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Summary 

Progress has been made on providing HIV/AIDS treatment in developing countries but 
the 2010 target of universal access to treatment will not be met. The disease remains a 
significant development and public health challenge in many developing countries.  

The absence of a monitoring and evaluation framework for DFID’s new HIV/AIDS 
Strategy when it was published in June 2008 meant that there were few measurable targets 
or indicators of how its effectiveness would be assessed. The subsequent publication of the 
Framework and the accompanying Baseline document are positive developments. The next 
step will be the publication of the first biennial progress report in December 2010.  

Capable and well-resourced health services are an integral part of an effective HIV/AIDS 
strategy and DFID’s substantial funding for health system strengthening is welcome. 
However, DFID still has no mechanisms in place to track the impact which its £6 billion 
funding for health systems will have specifically on HIV/AIDS care, despite this being one 
of the key elements of its Strategy.  

Some of the essential components of universal access, particularly prevention and long-
term care in the community, may not benefit from health systems funding. DFID needs to 
set out how it will ensure that its HIV/AIDS Strategy promotes an holistic approach which 
includes prevention, treatment, care and support for all people living with HIV/AIDS, 
including those vulnerable to discrimination and stigmatisation. It must recognise that 
prevention and care services are often provided outside the public health sector by family 
members and community groups, and that targeted prevention programmes aimed at 
marginalised groups are often one of the most effective HIV interventions.  

Social protection is another key element in DFID’s AIDS Strategy. However, only £80 
million of the £200 million pledged to social protection programmes is new money, 
additional to existing commitments. This funding is part of DFID’s broader support for 
vulnerable households rather than being specifically aimed at those affected by HIV/AIDS.  

Moreover, cash transfers, while very effective in some situations, are not a sufficient 
mechanism for reaching those most in need and many of the most vulnerable people 
affected by HIV/AIDS, particularly children, may be excluded from social protection 
programmes. Marginalised people, particularly those engaged in activities deemed to be 
illegal, such as sex workers and drug users, are often unwilling or unable to access services 
and their children may therefore fail to be reached by generalised provision of this kind. 
DFID needs to have mechanisms in place to track its funding for social protection to 
ensure that it is reaching children and other vulnerable people affected by HIV/AIDS.  

The global economic downturn has contributed to the failure of many donors to honour 
pledges made on HIV/AIDS funding. The UK’s adherence to its commitments is welcome 
but it must do more to put pressure on donor partners to meet their pledges, including to 
the Global Fund to fight AIDS, TB and malaria, which has suffered a US$3 billion deficit in 
funding this year. It is very disappointing that the 2010 target for universal access will be 
missed by a wide margin. This must not be compounded by failure to maintain the levels 
of support for HIV/AIDS programmes agreed by the international community. 
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Treatment for women and children, and particularly prevention of mother to child 
transmission services, must be prioritised. DFID should continue to work to develop 
mechanisms which help to increase availability and lower the cost of anti-retroviral 
treatment in developing countries, including patent pools.  

DFID’s focus is now shifting to fragile states. Lead responsibility for HIV/AIDS 
programmes in middle-income countries, where DFID no longer has a presence, but 
where prevalence rates are often high, will be taken by the Foreign and Commonwealth 
Office. It is not clear that the FCO has the necessary resources or expertise to undertake 
this task, particularly in relation to marginalised and vulnerable people, or that 
mechanisms are in place for DFID to provide the necessary advice and assistance.  
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1 Introduction 
1. HIV/AIDS remains a significant global health challenge. While the percentage of adults 
living with HIV worldwide has been stable since 2000, there were an estimated 2.7 million 
new infections in 2007. The annual number of new infections remains high and continues 
to outpace the annual increase in the number of people receiving treatment.1 The total 
number of people living with HIV (PLWH) is now 33 million. In its latest report on the 
global AIDS epidemic, UNAIDS (the Joint UN Programme on HIV/AIDS) estimated that 
2 million people died due to AIDS in 2007. This was an increase on the 2001 estimate of 1.7 
million.2 Moreover, the number of deaths is increasing in parts of Africa, particularly 
eastern and southern Africa.3  

2. Some progress in providing treatment is being made and the use of anti-retroviral 
(ARV) therapy has increased: of the estimated 9.5 million people in need of treatment in 
2008 in developing countries, 42% had access, up from 33% in 2007. The greatest increase 
in access has been in sub-Saharan Africa, where two-thirds of HIV infections occur.4 

The inquiry 

3. At the beginning of this Parliament, we made a commitment to undertake an annual  
inquiry into HIV/AIDS. In 2005 we examined the provision of anti-retroviral treatment; in 
2006 we looked at marginalised groups; in 2007 we combined our work on HIV/AIDS with 
our inquiry into Maternal Health; and last year we assessed the Department for 
International Development’s (DFID) recently published HIV/AIDS Strategy.5  

4. Our 2008 Report welcomed many of the initiatives and commitments announced in 
DFID’s new HIV/AIDS Strategy.6 However, we expressed concern about a number of 
issues. In particular, we had been unable to examine the process which DFID planned to 
use to monitor and evaluate the Strategy’s implementation because its Monitoring and 
Evaluation Framework was not published until after our inquiry had been completed. Our 
Report also identified significant deficiencies in detail in the Strategy which the 
Government Response did not adequately address, despite a number of requests for 
specific information.7  In this year’s inquiry, we therefore decided to follow up some of the 

 
1 World Health Organisation, Towards Universal Access: Scaling up priority HIV/AIDS interventions in the health 

sector, Progress Report 2009, September 2009, p 4 

2 UNAIDS, 2008 Report on the global AIDS epidemic, July 2008, p 32. The estimate range was 1.8-2.3 million in 2007 
and 1.5–2.3 million in 2001 

3 World Health Organisation, Progress on health-related Millennium Development Goals, May 2009 

4 World Health Organisation, Towards Universal Access: Scaling up priority HIV/AIDS interventions in the health 
sector, Progress Report 2009, September 2009, p 5 

5 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; Twelfth Report of Session 
2007-08, HIV/AIDS: DFID’s New Strategy, HC 1068-I 

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

7 International Development Committee, First Special Report of Session 2008-09, HIV/AIDS: DFID’s New Strategy: 
Government Response to the Committee’s Twelfth Report of Session 2007-08, HC 235 
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issues which we felt had not been resolved in the Government’s Response, as well as 
examining recent developments in the implementation of the Strategy. 

5. In the course of this inquiry we received written submissions from 19 organisations. We 
held one oral evidence session in two parts: the first with non-governmental organisations 
and the second with Mr Michael Foster MP, Parliamentary Under-Secretary of State for 
International Development and DFID officials. We would like to thank all those who 
contributed to our inquiry.  

Structure of our Report 

6. In Chapter 2 we examine how DFID’s Strategy will be monitored and evaluated. In 
Chapter 3 we look at DFID’s funding for strengthening health systems and its likely impact 
on HIV/AIDS programmes. Chapter 4 analyses how effectively HIV/AIDS programmes 
are integrated with strategies for tackling other related diseases. The extent to which social 
protection programmes will help those made vulnerable by HIV/AIDS, particularly 
children, is discussed in Chapter 5. Chapter 6 examines the Strategy’s approach to 
marginalised groups. Chapter 7 looks at access to anti-retroviral treatment. We then 
examine overall funding for HIV/AIDS programmes and DFID’s co-operation with other 
multilateral and bilateral donors (Chapter 8). The final chapter looks at the effectiveness of 
cross-Whitehall working and, in particular, the role of the Foreign and Commonwealth 
Office in taking forward  HIV/AIDS work in middle-income countries.  
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2 Monitoring and evaluation 
7. In last year’s Report we expressed our regret that DFID had not made available its 
Monitoring and Evaluation (M&E) Framework at the same time as its new Strategy was 
published, in June 2008.8 We found the Strategy to be “strong on rhetoric but weak on 
communicating how DFID will implement it.” We noted that there were “few measurable 
targets or indicators of how the Strategy’s effectiveness will be assessed” and stressed the 
need for the M&E Framework to set out specific targets and indicators, to enable an 
assessment to be made of whether DFID’s HIV/AIDS programmes were achieving their 
aims.9 We highlighted that, in its 2004 Strategy, DFID’s indicators of success had been 
linked primarily to funding targets rather than to outcomes. We observed that, in the new 
Strategy, DFID was still concentrating on funding levels rather than measuring 
effectiveness:  “there remains an emphasis on the amount of money which will be spent 
rather than the impact which will be measured”.10 

8. DFID eventually published the M&E Framework, Achieving Universal Access: 
Monitoring performance and evaluating impact, in December 2008.11 The document states 
that the Department sees monitoring of the performance and evaluating the impact of its 
HIV/AIDS activities as a “central part of DFID’s corporate performance systems”. It 
emphasises that: 

Keeping track of the inputs, processes, outputs, outcomes and impacts of DFID 
funded bilateral and multilateral programmes, and UK activities to influence others, 
is key to ensuring that the UK responds quickly to fill gaps in performance as well as 
ensuring transparency and accountability.12  

A further document, Achieving Universal Access—a 2008 baseline, was published in 
October 2009.13 This provides a snapshot of the global AIDS epidemic in mid-2008, when 
the new Strategy was launched, and sets a baseline against which the impact of DFID’s 
HIV/AIDS commitments will be measured. DFID says that “It is against these 
commitments that we will be held to account in future biennial reporting.”14  

9. Several witnesses praised DFID for publishing the Baseline to complement the M&E 
Framework. Sally Joss of the UK Consortium on AIDS and International Development 
said that it was “a massive move forward from the previous AIDS strategy where there was 
no baseline and not really a monitoring and evaluation framework to even start to measure 
what is happening”. Mike Podmore of VSO applauded DFID for linking its Strategy to 

 
8 Twelfth Report of Session 2007-08, HIV/AIDS: DFID’s New Strategy, HC 1068-I, para 117 

9 ibid, Summary 

10 ibid, para 112 

11 DFID, Achieving Universal Access—Monitoring performance and evaluating impact, December 2008 

12 Achieving Universal Access—Monitoring performance and evaluating impact, p 4 

13 DFID, Achieving Universal Access—a 2008 Baseline, October 2009  

14 ibid, p iv 
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global targets and indicators and said that DFID was “leading well at the international level 
in terms of global indicators”.15  

10. DFID has committed to reporting on performance of its HIV/AIDS Strategy every two 
years, with the first progress report to be published on World AIDS Day (1 December) 
2010.16 The information for the biennial reports will be compiled from: 

• biennially collated overviews of the AIDS response from DFID country, regional, 
policy and multilateral representatives; and 

• information embedded in DFID corporate performance systems. 

