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UNAIDS-Lancet Commission Working Group 3* 
Discussion Paper 
 
How should the global health and AIDS architecture be modernized for 
the post-2015 development agenda? 

 
* Working Group 3 includes: Helen Clark (Chair), Brian Brink, Andrew Cassels, Ray 
Chambers, Tania Dussey-Cavassini, Mark Dybul, Helene Gayle, Geeta Rao Gupta, Richard 
Horton, Donald Kaberuka, Helena Legido-Quigley, Attapon Ed Ngoksin, Alessandra Nilo, 
Anders Nordstrom, Deborah von Zinkernagel. 
 
 
1. Background 
 
1.1. This Working Group has been convened to examine the strengths and limitations of 

the current architecture for HIV and health – understood as the formal and informal 
institutions, norms, rules and processes, as well as their state and non-state 
organizational expression, which govern health outcomes – and how this architecture 
can be adapted for the post-2015 world. The recommendations to date on the post-
2015 development agenda indicate that one health goal may be likely, with AIDS 
subsumed within it. Yet, AIDS also is also related to a range of issues that will 
feature in the Sustainable Development Goals – for example, gender equality, 
governance, human rights etc. Ideas and experiences shared by Working Group 
members in their first meeting, and derived from preliminary literature reviews, 
served as the basis for the themes discussed in this draft paper. This paper 
intends to serve as a point of departure for further dialogue on the future HIV 
and health architecture. 

 
1.2. The Working Group proposes that the global health architecture needs to reflect two 

overarching principles:  
 

i. The architecture needs to build on existing successes and be oriented around people 
and their well-being, not specific diseases. A future health architecture should move 
away from a siloed, disease-specific approach to one which promotes multi-sectoral 
action, integration, innovation, and rights-based approaches to help countries deliver 
integrated HIV, health and development solutions.  

 
ii. A human rights-based approach to HIV and health is essential. In particular, an 

approach rooted in gender equality could move the health agenda forward. Many of 
the significant gains in the response to HIV have been based on human rights such 
as universal access to treatment, which translated into tangible services for hard-to-
reach communities.  
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1. INTRODUCTION 
 

Working Group 3 was charged with examining the global HIV and health architecture 
post-2015, guided by the following questions: 
 
1. How can lessons learned from the HIV response inform an improved global health 
architecture and health governance, with particular reference to the issues of demand, 
evidence, financing and innovation?  This question is closely linked to the work of 
Working Group 2, which is examining how the experience of AIDS can serve as a 
“transformative force” in global health and development. 
 
2. Is the present architecture fit for purpose and efficient with regard to a range of key 
outcomes, including country ownership, empowered communities and addressing the 
social determinants of health? 
 
3. What kind of governance architecture is needed to support the “end of AIDS” and the 
“transformation of global health”? This question is linked to the work of Working Group 1, 
which is exploring what it will take to “end AIDS”1. 
 
4. How the global HIV and health architecture can be simplified and streamlined while 
ensuring that the following critical functions are strengthened: norm-setting and technical 
support; financing; and accountability and advocacy. 
 
This paper is the result of a consultative process that took place between October 2013 
and January 2014.  A writer initially conducted a literature review and produced a 
discussion paper that was discussed during a meeting of the Working Group in late 

                                                        
1 The work of Working Group 1 will contribute to defining the term “end of AIDS”. 
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October.  The paper was updated to reflect the deliberations of the Working Group, and 
was then widely circulated for discussion and review in regional, youth, civil society, 
academic and virtual meetings that were organized by the Commission Secretariat and 
took place between early October and early December. Between November and 
January, the Commission Secretariat and a writer reviewed the outputs of these 
meetings, held one-to-one conversations with a number of Working Group members and 
reviewed and incorporated comments that were submitted by email on several drafts of 
the paper. Given the limitations of time and process, the paper constitutes a composite 
of views expressed by Working Group members and apposite themes emerging from 
discussions which took place during the  regional, youth, civil society, academic and 
virtual meetings organized by the UNAIDS Secretariat. 
 
 

2. CONTEXT FOR THE DISCUSSION 
 

2.1 Trends in global health  
 

A changing environment for global health and development presents both opportunities 
and challenges for the HIV response post-2015. This environment is characterized by 
several major trends, including the following: 
 
Unprecedented accomplishments 
 

Significant development gains have been made over the last 20 years, including major 
reductions in poverty, maternal, infant and child mortality and infectious disease, and 
increased life expectancy in many countries. With enhanced investments and further 
scale-up of health technologies and systems, there is the prospect of a “grand 
convergence” between health outcomes in low- and lower middle-income countries and 
those in the best-performing middle-income countries in the next 20 years2. 
 
