DEADLY
IMPACT

How Flat Funding Is

Undermining U.S. Global
AIDS Programs
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Flat funding is an insidious
threat to ending the AIDS
pandemic. The impact is
long-lasting, far-reaching,
and deadly.



THE COST OF FLAT FUNDING

With only twelve years left to achieve the global goal of ending AIDS as a
pandemic, international funding for HIV has reached its lowest level since 2010,
declining for the second year in a row—by 7% in 2016." International funding for
HIV has been stuck in neutral and creeping into reverse, with funds from the
U.S. stagnant just as low- and middle-income countries are increasing their com-

mitments. Flat funding by the U.S. to its global AIDS program over the past five

years is having a deadly impact—undermining treatment and prevention scale
up in countries where responses to the epidemic are already dangerously off
track. The legacy of flat funding is so pervasive that programs are deciding which
high-prevalence regions are so far behind that they will have to wait until others
reach saturation. After years of flat funding, a rapid scale up in resources is the

only way to achieve a course correction.

There are three countries particularly in need of a rapid course correction: South
Africa, Mozambique, and Cameroon. These three countries alone represent
one-third of new infections and over one-quarter of AIDS-related deaths in
sub-Saharan Africa. In a different context, the President's Emergency Plan
for AIDS Relief (PEPFAR) and the Global Fund to Fight AIDS, Tuberculosis, and
Malaria (the Global Fund) might together fund a more rapid infusion of HIV
services to address the crisis, but today flat funding is making it impossible to
deploy sufficient resources and programming. In addition these countries have
been dropped from the list of where it is possible to reach epidemic control by
2020—even taking limited resources from other countries to support scale up
will not be sufficient to reach that goal—threatening the AIDS response in East

and Southern Africa as a whole.

There are three countries particularly in need of a
rapid course correction: South Africa, Mozambique,
and Cameroon. These three countries alone represent

one-third of new infections and over one-quarter
of AIDS-related deaths in sub-Saharan Africa.


http://www.healthgap.org/global_aids_funding_infographic

UNDERCUTTING AMBITION

We can already see clearly the effects of flat funding on
the epidemic—insufficient scale up is slowing the pace of
progress from whatit needs to be and, in a global infectious
pandemic, every delay in reaching people living with and
affected by HIV results in a bigger pandemic that is harder
to control. The “Fast Track” strategy that countries agreed
to at the 2016 U.N. High Level Meeting on Ending AIDS calls
for rapid scale up to reach the goal of 90% of people living
with HIV knowing their status, 90% of those on treatment,
and 90% virally suppressed by the year 2020. But in recent
years, scale up as been too slow in many countries—
including some of those with the highest burden of HIV
that have struggled for sufficient resources to achieve the
pledged coverage levels, as detailed in the pages below.
With just a few years left, they are unlikely to reach this
goal without a major catch-up effort but in an environment
of flat or declining funding this means taking funding away
from other countries. This undercutting of ambition and

impact can be seen in the U.S. supported AIDS response.

KEY COUNTRIES NOT ON TRACK FOR
“EPIDEMIC CONTROL” UNDER U.S. STRATEGY

At the 2017 United Nations General Assembly, the U.S.
announced an updated PEFPAR strategy based on a strong
belief that countries can reach “epidemic control” in the

coming years—cutting new infections to below the rate

of AIDS-related deaths, which is an indicator of progress
toward an eventual goal of ending the AIDS crisis in the
region. The good news is that 13 countries have made
sufficient progress to be included on the list for increased
focusand supporttoward“acceleration”to epidemic control
by 2020.2 Yet this optimistic acceleration only includes 13 of
PEPFAR's 31 priority countries and four regional programs.
This list focuses where progress is on track—albeit still
very fragile and in need of urgent focus and funding.
Twelve out of 13 of these countries already exceed their
regional averages in treatment coverage. This does not
mean greater investment is not needed—underestimating
what it will take to succeed in these countries would be a
massive mistake. But looking only at the list of countries
where epidemic control is already within striking distance
provides a false picture of what it will take to truly achieve

epidemic control in the highest impact regions.

This strategy makes plain that PEPFAR has scaled back its
ambition in dangerous ways because of flat funding. Not
on the list of 13 are the largest epidemics in the world
and the countries that represent the majority of new HIV
transmissions—countries where scale up in recent years
has been too slow and there is not enough funding now to
ramp up progressto catch up.In 2014, PEPFAR's plan set out
to “demonstrate epidemiologic control in a minimum of 50

percent of high burden countries” by 2018, and to support

Given the migration and integration throughout the continent,
“control” of HIV will be only fleeting if it is achieved in

one country but not its neighbor. Failing to fill the gaps in
these countries could well mean a resurgent HIV epidemic

in the region by 2020 rather than epidemic control.



the achievement of the 90-90-90 goals in 21 PEPFAR
countries by 2020, including Cameroon, Mozambique, and
South Africa—three countries that are excluded from the
new list of 13.3 These three countries are critical examples:
South Africa, home to the world’'s largest HIV epidemic,
Mozambique, hard hit by both civil war and a massive
burden of uncontrolled HIV, and Cameroon, the West
African nation with an epidemic larger than the epidemics
in several countries in the East and Southern Africa HIV
epicenter. PEPFAR is planning for limited increases in these
countries, but given overall flat-funding this requires taking
away from other countries and can only be planned for a
single year, leaving significant gaps that neither PEPFAR nor
the Global Fund will be able to fill. UNAIDS and regional
leaders have called for a West Africa “catch up” plan but
currently lack sufficient funding. Given the migration and
integration throughout the continent, “control” of HIV will
be only fleeting if it is achieved in one country but not its
neighbor. Failing to fill the gaps in these countries could
well mean a resurgent HIV epidemic in the region by 2020

rather than epidemic control.