This information will then be set in the context of internationally agreed targets and 
indicators administered and collated routinely by UNAIDS and partner countries.17 The 
overviews will be collated systematically every two years and will describe the situation in-
country, including the epidemic status, the aid environment and the key actors. They will 
provide details of how DFID is performing against each of the five priorities set out in 
Achieving Universal Access:  

• Priority 1: Increase effort on HIV prevention; sustain momentum for treatment; 
increase effort on care and support  

• Priority 2: Respond to the needs and protect the rights of those most affected  

• Priority 3: Support more effective and integrated service delivery  

• Priority 4: Making money work harder through an effective and co-ordinated 
response  

• Priority 5: How we will turn our strategy into action. 18 

A template showing the information that will be collected from DFID country offices has 
been included as an annex to the M&E Framework.19 

11. Witnesses commended DFID for the process it had followed in the development of the 
M&E Framework, commenting that it had used a “groundbreaking approach in engaging 
civil society in the monitoring process […] and in making the framework more relevant for 
those involved in the implementation of the Strategy”.20 At DFID’s request, the UK 
Consortium on AIDS and International Development (“the UK Consortium”) set up an 
Indicators Working Group (IWG). The International HIV/AIDS Alliance (“the Alliance”) 
said that:  

Whilst the IWG was asked to focus [on] the development of indicators, it was able to 
provide support and expertise to inform other parts of the framework. DFID’s 

 
15 Q 3 [Mike Podmore] 

16 Achieving Universal Access—Monitoring performance and evaluating impact, p 5 

17 ibid, p 6  

18 DFID, Achieving Universal Access, June 2008, pp 62-66  

19 Achieving Universal Access—Monitoring performance and evaluating impact, pp 16-20 

20 Ev 51 
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commitment to the process and the IWG was clearly shown through the continued 
engagement of staff and the openness and honesty with which meetings were 
conducted […] the discussion between the IWG and DFID led to a more balanced 
approach to monitoring and evaluation of the Strategy. It allowed DFID’s efforts to 
be informed by recognized good practice and the direct experiences of monitoring 
HIV responses. The discussion and joint inputs have resulted in more requests for 
qualitative information within the data collection tools, which will facilitate 
documentation of good practice for knowledge sharing and learning.21 

However, there was some criticism of the process. The Alliance pointed out that: 

The short timeframes for review of draft documents and provision of feedback, and 
the application of Chatham House rules to the IWG proceedings, limited the ability 
of the IWG to consult and engage the stakeholders it was representing. From the 
outset there appeared to be lack of clarity of the purpose of the group, with no efforts 
to agree on Terms of Reference for the IWG or to clarify its role in the final decisions 
related to the selection of indicators. IWG members were not assured endorsement 
of the final product.22  

Alvaro Bermejo, Executive Director of the Alliance, told us that he “welcomed the initiative 
at the beginning in the sense it was very innovative, it was one of the first times that DFID 
was really involving civil society in setting up indicators they were going to use”.23 But he 
regretted that “both from civil society and from the DFID side I think we were unable to 
see that translated into the final product and many things slipped in that path.  The one 
thing we did not really achieve was to get a clear definition of what success would look 
like.”24  

12. Witnesses remained concerned about the likely effectiveness of the monitoring and 
evaluation process. World Vision said that, before the publication of the M&E Framework,  
there had been “high expectations” that answers to important questions about how the 
Strategy would be monitored would be provided. However, in their view, the question of 
what the UK Government’s contribution would be towards achieving the Strategy’s goals 
had yet to be answered:  

While the Framework outlines how the collective progress by the international 
community will be monitored, it does not attempt to systematically measure the 
contribution made by the UK Government. This impedes monitoring of the 
Government’s performance and evaluation of the impact of the Strategy on UK 
Government policy.25 

Sally Joss of the UK Consortium had similar reservations: 

 
21 Ev 51 

22 Ev 51 

23 Q 2 

24 Q 2 

25 Ev 84 
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One of the difficulties with a lot of the present AIDS strategy is that it is going to be 
very difficult to attribute what DFID has done in the harmonised international 
efforts to tackle HIV and AIDS and I think it will be very difficult to work out exactly 
what DFID has contributed to the general battle against AIDS.26 

13. The Minister told us that he appreciated that monitoring and evaluation was “not an 
easy task” and that “complexity does provide us with a test”. The AIDS Strategy and the 
Baseline assessment were geared at the “strategic end rather more than at a […] more 
operational level”. He stressed that DFID was keen to listen to the views of others, but it did 
not want to “spend valuable resource measuring for no benefit”. It was necessary to balance 
“the need for detailed measurement against using numbers and data that are already 
available”.27  Many witnesses believed that publication of the completed biennial country 
overviews would make a significant contribution to increasing transparency and 
accountability and would assist those outside DFID to assess the impact of its HIV/AIDS 
programmes. When we pressed DFID officials on their plans for making this information 
public, Jerry Ash, Team Leader for AIDS and Reproductive Health, said that DFID would 
“seriously consider publishing the country returns in full”.28 

14. We welcome the innovative approach which DFID used in drawing up the 
Monitoring and Evaluation Framework for its HIV/AIDS Strategy. We look forward to 
the publication of the first biennial report on World Aids Day 2010, and expect it to 
provide valuable information on progress made by DFID against its commitments in 
the Strategy. To further enhance transparency and accountability, we recommend that 
DFID publishes, in full, the completed biennial country overviews of progress against 
its priorities for action. This will assist all stakeholders, including ourselves, in 
assessing whether DFID is achieving its objectives for its HIV/AIDS activities.  

15. A challenge remains, however, in disaggregating DFID’s contribution from that of 
other partners in the global AIDS effort. This is necessary to demonstrate to UK 
taxpayers what the UK’s substantial funding for HIV/AIDS is achieving. We 
recommend that, in response to this Report, DFID provides us with further 
information on its plans for measuring the specific contribution its funding is making 
to tackling HIV/AIDS. 

 

 
26 Q 3 [Sally Joss] 

27 Q 23 

28 Q 25 [Jerry Ash] 
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3 Health system strengthening  
16.   One of the central pillars of DFID’s HIV/AIDS Strategy is the commitment to spend 
£6 billion in the period to 2015 on health system strengthening. This includes: increasing 
the number of health staff in developing countries; funding for more and better hospitals 
and clinics, improving the supply of drugs and equipment; increasing access to services; 
and improving the management and co-ordination of health services.29  

17. In our Report last year, we welcomed this substantial funding and emphasised that 
“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.” We 
expressed concern, however, “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 recommended that the monitoring and evaluation framework included mechanisms to 
track the impact of funding for health systems strengthening specifically on HIV/AIDS 
treatment and care. We also asked for much greater detail on how this sum would be spent, 
including precise allocations and timescales.30  

18. In its response to our Report, DFID failed to provide the information that we had 
requested. It said that “specific decisions about spending and allocations to programmes, 
including on AIDS, are taken at country level. These programming choices are made 
according to specific national and regional profiles.” It was emphatic in telling us that “it is 
not feasible, practical or desirable to set out detailed multi-country plans in a 7-year 
Strategy.”31 Despite our recommendation on the need for indicators to track the impact 
specifically on HIV/AIDS of health systems funding, the only provision in the M&E 
framework in relation to health systems funding is that: 

DFID corporate performance systems will be used to report on progress against the 
strategy’s £6 billion health systems and services commitment. This will be derived 
from bilateral expenditure identified as targeting the health sector as well as an 
imputed share of core contributions to multilateral organisations, civil society 
organisations and DFID’s provision of debt relief.32 

19. The UK Consortium told us that there is consensus among health and HIV 
professionals globally that “health system strengthening is critically under-funded in most 
developing countries and that health and HIV funding and programming needs to be more 
closely integrated”.33 However, witnesses shared our concern that, a year on, it remains 
unclear how the £6 billion would contribute to supporting the achievement of universal 
access to HIV/AIDS care.34 Whilst welcoming DFID’s substantial funding, VSO said that 

 
29 See DFID, Achieving Universal Access—the UK’s Strategy for halting and reversing the spread of HIV in the 

developing world, June 2008, pp 35-36 and Achieving Universal Access—Monitoring performance and evaluating 
impact, p 13 

30 Twelfth Report of Session 2007-08, HIV/AIDS: DFID’s New Strategy, HC 1068-I, paras 19-20 

31 First Special Report of Session 2008-09, HIV/AIDS: DFID’s New Strategy: Government Response to the Committee’s 
Twelfth Report of Session 2007-08, HC235, pp 2-3 

32 Achieving Universal Access—Monitoring performance and evaluating impact, p 9 

33 Ev 73 

34 Ev 52 
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“it remains controversial that there was no commitment to what percentage of that will be 
spent on HIV and that there were very few HIV-specific funding targets.” It considered 
that this sent a “worrying message” that broader health system strengthening would be 
promoted at the expense of funding for HIV programmes.35 

20. Witnesses emphasised that an effective response to HIV requires activities beyond 
public health systems. In particular, some commentators were concerned that, while 
strengthening health systems was necessary to improve HIV/AIDS treatment, there was a 
risk that it would not contribute effectively to HIV prevention. The Alliance told us that:  

DFID’s focus on health systems strengthening potentially undermines DFID’s own 
commitment to HIV prevention, as there is a limit to how much of a role health 
services can play in HIV prevention. […] Given the urgent need to increase 
investment in HIV prevention if the spread of the virus is to be halted and reversed 
by 2015, it is essential that DFID supports more immediate investments to maintain 
progress and inject support into urgent preventative measures that may need to be 
addressed outside the formal health system.36  

In our 2006 Report on marginalised groups affected by HIV/AIDS, we said:  

[…] programmes which address the drivers of epidemics, rather than generalised 
programmes, will be most successful in combating the spread of HIV/AIDS. Social 
and legal barriers to effective prevention and treatment programmes for key groups 
need to be addressed in some countries to ensure successful implementation of 
national HIV/AIDS strategies.37 

Targeted prevention programmes aimed at high-risk marginalised groups have the 
potential to be a much more effective intervention than generalised treatment programmes 
offered by public health services. Where such prevention programmes are successful in 
reaching the marginalised groups which are the “drivers” of epidemics, this may reduce the 
rate at which the disease spreads into the general population. Fewer resources would then 
need to be devoted to treating large numbers of infected people in public hospitals and 
clinics.  