Shifts in development financing 
 
After a decade of rising health expenditure, austerity measures introduced since the 
financial crisis of 2008 have strained donor development budgets. As official 
development assistance (ODA) for health has stagnated in the last few years, there is a 
need to achieve increased impact and efficiency with the resources available and to 
diversify funding from multiple, complementary sources. While some innovations in 
financing for health – such as the levy on air travel for Unitaid – have shown promise, 
others - such as a financial transactions tax – lack broad support and remain 
controversial. 
 
At the same time, economic growth in low- and middle-income countries has led to 
increased domestic investment in health. While this signifies increased country 
ownership, many countries will continue to rely on international assistance, and the 
global funding gap for health continues to grow. Governments are moving to more 
sustainable approaches to domestic health and welfare spending, such as risk-pooling 

                                                        
2 Global health 2035: A world converging within a generation.  Jamison DT et al. The Lancet Vol 

382 published online December 7, 2013. 
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through social insurance and social protection mechanisms and safety nets, as well as 
cash transfers, which have been shown to be particularly effective for women and girls.  
 
The trend to increased domestic investment and the diminishing importance of ODA 
have important consequences, notably for global health governance and the extent to 
which health inequities are being effectively addressed through domestic financing.   
While external investments are focused on low- and low-to-middle-income countries, 
there is also a crucial need to address these inequities and provide health care to the 
most vulnerable people in middle-income countries, where 70 per cent of the world’s 
poor people are now concentrated. 
 
The growing economic and political strength of emerging economies, notably of the 
BRICS, is also changing global power dynamics and the way development assistance is 
provided. These countries are expected to have an increasingly prominent role in 
development cooperation and in global health governance, including as donors.  This 
paper would have been enhanced by additional input from these constituencies. 
 
Shifts in disease burden 

 
In sub-Saharan Africa, infectious diseases and reproductive, maternal, neonatal and 
child health conditions remain the predominant cause of death. However, non-
communicable diseases (NCDs) – especially heart disease and tobacco-related cancers 
– are now the predominant cause of death in lower-middle, upper-middle and high-
income countries, emphasizing the growing importance of behavioural prevention and 
health promotion across sectors, especially for adolescents and young adults. There is a 
need for further investments in health systems governance, management, procurement, 
strategic information, including basic health data such as registration of births and 
deaths. 
 
Socio-economic trends 

 
Economic growth in developing countries has been accompanied by widening inequities, 
due in part to increasing urbanization and lack of development for the rural poor.  The 
impoverishing effects of personal or individual medical expenditures in many low- and 
middle-income countries are of increasing concern, and health services frequently 
overlook the needs of young people. At the same time, new technology and social media 
present opportunities to increase access to information and participation in the public 
sphere, and will have increasingly important implications for the way health care is 
delivered, as well as for health surveillance and monitoring.   
 
Increasing complexity of the health architecture 
 

In the last ten years, the global health architecture has become increasingly complex 
due to a proliferation of new partnerships, alliances and initiatives.  The reasons for this 
complexity include the desire to give political visibility to particular health issues, an 
emphasis by donors on results and accountability and the growing role of private sector 
actors and entrepreneurs.  Complexity has led to increased fragmentation of effort, 
multiple governance structures and more diffuse accountability. At the country level, it 
frequently results in multiple funding streams and reporting requirements, and increased 
transaction costs.   As a result of this fragmentation, significant attention has been paid 
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in recent years to improving donor harmonization and alignment, such as through the 
Paris Declaration on Aid Effectiveness and related processes. 
 
The post-2015 development agenda  

 
The post-2015 development agenda is likely to include a single health goal, with HIV 
subsumed within it. Negotiations on this agenda are ongoing and will continue through 
2014, with endorsement of a framework by the General Assembly likely in 2015.  The 
concept of a health goal based on universal health coverage is gaining momentum, but 
other proposals - such as a goal based on healthy lives, linked to health equity - also 
have significant support.  
 
WHO has stated that, under a goal based on universal health coverage, “the priority 
should be to ensure access to the key interventions targeting the health Millennium 
Development Goals – births attended by a trained health worker, family planning, 
vaccinations, and prevention and treatment of diseases such as HIV, malaria and 
tuberculosis – while considering how to address the growing problem of non-
communicable diseases3”.  In addition to promoting equity in access to health services, 
universal health coverage promotes the concept of financial risk protection to ensure that 
the costs of using care do not put people at risk of financial hardship. As the process of 
developing the post-2015 development agenda has unfolded, key advocacy messages 
from the health sector have emphasized the importance of health and health inequities 
to sustainability, as well as the need to complete the “unfinished business” of the health-
related MDGs. Post-2015 development goals are also likely to focus on a range of other 
issues that remain important to the HIV response, such as gender, human rights and 
governance. 
 
