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Introduction

The past twelve years have witnessed a spectdoutarfold increase in the amount spent on
HIV/AIDS efforts in low- and middle—income countsiefrom a mere $250 million in 1996 to
$10 billion in 2007. Although global resources Fliv/AIDS still fall short of meeting the esti-
mated need for a comprehensive response, theama#dtinnovative funds, unprecedented bilat-
eral programs, and restructured programs withirtitatdral agencies have fundamentally
changed the fight against HIV/AIDS and the way imiah the world engages global health. The
increase in resources for HIV/AIDS has led to tradwus achievements in providing access to
treatment and care. However, this massive infusfdands has stretched human resources and
structural capacities in developing countries &rthmits.

Through discussions with national governments andnam implementers within countries, do-
nors have come to recognize the importance of gtinening health systems in order to scale up
efforts; integrating HIV/AIDS programs with otherfectious disease and reproductive health
efforts; and renewing focus on prevention stragpecurtail increasing infection rates. There
has also been a growing commitment among dondsstter align and coordinate efforts to
eliminate redundancies and maximize scarce humerfirgancial resources.

The current economic, food, and fuel crises retleabulnerabilities of programs reliant on a
constant flow of external funding. These crisegdlen to erase many of the gains made in
global health and development, as wealthy natiomsibwards in hopes of rescuing their own
economies. The economic downturn also threatengatginalize health and development agen-
das, as donor attention is focused on emergen@nsehto prevent global financial catastrophe.
Although the outlook is bleak and the full impa€tlee economic downturn is still unknown, it
may provide an opportunity for the donor communmitptrategically reevaluate what is working,
and what is not with an eye to maximizing the valtievery dollar, yen, and euro spent in
global health and development.

In the near term, donors’ efforts and proximityatthieving the MDGs in 2015 may further de-
fine the levels of commitments to fund health ardedopment. Failure to come close to meeting
the goals may lead to donor fatigue. Finding waygay for second line therapies and continu-
ing to expand access to the increasing numberaglpahat will need treatment will be a chal-
lenge for national governments and donors.

In the longer term, the rise of new economic povesrs growing influence of non—state actors
will shape the world’s power structures and gldhatitutions. The effects of climate change,
resource scarcities, population growth, youth bsiigedeveloping countries, ageing wealthy
world populations, and urbanization will pose proid challenges. The future configuration of
the donor community may look vastly difference thiaat of today. China, India, Russia, and
Brazil will play a powerful role in the global ecomic and political agenda. Non—state actors
will also be increasingly influential players withihe global system. The rise of new economic
powers and increasing clout of new actors may necakective action difficult to achieve and
maintain. Growth rates of gross domestic produ@R&per capita in middle—income countries
will outpace that of high—income countries, allogrimiddle—income countries to assume much
of the financial burden of their own social serviwevision currently funded by external donors.



The pace at which new technologies are developsbbtw or stop the spread of HIV/AIDS and
mitigate the impact of climate change and resoscegcity will shape the future. There are a
number of actions that the donor community andonatigovernments can undertake now to se-
cure sustained funding and transform emergencyrsgs into sustainable engagements through
the fiftieth anniversary of the HIV/AIDS pandemit2031 and beyond.

Evolution of Resource Mobilization HIV/AIDS

The global response to the HIV/AIDS epidemic hakaally transformed over the years. From
1981 through 1996 no effective treatment for HI¥eation existed, and most governments ig-
nored the epidemic or, worse, discriminated agahtste who were considered at risk of infec-
tion or sick with AIDS. As treatment became avdgala global mobilization emerged, seeking

to provide life-sparing medication to millions céqple. The past decade has seen a tremendous
expansion in funding and resources for HIV/AIDSraled through a myriad of innovative and
unprecedented initiatives.

From Apathy to Action

Throughout the 1980s and early 1990s the worldpaase to HIV/AIDS was characterized by
apathy and inaction. During this time, the worl@mspless than $300 million annually on AIDS
related activities in developing countrie&IDS was essentially a death sentence, as thecaledi
community had no arsenal to treat those alreadyciatl with the virus. But in 1996, all of this
changed when researchers discovered a triple aboktmntiretroviral therapy drugs (ARVS)
could slow or block replication of the virus in@tfted individuals. Although it was not a cure, if
taken daily, the triple cocktail of ARVs could sificantly prolong the lives of HIV patients.
That year, at the Conference on Retroviruses amb@mistic Infections (CROI) in Washing-
ton, DC, Dr. Emilio Emini of Merck Pharmaceuticalsnounced the spectacular discoveries re-
alized by a vast consortium of public and privaietsr scientist$Virtually overnight, HIV—
positive patients throughout the wealthy world arfdw fortunates within the developing world
were on life extending treatment. By mid—1997, mahthe visible horrors of AIDS had disap-
peared from the United States and Europe. Howéeatment remained out of reach for the ma-
jority of the world’s AIDS population, as this cdel of medications cost approximately
$16,000 a yearAIDS patients in wealthy countries saw this indygin access to life-saving
medication as egregious and immoral, and orgaraagst constituency of activists to propel
their governments into action to provide treatnfentheir counterparts in the developing world.

In 1996, the United Nations (UN) created a sepagéancy to rally support for HIV/AIDS ef-
forts, coordinate UN activities around the diseaséiect data on the epidemic, and assist gov-
ernments in the development of national AIDS sgiate Led by charismatic Belgian physi-
cian/researcher, Peter Piot, the Joint United Matlrogramme on HIV/AIDS (UNAIDS), pre-
viously under the purview of World Health Organiaat(WHO), morphed into the first UN
agency dedicated solely to a single disease.

Four years later, when the International AIDS coeriee was held in South Africdahe first
time in a high endemicity countrydeath rates of people with HIV/AIDS in wealthy ctues
had dropped by 84 percehAt the conference in Durban, President Nelson Méndave a stir-
ring speech where he declared, “In this inter-ddpaehand globalised world, we have indeed
again become the keepers of our brother and sigtat.cannot be more graphically the case



than in the common fight against HIV/AIDS.” The rabimperative had shifted, as inequities in
access to HIV/AIDS medication gave rise to publiegsure on governments to provide univer-
sal access to treatment.

Also in 2000, the World Bank expanded its respdagelV/AIDS and launched the Multi-
Country AIDS Program (MAP) to scale up HIV/AIDS grams in Africa and push recipient
governments to focus attention on designing andeamenting a national response to the pan-
demic. MAP has committed funding to recipient cowestfor three to five years, and funds have
been secured from donors contributions to the WBddk, rather than directly to the MAP pro-
gram. In most cases, the recipients of the fungle baen government entities, usually the Na-
tional AIDS Council. The MAP structure was creassda way to mobilize and disseminate
funds for HIV/AIDS more quickly than standard WoB@nk operations. Since 2000, the World
Bank has provided more than $1.6 billion to mowmmntthirty countries in sub-Saharan Africa to
combat the epidemit.