21. Alvaro Bermejo stressed that there is a “need to work beyond the health system to really 
prevent new sexually transmitted infections and new infections transmitted through the 
sharing of injecting equipment”.  He added: 

The money is going very much to health systems and I think you can see other 
efforts outside of health systems strengthening suffering from that focus, and it will 
be important to remind DFID, I think, that there is much more to a strategy that can 
curb the epidemic than just health systems. 38   

 
35 Ev 82 

36 Ev 52 

37 Second Report of Session 2006-07, HIV/AIDS: Marginalised Groups and Emerging Epidemics, HC 46-I, para 18 

38 Q 4 
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He raised the issue of stigma and discrimination in the healthcare system and workforce 
which may prevent people in high-prevalence groups seeking or gaining access to 
treatment and care. He called for DFID, and other donors, to ensure that indicators are put 
in place to enable the tracking of the impact of health system strengthening initiatives on 
vulnerable groups.39 (We will examine the issue of marginalised groups in more detail in 
Chapter 6.)    

22. Mr Bermejo was also concerned that prevention programmes might suffer as a result of 
the global economic downturn reducing the funding available for HIV/AIDS work. He 
believed that as “money gets tighter” the political response would be to concentrate on 
people who are currently receiving treatment at the expense of prevention programmes: 

I think we are going to see in the next two or three years the tendency started two 
years ago of a more reductionist approach in which the HIV/AIDS response is seen 
just in terms of healthcare systems and it will not be enough, it will not curb the 
epidemic.40 

23. Evidence from UNICEF highlighted that it remains unclear how HIV/AIDS prevention 
programmes would be funded, particularly programmes to improve life skills education for 
young people and “initiatives to address the underlying drivers of HIV infection, such as 
gender norms, multiple concurrent partnerships and age disparate relationships, which 
increase young people’s vulnerability to HIV infection.”41  

24. In addition to the risk of HIV prevention receiving insufficient funding and attention, 
Mike Podmore of VSO pointed out that care and support was the “often-forgotten pillar of 
universal access”. Health system strengthening focused on hospitals and clinics and 
ignored the important aspects of care and support provided in the community. As people 
with HIV and AIDS live longer, due to the increased provision of anti-retroviral treatment, 
there was a growing need for more long-term care and support services. He stressed that it 
was most often poor women and children in communities who were providing the 
necessary support. Their contribution was largely unrecognised, nor were they being 
provided with the resources they needed. He believed that DFID should ensure that health 
system strengthening encompassed “hospitals all the way to the home” and recognised that 
it “is not just about channelling money through governments because it is the community-
based responses that are really delivering care and support on the ground and a lot of 
prevention interventions.”42 

25. We strongly support the substantial funding which DFID is providing to strengthen 
health systems in developing countries and fully accept that capable and well-resourced 
health services are an integral part of an effective HIV/AIDS strategy. We remain 
seriously concerned, however, that DFID has no mechanisms in place to track the 
impact which its £6 billion funding for health systems will have specifically on 
HIV/AIDS care, despite this being one of the key elements of its Strategy. We reject 

 
39 Q 4 

40 Q 5 

41 Ev 80 

42 Q 6 [Mike Podmore] 
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DFID’s assertion that it is not “feasible, practical or desirable” to specify how its £6 
billion in health systems funding will be allocated. We recommend that, in response to 
this Report, the Department provide us with a meaningful breakdown of its spending 
plans for this funding package, at least over the next two to three years, including an 
indication of how HIV/AIDS programmes are likely to benefit. 

26. The focus on health systems also ignores that fact that some of the essential 
components of universal access, particularly prevention and long-term care in the 
community, may not benefit from health systems funding. We recommend that, in 
response to this Report, DFID sets out how it will ensure that its HIV/AIDS Strategy 
promotes an holistic approach which includes prevention, treatment, care and support 
for all people living with HIV/AIDS, including those vulnerable to discrimination and 
stigmatisation. This approach must also recognise that prevention and care services are 
frequently provided outside the public health sector, by family members and 
community groups, and that targeted prevention programmes aimed at marginalised 
groups are often one of the most effective HIV interventions. 
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4 Integration of HIV/AIDS with other 
disease programmes 
27. We highlighted the importance of an integrated approach to tackling HIV, tuberculosis 
(TB) and malaria in our Report last year.43 In its Strategy, DFID recognised the link 
between AIDS and other diseases and the need for more integrated care. It says that “in 
hyper-endemic countries, TB and HIV are fuelling each other, and the need for integration 
is made more urgent by the steep rise in drug resistant TB infections”.44 DFID pointed out 
that around one-third of AIDS deaths worldwide are due to TB, and that TB is the most 
common cause of death in people receiving anti-retroviral therapy.45  

28. In our 2008 Report we said that we were not convinced that DFID was taking sufficient 
steps to ensure that the specific challenge of interaction between HIV and TB was tackled, 
nor had it set out how it would measure the effectiveness of its Strategy in addressing the 
interaction. We requested a clearer indication of how this work would be taken forward 
and measured in DFID’s Monitoring and Evaluation Framework.46 In its response, DFID 
pointed out that the data which it now plans to collect from its country offices on a biennial 
basis will include specific questions on how DFID is supporting the integration of HIV and 
AIDS with TB, malaria and sexual and reproductive health and rights (SRHR). It could not, 
however, provide details on specific programme plans that we had asked for: DFID said 
that detailed information on implementation was documented in country and regional 
assistance plans.47  

29. Witnesses told us that a lack of clarity remained about how DFID would support 
integration. Sally Joss said that:  

Unfortunately, the M&E framework which has been set up for the new AIDS strategy 
does not require DFID offices to measure progress on TB and HIV integrated 
programmes and there is no indication of how much of the £6 billion that is to be 
spent on health systems will actually go to those programmes [....] there needs to be 
something added into the monitoring and evaluation framework which does track 
the integration of programmes of co-infections and other diseases like TB and 
malaria.48   

In its written evidence, the non-governmental organisation Results UK said that “the 
integration of HIV-TB services appears to have been unevenly prioritised in DFID’s work 
in the last twelve months”. Despite the progress that has been made by DFID, there was 
still a lack of integration in a number of high-burden countries. It urged DFID to “re-
emphasise the need for tailored integrated service delivery and that a framework for such 
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be incorporated into all Country Assistance plans”.49 Similarly, Kanco appealed to DFID to 
integrate specific TB and TB-HIV related interventions in the health programmes it 
supports.50  

30. Another of the issues we raised last year was that of diagnostic tools for TB. We 
highlighted the reliance on outdated diagnostic techniques, such as x-rays, which were not 
sufficiently effective in identifying the disease. The Minister stressed then that “improving 
diagnostics is right at the heart of creating improved universal health systems”.51 Results 
UK, in its written evidence to us this year, pointed out that, while DFID’s Strategy 
committed it to increase funding for research into an AIDS vaccine and microbicides, it 
had not made a similar commitment to increase funding for new diagnostic tools for TB.52 
These tools would be crucial to reducing morbidity and mortality among PLWH. Sally Joss 
of the UK Consortium told us: 

DFID’s future support for HIV in research and development should be looking at 
faster and more effective diagnostic tools for detecting TB because often current tests 
miss TB in people living with HIV, which means that there is a very high death rate.53 

31. World Vision highlighted that children, particularly those aged under five, are 
extremely vulnerable to contracting TB from infected adults in their households. It noted 
that the diagnosis of TB in HIV-infected children is “notoriously challenging” and that this 
difficulty could result in the under-reporting of the level of co-infection in children. The 
lack of paediatric drug formulations for TB made treatment of these children difficult.54 

32. Much of the focus is on co-infection with TB and malaria, but effort is also required to 
integrate HIV prevention with other disease programmes. Sally Joss stressed that “there are 
also co-infections like hepatitis that need to have an integrated programme of HIV 
services.”55 The Alliance noted the “urgent need for greater integration between hepatitis C 
and HIV responses among people who use drugs”. Large numbers of injecting drug users 
have HIV and hepatitis C virus (HCV) co-infection. The interaction of the two diseases 
produces more rapid disease progression and higher rates of mortality and morbidity. 
Diagnostic and treatment outcomes for both diseases could be significantly enhanced with 
greater integration. The Alliance stated: 

Rates of HCV testing are low, and despite being increasingly successful, access to 
treatment for HCV is very poor due to the high cost of patented drugs and the 
lacking capacity in health systems and community organisations to manage HCV 
treatment.56 
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The World Health Organisation (WHO) in its recent report on HIV/AIDS, Towards 
Universal Access, highlighted that: “Underlying viral hepatitis is becoming a major cause of 
death among people with HIV and hepatitis.”57 

33. We were disappointed that no measures for monitoring the integration of 
HIV/AIDS, TB and malaria programmes were included in the Monitoring and 
Evaluation Framework. An integrated approach to tackling these diseases is a key 
element in an effective AIDS strategy, given that so many people with HIV die from TB 
and malaria and that people with TB and malaria are more vulnerable to HIV. More 
resources are needed to promote early detection of TB, including funding for new 
diagnostic tools, as well as support for research into new drug treatment regimes. 
Greater attention must also be given to interaction with other diseases, particularly 
hepatitis C. We recommend that, in response to this Report, DFID provides us with 
information on its plans for developing programmes and funding research into co-
infections between HIV/AIDS and other diseases, beyond TB and malaria.   

Integration with sexual and reproductive health 

34. In our Report last year, we stressed that “there are close intersections between sexual, 
reproductive and maternal health and HIV/AIDS.”58 We welcomed DFID’s 
acknowledgement in the Strategy of the need to integrate sexual and reproductive health 
and rights services (SRHR) with HIV/AIDS programmes. The Strategy pointed out that 
nine out of ten people with HIV were infected through sex or mother to child 
transmission. It emphasised that “sexual and reproductive ill health and HIV are 
influenced by the same underlying factors and can usually be tackled through the same 
channels”.59  

35. Interact Worldwide agreed that the causes of poor SRHR and HIV/AIDS are closely 
related and highlighted that they have common drivers: poverty, gender inequality, 
marginalisation, stigma, discrimination and denial.60 The Alliance noted that DFID’s 
Maternal Health and SRHR Strategy, initially planned for publication in mid-2009, had 
been postponed indefinitely and that DFID had lost the opportunity to “concretise” its 
position: 

Beyond the promise to intensify efforts to halve unmet need for family planning by 
2010, neither the Strategy nor the M&E framework include a target related to 
universal access to comprehensive reproductive health, as articulated in the MDG 
target 5b, or to sexual health, and the realisation of sexual and reproductive rights as 
a critical component of HIV responses.61 

It believed that: 
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Upgrading the 2004 SRHR Position Paper to the level of a strategy to guide the UK’s 
support for maternal health and SRHR, with its accompanying targets and M&E 
framework, will reinforce and support the operationalisation of the emphasis on 
linkages with HIV outlined in the Strategy.62 