Several proposals are circulating with a view to reinforcing global health governance and 
financing post-2015, including the concept of a Framework Convention on Global 
Health4 involving varying degrees of obligation, and a proposed global investment 
framework based on women’s and children’s health5. 
 

 
2.2 Trends in the response to HIV 
 
Impact and innovation 
 

Over 20 years of investment in the HIV response have resulted in major progress 
against the epidemic, including access to antiretroviral therapy (ART) for 10 million 
people globally and significant declines in new infections and AIDS-related mortality, 
notably in sub-Saharan Africa. 

                                                        
3
 Questions and answers on universal health coverage. WHO 2013. Available at 

http://www.who.int/healthsystems/topics/financing/uhc_qa/en/index.html, accessed December 11, 
2013 
4
 Towards a framework convention on global health.  Gostin L. et al. Bulletin of the World Health 

Organization September 2013.  http://www.who.int/bulletin/volumes/91/10/12-
114447/en/index.html accessed December 11, 2013. 
5
 Advancing social and economic development by investing in women’s and children’s health. A 

new global investment framework. Stenberg K. et al. The Lancet online, November 19, 2013. 

http://www.who.int/healthsystems/topics/financing/uhc_qa/en/index.html
http://www.who.int/bulletin/volumes/91/10/12-114447/en/index.html
http://www.who.int/bulletin/volumes/91/10/12-114447/en/index.html
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The response to HIV has been characterized by significant innovation, including an 
inclusive partnership and governance model involving governments, civil society 
advocates, affected communities, people living with HIV (PLHIV), international 
organizations, scientists, policy-makers and health care providers. This partnership has 
enabled antiretroviral drugs (ARVs) and other behavioural and biomedical interventions 
to reach the developing world with unprecedented speed.  The inclusive approach to 
governance has found expression in many ways, ranging from the multisectoral model of 
the Joint United Nations Programme on HIV/AIDS (UNAIDS) at the global level through 
to the establishment of Global Fund Country Coordinating Mechanisms (CCMs) and 
National AIDS Councils in many countries. 
 
Innovations in HIV service delivery, such as task-shifting, decentralization and the 
development of stronger links between health facility- and community-based services, 
have enabled chronic care to be provided in many developing countries for the first time. 
The HIV response has also fostered scientific and technological innovation, such as 
fixed-dose, triple-drug ARV combinations and point-of-care diagnostic testing and patient 
monitoring. The importance of scientific research and the drive to rapidly apply evidence 
have been hallmarks of the HIV response. Activism and use of legally available 
flexibilities in trade and intellectual property law have contributed to lower prices and 
facilitated the generic production of ARVs. 
 
Above all, progress against HIV has been made possible by major funding streams, 
notably, the Global Fund and PEPFAR.  The Global Fund has itself advanced a range of 
innovative approaches, including performance-based funding, the consumer-driven 
Product (RED) programme and conversion of national debt into health financing through 
Debt2Health. In 2014, the Global Fund will fully implement a new funding model focused 
on high-impact interventions and an expanded country dialogue. Private philanthropic 
foundations, such as the Gates and Clinton Foundations, bilateral donors and public-
private product development partnerships, also play an important role in financing scale-
up and capacity-building.  
 
As external support for HIV has flat-lined in recent years, economic growth in many 
implementing countries has enabled increased domestic spending, which now accounts 
for more than 50 per cent of global HIV investments and reflects an encouraging trend 
towards “co-investment”, increased country ownership and increased sustainability of 
HIV programmes.  Nevertheless, many countries with a high burden of HIV will continue 
to require significant external support for the foreseeable future, especially to purchase 
drugs and other commodities.  Increased and more effective use of funding is also 
necessary to address the needs and rights of key populations6, which remain sorely 
neglected in many countries. 
 
 
 
 

                                                        
6 This term describes populations disproportionately affected by HIV when compared with the 

general population. While this may vary according to local epidemic dynamics, principally it refers 
to gay men and other men who have sex with men, women and men who inject drugs, sex 
workers and transgender people. 
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Leveraging health, highlighting gaps 

 
The response to HIV has helped to galvanize efforts in health more broadly, notably in 
the case of TB and malaria, while also highlighting and helping to alleviate deficiencies 
across health systems, including the ongoing crisis in human resources for health and 
other weak elements, such as procurement, financial management and health 
information. Indeed, many of the recent trends evident in global health have originated in 
innovations in the HIV response over the last 30 years, including greater emphasis on 
equity, gender equality and human rights; an increased focus on community systems 
strengthening; the alignment of health and community systems and grassroots 
participation in health governance; the drive for greater integration and cross-sectoral 
approaches; the engagement of both the public and private sectors; increased 
investment in social, biomedical and implementation research; the development of 
innovative financing mechanisms; the recognition of the need to balance intellectual 
property protection with access to medicines and other commodities, and the drive for 
improved health data to inform decision-making. 
 
