than to indicate how
DFID will tackle it. Beyond an important but limited set of commitments on HIV
prevention and social protection, gender-specific policies and funding pledges are
lacking. We recommend the development of a global action plan, linked to the AIDS
Strategy, which sets out the actions DFID will take to support women-specific
approaches to the epidemic over a specified timescale. (Paragraph 66)

15.

We are concerned about DFID’s lack of dedicated strategies and funding to address
gender-based violence (GBV), which is closely linked to the spread of HIV. We
highlighted successful DFID-funded approaches to addressing GBV in Nepal,
Bangladesh and South Africa in our Maternal Health Report earlier this year and
were disappointed not to see information on scaling up or replicating these
initiatives included in the new Strategy. We recommend that, in its Response, DFID
provides us with a policy update which sets out details of the specific approaches it
will take to address GBV, including the necessary funding commitments.
(Paragraph 69)

16.

We welcome DFID’s pledge to support an increase in the percentage of HIV-infected
pregnant women who receive anti-retroviral treatments (ARVs) to 80% by 2010, and
thereby reduce mother-to-child transmission of HIV. However, ARV provision is
only one of a number of interventions to prevent transmission recommended by the
World Health Organisation. We recommend that DFID works to ensure ARV
provision forms one, critical, part of a care package for HIV positive mothers that
also includes the full range of required interventions. (Paragraph 74)

HIV/AIDS: DFID’s New Strategy

47

17.

We note the ambitious level of percentage increase needed to meet DFID’s
commitment to increasing ARV coverage for HIV-infected pregnant women: from
the current rate of 34% to 80% in just two years’ time. We expect to see a clear
commitment on how progress towards this ambitious and short-term target will be
measured in DFID’s Monitoring and Evaluation Framework which is due to be
published on 1 December 2008. We recommend that the Framework includes an
indication of the level of DFID’s specific projected contribution to the international
efforts to reach this target. (Paragraph 75)

18.

We welcome the focus in the Strategy on closer integration of HIV/AIDS and sexual
and reproductive health services (SRH), together with maternal and child health, TB
and malaria. SRH and HIV/AIDS cannot be separated as health issues and
accordingly DFID is right to include better integrated responses as a priority action.
We believe that integration will be more effective where it is prioritised by health
systems that are ready and willing to implement it. Accordingly, we recommend that
DFID presses both national governments and multilateral donors—particularly the
Global Fund, the World Bank and the relevant UN agencies—to do more to support
the integration of services. (Paragraph 82)

Marginalised groups
19.

If the global effort on HIV/AIDS is to achieve the goal of halting and reversing the
spread of the disease, it must be effective in reaching marginalised people, including
sex workers, intravenous drug users, men who have sex with men and transgender
individuals. If the epidemic is not tackled in these groups it will continue to spread to
the general population and the number of people affected will continue to increase.
DFID’s Strategy acknowledges this reality but does not adequately explain how DFID
will ensure that these marginalised people are provided with the prevention,
treatment and support services they require. We would welcome further information
on DFID’s plans in this area in response to this Report. (Paragraph 87)

Engagement with civil society
20.

We welcome the Minister’s assurance that civil society will be fully engaged in the
implementation of the Strategy. However, further details are needed on how DFID
will pursue this engagement, including how much funding will be allocated to
support the work of civil society on the ground in countries with a high prevalence of
HIV/AIDS and related diseases. We request that DFID provides this detailed
information in its response to this Report. (Paragraph 97)

Implementation
21.

There are many excellent examples in the Strategy of HIV/AIDS work which DFID is
undertaking with specific countries and specific groups. What is not clear to us,
however, is the extent to which DFID intends to scale up or replicate these projects
elsewhere. (Paragraph 103)

22.

We agree with our witnesses that the significant funding commitments which DFID
has made in the Strategy are impressive and that its analysis of the current situation
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is excellent. However, the challenge remains for DFID to turn the rhetoric into
practical implementation and to demonstrate much more clearly how it will achieve
the targets it has set and the commitments it has made. (Paragraph 105)
23.

We will return to this subject in our forthcoming Report on the DFID Annual
Report 2008 but we are keen to reiterate our concerns, in the specific context of the
new HIV/AIDS Strategy, that staff reductions at DFID may have reached the point
where they risk adversely affecting the Department’s ability to deliver its objectives in
vital fields such as health and social care. (Paragraph 109)

Monitoring and Evaluation
24.

There are obvious similarities in the global challenges of tackling HIV/AIDS and
tackling malaria. We are impressed by the process which DFID followed in
developing the Global Malaria Action Plan which focused on desired outcomes and
used that information to determine decisions about inputs and mechanisms.
However, it is not evident to us that DFID adopted a similarly rigorous procedure for
developing its new AIDS Strategy We believe this was a missed opportunity and we
regard the lack of specific budget allocations, targets and outcome indicators as a
significant deficiency in the new HIV/AIDS Strategy, which we hope will be
addressed in the next stage of the process. (Paragraph 115)

25.

We regret that DFID was not able to publish the Monitoring and Evaluation
Framework at the same time as the Strategy was launched in June. All stakeholders,
including ourselves, need to understand the specific outcomes that DFID is seeking
to achieve through the funding commitments it has announced and how it intends to
measure progress towards them. We hope that, when it is published, the Framework
will provide the answers to the important questions about implementation and
monitoring and evaluation which the Strategy itself has left open. (Paragraph 117)
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Formal Minutes
Tuesday 25 November 2008
Members present:
Malcolm Bruce, in the Chair
Richard Burden
Mr Marsha Singh

John Battle
Hugh Bayley
John Bercow

Draft Report (HIV/AIDS: DFID’s New Strategy), proposed by the Chairman, brought up and read.
Ordered, That the Chairman’s draft Report be read a second time, paragraph by paragraph.
Paragraphs 1 to 120 read and agreed to.
Summary agreed to.
Resolved, That the Report be the Twelfth Report of the Committee to the House.
Ordered, That the Chairman make the Report to the House.
Ordered, That embargoed copies of the Report be made available, in accordance with the provisions of
Standing Order No.134.
Written evidence was ordered to be reported to the House for printing with the Report, together with
written evidence reported and ordered to be published on 7 October and 28 October 2008.
[Adjourned till Tuesday 13 January 2009 at 10.00 am
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