With the signing of the Abuja Declaration in 20&frican countries also agreed to dedicate
their own resources to the fight against the disgaledging to dedicate 15 percent of their an-
nual budget to improvements in the health secldre commitment on the part of African na-
tions compelled wealthy nations to give more. Hogveby 2008, only Zambia and Namibia
have made significant progress towards meeting Bhgercent targetwhile Kenya is the fur-
thest!

In June 2001, at the urging of United Nations StacyeGeneral Kofi Annan and U.S. Ambassa-
dor to the UN, Richard Holbrooke, the UN Generasémbly convened a Special Session (UN-
GASS) to address the security implications and-@nm financing efforts of HIV/AIDS, mark-
ing the first time in the history of the UN thatisease had been the focus of a General Assem-
bly. Secretary General Annan called on the int&wnal community, national governments, and
the private and philanthropic sectors to mobiliweding and resources to effectively combat
new infections and provide treatment to those dlyeafected. Macroeconomists helped the Sec-
retary General make his case by defining the needsconomic cost in quantifiable terms. No
longer was the need to fight HIV/AIDS describedbstract terms. There was now an empiri-
cally derived evidence base outlining financialuiegments, which helped to galvanize donor
support around concrete goals.

At the UNGASS and in the G8 Summit that year inr@kva, Japan, the concept of a Global
Fund to buy drugs at cost and make them availaltleet poorest people in the poorest countries
was unanimously endorsed. The Global Fund to FAYRS, Tuberculosis (TB) and Malaria
(Global Fund) was created to function as a findnogrument, rather than an implementing
agency, with the goal of attracting, managing, disthursing resources to fight AIDS, TB and
malaria. Governments are the primary donors t@3odal Fund (95 percent), but some contri-
butions also come from corporations, foundations, iadividual donations. Any group or gov-
ernment can submit a grant to the Global Funddmmgific and board review, allowing coun-
tries and individuals within countries to set tmepties themselves, rather than having them
dictated by an outside agency. Once grants are@apgythe Fund turns to donors to meet the
financial needs of the project. The Global Fundenity provides roughly one—quarter of all in-
ternational HIV/AIDS funding, two—thirds of TB fuimty and three—quarters of malaria funding.
As of 2008, the Global Fund had helped to proviatetroviral drugs to two million people, TB
drugs to 4.6 million people, and 70 million insetde-treated nets to prevent malaria. In addi-
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tion, officials estimate that the Global Fund hatpkd to prevent 2.5 million deaths from these
diseases.

Building on the heightened attention to global teasues, a group of academics, politicians
and UN officials gathered to formulate a seboldtargets to reach by 2015 in an effort to re-
duce global poverty and improve the health of tleelas poor the Millennium Development
Goals (MDGSs). Three of the eight MDGs relate disetd health, and the others address the in-
terconnected nature of poverty, education, andasm with health outcomes. As the world
confronted the HIV/AIDS pandemic and strived to titbe MDGs, there was a growing senti-
ment that the traditional bilateral agencies anérirational organizations serving as the primary
actors in global health were insufficient. As aulesn the past decade, there has been an explo-
sion of new global health players. Private fourmiai such as the Bill & Melinda Gates Founda-
tion, innovative global funds, such as the GAVliatice (formerly the Global Alliance for Vac-
cines and Immunizations), and various corporateradtave transformed the global health land-
scape through large amounts of money and theityatnlrespond more immediately to the per-
ceived needs on the ground.

An Unprecedented Moral Imperative

In the United States, an unlikely alliance formgdshing the United States to respond to the
pandemic. U2’s Bono, leaders from the Evangelicahmunity, and conservative Senator Jesse
Helms advised the Bush administration that the ééhBtates had a moral imperative to stop the
spread of AIDS. In his 2003 State of the Union addr President Bush took the world by sur-
prise by announcing a new initiative, the Presiddaimergency Plan for AIDS Relief (PEP-
FAR), a $15 billion, five year plan to expand treant, prevention, and support for those living
with HIV/AIDS in fifteen target countries (twelvd them African) which account for more than
half of the world’s thirty—three million HIV/AIDSnfections. After the United States Leadership
against HIV/AIDS, Tuberculosis and Malaria Act &3 (P.L 108-25) made a long political
journey through the U.S. congress, it was riddl&t wgid spending requirements dictating how
much money could be used for treatment versusriwegmtion. In the embedded spending direc-
tives, congress recommended that 20 percent dtittteng should be spent on prevention ef-
forts and mandated that 33 percent of the preveifitiods must be spent on abstinence—until—-
marriage programs.

Despite early doubts about the feasibility of saajrand endeavor, PEPFAR did deliver, and
earned strong bipartisan support as it continuaky target goals of number of patients started
on HIV/AIDS treatments. Since 2003, the U.S. gowegnt has allocated $18.8 billion to PEP-
FAR for HIV/AIDS treatment and prevention, the lesgjspent by any country to combat a sin-
gle disease. During the first five years, PEPFA&/jated ARV treatment to 2.1 million HIV
positive people — exceeding the program’s initi@lgpf treating two milliont? PEPFAR has also
been touted as a successful example of ‘soft posplomacy, winning support for the United
States at a time when United States popularitywsaasng in the rest of world.

However, the initiative was not without controver$iere was considerable tension over the
spending directives mandating that 33 percentlgiralvention funding be spent on abstinence
until marriage initiatives. Reproductive healthgps criticized the lost opportunities of linking
their programs to HIV/AIDS activities by using teame facilities to provide family planning
and HIV/AIDS medications to prevent transmissiortha virus from mothers to babies. The



U.S. General Accounting Office in 2006 releasetragsg indictment of U.S. prevention, re-
porting that legislative earmarks for abstinenci+@nogramming were impeding the ability of
PEPFAR country teams to devise prevention progthatsmeet national needs The Institute

of Medicine stated in its 2007 report on PEPFAR thaas “unable to find evidence for the po-
sition that abstinence can stand alone (as a ptievemessage),” yet in fiscal year 2006, of the
total number of people reached by PEPFAR’s prewarnirograms, eleven million received only
abstinence information and an additional twentyemmillion received only abstinence and be-
faithful information??

At the same time, former U.S. President, Bill Glimtthree years out of office, was looking for
ways to engage the global stage and saw a gap writing of ARV drugs. Using the Bahamas
as its test country, the newly created Clinton Fation negotiated with pharmaceutical compa-
nies to make a deal for the generic manufacturfr@BS drugs. This radical cut in drug prices
was held up as a model for other developing coemtind for the U.S. PEPFAR program that
was currently spending huge amounts of money orgemeric ARVs. By mid—2001, Indian ge-
neric manufacturers were making triple ARV coclgddr approximately $295.Since then, the
price of ARVs for low- and middle—income countrlegs continued to declindbetween 2004
and 2007, the prices for most first line drugs dased by 30 to 64 percent, dropping the price
for the most common ARV combination to $86 per guatper yeat’

In 2005, to coordinate the growing number of neiatives, actors, and commitments, govern-
ment officials from donor as well as recipient cti@s convened at the Organization for Eco-
nomic Cooperation and Development (OECD) headagrsartesign on to thParis Declaration

on Aid Effectivenes3 he signatories of the Paris Declaration pledgesork toward indicators

to harmonize, align, and more efficiently managkedforts. Results to date for the Paris Decla-
ration are mixed. Though more countries have sigmad it, virtually no NGOs, faith-based or-
ganizations (FBOSs) or private sector elements arecard. Further, a 2006 OECD assessment of
country and donor adherence in 2006 to the dedaraffers few real rays of hope, as the only
enforcement mechanism for assuring achievemeimteofidrmonization and alignment targets is
moral suasion?