Unfinished business in the HIV response 
 
Progress against HIV to date has given rise to the prospect of “ending AIDS” and 
achieving an “AIDS-free generation”. Nevertheless, significant challenges must be 
overcome for these ambitious objectives to be achieved. These challenges include on-
going investment in HIV prevention, increasing access to HIV testing globally and 
addressing low ART coverage in some regions and for some populations, including 
children and key populations. Expanding eligibility for ART – based on 2013 WHO 
guidelines – and a wider range of options for using ARVs for both treatment and 
prevention present both new opportunities and challenges to policy-makers and 
implementers in terms of prioritization, financing, ensuring long-term patient retention 
and adherence, and health systems capacity. Countries also face challenges in 
financing and implementing an appropriate mix of diagnostic technologies and treatment 
options, such as paediatric and second-line ART, and viral load testing. As experience 
with ARVs increases, integration of pharmacovigilance and HIV drug resistance 
monitoring into national strategic information systems is becoming increasingly 
important.  Increased effort is also needed to more comprehensively address common 
co-infections, such as TB and viral hepatitis. 
 
The HIV epidemic in Eastern Europe and Central Asia continues to expand due to low 
implementation of evidence-based interventions and discrimination against key 
populations. Significantly increased attention to these populations is needed in all 
regions, in both concentrated and generalized epidemic settings, as well as to 
addressing the needs of adolescents, who are especially vulnerable and underserved in 
many settings.  It is especially notable that, despite years of evidence and advocacy in 
support of human rights-based approaches, legal and social environments have grown 
increasingly hostile to key population groups, for example, in the case of men who have 
sex with men in a number of African countries, and injecting drug users in much of 
Eastern Europe and Central Asia. Multisectoral action that complements interventions 
delivered in the health sector will remain critical to address economic and structural 
determinants of HIV, including human rights and gender inequality.  Finally, while much 
is expected of community-based and non-governmental organizations in the HIV 
response, they remain under-resourced in many countries.   
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From “exceptionalism” to integration 

 
The need for an emergency response to HIV, for action across sectors, and for particular 
attention to the social and structural drivers of the disease, have given rise to a notion of 
“AIDS exceptionalism” that is embodied in numerous HIV-specific institutions, funding 
streams and so-called “vertical” approaches to programming.  While this “exceptional” 
response to HIV has made significant contributions to strengthening health systems 
capacity and infrastructure in many countries, there is a recognized need for closer 
integration of responses to HIV with those for other health needs. 
 
As in the case of many communicable and non-communicable diseases, prevention for 
HIV needs to increasingly adopt a life-cycle approach. With HIV infection gradually 
evolving into a chronic manageable condition, there is also a growing recognition of the 
need for better integration of HIV treatment and prevention with services for other health 
priorities, such as maternal and child health, sexual and reproductive health, TB, viral 
hepatitis, drug and alcohol dependence, mental health, nutrition and several non-
communicable diseases, such as cardiovascular disease and other diseases associated 
with aging. 
 
The post-2015 development agenda - including a potential health goal - provides an 
important opportunity to deliver interventions for multiple conditions and to strengthen 
prevention and health promotion within the context of primary care. It also presents 
opportunities to apply the innovations and momentum of the HIV response to broader 
health and development efforts, including more attention to human rights and the needs 
of the most vulnerable. At the same time, health platforms built and enhanced through 
HIV programmes can be further leveraged to support broader systems strengthening for 
health and to address drivers of poor health such as gender inequality, poverty, and 
social marginalization. 
 
 

3. OPPORTUNITIES FOR INCREASED EFFECTIVENESS AND COHERENCE  
 
Given the diversity of organizations, governance mechanisms and constituencies 
involved, achieving consensus on broad reform of the global health architecture is a 
major challenge and beyond the scope of this paper.  The paper therefore focuses on 
addressing the questions: What changes, if any, are needed in the current health 
architecture to 1) to finish the remaining work on HIV and 2) take maximum advantage of 
innovations in the HIV response and platforms built through HIV programmes to achieve 
broader health outcomes?  To help address these questions, this section provides a 
brief analysis and discussion of opportunities to increase the effectiveness and 
coherence of the HIV architecture in four key functional areas that were identified by the 
Working Group. 
 