36. We welcome DFID’s acknowledgement of the close links between promoting sexual 
and reproductive health and tackling HIV/AIDS. We were, however, disappointed to 
learn that DFID had postponed indefinitely the publication of its Maternal Health and 
Sexual and Reproductive Health and Rights Strategy, initially planned for mid-2009. 
We urge DFID to publish this important document as soon as possible and to ensure 
that it takes full account of the need for the integration of HIV/AIDS programmes with 
sexual, reproductive and maternal health services.  
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5 Social protection programmes 
37. In its new HIVAIDS Strategy, DFID moved from providing earmarked funding for 
children orphaned or made vulnerable by HIV/AIDS (OVCs) to a new approach of 
spending £200 million over three years on social protection programmes, including cash 
transfers. DFID said that this funding would provide “effective and predictable support for 
the most vulnerable households, including those with children affected by AIDS.” The 
programmes were intended to operate in eight African countries.63  DFID told us that 
“robust evidence” had shown that social protection can strengthen families affected by HIV 
and AIDS: 

[…] cash transfers can help secure basic subsistence, reduce poverty and protect 
children's access to education, health and good nutrition. Cash transfers should be 
seen as part of broader social protection measures that include family support 
services to protect children from abuse, accessible and affordable health care and 
education, psychosocial support and broad livelihoods support.64 

38. In our Report last year, we asked DFID to clarify how much of the £200 million was 
new money, given that it already had social protection programmes in place in a number of 
countries. We also stated that we expected to see indicators included in the Monitoring and 
Evaluation Framework which would measure the extent to which social protection funding 
was specifically benefiting children affected by HIV/AIDS.65 In its Response, DFID 
informed us that £120 million had already been committed for social protection 
programmes in the period 2008-2011 and therefore £80 million could be considered as 
“new money for new programmes”. Under the M&E Framework, DFID country offices 
would report on the impact of this expenditure on OVCs as part of its biennial reporting.66 

39. Witnesses in this year’s inquiry continued to express concern that social protection 
programmes may not benefit children affected by HIV/AIDS. World Vision told us: 

There is a danger that funding for social protection will be regarded as limited to 
providing cash transfers which, whilst important, are only one part of the required 
package of policies and services needed to care for and protect vulnerable children 
affected by HIV and AIDS (others include: child and legal protection services, 
psycho-social support, and strengthened community support.) Social transfers do 
not necessarily benefit vulnerable children living outside family settings and in 
households where there is poor intra-household distribution.67 

The International HIV/AIDS Alliance pointed out that “children who are the most 
vulnerable to HIV infection and also to the impact of HIV on their lives are most likely not 
to benefit from development interventions”. This includes children with disabilities, street 
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and working children, and children of people who use drugs and of sex workers. It 
highlighted that “social protection programmes in general, and in particular programmes 
that promote community targeting of vulnerable families, are in danger of excluding 
families due to stigma and discrimination by community members and institutions”. 
People affected by HIV/AIDS are often engaged in activities which are categorised as illegal 
in the countries where they live, for example sex work and drug use. This contributes to the 
difficulties in identifying children and families in need of assistance because people often 
do not come forward due to “fear of police harassment, legal action and separation of 
children from their families” and are therefore often excluded from services.68  

40. Sally Joss told us that “one of the biggest issues around all of the social protection is that 
cash transfers are not enough and that there need to be on the ground welfare support 
services that are supporting vulnerable households, vulnerable groups”.69  DFID witnesses 
confirmed that “a lot of the work we are doing at the moment is looking at cash 
transfers”.70 When we asked about people who were excluded from social protection 
schemes, Alastair Robb, Senior MDG Results Adviser, said that, although there were a huge 
number of very poor people who would benefit from cash transfers, “those people that are 
really out of reach of the whole system are not going to be the ones who will benefit from 
this”. He told us that “over time” DFID would produce an analysis to assess how cash 
transfers impact on the lives of the poor people receiving them, including children, 
orphans and people with HIV. 71 

41. We are also concerned that there is a lack of clarity within DFID about the countries in 
which its social protection programmes will operate. Although the Strategy specified that 
programmes would be developed in eight African countries, when the Minister gave 
evidence last year he was not able to tell us which countries these would be, as this was still 
being finalised.72  Witnesses in this year’s inquiry expressed concern that, halfway through 
the funding period for the programmes, DFID had “still not defined which countries these 
are and so monitoring progress remains impossible”.73 In evidence this year, DFID 
witnesses told us that there was “not a fixed or static number” of countries where DFID 
intended to work on social protection, although programmes were currently operating in 
Kenya, Malawi, Rwanda, Sierra Leone, South Africa, Zambia and Zimbabwe. More 
programmes might be added in the future as existing programmes came to an end.74 The 
Minister acknowledged the need to make more information available on the programmes 
and the intended outcomes and undertook to “look at what we can do”.75 

42. We remain concerned that many of the most vulnerable people affected by 
HIV/AIDS, particularly children, may be excluded from social protection programmes. 
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Cash transfers, while very effective in some situations, are not a sufficient mechanism 
for reaching those most in need because marginalised people, particularly those 
engaged in activities deemed to be illegal, are often unwilling or unable to access 
services.  We are not convinced that DFID has the necessary mechanisms in place to 
enable it to measure the impact which its funding for social protection is achieving and 
to assess whether it is reaching the priority groups affected by HIV/AIDS. We 
recommend that, in response to this Report, DFID provides us with detailed 
information on how it plans to track its social protection funding and sets out the 
mechanisms it will use to measure its impact.  
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6 Marginalised and vulnerable groups 
43. In our Report last year we said: 

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.76 

We asked DFID to provide us with more information about its plans for reaching 
marginalised groups. DFID’s response was that “it is not possible to provide this level of 
detail in a global strategy”, although it did provide some specific examples of its work with 
high risk groups in India, Kenya and Vietnam.77 In China, we saw for ourselves the 
significant impact which DFID’s work with marginalised groups was having. An 
independent external review of the initial project, which was focused on the poor western 
provinces, concluded that it had led to a range of positive outcomes, including: increased 
condom use; reduction in needle-sharing amongst IDUs; sex workers being empowered to 
negotiate 100% condom use; and a decrease in stigma. DFID subsequently committed £30 
million to its HIV/AIDS programme in China over five years to build on this successful 
work.78 

44. DFID’s Strategy recognises the need to create programmes specifically aimed at  
disadvantaged and marginalised groups. It notes that the groups most affected by AIDS are 
women, young people, children, men who have sex with men (MSM), injecting drug users 
(IDUs), sex workers and prisoners. They are: 

• more likely to be living with HIV than the general population; 

• less able to deal with the impact of the epidemic; and 

• most likely to be failed by existing policies, programmes, support and services. 

The Strategy emphasises the need to “address the underlying drivers of their susceptibility 
and vulnerability. Thus, tackling AIDS means addressing social exclusion and safeguarding 
human rights.”79  

45. Witnesses agreed that IDUs, sex workers, MSM, other sexual minorities and prisoners 
are among the most marginalised groups in society and suffer the most discrimination. In 
many countries the authorities deny the existence of these groups or their behaviour is 
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classified as illegal. Access to public health services is often difficult, due to distance, cost, 
stigmatisation or cultural factors. For example, where drug use is illegal, injecting drug 
users often do not use government health services for fear of prosecution or because they 
are subjected to discrimination by health staff.80 

46. Mike Podmore of VSO identified people with disabilities as a particularly vulnerable 
group who were frequently forgotten in international policy discussions. He believed that 
there was a need for “increased and directly focused support for disabled persons’ 
organisations in-country” to enable them to influence policy dialogue. He said that DFID 
should support innovative projects that disabled people’s organisations were trying to 
promote to enable them to participate in the planning and delivery of HIV services. He 
told us that “often, even in the community, in people’s homes it is people with disabilities 
who are left behind when everyone else goes to the HIV prevention talk in the 
community.” He called for DFID to support advocacy networks such as the African 
campaign on HIV and AIDS and disability, and other similar national networks.81  

47. Similarly, World Vision highlighted that: 

Children and adults with disabilities are routinely ignored and marginalised because 
of fear and misunderstanding around disability.  This includes exclusion from HIV 
prevention and support services.  Less than 10% of disabled children in sub-Saharan 
Africa receive an education and therefore more than 90% miss out on school-based 
HIV-education programmes. Literacy rates are very low amongst people with 
disabilities.82  

It said that there is a “mistaken belief that disabled people are not sexually active and are 
not at risk from HIV infection” and that “this misapprehension is doubly damaging and 
dangerous as children and adults with disabilities are 2-3 times more likely to face sexual 
abuse and violence.” Street children were also identified as:  

[…] one of the most marginalised groups when it comes to accessing HIV-related 
services and support. Care for orphans and vulnerable children often evolves from 
home-based care programmes—which by their very nature are poorly suited to 
reaching children who live or work on the street. Street children are more likely to be 
sexually active at a younger age. They are unlikely to use testing and counselling or 
treatment services, access to which often depends on consent from a parent or 
guardian and a stable, supportive home life. Street children are in great need of HIV 
prevention services, but rarely receive them.83  

Role of civil society in providing HIV/AIDS services 

48. In our 2008 Report, we emphasised that “civil society is particularly important in 
reaching marginalised groups who are much less likely to use services provided by the 
state.” However, it was not clear to us from the Strategy how DFID would support civil 
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society organisations to undertake HIV/AIDS work and we requested further information. 
The Government’s Response acknowledged “the important role that civil society has 
within an effective AIDS response” and provided us with examples of DFID support for 
civil society interventions in a number of countries. These included DFID funding in Nepal 
for a Challenge Fund managed by the National Association of People Living with 
HIV/AIDS which worked with 70 community-based organisations providing nutrition 
support, treatment, care homes and referrals for 5,000 people living with HIV/AIDS.84 

49. The UK Consortium told us that “in the short to medium term, and until public health 
systems are improved, civil society organisations can often target and provide services 
more quickly and effectively to the hardest to reach communities”.85 However, Alvaro 
Bermejo of the Alliance believed that DFID’s ability to use civil society to reach 
marginalised groups effectively was hampered by the need to reduce administrative costs. 
He said “they have less and less staff both on the ground and here [in London] and thus are 
looking to reduce their transactional costs [and] the amount of time it takes to mobilise 
resources and support”. He said that many of the civil society organisations working in 
HIV/AIDS were small and “very diversified” and partnership with them took up a lot of 
time. He felt that efficiency savings were driving DFID towards budget support for 
multilateral programmes where “hundreds of millions of dollars” could be disbursed 
without having to deal with small community groups. He suggested that one solution to 
the current problem of interacting with smaller groups would be for a number of donors to 
pool their funds and hire a technical management agency to disburse funds to small civil 
society groups.86    

50. The impact of a reducing staff headcount on DFID’s work has featured in a number of 
our reports. Specifically in relation to HIV/AIDS, our 2008 Report noted 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.”87 
In response, DFID said that the balance of posts in the organisation would move away 
from general administrative roles to a “greater concentration on professional skills” and 
that “we expect to employ more staff with political and institutional knowledge about our 
stakeholders; and with skills enabling them to build relationships and communicate 
effectively.”88 We will return to the question of the impact of efficiency savings on DFID’s 
wider operations in our forthcoming inquiry into the DFID Annual Report 2009.  