Another important development in 2005 was the G&&it in Gleneagles, Scotland. UK Prime
Minister Tony Blair and Chancellor Gordon Brown Haekn formulating the agenda for years to
focus on debt forgiveness and poverty alleviatioAfrica. Although the outcome of the Summit
was much less ambitious than Blair and Brown hagzetpit marked the largest commitment
ever made to Africa by the wealthy worldpromising to increase aid to Africa by $25 billion

by year 2010, and cancel 100 percent of debtdlifgible Heavily Indebted Poor Countries
(HIPCs) to the International Monetary Fund (IMFe tWorld Bank, and the African Develop-
ment Fund (ADFJ?

Impact of Increased Resources for HIV/AIDS

Prior to the creation of bilateral and multilatgpabgrams to fight HIV/AIDS, foreign aid for
health had traditionally been used to fund pubdalth initiatives, such as clean water and sani-
tation systems, building of clinics, and purchasmedical supplies, or vaccinations campaigns.
It was rarely used for medical care, and neverrealised to fund chronic disease management,
which HIV/AIDS programs have become. This infusaiimoney and resources for HIV/AIDS
revealed the dire state of health systems anddBhkman capacity in the countries hardest hit



by the pandemic. Decades of neglect and the sftdcusterity programs of the 1980s had ren-
dered hospitals, clinics, laboratories, and hezdite workers dangerously deficient. The sheer
volume of health workers needed to tackle HIV/AID&d the health systems to support their
work is off the scale of any previous public health cagp.

Over-stretched and Over-burdened

The culmination of funding from multilateral anddieral organizations (including the Global
Fund, PEPFAR, UNAIDS, the World Bank, UK’s DFID)jyate enterprise, and new founda-
tions has put the fight against HIV/AIDS into anatleague. The unparalleled attention and
tremendous mobilization of resources has yieldgdifstant results, but the emergency nature
and focus on expanding access to treatment hasrhagtnded consequences. In order to infuse
newly acquired funding into dilapidated health sys$ and scale up HIV/AIDS treatment and
prevention services in the most expedient manneltjlaterals, bilaterals, NGOs, FBOs, and
foundations have developed parallel health systerdsliver results quickly and efficiently.
Each organization has imposed their own set ofiegigdn and reporting requirements, further
burdening already over stretched health faciligffstn addition, separate systems for the pro-
curement and distribution of ARVs were developetypass the slow and typically antiquated
system used for other medications. Instead of @& revamping existing systems, the new
systems for procurement run in parallel, mandagggarate monitoring and reporting guide-
lines!’

Cluster of agencies that aim to help Tanzania witlits HIV/AIDS epidemic

Local gowernment Civil society Private sector

Relationships Between Various Stakeholders in Tanzania

‘ ™ . . L .

_ _} United Mations Coordinating committees

- Bilateral aid -Plans and programs
Drug-delivery programs § # IMF World Bank

- Tanzanian government - Mongovernmental organizations
Source Cohen, 2006, p.166



The dearth of trained health care workers has elatel challenges in scaling up HIV/AIDS
programs. According to the WHO/Xorld Health Report 20Q@here is a shortage of more than
four million health care workers in fifty-seven @eping countries. One in four physicians and
one in twenty nurses trained in Africa currentlyrivon thirty industrialized countries in the
OECD. Although Sub-Saharan Africa has 24 perceth®fylobal disease burden, it has only 3
percent of the health care work force worldwide andounts for less than 1 percent of global
health care spending. Compare this to the Amenghgh have 10 percent of the global disease
burden and 37 percent of the health care workérscal doctors and nurses often grow so exas-
perated by their dysfunctional health systemsttiay apply for higher paying jobs abroad, thus
accelerating a "brain drain" at home. Internal idrain has emerged within countries as an out-
come of external HIV/AIDS funding, doctors and reg$eave public hospitals and health cen-
ters for more lucrative jobs in clinics run by fye NGOs, bilateral donors, and FBOs. For ex-
ample, a clerk employed by a PEPFAR funded prograiambia makes twice as much as a
registered nurse working in the public sector.

Medicalization versus Public Health

Because ARV treatment is constantly undergoingeefient, there has been a myopic focus on
qualitative aspects of HIV management and compligordhms of ARV therapy, which are la-
bor intensive and require substantial infusionesfources and donors’ time. The wealthy world
has dedicated its resources and energies to tregtme left prevention efforts, comparatively,
by the wayside in pursuit of quick fixes and easilgasurable treatment outcomes. For donors,
making a commitment to provide treatment comes wigheat deal of responsibility and a huge
price tag, as more people are infected and the auoftpeople that require second line, more
expensive, drugs swell.

Few HIV/AIDS initiatives were designed with the tlght of an exit strategy in mind. Instead,
donors have created programs that are reliante@ndhstant flow of foreign dollars, with terms
and restrictions typically dictated to the recipieauntry rather than negotiated with them. All
too often donor’s best intentions to fight HIV/AlDfave increased dependency. In Mozam-
bique, for example, 98 percent of all funding foe tountry’s HIV/AIDS programs comes from
outside donors 78 percent from PEPFARdespite glaring needs in other social/economic sec-
tors. Similarly, Uganda is 95 percent dependengxdarnal donors for financing of its

HIV/AIDS programs 73 percent from the PEPFAR progrdhin both of these cases the na-
tions’ extraordinary dependence on external supgpegs questions regarding the efforts’ sus-
tainability and recipient country ownership, cohtemd accountability.

Funding access to life—extending HIV/AIDS drugs luaked international donors into an open-
ended commitment that would be difficult to HFalNow, as the rate of new infections increase,
leaders must find ways to expand access to treatamehdiminish the long-term financial bur-
den of underwriting the cost of these medicatidite only way to accomplish both goals is
through a renewed focus on prevention efforts amdgtment in strong health systems to curtail
the spread of the disea@duilding strong health systems requires yearsisfasned investment.
Success is measured by the number of infectionepted and lives saved. Donors generally
prefer easily measurable advances in specific tiadtegrabbing diseases, such as the number of
people initiated on AIDS treatment. The difficutifHIV prevention is that it forces political
leaders to think in the long—term, not just witkiie scale of their own personal term limits. It is
important to find ways to transform emergency atities with short—term goals and stopgap so-



lutions into sustainable engagements, ensuring-engn funding streams and a focus on pre-
vention.