 

3.1 Advocacy, coordination and global strategy 
 

The Joint United Nations Programme on HIV/AIDS has played the leading coordinating, 
advocacy and strategy role in the global HIV response since its creation in 1994.  Initially 
composed of a Secretariat and six cosponsoring agencies, the Joint Programme has 
since expanded to include five additional co-sponsors.   
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The ECOSOC resolution establishing the Joint Programme stressed that “priority should 
be given to the programme's activities at the country level, where the response to the 
urgent needs and problems posed by HIV/AIDS should be focused, and underlines the 
importance of the programme's country-level operations functioning within the framework 
of national plans and priorities and a strengthened resident coordinator system7.”  
 
The Joint Programme has achieved a number of important objectives, including 
pioneering an inclusive, multisectoral governance model that extends beyond traditional 
health sector action and brings together UN agencies, governments, people living with 
HIV and the non-government sector. It has successfully helped to catalyze action across 
the UN system and development partners, mobilize national and international resources, 
and ensure that HIV is prominent on the international development agenda, particularly 
by promoting mutual accountability around a set of goals agreed to by UN Member 
States.  At the country level, the “Three Ones” concept and investment approaches, as 
well as its role in partner coordination, have helped to increase the strategic focus and 
coherence of HIV programmes. The Secretariat has also served as a key entry point to 
the UN system for civil society. 
 
Over time, a number of tensions have emerged within the UNAIDS model.  These 
include issues related to resource allocation, an indistinct division of labour between the 
Secretariat and co-sponsors, and concerns about the relative value of the 11 co-
sponsors.  A range of views has been expressed about how to strengthen the Joint 
Programme, including the following:  
 

 The UNAIDS Secretariat needs to be “stronger but leaner”, with a clear and 
consistent focus on a more limited and distinct number of functions, consistent with 
its comparative advantages;    
  

 There is a need for a stronger delineation of the Joint Programme’s division of 
labour, with a view to making more effective use of key co-sponsors’ technical 
expertise and comparative advantages; 

 

 The mandate of the Joint Programme could be expanded, either in global health 
broadly, or more specifically, with regard to related health issues, such as TB, 
malaria, MNCH and viral hepatitis, the latter currently having no global platform.  
Exploring the feasibility of an expanded mandate would necessarily involve 
consideration of the role of UNAIDS vis-à-vis WHO, and with regard to other major 
global health partnerships, such as Stop TB, Roll Back Malaria and the Partnership 
on Maternal, Newborn and Child Health.   
 

 The role of the private sector within the HIV response and the Joint Programme 
needs to be more clearly articulated. 

 
In light of these options and the shifting health and development landscape, it would be 
timely to undertake a review of the relevance, mandate, functions and composition of the 
Joint Programme, including the respective roles of the Secretariat and co-sponsors, and 
the optimal institutional, administrative and oversight arrangements for the Secretariat. 

                                                        
7 ECOSOC resolution 1994/24, para 7. 
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Such a review should also include an assessment of how the UN can respond as 
effectively as possible to changes in health financing and governance approaches at the 
country level. 
 
 

3.2 Normative and technical guidance 
 
While HIV requires a multisectoral approach, an effective HIV response post-2015 will 
continue to depend to a significant degree on strong leadership and engagement by 
WHO and Ministries of Health, particularly in the provision of normative and technical 
guidance. 
 
WHO plays a critical role in convening technical experts, synthesizing the evidence 
base, developing relevant guidelines, disseminating strategic information on the health 
sector response, and linking these efforts to advocacy. However, the organization faces 
a number of significant challenges, including chronic resource limitations, a diffuse 
regional structure and constraints on formal interaction with non-governmental 
organizations and the private sector. Addressing these challenges is important if WHO is 
to continue to provide leadership in HIV and effectively fulfill its broad mandate as a 
“health” organization, rather than one that is primarily concerned with medicines and 
medical responses to health conditions. 
 
WHO should continue to play a key role in providing technical and operational guidance, 
particularly to promote synergies between HIV and other health outcomes, more 
integrated service delivery, stronger primary health care and effective links between 
health-facility and community-based services. In this role, it will need to maintain close 
collaboration with other key UNAIDS cosponsors - especially UNDP, UNICEF, UNFPA 
and the World Bank - which play important roles in data collection and analysis, strategic 
planning and implementation support. 
 
There are divergent views on the merits of a proposed Framework Convention on Global 
Health.  On the one hand, such a convention may help to strengthen the role of WHO by 
more clearly delineating its governance functions and strengthening its financing 
arrangements.  However, it is unclear how well the tobacco convention8 model would 
translate to health more broadly, and the short-term opportunity costs of developing such 
a framework, in terms of time and resources, while relatively high, would need to be 
balanced against potential long-term gains. 
 