51. Reaching the most marginalised people and those excluded from society with 
effective HIV/AIDS interventions can often best be achieved by small civil society 
organisations who understand the needs of specific groups of disadvantaged people.  
Engaging with such organisations requires adequate staff time and expertise. We 
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remain concerned that DFID staff reductions mean that the Department is less well-
equipped to do this necessary work than previously.  

52. DFID has given us some impressive examples of how it is using Challenge Funds 
channelled through umbrella organisations to support community-based 
organisations. We are not, however, convinced that DFID yet has a comprehensive 
strategy for working through civil society and community groups to reach the people 
most in need of HIV/AIDS services. We recommend that DFID, in response to this 
Report, provide us with further information on how it will use its monitoring and 
evaluation mechanisms to measure the effectiveness of its funding for HIV/AIDS civil 
society groups.  

Gender-based violence 

53. In our 2008 Report on Maternal Health we noted that “gender-based violence has a 
powerful impact on women’s health, and contributes to unplanned pregnancies, abortions 
and the spread of sexually transmitted infections, including HIV and syphilis.”89 In our 
2008 AIDS Report we expressed concern about “DFID’s lack of dedicated strategies and 
funding to address gender-based violence which is closely linked to the spread of HIV.”90 
In its response, DFID told us that it would address the issue of gender-based violence 
through its existing Gender Equality Action Plan and through its country programmes. It 
said that it was “reviewing the level of our work on violence against women, to evaluate 
where, and how, we can do more on this important issue.”91  

54. DFID announced in its recent White Paper a commitment to include, within its new 
security and access to justice programmes, measures to support women and girls affected 
by violence.92 We were also encouraged to see that one of the priorities for action in the 
M&E Framework is: “ensuring that gender analysis is integrated within national AIDS 
plans, and that targets and indicators are developed to measure the impact of AIDS 
programmes on women and girls.”93  However, the problem of gender-based violence 
against women and girls and its interaction with HIV/AIDS is still not being addressed 
directly.  

55. Gender-based violence is an abuse of women’s human rights and is a significant 
contributory factor in the spread of HIV. In its new White Paper, DFID has given a 
commitment to support women and girls affected by violence and its HIV/AIDS 
Monitoring and Evaluation Framework includes a provision for gender analysis of 
AIDS programmes. Although welcome, neither of these measures directly tackles the 
impact of gender-based violence on women and its links with HIV. DFID told us last 
year that it was reviewing its work on violence against women to assess where and how 
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it could do more to tackle it. We recommend that it shares the results of that review 
with us, in response to this Report. 
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7 Access to treatment 

Anti-retroviral treatment 

56. We now turn to consider the provision of anti-retroviral treatment (ART) for people 
living with HIV/AIDS. As we have noted, 42% of people requiring treatment in low- and 
middle-income countries received ART in 2008, up from 33% in 2007. However, this is 
well short of the target of universal access to treatment by 2010 set in Millennium 
Development Goal 6.94 The number of people requiring ART in the future will continue to 
increase due to a number of causes. Firstly, the number of people becoming infected with 
HIV is still growing, with new infections continuing to outpace the number receiving 
treatment. Secondly, the total number of people living with HIV will rise as people 
receiving ART live longer and continue to require treatment: ART is a lifelong 
intervention. Thirdly, as the All Party Parliamentary Group on AIDS pointed out in its 
report The Treatment Timebomb, improvements in health systems and the quality of care 
and support given to those living with HIV will also contribute to people living longer.95 

Fourthly, as testing programmes become more readily available the number of diagnoses 
will increase. The International AIDS Vaccine Initiative estimates that 55 million people 
will require access to ART by 2030.96 Alvaro Bermejo told us that: 

WHO in the next few weeks will issue new guidelines lowering the time in which you 
have to start treatment, so asking for people to start treatment with higher CD4 
counts because that has been seen to be the most productive approach.  That will 
immediately put millions of people onto our list of those in need of treatment.97 

57. Although we welcome the increase in access to anti-retroviral treatment which has 
been achieved, it is a serious concern to us that the global commitment to provide 
universal access to treatment by 2010 will not be met. We urge DFID to expand its 
programmes to increase access to anti-retroviral treatment. 

Provision of treatment for women and children 

58. The particular impact of HIV on women and children and the resulting need for 
effective treatment remains a serious concern. In sub-Saharan Africa, women now account 
for almost 60% of the adults living with HIV. HIV is the leading cause of mortality among 
women of reproductive age worldwide. Maternal morbidity and death have devastating 
effects on children’s health, well-being and survival. More than 90% of children living with 
HIV are infected through mother-to-child transmission during pregnancy, around the 
time of birth or through breast-feeding.98 For those children born with HIV, early 
treatment with ART within the first few months of their lives can dramatically improve 
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their survival rates. World Vision said that in South Africa mortality was reduced by 75% 
in infants living with HIV who were treated before they reached 12 weeks of age.99 

59. At the United Nations General Assembly Special Session on HIV/AIDS in 2001 the 
international community committed to reduce the proportion of infants with HIV by 50% 
by 2010 by ensuring that 80% of pregnant women and their children had access to essential 
prevention, treatment and care services.100 In its latest report on progress towards universal 
access, the World Health Organisation stated that access to services for the prevention of 
mother-to-child-transmission (PMTCT) in low- and middle-income countries continued 
to expand: 21% of pregnant women received an HIV test in 2008, an increase from 15% in 
2007; 45% of pregnant women living with HIV were receiving anti-retroviral drugs to 
prevent mother-to-child transmission.101 World Vision told us that: 

Without access to services to prevent this ‘vertical transmission’, about 35% of 
infants, born to mothers living with HIV, will acquire HIV during pregnancy, labour, 
delivery or breast-feeding. Without proper care particularly related to breast-feeding 
and nutrition, as well as anti-retroviral treatment, more than half of these children 
will die before their second birthday […] An unacceptable two thirds of pregnant 
women living with HIV remain without access to these crucial services that prevent 
transmission to their children.102 

60. Interact Worldwide highlights that, when women in developing countries are 
diagnosed with HIV during pregnancy, care at this stage may be focused on preventing 
onward transmission of HIV to her child, while there is neglect of the woman’s wider 
health and psychological needs. It calls for PMTCT services to cater to women’s wider 
needs in line with WHO guidelines. It believes that action would increase the uptake of 
HIV testing and ensure better health outcomes for women and their children.103  

61. Fionnuala Murphy of Interact Worldwide told us of the stigmatisation that women can 
suffer on being diagnosed with HIV: 

 [She] can be thrown out of her home and have her children and property taken 
away from her. She will be accused of bringing the virus into her family.  She will face 
violence from her husband and her in-laws. In terms of a woman who is pregnant 
and already physically and emotionally vulnerable because of that, plus a HIV 
positive diagnosis, to put those two things together and expect women to cope with 
no backup is really impossible and it is no surprise that many women will refuse HIV 
tests in an antenatal care setting or where they think that those tests will be pushed 
on them.104  
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Interact Worldwide had documented cases of women being tested without their consent. 
The result of this intervention is that some women avoid any form of antenatal care 
altogether. Ms Murphy continued: 

The DFID strategy talks about PMTCT in terms of the delivery of anti-retrovirals to 
prevent onward transmission of the virus to babies and that is a really important part 
of PMTCT, but we also need to think about all the other parts, such as meeting the 
mother’s health needs beyond pregnancy and birth but also meeting all of the 
mother’s needs and making sure that women get the counselling they need and also 
have the backup services so that if they do face violence and eviction they have 
somewhere to go.105 

62. According to World Vision, despite weak health systems in many developing countries 
and those that have the highest burden of HIV, more than 70% of all pregnant women in 
these countries make at least one antenatal care visit. It says that this provides an “excellent 
opportunity” for delivery of PMTCT interventions and to engage women and their 
children in a “comprehensive continuum” of HIV prevention, care and treatment services. 
However: 

[…] if PMTCT is to be successful, women must have expanded access to quality 
reproductive health services, including family planning, antenatal, delivery and 
postpartum care, and must use the existing services more frequently and earlier in 
pregnancy than they do currently.106  

63. We are seriously concerned that the number of women receiving prevention of 
mother-to-child transmission treatment (PMTCT) remains well below target levels. 
DFID and its donor partners should prioritise treatment to women and children and 
use the opportunities presented by antenatal care to promote the take-up of HIV/AIDS 
treatment by women. DFID should also ensure that the PMTCT services which it 
supports recognise the wider health needs and potential vulnerability of women living 
with HIV/AIDS.  