Losing the Numbers Game

Significant progress has been made over the paatidan the battle against HIV/AIDS. All
told, the three largest HIV/AIDS donors, the Globahd, PEPFAR and MAP, have spent $20
billion on combating the virus. With increased fumgdand commitment, the world has made
progress towards the goal of universal accese#atrrent, as the number of people on ARVs has
increased from 2 percent to 28 percent in theftastyears? Expansion of treatment has suc-
ceeded in reversing the direction of AIDS mortatdyes between 2005 and 2007, the number
of people who died annually from AIDS declined fr@®2 million to two million. However, in
2007 alone, 2.7 million were newly infected withv-ft* Treatment alone will not end the AIDS
pandemic. New infections are outpacing treatmemt.every two HIV positive individuals that
went on ARVs in 2007, six more contracted the virugcurrent trends continue, it is estimated
that sixty million more HIV infections will occunb2015, and the annual number of new HIV
infections will increase by 20 percent or more By 2?° With the recent setbacks in vaccine
and microbicide research, there is no reason ieugethat the HIV prevention toolkit will ex-
pand within the coming decade. The onus on goventsrend NGOs is to better implement ex-
isting prevention strategies.

Current Initiatives and Trends

Today, PEPFAR, the Global Fund, MAP, and UNAIDS agmthe dominant players in the fight
against HIV/AIDS and continue to set the agendahWWieach agency, policies and funding foci
have evolved and adapted to lessons learned thtbeghassive scale up of AIDS programs
over the past five years. Through discussions patttners in the field, the leadership of each
agency has come to recognize the importance oftheakker training, capacity building, and
integration of HIV/AIDS treatment and preventiortlwihe fight against TB and with reproduc-
tive health and family planning services to expaodess to PMTCT programs. There has also
been a renewed focus on prevention in the fighingg&ll\VV/AIDS to curb the rate of new infec-
tions and move the orientation of programs from rgg@ecy stopgap initiatives to long—term sus-
tainable programs. In 2008, the largest sourcésmafing for HIV/AIDS were domestic expendi-
tures in affected countries (52 percent), direletteral contributions (31 percent), multilateral
institutions (12 percent) and the philanthropictse(s percentj’ The largest area of growth for
HIV/AIDS funding has been from domestic funding sms, primarily from middle—income
countries. Despite these positive developmentsghiewy HIV/AIDS programs remain heavily
reliant on constant flows of outside funding. Asitlprograms have grown, so have donor and
NGO bureaucratic overhead expenses, chipping atg @amount of resources actually reach-
ing the people in need.



Resource Availability for HIV/AIDS, 2005-2008
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PEPFAR II

On July 24, 2008, Congress, with bi—partisan suppeauthorized PEPFAR at levels higher

than the original White House request, at an urgatested $48 billion over the next five years to
support HIV/AIDS treatment for 2.5 million peoplarevention of more than twelve million new
HIV infections and care for more than twelve mitlipeople living with HIV, including five mil-
lion orphans and vulnerable children. The reaugtabion makes a number of changes to address
previous critiques and gaps in implementatiomdteases U.S. contribution to the Global Fund,
proposes the use of compacts and other framewoedeangnts between the United States and
recipient governments, and removes the 33 perpemdéng requirements on abstinence preven-
tion efforts, as well as the 20 percent spendiggirements on prevention methods overall. Ad-
ditionally, it establishes an office for the Globahlaria Coordinator in USAID and supports the
strengthening of health care systems in recipienntries?® Although none of these programs

will become self-sustaining in the near futurejraportant element in changing the focus from
emergency to long—term is making sure the metisesidor evaluation of success are in line

with the long-term intended outcomes. For exampdgond just tracking the numbers of pa-
tients started on HIV medications, it is importemtollow patients’ adherence to drug regimens
over a number of years to ensure quality of carerévent spread of drug resistance, and to pro-
vide evidence to American taxpayers that theiradslare being used effectively and are having
a sustainable impact.

Debt2Health

In addition to now funding applications for healtbrker training, capacity building activities,
andhealth systems strengthening, the Global Fund tested new programs to raise funding



through non-traditional schemes, such as its ‘Didb#2th’ initiative. The aim of Debt2Health is
to create new domestic resources for health byeximg old bilateral debt into increased fund-
ing to support the health sector. The initiativeswaunched in September 2007 and negotiated
the first agreement between Germany and Indonesiartvert a share of Indonesia’s debt into
funding for their domestic health serviéés.

The Future of UNAIDS

UNAIDS has made a tremendous contribution to thletfagainst AIDS. It is the most effective
umbrella agency ever created by the UN system aad&en highly useful in harmonizing

AIDS policies across agencies. It has also playeal@able role in monitoring the epidemic,
forecasting future needs, and influencing natiguslernments to develop their HIV/AIDS poli-
cies accordingly. Much of this success can bebaiteid to the era in which it was created and the
desperate void in leadership that needed to leelfiBut now that this void has been filled by
numerous agencies, advocacy groups, increasedliamge and movement toward integrations
of HIV/AIDS efforts into larger health and developnt goals many question the role of a
standalone agency dedicated to single dis€ase.

Crowding of the Moral Landscape

As HIV/AIDS programs have evolved, so has the miaradiscape in which they gained traction.
No longer is the scourge of HIV and access totneat the dominant issue thrust upon leaders
of wealthy countries. Today, there is a wide raofeoncerns, such as food and fuel shortages,
effects of climate change, stagnating progressiswine MDGs, and other disease priorities
competing for world leaders’ attention and fundirf@verwhelming alls the current economic
downturn. Discussions of health and developmenhave overshadowed by the looming col-
lapse of the world economy.

Threat of Economic Crises to Global Health Gains

The world is currently in the grips of the mosteeveconomic downturn since the Great De-
pression. Over the past six months, more thant#ili®n has disappeared from the world econ-
omy, according to the World Bank’s December 20GBrede and the global economy is pre-
dicted to shrink for the first time since World WarThe economic crisis, combined with rising
food prices and growing resource scarcity dueitoatke change threaten to erase many of the
gains that have been achieved in poverty and dissiessiation over the past decade. The fuel,
food, and financial crises of 2008 are estimatelbtee pushed more than 100 million people
back into poverty. In October 2008, the World B&ksident, Robert Zoellick, warned, “While
people in the developed world are focused on tenfiial crisis, many forget that a human crisis
is rapidly unfolding in developing countries. Itgashing poor people to the brink of survival,”
where the number of malnourished people globallygwow by forty—four million to 967 mil-
lion in 2008, after several countries experiencealde-digit food inflatior’™

International institutions and governments thag hedavily on the steady inflow of foreign donor
funding are now frantically trying to resolve howvdontinue the operations of their health pro-
grams, as wealthy nations are spending trilliongszue the world's financial industry. Un-
doubtedly, the economic crisis will crimp humanidaraid and international efforts to fight dis-
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ease and alleviate poverty, though the severitisompact cannot be judged until the depth of
the global economic crisis is better appreciatethd downturn is slowed by government stimu-
lus programs and bank sector control, avertindlal@pression, the impact on developing coun-
try programs may be slight. In contrast, a deeplomged global depression would surely find
the former donor nations focused internally, spegdo save domestic jobs, homes, and govern-
ance. In such a scenario a profound political niditiion would be required to garner continued
and adequate support of all types of foreign amstst, including HIV/AIDS treatment programs.
Even in the less grim scenario, philanthropic givirom governments, foundations, and corpo-
rations is expected to sharply decline as the wiaglttens its belts in a global recession.