 

3.3 Resources (cash, commodities and capacity-building) 
 
The Global Fund and PEPFAR are the key actors in financing the HIV response, 
particularly for global public goods such as antiretroviral drugs, HIV-related diagnostics, 
other commodities, and human resources. Bilaterals and private foundations also make 

                                                        
8 
WHO Framework Convention on Tobacco Control. World Health Assembly Resolution 56.1 

(2003) 
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major contributions, notably in providing funds for technical assistance, capacity-
building, research and product development.  The investment approaches promoted by 
UNAIDS are being widely adopted by both donors and implementing countries, playing 
an important role in guiding international funding priorities and national planning, and 
helping to promote country ownership and sustainability of HIV programmes. 
The Global Fund and PEPFAR have made significant contributions to building health 
infrastructure in many countries. Global Fund CCMs have also brought civil society into 
national health governance processes for the first time. Nevertheless, current funding 
streams for HIV have frequently been characterized as promoting burdensome, vertical 
approaches to health governance, programme management and service delivery at 
country level.  Despite these developments, many countries with strong health sector 
leadership have been able to expertly manage and coordinate disparate funding sources 
to achieve broad national health goals, such as the expansion of primary health care, in 
addition to tackling HIV and other diseases.    
 
Since they were established more than 10 years ago as emergency platforms, the 
Global Fund and PEPFAR have made significant efforts to mitigate the verticality of HIV 
funding through increased coordination and co-programming based on investment 
approaches. The Global Fund has worked to coordinate HIV funding with resources from 
bilaterals and other health funding mechanisms, piloted joint donor assessment of 
national disease strategies and participated in the International Health Partnership.  The 
Global Fund is currently exploring further opportunities for increased integration, 
including with UNICEF and the World Bank Health Results Innovation Trust Fund. While 
seeking to enhance country ownership of programmes through improved coordination of 
resources and inclusive planning and governance approaches, both PEPFAR and the 
Global Fund have also expressed strong commitment to budget transparency, 
accountability and results, as well as low tolerance of corruption.   
 
Wider discussion and dissemination of lessons from these efforts to coordinate, 
harmonize and align HIV and other disease-specific funding is needed to help inform the 
future health financing architecture, especially with regard to the trade-offs that may be 
needed between increased harmonization of disease-specific and other health financing, 
country ownership and accountability. 
 
As domestic HIV investments rise, future demand for external funding will primarily come 
from low-income countries with the least ability to pay. The global community will need to 
rigorously monitor and promote the strategic use of domestic resources, particularly to 
ensure that HIV among key populations, as well as enablers more broadly, are 
adequately addressed, including in middle-income countries. 
 
The Global Fund and GAVI piloted a joint health systems strengthening platform in 2008.  
Further opportunities could be explored for increased integration of HIV and related 
health financing currently provided through the Global Fund, PEPFAR, GAVI and 
Unitaid, potentially based on the concept of an expanded primary care platform that 
includes HIV, maternal, newborn and child health (including vaccination) and key 
elements of health systems strengthening. Further consideration could also be given to 
ways in which these financiers could achieve economies of scale and more effectively 
leverage their market presence to influence pricing of commodities and to streamline 
procurement.  
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Significant efforts have been made to channel resources to the non-government sector 
and community-based groups through initiatives such as the Global Fund’s “dual track 
financing” and community systems strengthening approaches, the International 
Treatment Preparedness Coalition, the Robert Carr Civil Society Networks Fund and 
other groups and agencies. However, many groups continue to lack the resources 
needed to fulfill the roles expected of civil society and the community sector in advocacy, 
oversight, governance, policy and service delivery. This deficit requires further attention 
both in the HIV response and in the broader health architecture. 
 
Inadequate funding and coordination of technical assistance and capacity-building have 
been a longstanding challenge within the HIV response, despite initiatives such as the 
Global Task Team on Improving AIDS Coordination Among Multilateral Institutions and 
International Donors, the Consolidated UN Technical Support Plan for AIDS and the 
Global Problem-Solving and Implementation Support Team. There is some consensus 
that technical assistance is most effectively coordinated at regional and country levels, 
rather than at the global level, for example, through the regional offices and “hubs” 
supported by a range of UN agencies. However, the quality of services provided through 
these channels varies widely. The UN family at large has an important responsibility to 
better address the challenges of the supply and coordination of technical assistance for 
HIV, including to promote more integrated health services. More effort is also needed to 
exploit opportunities for South-South cooperation, draw lessons from regional 
approaches to the provision of technical assistance, and support the important role 
played by community networks in identifying and addressing technical support needs.   