First- and second-line drugs 

64. Many people in developing countries who are receiving HIV/AIDS treatment are 
provided with “first-line” drugs.  These are drugs which were developed at a relatively early 
stage. They are usually the most readily available and are comparatively cheap, due to the 
high volume of usage. Over time patients on first-line drugs may develop resistance to 
them and they become less effective. This process is accelerated when patients fail to 
adhere to their treatment programmes, which happens more frequently when people are 
poor and have little access to health services. Some people on first-line treatments also 
experience side effects.107 More patients in developing countries will, over time, therefore 
need to transfer to more expensive second-line drugs.  Alvaro Bermejo of the HIV/AIDS 
Alliance highlighted that one first-line drug is only prescribed in developing countries: in 
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developed countries “it is seen as too toxic and with too many side-effects to be able to 
prescribe it but we call it first-line for developing countries just because it is cheap”.108 

65. The World Health Organisation’s latest report on achieving universal access stated that  
treatment had become more widely available in recent years, due to a significant decline in 
the prices of the most commonly used anti-retroviral drugs, with the cost of most first-line 
regimens decreasing by 10–40% between 2006 and 2008. However, second-line drugs 
continue to be expensive.109 The cheapest price for a second-line regimen is US$590 per 
patient per year, making it seven times more expensive than the cheapest first-line drugs.110 
The Global Fund works on the basis of 5% migration from first- to second-line medicines 
each year.111 Sally Joss of the UK Consortium told us that: 

[…] ultimately this is going to mean that the drugs that are cheaper now will go out 
of use and that more expensive drugs will have to come in and countries will find it 
extraordinarily difficult to sustain the level of treatment that they presently have and 
particularly if they want more.112 

WHO found that, in 2008, only 2% of adults on ART were receiving second-line drugs. It 
cautioned that: 

An increase in the use of second-line drugs […] implies a rise in the cost of drugs for 
HIV programmes in low- and medium-income countries. This represents a major 
challenge for country programmes, national authorities and the international 
development community, who will need to raise additional resources to sustain and 
expand treatment access.113 

UNITAID and patent pools 

66. UNITAID 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 contribute to scaling up access to treatment for HIV/AIDS, malaria and 
tuberculosis, primarily for people in low-income countries, by leveraging price reductions 
for quality diagnostics and medicines and accelerating the pace at which these are made 
available.” It is now supported by 29 countries and by the Bill and Melinda Gates 
Foundation.114 DFID has made a 20-year commitment to UNITAID with the possibility of 
providing £760 million in the period to 2027.115  
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67. Sally Joss welcomed DFID’s “financial and moral support” for UNITAID and 
highlighted the benefits of patent pools.116 A medicine patent pool functions on a voluntary 
basis. Patent holders voluntarily submit patents for pharmaceutical production methods 
and particular medicines. A third party then obtains a licence from the pool to reproduce a 
single patented medicine, or to use several patents to develop a new fixed dose 
combination, in return for a percentage of its sales as a fee for each patent used. Licences 
issued to third parties are restricted to developing countries. Patented medicines are 
subsequently produced by several manufacturers well before the expiry of a patent term, 
thereby increasing the availability of certain medicines, increasing competition and 
lowering the price of AIDS treatment in low- and middle-income countries.117 Patent pools 
make it easier for researchers to develop combination therapies as they can access 
permission to use component drugs from a single source, rather than having to negotiate 
with a number of companies.118 The UK, as a member of the UNITAID board, will 
consider the agency’s proposals for a patent pool at a board meeting in December. 119 

68. A growing number of people living with HIV and AIDS will require access to anti-
retroviral treatment (ART) if the target of universal access is to be reached. The 
number of people requiring ART is increasing because more people are being infected; 
the increased rate of testing is leading to more diagnoses; and people with HIV are now 
living longer due to successful treatment. We welcome DFID’s co-operation with 
pharmaceutical companies to reduce the cost of first-line drugs for developing 
countries and to increase their accessibility. Wider availability of second-line drugs is 
now needed. We recommend that DFID provide us with more details, in response to 
this Report, of its plans to increase availability and reduce the cost of vital HIV/AIDS 
treatments through its co-operation with UNITAID and use of patent pools.  
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8 Funding for HIV/AIDS programmes 
69. The quality and coverage of HIV/AIDS programmes will be directly affected by the 
overall level of resources which donors make available for this sector.  A recent report by 
UNAIDS states that, based on country-defined targets to achieve universal access by 2010, 
funding of US$25.1 billion will be required for the global AIDS response in developing 
countries in 2010. US$11.6 billion will be required for HIV prevention and US$7 billion for 
treatment. It is expected that one-third of the funding will come from developing 
countries’ domestic public sources and that external sources will provide the remaining 
two-thirds. It is anticipated that one-third of the funds will be used to finance multi-
sectoral programmes, one-third will be directed to strengthening health systems and the 
remaining third will go towards HIV specific health programmes.120  

The impact of the global economic downturn 

70. At the Gleneagles G8 Summit in 2005 EU member states pledged to allocate 0.7% of 
Gross National Income (GNI) to Official Development Assistance (ODA) by 2015, with an 
interim target of 0.56% by 2010. EU countries aimed to double their ODA between 2004 
and 2010 from €34.5 billion to €67 billion.121 The G8 countries also pledged significantly to 
reduce HIV infections in Africa and to work with WHO, UNAIDS and other international 
bodies to develop and implement a package of HIV prevention, treatment and care, with 
the aim of moving as close as possible to universal access to treatment for all who need it by 
2010.122 In 2008, the United Kingdom was the second largest donor to AIDS programmes, 
contributing 12.6% of the total disbursements. The United States accounted for more than 
half (51.3%), the Netherlands 6.5%, France 6.4% and Germany 6.2%. Norway and Sweden 
each contributed 2.0%.123  

71. UNAIDS acknowledges that the global economic downturn has forced governments 
and civil society to re-examine their development assistance allocations. It notes the 
International Monetary Fund’s forecast that world economic growth would fall from 5.2% 
in 2007 to 0.5% in 2009, but calls for long-term sustainable financing for HIV programmes 
to be secured.124  

72. The DFID Minister restated in his oral evidence the Government’s pledge to commit 
0.7% of GNI to ODA and said that, despite the economic downturn, the UK was 
committed to maintaining its spending programme. However, he pointed to the “threats 
that have been posed by funding decisions of other countries” who were “starting to shy 
away from commitments that they have made”. To address this, the G8 had published for 
the first time in July 2009 an interim accountability framework which showed progress of 
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individual countries towards the G8 commitments on development expenditure, including 
health spending. The Minister told us that the UK, supported by the Canadian presidency 
of the G8, would be pushing for a specific target on HIV/AIDS spending from 2010.125  

73. The Government has reiterated its commitment to meet the target of allocating 
0.7% of  Gross National Income to Official Development Assistance, despite the impact 
of the global economic downturn. However, other countries are reneging on the 
pledges they have made. HIV/AIDS remains a serious development challenge and we 
are concerned about the impact that reduced development assistance funding will have 
on HIV/AIDS programmes.  It is very disappointing that the 2010 target for universal 
access will be missed by a wide margin. This must not be compounded by failure to 
maintain the levels of support for HIV/AIDS programmes agreed by the international 
community. 

74. We support the Government’s intention to work with Canada, when it holds the G8 
presidency in 2010, to press donor countries to specify and publicise their targets for 
HIV/AIDS funding. We recommend that the Government set an example to its G8 
partners by specifying, in response to this Report, what the UK’s HIV/AIDS annual 
expenditure targets will be from 2010 and how this funding will be allocated. 

The Global Fund to fight AIDS, TB and Malaria 

75. The Global Fund to fight AIDS, TB and Malaria describes itself as a unique global 
public/private partnership dedicated to attracting and disbursing additional resources to 
prevent and treat HIV/AIDS, tuberculosis and malaria. It says that this partnership 
between governments, civil society, the private sector and affected communities represents 
a new approach to international health financing. The Global Fund works in close 
collaboration with other bilateral and multilateral organisations to supplement existing 
efforts to tackle the three diseases. Since its creation in 2002, the Global Fund has become 
the main source of finance for programmes to fight AIDS, tuberculosis and malaria. It has 
approved funding of US$15.6 billion for more than 572 programmes in 140 countries. The 
Global Fund provides a quarter of all international financing for AIDS globally, two-thirds 
of TB funding  and three-quarters of malaria funding.126 

76. DFID’s AIDS Strategy reiterated the funding commitment first made in September 
2007, to allocate £1 billion over the seven years to 2015 to the Global Fund.127 The UK 
allocation in 2008 was £50 million and in 2009 rose to £115 million.128 The UK Consortium 
told us that the long-term nature of this commitment was exemplary, but believed that the 
amount was insufficient given that the Global Fund announced in July 2009 a budget 
shortfall of about US$3 billion for programmes planned for 2010.129 The Minister 
emphasised the benefit to the Global Fund of the predictability which the UK’s 
commitment provided. He believed that there was “a lobbying exercise” to be carried out in 
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terms of encouraging other countries to increase their pledges. Whilst the UK, as a leading 
contributor to the Fund, could attempt “to leverage in more support” from other G8 
countries, he believed that “we are not in a position to tell others to pay their fair share” 
and that there was a role for civil society to put pressure on governments to “fulfil the 
payment of what is only seen as a fair share towards the Global Fund”.  Mr Foster also 
believed that the Global Fund should make its funding “work better, to make it more 
effective on the ground”. 130   

77. The US$3 billion funding shortfall announced by the Global Fund to fight AIDS, 
TB and Malaria will affect its ability to deliver vital HIV/AIDS programmes. The UK’s 
long-term funding commitment is commendable but, as a leading contributor to the 
Fund, the UK also has a responsibility to press other countries properly to support the 
Fund. The UK should take every opportunity to convey to international partners the 
importance of substantial and predictable allocations to the Fund and the serious 
consequences, including deaths, which will result from countries reneging on their 
funding pledges.  

Working with other donors 

78. In our inquiry last year, the Minister told us that a significant factor in DFID’s decision 
to give such weight to funding health systems had been the need to balance vertical—or 
disease-specific—funding from other donors.131 One of the major contributors to vertical 
funding for HIV/AIDS is the US President’s Emergency Plan for AIDS Relief (PEPFAR) 
which provided US$19 billion to support national AIDS responses between 2004 and 2008. 
In July 2008 the US Congress passed an Act that allocated a further US$48 billion over a 
five-year period for combating HIV/AIDS, TB and malaria.132 US$39 billion is for 
HIV/AIDS, US$4 billion for tuberculosis and US$5 billion for tackling malaria. The Act 
also increased the US Government’s contribution to the Global Fund to US$2 billion per 
annum. 133 

79. Many AIDS organisations have welcomed the new US Administration’s willingness to 
move away from some of the more controversial aspects of PEPFAR, particularly in 
relation to prevention. These included restrictions placed on prevention programmes that 
did not promote abstinence, monogamy, fidelity, and partner reduction. President 
Obama’s election pledge of “best practice, not ideology” and his decision to overturn the 
controversial “global gag rule” have encouraged hopes for positive changes to PEPFAR 
policy.134 During his election campaign, Mr Obama pledged to increase PEPFAR funding 
to US$50 billion by 2013. However, the President’s global health initiative, announced in 
May 2009, has been criticised for undermining this commitment by extending the time-
frame for its delivery to six years rather than five. Concerns have also been expressed by 
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international AIDS activists over the President’s budget request for only US$366 million in 
new money for PEPFAR for the financial year 2010. They have said that this will result in a 
shortfall in funding which will have severe health consequences, including significantly 
reducing the number of people who receive vital HIV/AIDS treatment.135 

80. Last year, we recommended that the UK Government take “an early opportunity” to 
discuss with the new US Administration potential areas of co-operation on HIV/AIDS 
work, if it should indicate a change in its approach to development funding.136 DFID told 
us that regular bilateral engagement between the UK Government and all branches of the 
US Government would be “stepped up to take advantage of the possible opportunities that 
the US administration presents” in the hope of achieving greater alignment between UK 
and US policy on AIDS prevention, treatment and care.137 In evidence this year, the 
Minister welcomed the changes that had been made to PEPFAR and the budget 
commitments on global health. He said that the focus on broader health issues was now 
more in line with DFID’s approach, including in child and maternal health and family 
planning, which would benefit HIV/AIDS programmes and would enable a closer working 
relationship between DFID and USAID “on the ground”.138   

81. Alastair Robb, Senior MDG Results Adviser at DFID, provided us with an example of 
the closer working relationship at country level. In Kenya PEPFAR was operating “less 
vertically”, and was working with DFID and the national government through partnership 
agreements that were “consistent with overall AIDS and health strategy”.  He believed that 
this “indicates their commitment to working better and achieving wider sets of 
outcome”.139  

82. We welcome the prospect of closer collaboration between the UK and the US on 
HIV/AIDS work which the relaxation of some of the restrictions on the operation of 
the President’s Emergency Plan for AIDS Relief (PEPFAR) offers. The two countries 
are leading donors in this area and joint working, which includes developing country 
governments, is an effective approach to tackling HIV/AIDS which we recommend 
DFID pursues wherever possible. 