The OECD forecasts that in 2009, the U.S. econoitiantract by 0.9 percent, the EU by 0.6
percent, and Japan by 0.1 percent, adding incrgassdure to tight domestic budgets. In No-
vember 2008, the OECD urged all of its member stitdake an “Aid Pledge,” promising to

fulfill all foreign assistance commitments, despiie worsening global econor§OECD Sec-
retary-General Angel Gurria warned, “Unless wedacisively now, we may not be able to pre-
vent the financial crisis from generating an aigisr Let us not repeat the mistakes we made fol-
lowing the recession of the early 1990s when maBZD governments let aid efforts decline,
with the consequent impacts on developing countnissich areas as agricultural production,
infrastructure, social welfare and political stéipil During the previous economic downturn
between 1992 and 1997, official development assst&ODA) fell by one—third as a share of
national income, the equivalent of $30 billion tgda

GDP Growth

Real GOF percentage changs Aszian Dot-com
a crizis  crigis Foracast

High-income countries

—+_IIII_+IIII1.IIII+_IIII_+IIII_+IIII+_IIII+_III

1980 1984 1988 1992 19006 2000 2004 2002

Devaloping countriee, excluding China and India

Devaloping countrises

Source World Bank, 2009
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Within the United States, the Congressional Bu@jéite is projecting a $1.7 trillion deficit.
Congressional authorization does not equal ap@tpns, and this may be the case for the $48
billion PEPFAR reauthorization. It may be more i@t in this climate to assume stagnation
among all foreign aid projectsand growth in foreign aid, only to occur once theremic crisis
is fully behind us.

Funding for the Global Fund is also in flux, as 20©9 - 2010 budget was projected to be $8
billion, however, only $3 billion is currently avable, including donor governments' existing
commitments. The Global Fund has made a despdestégpthe donor community to sustain

funding commitments in order to close the orgamreg $5 billion funding gag'

For all HIV/AIDS programs, it is essential that ypeation efforts do not fall by the wayside as
donors focus limited funding on already existindigdtions to support treatment. As discussed
in a January 2009 WHO report on the financial sr&sid global health: “Curative care attracts
more political attention and it is tempting for peation activities to be sacrificed in the face of
budgetary pressures.”

As past experience has shown, a decrease or stagmationor commitments will have a dra-
matic effect on the health of families and commiesitn developing countries. Private financial
flows are currently falling, remittances are desneg, and exports from developing countries are
slumping in terms of price and volunfeThese declines put households and governments in a
position of vulnerability in terms of their abilitp cover their own health needs. Over the course
of the next year, the amount of household incortmtat to healthcare may also dry up as food
and fuel prices increase. The cost of medicinedilely to rise due to currency devaluations.
Patients may switch from private sector health tagublic, placing an increased burden on al-
ready stretched services. Women and girls are giextito bear the brunt of these cutbacks, as
unemployment rises, economic independence willesd families will reduce spending on
education for girls. Economic uncertainty may afsease competition on the ground between
health programspitting one program against another for limitedding and human resources.

In the worst case scenario, the breakdown of heeltvices in developing countries could lead
to social unrest and political instabilityTo meet this growing demand for public services

and middle—income countries will increasingly ldokwealthy nations to provide increased fi-
nancial support for social and health program&éimterim.

Despite the bleak outlook, the economic crisis p@yide opportunities to reexamine current
global health efforts and to engage in difficulbeersations about what is working, what is not,
and what the most effective mechanisms are fornmmoed engagement. The financial crisis may
also provide an opportunity for the internationahdr community to rethink the ways in which
it operates and to pursue ways to eliminate dujpdina of efforts, increase multilateral coopera-
tion, better align programs with recipient courgniorities and needs, and find ways to more
effectively collaborate with and better leverage tesources of foundations and corporations
that have a growing role in the global health laage.
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Immediate Future: Opportunities and Challenges

The next five to ten years will be critical in sivegpthe long—term future response to HIV/AIDS.
The success or failure of a number of new initediaimed at mitigating the pressures of the cur-
rent economic downturn, decreasing the funding éumf treatment—based programs as the
number of newly infected grows, and finding way$uied more expensive second and third line
HIV drugs will decide the mechanisms, fiscal spac®l long—term sustainability of HIV/AIDS
efforts.

Donor Coordination Efforts

Despite and maybieecause ofhe economic crisis, the international commurstinia moment

ripe for historic changes in global health. Comedtagency leaders, NGOs, faith-based groups,
and corporate actors are working collectively iokrabout new ways to break out of patterns of
charitable giving and move towards real sustainatlestments in healthutilizing the wealth

of resources and technical expertise available botthe ground and within international agen-
cies. A number of promising initiatives, declarasand programs are beginning to emerge in an
effort to improve global health funding efficacydligh longer term commitments, more coordi-
nated accountability measures, and collaboratigheahighest levels. The donor community is

in a critical moment, as their successes or faluidl determine the future trajectory of health
and development aid for decades to come. Howeeeguse these reforms are in nascent stages
now, their full impact will not be realized for latast another five years.

Inside the UN system, efforts are underway to inapnelations and coordination among the ma-
jor players in global health; the health-related aj¢ncies, the Global Fund, the GAVI Alliance
and the Bill & Melinda Gates Foundation. The H-&étth-8: WHO, UNICEF, UNAIDS, UN-
FPA, World Bank, Global Fund, GAVI and Gates), is@se alliance created to clarify the core
responsibilities of each agency, and bring coheremal alignment to their activities to eliminate
duplication of efforts and competition for fundirithe H-8 process is still new, and its future is
uncertain. Nevertheless, among UN agencies theepsdtas received significant support.

UNAIDS, together with the Global Fund, bilateraihdos, and other international institutions,
have similarly committed to harmonization and afigmt of global HIV/AIDS efforts specifi-
cally through the concept of the ‘Three Ones’: ageeed HIV/AIDS action framework for co-
ordinating the work of all partners; one nation&/FAIDS coordinating authority with a broad
based multisectoral mandate; and one agreed coentelysystem for monitoring and evaluation.
Although implementation of this initiative has bestaw at the national level, it remains a prom-
ising model for national coordination.

At the donor country level, many wealthy governmsdmve embarked upon new initiatives to
make aid more effective. In September 2007, a atinso of wealthy governments and private
donors announced the creation of the Internatiblealth Partnership (IHP). The IHP seeks to
redesign the relationship between donors and etipiations, and to improve transparency, ac-
countability and mutualism in the programs execungdypically rival agencies. If the IHP suc-
ceeds, country governments will have much morerobater what outsiders do with and for
their people, and will in return improve all asggeat strategic planning, civil society engage-
ment and financial processing. The IHP promisegédoterm financial commitmentsup to a

full decade in exchange for accountability from recipient gowveent for money spent at the
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country level. The goal is to vastly improve thads of strategic developments that developing
countries most desperately negzhysical infrastructures of health provision, wdtkration
systems, health human resources training and sy mar microfinance schemes that set realis-
tic long-term goals for individual and communityafite progress. In January 2009, the United
States, under the new Obama administration, exgul@aterest in joining the IHP.