 

3.4 Monitoring, reporting and accountability 
 
The lack of a robust monitoring and accountability framework for health is a key deficit in 
the current global health architecture. Better data are also needed to guide health 
decision-making, inform advocacy and promote accountability at the national and global 
levels. 
 
For HIV, the principle monitoring and reporting mechanism is the Global AIDS Response 
Progress Reporting mechanism (GARP, previously known as the UNGASS reporting 
mechanism), which is currently based on the core indicators of the 2011 UN Political 
Declaration on HIV/AIDS: Intensifying our Efforts to Eliminate HIV/AIDS9 and includes a 
number of indicators based on the MDGs. UNAIDS has collected Country Progress 
Reports from Member States for the purpose of monitoring the various political 
declarations every two years since 1994. Response rates have increased from 102 (53 
per cent of) Member States in 2004 to 186 (96 per cent of) Member States in 2012, the 
highest for any international health and development mechanism. Data are used to 
inform reports of the Secretary General to the General Assembly and UNAIDS’ (now 
annual) global reports on the state of the AIDS epidemic. These reports are 
complemented by reports from various UNAIDS co-sponsors, including WHO’s annual 
report on the health sector response to HIV and the UNICEF Stocktaking Report on HIV 
among children, as well as an additional UN/PEPFAR report on progress towards the 

                                                        
9 General Assembly resolution 65/277 
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elimination of mother-to-child HIV transmission, and by reports from major donors. 
UNAIDS also plays an important role in monitoring global resource commitments and 
allocations, and modelling resource needs for the HIV response. 
 
UNAIDS, WHO, PEPFAR and the Global Fund have made significant efforts over the 
years to harmonize their indicators and reporting requirements and periodic review 
processes in order to ease the burden on countries, although some organization-specific 
reporting and parallel systems persist and there may be potential for further 
rationalization. 
 
The global AIDS reporting process has been relatively effective, although there is a view 
that it tends to emphasize positive aspects of the response, rather than providing in-
depth analysis of key challenges.  There is also some tension within the Joint UNAIDS 
Programme regarding “ownership” of data collected by the Secretariat and co-
sponsoring organizations. The future roles of the UNAIDS Secretariat and co-sponsors 
in the global AIDS reporting process could form part of the review discussed in Sections 
3.1 and 4.  
 
The “Know Your Epidemic, Know Your Response” approach is widely promoted to 
inform the design, costing, delivery and evaluation of effective HIV programmes in 
countries, and is being linked to investment approaches at country level, with varying 
degrees of success.  As national HIV programmes have matured, their strategic 
information needs have become more complex, and need to include basic 
epidemiological and surveillance data; key population size estimation and epidemic 
modelling; data related to monitoring and evaluation of programme performance and 
impact based on effective indicators; information on cost effectiveness and cost 
efficiency especially comparisons of unit costs; information on pricing and procurement 
of HIV-related commodities, and monitoring of drug resistance and toxicities.  
Incorporating these complex needs into national health information systems remains a 
challenge in many countries. WHO plays a leading role in providing technical assistance, 
but much more effort is needed to support and strengthen country health information 
systems, including for HIV. 
 
Critical gaps remain at global and country levels with regard to data on population size 
estimates, epidemiology and coverage of interventions for key population groups, in both 
concentrated and generalized epidemic settings.  These gaps are frequently due to lack 
of political will and inadequate health information systems in countries.    More attention 
is also needed to gathering data on treatment outcomes, rather than just coverage. 
 
Most global HIV indicators and targets, including those in the MDGs and those based on 
UN declarations, “expire” in 2015. Determining the scope, content, format and channels 
of global and national HIV reporting within the post-2015 development agenda needs to 
be a major priority in the next 12-18 months, and will be significantly influenced by the 
scope of the post-2015 development goals.   A participatory monitoring process that 
focuses on State accountability and tracks the political, financial and programmatic 
commitments of multiple actors will continue to be essential in the next phase of the HIV 
response and in global health. 
 
As in other areas of health, benchmarking, monitoring and reporting in the HIV response 
need to better capture issues such as equity and efforts to address the social, structural 



                

13 
 

 

and economic drivers of the response, and articulate links between HIV other 
development goals.   
 
 

4. CONCLUSIONS 
 

The following points for consideration emerged during the course of the Working Group’s 
discussions: 
 

 There is significant “unfinished business” in the HIV response that requires further 
expansion of the evidence-based interventions and approaches that are being 
identified by Working Group 1, including attention to social, economic and structural 
drivers of HIV and critical enablers of the response.   
 