The implications for HIV/AIDS programmes of DFID’s White Paper 

83. DFID published its new White Paper, Eliminating World Poverty: Building Our 
Common Future in July 2009. Some witnesses believed that the White Paper was further 
evidence of an already apparent reduction in the priority DFID gives to HIV/AIDS. They 
believed that this had been demonstrated by the lack of clear funding commitments for 
HIV in the AIDS Strategy, DFID’s strong criticism of vertical funding programmes and a 
reduction of the number of staff in DFID’s AIDS and Reproductive Health Team. They 
were concerned that this was likely to have a significant impact on DFID’s capacity to drive 
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the Strategy forward and to continue to play a leading role in global HIV policy 
discussions.140 Marie Stopes International was clear that the White Paper did nothing to 
allay these concerns: “Whilst the [White Paper] makes reference to HIV/AIDS, it does not 
specifically address the challenge of HIV/AIDS in humanitarian settings or fragile 
states.”141 

84. When we put this to the Minister, he told us that “DFID is as committed as ever to 
working on HIV/AIDS” and that he would “counter any argument that we were de-
prioritising HIV/AIDS”. He said that the level of DFID’s funding allocations to HIV/AIDS 
programmes was a clear indication of its commitment.142 He did however acknowledge 
that other important health issues, particularly maternal health, were “getting a greater 
share of attention” and taking the focus away from HIV/AIDS in the press and in terms of 
lobbying.143  

85. Part of the “new approach” set out in the White Paper is a greater focus on fragile 
states: DFID says that it will “allocate at least 50% of all new bilateral country funding to 
fragile countries.”144 The Minister drew attention to the need for HIV/AIDS programmes 
in fragile and conflict-affected countries, where women were often the victims of violence 
and where health services frequently collapsed, feeding the spread of HIV and preventing 
proper treatment.145  

86. The focus in the DFID White Paper on fragile states provides an opportunity for the 
Department to strengthen its HIV/AIDS programmes in those countries and to work 
with others to ensure that effective prevention and treatment programmes are available 
to those affected by conflict, particularly women who are often the victims of sexual 
violence. It is vital, however, that this change of emphasis in DFID’s priorities does not 
affect future funding for core HIV/AIDS activities in other developing countries. We 
recommend that DFID, in response to this Report, provide us with information on how 
HIV/AIDS funding will be broken down between fragile and conflict-affected states 
and other country programmes.  
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9 Cross-Whitehall working on HIV/AIDS 
87. In our 2008 Report we stressed that: 

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.146 

We noted that the Strategy envisaged that the Foreign and Commonwealth Office would 
take on an enhanced role in tackling HIV/AIDS, particularly in middle-income countries 
(MICs) where DFID has a minimal presence. We emphasised that it was “vital” to ensure 
that FCO officials were properly equipped to take on these new responsibilities and invited 
the Government to share with us its detailed planning for this cross-departmental work on 
HIV/AIDS. 147 In its response, DFID told us that it was still in discussions with the FCO 
about how they could work together to support a more effective response in middle-
income countries, including those with high-prevalence levels and that a set of criteria was 
beginning developed “to select the number of MICs in which the FCO will focus its efforts 
on AIDS”. The FCO was exploring ways in which its capacity to work in this area could be 
strengthened.148  

88. Alvaro Bermejo stressed that countries such as China, Brazil, and South Africa were 
“critical” in trying to control the global epidemic and that the FCO had a role in 
“supporting the case for marginalised and vulnerable groups” in countries where DFID did 
not have a presence.149  He said that “what we have not seen is a systematic approach to the 
issue or any strategy” in this respect.150 

89. When we pursued this in evidence with the Minister, he said that the FCO had a 
“watching brief over the work on HIV/AIDS” in middle-income countries.151 He pointed 
out that progress on HIV/AIDS activities in middle-income countries would be a “feature 
of the biennial reports” published by DFID.152  When we pressed him for examples of  
effective joint working with the FCO on HIV/AIDS in middle-income countries without a 
DFID presence, we were told about a project in Burma. Whilst this is interesting work 
which we applaud, DFID has a staff presence in Burma and it is not a middle-income 
country. Nor were we provided with any information on the resources, training and 
expertise which would be provided to the FCO to take on this new task, or how DFID 
would contribute to ensuring that the HIV/AIDS Strategy was implemented effectively in 
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middle-income countries where HIV and AIDS remain such a significant public health 
issue.  

90. The evidence we received from the Government has not persuaded us that the 
Foreign and Commonwealth Office has either the resources or the expertise to take lead 
responsibility for HIV/AIDS programmes in middle-income countries where DFID no 
longer has a presence. We remain concerned about the lack of clarity on how the FCO 
will perform this role. Yet it is in many middle-income countries that HIV infections 
are spreading most rapidly. We recommend that, in response to this Report, the 
Government provides us with specific examples of HIV/AIDS programmes which the 
FCO is pursuing in high-prevalence middle-income countries, including those aimed 
specifically at vulnerable and marginalised groups, together with the criteria which it 
has developed for selecting the countries where it will undertake this work. 

Cross-Whitehall Working Group 

91. In its response to our Report last year, DFID told us that the Cross-Whitehall Working 
Group on tackling AIDS in the developing world was “the main mechanism” for cross-
departmental work on AIDS and that its terms of reference were being revised to make 
explicit its role in monitoring the commitments made in the AIDS Strategy.153 In response 
to our questions in this year’s inquiry about the Group’s activities, the Minister undertook 
to send us the Group’s terms of reference. These are published with the evidence received 
in this inquiry.154 The Minister told us that “It is an informal group. It is a meeting of 
officials and not ministers”.  The Group has no dedicated budget; its costs “which are 
largely staff time, are met from existing resources.” The core members, in addition to DFID 
and the FCO, are the Department for Health and the Home Office, with other 
Departments being involved “as required”. The Group meets “up to four times a year”. 
DFID provides the secretariat.155  

92. The Monitoring and Evaluation document makes clear that it is the responsibility of 
the Cross-Whitehall Working Group to “monitor the implementation of the UK priorities 
for action across DFID and other government departments”.156 Witnesses considered the 
Group to be under-resourced and were concerned that its secretariat was staffed from the 
AIDS and Reproductive Health Team in DFID, which has been significantly reduced in 
numbers over the last three years. The APPG on AIDS pointed to a possible lack of 
transparency and accountability in its work, given that the Group meets in private and its 
agendas and minutes are not published.157 When we put this to DFID witnesses, we were 
told that they would “be happy to consider ” publishing the Group’s meeting papers.158 
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93.  We have not been provided with enough evidence to convince us that the Cross-
Whitehall Working Group has sufficient authority or capacity to act as the main 
mechanism for monitoring the implementation of the UK’s HIV/AIDS Strategy. Its 
terms of reference are vague; it involves officials rather than ministers; and its 
administrative support does not appear to be adequate. One small step which would 
improve its transparency and accountability would be to publish the Group’s meeting 
papers.  Putting this information in the public domain may also help to persuade 
stakeholders that the Group is taking its monitoring task seriously and that it is capable 
of making a meaningful contribution to the biennial reporting process for the AIDS 
Strategy.  
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10 Conclusion 
94. Our 2008 Report on HIV/AIDS broadly welcomed DFID’s new AIDS Strategy but 
pointed to the significant gap left by the absence of a Monitoring and Evaluation 
Framework. The publication of the Framework and the accompanying Baseline document 
are welcome developments. The next step will be the first biennial progress report on the 
implementation of the Strategy, and we look forward to its publication in December 2010.  

95. However, effective monitoring and evaluation of the Strategy is only one of the issues  
of concern that we raised last year. Neither the Government’s response to our 2008 Report, 
nor the evidence we took in this year’s inquiry, have allayed our concerns about the extent 
to which the Strategy will ensure that all those in need of HIV/AIDS care receive it. In 
particular, it is still not clear to us that children, women and marginalised and vulnerable 
groups will benefit from DFID’s programmes for health service strengthening and social 
protection.  

96. While generally welcoming DFID’s focus on fragile and low-income countries, we are 
concerned that the AIDS epidemic in middle-income countries is not being adequately 
addressed by the other Government departments to which this responsibility has been 
passed.  