Wealthy nations across the world are currently ae@ring their foreign aid structures
especially in light of the financial crisigo find ways to execute programs more efficientig a
make foreign aid dollars go further. In the futlaggush towards multilateralism is predictexs

a means of both leveraging resources and freeiagtges from shouldering the burden of bilat-
eral engagements. Even before the financial dosggan, many G8 countries were off track to
meeting aid goals set in Gleneagles. The failut@®hations to fulfill previous promises for
health and development support threatens theutistits credibility and questions its purpose in
a world where the G20 may be a more accurate repi@son of the new geopolitical alignment.

Signed in 2007 by over 1000 participants from fggven countries, the Kampala Declaration
calls for increased funding to mitigate health wesrkhortages in Africa. The declaration also
calls for increased investments in health infragtrres to fight the spread of diseases, including
HIV/AIDS, in developing countries. It proposes tllatveloping countries allocate 15 percent of
their annual budgets to the health sector to retheenigration of health workers to wealthy na-
tions. For donor countries that actively recruidltie personnel from developing countries to fill
their own national shortages, the declaration pgepdhat poacher countries pay a fee to coun-
tries whose health workers are recruited.

Additionally, a Task Force on Innovative InternatbFinancing for Health Systems was
launched in September 2008 under the chairmansghiKd’rime Minister, Gordon Brown and
the President of the World Bank, Robert Zoelfitkhe task force aims to identify new funding
streams and build better ways to use existing ressuThe final report from this task force will
be launched September 2009 at the UN General Asgemb

The Final Push towards the MDGs

2008 marked the midway point for the achievemenhefMDGs. In September, the Office of

the UN Secretary General concluded that both fupeimd program development were falling

far short of those needed to reach the 2015 MD@&$asleast six of the eight targets were on
course to fail. MDG 5 maternal survival has not shown significant improvement and no region
is on track to achieve the goal at current rét@he target of MDG 1 to reduce the proportion

of people who suffer from extreme poverty and hunggin reverse. A report by the World

Bank in March 2009 predicts that the economic sngil be a major setback to progress towards
the MDGs, as the long-term impact of the crisis thaynore severe than the short—term. The
World Bank also warns that infant deaths in devielpgountries may be 200,000 to 400,000
higher per year between 2009 and the MDG targetgfe2015 than they would have been in the
absence of the financial downturn.

Progress towards the MDGs has been stilted byfshisrin funding, inefficient use of resources,
and fragmented funding flows. From 2002 to 2006teriban 50 percent of donor funding for
health was absorbed by commitments to MDG 6, lepeimly $2.25 per capita to fund progress
towards the other health go4tdn recognition of the unequal progress in achiguire health
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related MDGs, there has been a significant puslatdsvfunding horizontally focused invest-
ments in health systems strengthening, as opposeettically funded, disease specific initia-
tives. HIV/AIDS advocates have been proactive idradsing this trend, arguing that HIV/AIDS
programs have, in fact, strengthened the healtieisgsin many low—income countries. Leaders
of some multilateral agencies seem to be embrahisgshift in funding and implementation. In
March 2009, the leaders of GAVI and the Global Fumdte to the chairs of IHP and the High-
Level Task Force on Innovative Financing of Hed@lstems, Gordon Brown and Robert Zoel-
lick, seeking an expansion of the mandate of theedrganizations to cover all the health related
MDGs. The letter, from GAVI Chief Executive Officddr. Julian Lob-Levyt and Executive Di-
rector of the Global Fund, Dr. Michel Kazatchkioencludes: "It is time to take a comprehen-
sive approach with the necessary support from ke to refocus on all of the health-related
MDGs as a renewed commitment to meeting the basittthservice delivery needs in poor
countries.” Moving forward over the course of tlextfive to ten years, there will be a strong
shift towards funding programs that ensure acaessitersal health coverage for all, rather than
focusing on access to treatment for a single deseb®w HIV/AIDS advocates position them-
selves in this change will have an important immacthe levels of attention and funding for
HIV/AIDS given by donors. It is critical that HIVM®S advocates promote access to HIV/AIDS
treatment and prevention activities as integral ponents of health systems strengthening and
towards the achievementsalf health related MDGs in order to secure sustaimeldsteady
funding.

Financing Needs

Preliminary reports released in March 2009 fromThsk Force on Innovative International Fi-
nancing for Health Systems working group outlinee tninimum and maximum costs of putting
in place the health systems necessary to suppoédhievement of the MDGs in low—income
countries. Their analysis includes probable inaeas funding from 2009 through 2015 from
private, donor, and domestic government sourcesrancesulting funding gap. Strengthening
governance, financing, and delivery of health smvineeded to enable rapid progress towards
the health related MDGs is projected to cost antiatél $36 to $49 billion per annum in
20157 In the chart below, the “commitments met scenaaissumes that donor governments
will reach the 0.7 percent of GNI target and remipicountries will meet the 15 percent of gov-
ernment expenditures to health target. The “nog#hacenario” assumes that current ODA and
government health expenditures will remain the same

Increasing Financing 2015 MAXIMUM COST MINIMUM COST 2015
(in $ billions) 2015
Funding Funding Funding Funding
Need Gap Need Gap
COMMITMENTS MET SCENARIO
Government| ODA | Private | TOTAL
26 12 4 42 49 7 36 -6
NO CHANGE SCENARIO
Government ODA Private | TOTAL
5 3 5* 13 49 36 36 23
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Source:Taskforce for Innovative International Financitng Health Systems, Working Group 1:
Version 11th March 2009

*The increase in private expenditure assumes thattcies are able to develop domestic financ-
ing polices that are able to capture such sperttirogigh insurance arrangements or domestic
taxation strategies.

The projected financing gap in 2015 is a maximurdbillion if current donor and country
spending targets are met, or $23 to $36 billidariding levels from governments, donors, and
the private sector remain unchanged.

Meeting the 0.7 Percent Target

Despite increases in donor assistance over thalpaatle, ODA is on average about .30 percent
of GNI in OECD countries still far short of the elusive 0.7 percent of GHiiget set by the UN
in the 1970s and reaffirmed at the Monterrey Carfee in 2002. Before the current economic
recession hit, many OECD countries reaffirmed themmitment to increasing ODA. The UK
government, under Prime Minister Gordon Brown, caottad to increasing foreign aid from its
2007 level of 0.36 percent of the British GNI t@ @ercent in 2013, two years ahead of the EU
schedule for reaching that donor tarf@imilarly, in Germany, the Bundestag recently ap-
proved a 2009 foreign assistance expenditure afoappately $1.2 billion, based on December
2008 currency valuations, marking a 12 percenease from Germany’s 2008 budget. In the
United States, President Obama’s maiden budgees¢dor FY2010 reaffirmed his commitment
to doubling foreign assistancealthough no specific time table for the increass watlined.
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Unfortunately, these encouraging efforts have reenbmirrored across the other donor coun-
tries. The Italian parliament responded to the gl@zonomic crisis by cutting 2009 ODA by
nearly 55 percent. ODA spending also decreasedigiria and Greece in 2008.