 “Ending AIDS” needs to be clearly defined, supported by relevant goals and targets 
and should have a prominent and distinct place in the global post-2015 development 
agenda.  It should address both the “unfinished business” of the HIV response and 
ways in which the HIV response can further leverage progress on a range of non-HIV 
outcomes and promote synergies across development sectors, for example, on 
protection and fulfillment of human rights, gender equality and inclusive social 
protection. 

 

 Any potential global health goal needs to ensure a strong focus on people, 
measurable health outcomes, equity, rights and social justice.   
 

 Innovations in the HIV response in governance, community participation, 
multisectoral action, attention to human rights and key populations and other 
“transformative approaches” identified by Working Group 2, hold valuable lessons for 
wider health and development efforts.  These “exceptional” aspects need to be 
maintained in the HIV response and widely adopted across the health architecture 
and in the post-2015 development agenda. 

 

 The health platforms built and enhanced through HIV programmes can be further 
leveraged to support integration of HIV with other health services and broader health 
systems strengthening, as well as to address drivers of poor health such as gender 
inequality, poverty, and inadequate human rights protections. 
 

 The HIV movement should continue to promote a clear vision for health and 
development post-2015. That vision should be to build strong primary health care 
systems that effectively integrate HIV, TB, and sexual, reproductive, maternal, 
neonatal and child health services, such as vaccinations, as well as other health 
priorities, depending on the local context. Health facility-based services need to be 
complemented by strong community-based services, especially for HIV testing, 
extending the reach of HIV interventions to key populations and other affected 
groups, and for broader health promotion. Complementary multisectoral action is 
essential to address social, economic and structural determinants of HIV and other 
health challenges, particularly human rights and gender inequality. The shape of the 
health architecture post-2015 needs to support such a vision. 
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 The ambition to bring about “the end of AIDS” should not mean “the end of aid”, and 
further leveraging and integrating the HIV response to achieve broader health 
outcomes should not involve diminished commitment to, or resources for, HIV. 
Greater investments in health are needed, including for HIV. It will be unproductive if 
health priorities are seen to compete against each other or for debates between 
vertical and horizontal approaches to continue. The global health movement needs 
to be united to position HIV and other health priorities effectively post-2015. 

 

 One option for increasing coherence in the HIV architecture, improving its fitness for 
purpose and helping to pave the way for increased coherence in the global health 
architecture as a whole could come from a review of the Joint United Nations 
Programme on HIV/AIDS. Such a review would help to more clearly delineate and 
leverage the comparative advantages of the Secretariat and key co-sponsors, and to 
determine optimal institutional arrangements for the programme. The comparative 
advantage of the UNAIDS Secretariat is in advocacy; coordination within the UN 
system and in countries; partnerships with civil society, and global reporting. The 
comparative advantage of key co-sponsors is in technical and policy leadership, 
guidance and support, globally and at country level  (e.g. UNICEF on children, 
adolescents and eMTCT; WHO on the integration of HIV and other health services, 
especially at the level of primary care; UNDP on human rights, gender and key 
populations, and UNFPA on sexual and reproductive health and rights).  The 
Working Group notes that there is relatively limited support for an expanded mandate 
for UNAIDS that would see it taking on broader health issues. 

 

 Additional time and attention are needed to define and explore key issues in health 
financing, including: 
 

o Lessons for the global health financing architecture from innovations in 
financing the HIV response, such as the pilot GAVI/Global Fund health 
systems strengthening platform; PEPFAR partnership framework 
agreements10; participation by the Global Fund in country and other pooled 
funding mechanisms; joint assessment of national disease strategies and 
participation of disease-specific donors in the IHP+ initiative; 
 

o The potential for further coordination and closer integration of funding from 
the Global Fund, PEPFAR, GAVI and Unitaid, particularly to strengthen 
maternal, newborn and child health and primary care; 

 
o Opportunities for key funders such as the Global Fund, PEPFAR, GAVI and 

Unitaid to work together to effectively leverage policies and prices for health 
commodities; 

 
o The potential architecture and governance implications of the proposed 

global investment framework based on women’s and children’s health; 
 

o How community-based responses and interventions for key populations can 
be more effectively coordinated, financed and scaled up, including in middle-

                                                        
10 Now called Country Health Partnerships 
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income countries and in the context of increasing domestic investments and 
hostile social and legal environments; 

 
o The long-term potential of national health strategies as a funding framework 

for HIV and other health issues, while ensuring inclusive governance and 
accountability for results; 

 
o Opportunities for strengthened partnerships between the HIV sector, the 

World Bank and other development partners to address the intersection of 
HIV, inequality and extreme poverty, and to further align the HIV response 
with other development challenges, such as gender inequality, gender-based 
violence, nutrition and education; and 

 
o Opportunities to promote further innovation in health financing.  

 
 