97. As we said last year, HIV/AIDS will continue to present a huge challenge to both 
developing countries and donors for many years to come.  DFID is a lead donor for and 
supporter of HIV/AIDS services. We are pleased to note the UK’s adherence to its funding 
commitments, but the global economic downturn has cast further doubt on whether other 
donors’ funding pledges will be met. DFID must continue to demonstrate that its focus on 
this crucial development challenge has not diminished and to put pressure on its donor 
partners to do the same.  
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List of recommendations 

Monitoring and Evaluation 

1. We welcome the innovative approach which DFID used in drawing up the 
Monitoring and Evaluation Framework for its HIV/AIDS Strategy. We look forward 
to the publication of the first biennial report on World Aids Day 2010, and expect it 
to provide valuable information on progress made by DFID against its commitments 
in the Strategy. To further enhance transparency and accountability, we recommend 
that DFID publishes, in full, the completed biennial country overviews of progress 
against its priorities for action. This will assist all stakeholders, including ourselves, in 
assessing whether DFID is achieving its objectives for its HIV/AIDS activities. 
(Paragraph 14) 

2. A challenge remains, however, in disaggregating DFID’s contribution from that of 
other partners in the global AIDS effort. This is necessary to demonstrate to UK 
taxpayers what the UK’s substantial funding for HIV/AIDS is achieving. We 
recommend that, in response to this Report, DFID provides us with further 
information on its plans for measuring the specific contribution its funding is 
making to tackling HIV/AIDS. (Paragraph 15) 

Health system strengthening 

3. We strongly support the substantial funding which DFID is providing to strengthen 
health systems in developing countries and fully accept that capable and well-
resourced health services are an integral part of an effective HIV/AIDS strategy. We 
remain seriously concerned, however, that DFID has no mechanisms in place to 
track the impact which its £6 billion funding for health systems will have specifically 
on HIV/AIDS care, despite this being one of the key elements of its Strategy. We 
reject DFID’s assertion that it is not “feasible, practical or desirable” to specify how 
its £6 billion in health systems funding will be allocated. We recommend that, in 
response to this Report, the Department provide us with a meaningful breakdown of 
its spending plans for this funding package, at least over the next two to three years, 
including an indication of how HIV/AIDS programmes are likely to benefit. 
(Paragraph 25) 

4. The focus on health systems also ignores that fact that some of the essential 
components of universal access, particularly prevention and long-term care in the 
community, may not benefit from health systems funding. We recommend that, in 
response to this Report, DFID sets out how it will ensure that its HIV/AIDS Strategy 
promotes an holistic approach which includes prevention, treatment, care and 
support for all people living with HIV/AIDS, including those vulnerable to 
discrimination and stigmatisation. This approach must also recognise that 
prevention and care services are frequently provided outside the public health sector, 
by family members and community groups, and that targeted prevention 
programmes aimed at marginalised groups are often one of the most effective HIV 
interventions. (Paragraph 26) 
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Integration of HIV/AIDS with other disease programmes 

5. We were disappointed that no measures for monitoring the integration of 
HIV/AIDS, TB and malaria programmes were included in the Monitoring and 
Evaluation Framework. An integrated approach to tackling these diseases is a key 
element in an effective AIDS strategy, given that so many people with HIV die from 
TB and malaria and that people with TB and malaria are more vulnerable to HIV. 
More resources are needed to promote early detection of TB, including funding for 
new diagnostic tools, as well as support for research into new drug treatment 
regimes. Greater attention must also be given to interaction with other diseases, 
particularly hepatitis C. We recommend that, in response to this Report, DFID 
provides us with information on its plans for developing programmes and funding 
research into co-infections between HIV/AIDS and other diseases, beyond TB and 
malaria. (Paragraph 33) 

6. We welcome DFID’s acknowledgement of the close links between promoting sexual 
and reproductive health and tackling HIV/AIDS. We were, however, disappointed to 
learn that DFID had postponed indefinitely the publication of its Maternal Health 
and Sexual and Reproductive Health and Rights Strategy, initially planned for mid-
2009. We urge DFID to publish this important document as soon as possible and to 
ensure that it takes full account of the need for the integration of HIV/AIDS 
programmes with sexual, reproductive and maternal health services. (Paragraph 36) 

Social protection programmes 

7. We remain concerned that many of the most vulnerable people affected by 
HIV/AIDS, particularly children, may be excluded from social protection 
programmes. Cash transfers, while very effective in some situations, are not a 
sufficient mechanism for reaching those most in need because marginalised people, 
particularly those engaged in activities deemed to be illegal, are often unwilling or 
unable to access services.  We are not convinced that DFID has the necessary 
mechanisms in place to enable it to measure the impact which its funding for social 
protection is achieving and to assess whether it is reaching the priority groups 
affected by HIV/AIDS. We recommend that, in response to this Report, DFID 
provides us with detailed information on how it plans to track its social protection 
funding and sets out the mechanisms it will use to measure its impact. (Paragraph 
42) 

Marginalised and vulnerable groups 

8. Reaching the most marginalised people and those excluded from society with 
effective HIV/AIDS interventions can often best be achieved by small civil society 
organisations who understand the needs of specific groups of disadvantaged people.  
Engaging with such organisations requires adequate staff time and expertise. We 
remain concerned that DFID staff reductions mean that the Department is less well-
equipped to do this necessary work than previously. (Paragraph 51) 

9. DFID has given us some impressive examples of how it is using Challenge Funds 
channelled through umbrella organisations to support community-based 
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organisations. We are not, however, convinced that DFID yet has a comprehensive 
strategy for working through civil society and community groups to reach the people 
most in need of HIV/AIDS services. We recommend that DFID, in response to this 
Report, provide us with further information on how it will use its monitoring and 
evaluation mechanisms to measure the effectiveness of its funding for HIV/AIDS 
civil society groups. (Paragraph 52) 

10. Gender-based violence is an abuse of women’s human rights and is a significant 
contributory factor in the spread of HIV. In its new White Paper, DFID has given a 
commitment to support women and girls affected by violence and its HIV/AIDS 
Monitoring and Evaluation Framework includes a provision for gender analysis of 
AIDS programmes. Although welcome, neither of these measures directly tackles the 
impact of gender-based violence on women and its links with HIV. DFID told us last 
year that it was reviewing its work on violence against women to assess where and 
how it could do more to tackle it. We recommend that it shares the results of that 
review with us, in response to this Report. (Paragraph 55) 

Access to treatment 

11. Although we welcome the increase in access to anti-retroviral treatment which has 
been achieved, it is a serious concern to us that the global commitment to provide 
universal access to treatment by 2010 will not be met. We urge DFID to expand its 
programmes to increase access to anti-retroviral treatment. (Paragraph 57) 

12. We are seriously concerned that the number of women receiving prevention of 
mother-to-child transmission treatment (PMTCT) remains well below target levels. 
DFID and its donor partners should prioritise treatment to women and children and 
use the opportunities presented by antenatal care to promote the take-up of 
HIV/AIDS treatment by women. DFID should also ensure that the PMTCT services 
which it supports recognise the wider health needs and potential vulnerability of 
women living with HIV/AIDS. (Paragraph 63) 

13. A growing number of people living with HIV and AIDS will require access to anti-
retroviral treatment (ART) if the target of universal access is to be reached. The 
number of people requiring ART is increasing because more people are being 
infected; the increased rate of testing is leading to more diagnoses; and people with 
HIV are now living longer due to successful treatment. We welcome DFID’s co-
operation with pharmaceutical companies to reduce the cost of first-line drugs for 
developing countries and to increase their accessibility. Wider availability of second-
line drugs is now needed. We recommend that DFID provide us with more details, 
in response to this Report, of its plans to increase availability and reduce the cost of 
vital HIV/AIDS treatments through its co-operation with UNITAID and use of 
patent pools. (Paragraph 68) 

Funding for HIV/AIDS programmes 

14. The Government has reiterated its commitment to meet the target of allocating 0.7% 
of  Gross National Income to Official Development Assistance, despite the impact of 
the global economic downturn. However, other countries are reneging on the 
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pledges they have made. HIV/AIDS remains a serious development challenge and we 
are concerned about the impact that reduced development assistance funding will 
have on HIV/AIDS programmes.  It is very disappointing that the 2010 target for 
universal access will be missed by a wide margin. This must not be compounded by 
failure to maintain the levels of support for HIV/AIDS programmes agreed by the 
international community. (Paragraph 73) 

15. We support the Government’s intention to work with Canada, when it holds the G8 
presidency in 2010, to press donor countries to specify and publicise their targets for 
HIV/AIDS funding. We recommend that the Government sets an example to its G8 
partners by specifying, in response to this Report, what the UK’s HIV/AIDS annual 
expenditure targets will be from 2010 and how this funding will be allocated. 
(Paragraph 74) 

16. The US$3 billion funding shortfall announced by the Global Fund to fight AIDS, TB 
and Malaria will affect its ability to deliver vital HIV/AIDS programmes. The UK’s 
long-term funding commitment is commendable but, as a leading contributor to the 
Fund, the UK also has a responsibility to press other countries properly to support 
the Fund. The UK should take every opportunity to convey to international partners 
the importance of substantial and predictable allocations to the Fund and the serious 
consequences, including deaths, which will result from countries reneging on their 
funding pledges.  (Paragraph 77) 

17. We welcome the prospect of closer collaboration between the UK and the US on 
HIV/AIDS work which the relaxation of some of the restrictions on the operation of 
the President’s Emergency Plan for AIDS Relief (PEPFAR) offers. The two countries 
are leading donors in this area and joint working, which includes developing country 
governments, is an effective approach to tackling HIV/AIDS which we recommend 
DFID pursues wherever possible. (Paragraph 82) 

18. The focus in the DFID White Paper on fragile states provides an opportunity for the 
Department to strengthen its HIV/AIDS programmes in those countries and to work 
with others to ensure that effective prevention and treatment programmes are 
available to those affected by conflict, particularly women who are often the victims 
of sexual violence. It is vital, however, that this change of emphasis in DFID’s 
priorities does not affect future funding for core HIV/AIDS activities in other 
developing countries. We recommend that DFID, in response to this Report, provide 
us with information on how HIV/AIDS funding will be broken down between fragile 
and conflict-affected states and other country programmes. (Paragraph 86) 

Cross-Whitehall working on HIV/AIDS 

19. The evidence we received from the Government has not persuaded us that the 
Foreign and Commonwealth Office has either the resources or the expertise to take 
lead responsibility for HIV/AIDS programmes in middle-income countries where 
DFID no longer has a presence. We remain concerned about the lack of clarity on 
how the FCO will perform this role. Yet it is in many middle-income countries that 
HIV infections are spreading most rapidly. We recommend that, in response to this 
Report, the Government provides us with specific examples of HIV/AIDS 
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programmes which the FCO is pursuing in high-prevalence middle-income 
countries, including those aimed specifically at vulnerable and marginalised groups, 
together with the criteria which it has developed for selecting the countries where it 
will undertake this work. (Paragraph 90) 

20. We have not been provided with enough evidence to convince us that the Cross-
Whitehall Working Group has sufficient authority or capacity to act as the main 
mechanism for monitoring the implementation of the UK’s HIV/AIDS Strategy. Its 
terms of reference are vague; it involves officials rather than ministers; and its 
administrative support does not appear to be adequate. One small step which would 
improve its transparency and accountability would be to publish the Group’s 
meeting papers.  Putting this information in the public domain may also help to 
persuade stakeholders that the Group is taking its monitoring task seriously and that 
it is capable of making a meaningful contribution to the biennial reporting process 
for the AIDS Strategy. (Paragraph 93) 
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Formal Minutes 

Tuesday 24 November 2009 

Members present: 

Malcolm Bruce, in the Chair 

John Battle 
Mr Nigel Evans 

 

Mr Mark Lancaster 
Andrew Stunell 

 

Draft Report (Progress on the Implementation of DFID’s HIV/AIDS 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 97 read and agreed to. 

Summary agreed to. 

Resolved, That the Report be the First 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 13 October 2009. 

[Adjourned till Wednesday 25 November at 3.00 pm. 
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