OECD-DAC Secretariat Simulation of DCA Members’ NetODA Volumes in 2008 and
2010

In constant 2008 USD million

The data below ars not forecasts, but Secretariat projections based on public announzements by member countries of the OECD's Development Assistance
Commities (DAC). The key figures from such announcemsenis are shown as "Assumptions”. To calculate net ODA and ODAMGMI ratios reguires projections for GHI
for 2010. For 2009 and 2010, the projections of real growth are taken from the OECD Economics Depariment interim projections to be published on 31 March.
Fending updated country specific figures which will be available in June 2008, country specific real growth projections are available and used for each GF country,
whereas Eure area or total OECD real growth projections are used for most other counfries. While calculations have been discussed at fechnical level with national
authorties the DAL Secreisnat o recponcile for the mathodology and dhe final publizhed recuf
2008 (preliminary) 2010
Real change in ODA
Assumptions (ODAGNI ratios) compared with 2008
Net ODA] Met QDA (2008

Country {2008 usom)l  ODA/GHI| (2008 USDm] ODA/GHI  USDm] Par cent
JAustria 1831 0.42%] 0.51% in 2010 145 0.51% 284 16%
Belgium 2 0.47%| 0.7%in 2010 3361 0.707% E20 1%
Dienmark ' 2300 QB2 Iinimurm 0.8% 2623 080 - 177 -6%
Finland 1138 0.43%] 0.51%in 2010 1300 0.51% 181 14%
Francze 10 857 e 0.51% in 2010 and 0.7% in 2015 13402 0.51% 2|52 2%
Gemany 13910 DL3E%| 0.51%in 2010 17 627 0.51% 3T 2%
Greece [if=x] QU200 0.35% in 2010 1145 0.35% 4532 85%
Ireland 1325 U523 0.8% in 2010 and 0.73% in 2012 1307 0.80°% -17 -1%
Italy* 4444 QU200 0.51%in 2010 10 B8 051% 8423 145%
Lixcemboung 408 QU2 QB33 in 2010 and 1% in following years 5 0.83% -14 -3%
Metherlands 6983 DLB0%| Iinimurm 0.8% il n) 080 - e 0%
Portugal a14 Q2T 0.51%in 2010 1118 051% 505 2%
Spain 6836 0.43%] 0.56% in 2010 and 0.7% in 2012 8271 0.56%, 1 685 24%
Swedsn 4730 Qupat 1% 4625 1.00%, - 105 -2%
Lnited Kingdaom * 11404 0.42%] 0.56% in 2010-11 and 0.7% in 2013 14243 0.56%, 2 B34 25%
DAC EU members, total 70 168] 0.42%] 441 T56% 13 373 27%
|fwstralia ® 3188 0.34%] See fooinote 5 3268 037% 100 3%
Canzda® 4725 0L32%| See fooinote 8 4 75| 0.34% 150 3%
Japan 9382 0U18%] See fooinote 7 13310 028% 3642 A2%
Mew Zealand 345 0307 See footnote B 415 0.35% i) 20%
Mzrway 3987 0LB8%| 1% ower 2008-09 4 285 1.00% 327 8%
Switzerland 2018 0.41%| See fooinote 9 1882 0.40°% - 154 -8%
United States ™ 26 00g) 0.13% Se= footnote 10 27 847 0.20°% 1639 B
DAC members, total 119739 0.20%| 143 110 0.33% 25 351 21%

! Over the coming years, the Danish government will strive to increase ODA a5 3 parcent of GMI from the current level of 0.8%.

! Dus o budgetary constraints, Greecs has deferred its EU ODA target of 0.51% to 2012, Greecs estimates it will reach an ODAMGHNI ratio of 0.25% in 2010,

¥ The Italian autharities advise that Italy's OO frend will be influenced by the constraints on ltaly's public finance.

4 This Secretariat simulation of 2010 ODA applies its previous estimate of the ODAMGHNI ratio im 2010 {0.56%) to its current projections of UK GMI in 2010, expressed
at 2005 prices and exchange rates.

¥ pustralia expects fo continue increasing its ODA. Australia has announced it intends to reach an ODAMGMI target of 0.8% by 20158-16 and in 2008 the Australian
Government announced intenim targets of 0.35% in 2008-10, 0.27% in 2010-11 and 0.28% in 2011-12. The figure here is discounted for inflation.

% Canada intends to doubls its 2001 International Assistance Envelope (IAE) level by 2010 in nominal terms. The Canadian authorities estimate OD4 (composed in
iarge part from the 1AE) will b= 5.1 billion Canadian dollars in 2010, The ODA figure shown here is adjusied for inflation and converied to USD at the 2008 exchange
rate.

T Japan intends to increase its ODA by USD 10 billion in aggregate over the five years 2005-200% compared to 2004. The Secretariat's estimate assumes US0 4.30
gillion extra in 2009, comparsd to 2004, and uses this figure for 2010, supposing that the volume of net GOA in 2008 will be maintained. Mo adjustmant is made for
niflation.

¥ Mew Zealand has indicated an intermediate target of MZD G600 milion. The Secretariat estimates an ODA/GN] ratio of 0.35% in 2010

*The Swiss Parliament {the Council of States in September 2002 and the National Council im December 2008) has decided to increase ODA to 0.5% of GNI by
2015. The provision of additional resources to mest this objective will be decided after the approval of the adddional frame credit in 2009, In the actual financial plan,
the ODAGHNI ratic of 0.40% will be maintained from 2009 onwards.

" The United States does nat issue ar approve forecasis on projected ODA. The amount shown here is purely a Secretariat estimate. |t is based on 2004 ODA plus
USD 5 killion nomina! per annum to cover the Gleneagles G5 commitments on increased aid fo sub-Saharan Africa, Millennium Challenge Account, and intiatives
on HWVIAIDS, malaria and humanitarian aid.

Source:OECD, March 2009
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According to the OECD figures for 2008, the curreatiook suggests that at least $10 to 15 bil-
lion must still be added to current spending planslonors to meet the 0.7 percent target by
2010. The 2009 OECD projections are optimistic thi#th continued commitment it will be pos-
sible for donors to meet the 2010 targets anddbabrs that are already giving 0.7 percent will
continue to do so in the future. In March 200@, @ECD reported that according to a new sur-
vey of donors’ forward spending plans; an incre#sEL percent in programmed aid is expected
between 2008 and 2010, including disbursements §mme multilateral agenciésThe 2015
MGD target year may give donor countries the egtrsh necessary to find ways to meet the 0.7
percent target or to pursue innovative financingna@isms to make their contributions go fur-
ther.

Innovative Financing Mechanisms

Developing countries face an estimated gap in fimanof $270 to 700 billion depending on the
duration and severity of the economic crisis anztess of interventions to mitigate the imp&ct.
The World Bank has proposed the creation of a “¥rdbility Fund,” where high—income coun-
tries would contribute 0.7 percent of the moneythigend on stimulus packages (the G20’s fis-
cal stimulus collectively amounts to almost $1litii for 2008 through January 2009, with an
estimated additional $650 billion in 2010). The &uwwmould be used to help developing countries
mitigate the shocks of the financial crisis. Othmachanisms that could be employed by the in-
ternational community to increase and diversifydimg for health and make it more sustainable
and predictable, include: the Tobin tax, airlinekét taxation to fund HIV/AIDS efforts, or front-
loading of HIV/AIDS financing to halt and reversetspread of the pandenffcAccording to

the World Bank, a new mechanism to finance intéonat development aid must be evaluated
on the basis of five criteria: revenue adequadyciehcy, equity, ease of collection, and mini-
mum required collation siZ8.Despite the potential benefits of each proposalching consen-
sus among donor countries is likely to be an ardymacess with limited success.

Domestically, within developing countries, there arhost of financing mechanisms that could
be employed to increase the fiscal space avaifableealth spending, including innovative indi-
rect taxes, taxation reform to minimize evasiotroduction of social health insurance and pre-
payment schemes to reduce inequality of out-of-pbekpenditures, more effective channeling
of remittance flows, and creation of public-privagrtnerships to maximize resources of the pri-
vate sector.

Access to Second Line Drugs

As global access to ARVs increases and resistaniest line therapies becomes more wide-
spread, the high price of seconaind then third, even fourth line therapies will e a major
challenge. Approximately 10 to 15 percent of pedbpét take ARVs will develop resistance to
their current combination of drugs after four teefiyears? The growing need for second line
drugs threatens to bankrupt the ministries of heafitmany developing countries. For example
in 2006, Brazil’s Ministry of Health estimated thrabre than 80 percent of its HIV/AIDS budget
was spent on imported HIV/AIDS drugs and projected this cost would increase two—fold by
2011%

Some countries such as Thailand and Brazil haventakeasures to secure lower cost second
line therapies. But countries without equivalenlitfmal capital and financial stability will fincti
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difficult to follow the same path. Some have sugggsbolishing the Trade Related Intellectual
Property (TRIPS) agreement of the WHO replacingtih a system that rewards pharmaceutical
companies for innovations and research. But anggd#o the agreement is unlikely in the near
future given the 2008 collapse of the Doha negotiat Another potential solution forwarded by
UNITAID is the creation of a ‘patent pool’ that widihold licenses on various patented medi-
cines, granting production rights to generic conigmithat guarantee sales exclusively to low—
income countries? Until radical change to the system occurs, ther@st countries with the
highest concentration of HIV/AIDS will be relianh @ constant flow of foreign funding to pay
for their ever growing need for more costly, sopbéed treatment.

As the number of people on treatment increasesthengercentage of those requiring second
line therapies grows, questions of donors fatigag arise. The wealthy world has given a lot to
the battle against HIV/AIDS and significant resuits/e been achieved. But now donors are
locked in a cruel formula: The more money giveratgdan even greater amount will be required
tomorrow. If the economic crisis continues withabatement for years to come, there may be a
push to limit the number of those treated to enfumding and delivery of their medications.

Many promising drug innovations are in the R&D pipe, targeting aspects of the HIV life cy-
cle not blocked by therapies currently in use ined. Some of these drugs, such as integrase
inhibitors, show promise of knocking HIV viral loeadown to undetectable levels swiftly and
holding them there, with few dangerous side effémtshe patient. Other innovations offer hope
of less frequent dosing needs, easier dietary damg#, and overall improvements in ease of
medication. These innovations will, however, be enarstly than current ARVs, and probably
more difficult to safely render in generic manutacgtig. As patients in the wealthy world aban-
don the ARV regimens used in poor countries, wettdy outcomes, the moral imperative to
broaden access to new patented pharmaceuticalemsag. If so, costs and pressure on donors
will undoubtedly rise. Just as the protease inbiteinzyme formulations have proven difficult to
produce safely in generic manufacturing sites irobable that these new classes of compounds
will remain exorbitantly expensive for many yeafte@atheir initial licensing. Questions of

global equity will arise. What will happen to theral imperative argument, which has been so
effective in attracting attention and funding toAIDS, if drugs available in New York are not
accessible in Abidjan? Will the advocacy effortsted HIV/AIDS groups be as compelling if
they are pushing for sub-standard care for the’poor

Longer Term Future: Opportunities and Challenges

The rise of new economic and political powers dredgrowing influence of non-state actors

will, over the next twenty years, transform the ldts power structures and global institutions.
The donor community’s ability to respond to chadjes posed by climate change, resource scar-
cities, youth bulges in developing countries, aggiaopulations in developed countries, urbani-
zation, and migration will be shaped by the waytaee able to adapt to changes within the
global governance structure, to build partnershigpls new players, and to engage newly power-
ful nations in global health and development. Loweme countries will remain dependent on
external funding of HIV/AIDS efforts, as rapid pdation growth and mediocre GDP increases
inhibit their ability to meet the financial costproviding health to their population. Significant
GDP growth in middle—income countries may alleviaaet of the funding burden of HIV/AIDS
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efforts, as governments take on the financing eir twn domestic health programs. The effects
of climate change and resource scarcity could bastating. If HIV/AIDS patients are unable to
find food and water, donors’ efforts to providewarsal access to treatment will be negligible.

Climate Change, Resource Scarcity, and Populationd®m

According to the U.S. National Intelligence Cour(8lIC) 2025 report, population growth over
the next twenty years will be concentrated in Asifiica, and Latin America: If current trends
continue, 57 percent of the world’s population Wik in urban centers by 2025. The effect of
climate change will exacerbate resource scarciiesess to clean water, energy, and food
sources will become more pressing issues duringéietwenty years, as the world’s population
expands by a billion. The World Bank estimates thatdemand for food will increase by 50
percent by 2030, due in part to population growiiing middle class, and a shift towards West-
ern dietary preferencés.

Climate change, like HIV/AIDS, is a long-wave evémat will require a sustained, long-term,
multifaceted response from the international comitgud Similar to HIV/AIDS, the response to
climate change, thus far, has been characterizel&bnal, and short-term, emergency-oriented
responses. The international community has yegiteeaupon policy responses and financing
mechanisms that confront its long-term and expanisnpact. Over the course of the next twenty
to thirty years, climate change will be both a cetimy and possibly complicating problem for
HIV/AIDS. Low—income countries will be among the st@cutely affected by changes in cli-
mate, and will require external funding to respgmaksibly co—opting funds previously desig-
nated for HIV/AIDS efforts. Increases in temperatand resource scarcity may also complicate
or compromise the effectiveness of current HIV/AlD&tment regimes.

Financing Possibilities in Low- and Middle—income ©untries

Meeting the Abuja goals for health spending witheen out of reach for most low—income
countries due to rapid population growth 