INSUFFICIENT FUNDS TO TAKE PROGRAMMING
FOR WOMEN AND GIRLS TO SCALE

On World AIDS Day PEPFAR announced that the DREAMS
program had achieved significant results—65% of the
districts where PEPFAR funded innovative prevention
interventions for adolescent girls and young women saw
a reduction of 25-40% in new infections.* These programs
have had this success by offering a package of services that
combines evidence-based approaches to healthcare and
education with efforts to address structural drivers that
increase girls' HIV risk, including poverty, gender inequality,

sexual violence, and a lack of education.

Giventhe challenges worldwide in achieving real prevention
impact, this is extremely impressive and there is broad

support for scaling up what's working.

However, full DREAMS programming for girls and young
women is only in 10 out of PEPFAR's 31 priority countries
and only 64 out of 783 districts in those 10 countries.
Without addressing the needs of girls and young women
at scale, we cannot halt the HIV crisis. Flat funding means
millions of girls and young women are being denied high
impact prevention interventions. Next year PEPFAR plans
to replicate those programs that have proven effective—
but only in a handful of new districts. Too little of what
works will not only fail to turn the tide, the positive effect in
a few districts will be threatened by uncontrolled HIV in the

surrounding areas.
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DREAMS programming currently exists in only a tiny portion
of districts in Mozambique, a country experiencing one of the

highest rates of HIV transmission in the world.


https://www.pepfar.gov/partnerships/ppp/dreams/c69041.htm
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FAILING TO FUND A BOLD PLAN

Domestic investment by low- and middle-income countries
has nearly tripled between 2006 and 2014, now account-
ing for nearly 60% of HIV funding in these countries.
Meanwhile, U.S. funding for its signature PEPFAR program
has actually fallen from a high of $4.6 billion in U.S.
Fiscal Year 2010 to roughly $4.3 billion in FY 2017. Due to
Congressional leadership, President Trump’s proposed $1
billion in cuts to U.S. global AIDS programs in FY 2018 have
been avoided, along with the devastation these budget cuts
would have wrought. This means that countries will receive
smaller budget cuts than planned and some, such as South
Africa, will receive increased funds as a result of cuts to
other countries. Stagnant total funding during a period of
increased efficiencies has temporarily enabled scale up in
HIV prevention, treatment, and care over the past seven

years, partially because of spending of U.S. reserves.

However, the era of sustained efficiency gains may well be
at the end as programmers face the daunting task of iden-
tifying and serving harder-to-reach populations, including
rural communities, men, young people, and key popula-
tions. And the Trump administration has proposed a $1.3
billion cut to U.S. global AIDS programs once again in FY
2019.

Years of flat funding still means insufficient resources are
available to undertake the kind of rapid course correcting

efforts needed.

Years of flat funding still means
insufficient resources are available
to undertake the kind of rapid
course correcting efforts needed.



Delivering the “right things
in the right places at the
right time” has become a
mantra within U.S. globdl
AIDS programs. However,
what is clear is that PEPFAR
and the Global Fund do not
currently have the resources
to deliver on this promise.



DOING THE RIGHT THINGS IN THE

RIGHT PLACES

Delivering the “right things in the right places at the
right time” has become a mantra within U.S. global AIDS
programs. However, what is clear is that PEPFAR and the
Global Fund do not currently have the resources to deliver

on this promise.

South Africa, Mozambique, and Cameroon are obviously
“right places” for high impact expansion of service delivery,
human rights and advocacy. These three countries are
home to a large share of the new HIV infections and AIDS
deaths in the world. It is therefore impossible to halt HIV
in the region without far more rapid scale up in these
countries, especially in key sub-national geographic areas
where new HIV infections, untreated HIV among adults
and newborns, and perinatal HIV transmission are at crisis
levels. Economic and migratory patterns often matter far
more for HIV than national borders. The many thousands
of working-age people from countries on PEPFAR’s priority
13-country list such as Zimbabwe, Malawi, Swaziland and
Zambia that migrate to or through South Africa in any given
year, for example, belie the idea that it is possible to attain
and sustain epidemic control in these other countries
without achieving it in South Africa, a goal that requires a

massive increase in resources.

What is needed in order to achieve epidemic control is
increasingly clear—from HIV treatment to evidence-based
structural interventions. The DREAMS programming
providing biomedical and structural prevention for
adolescent girls and young women is working—the
majority of the highest HIV-burden communities or
Districts achieved greater than a 25 - 40 percent decline

in new HIV diagnoses among young women. Yet it remains

in only a handful of the Districts that need it. Meanwhile,
the funding is missing for intensifying service delivery and
advocacy programming for men who have sex with men,
trans populations, sex workers and people who use drugs,
who facedisproportionately high HIV prevalence associated
with  criminalization, violence, and discrimination,
alongside major barriers to attaining quality prevention

and treatment from respectful, knowledgeable clinicians.

With insufficient funds and a failure to prioritize evi-
dence-based programming, the AIDS response is under
threat. These “right things” cannot be expanded fast
enough and will be denied communities in urgent need.
Which leaves the pressing question: when is the “right
time?” All of the epidemiology work in sub-Saharan Africa
suggests we have a narrow time window to rapidly expand
services and get ahead of the wave of new HIV infections
before a resurgent epidemic pushes “control” beyond
our reach. The right moves, too slowly, in too few places
due to insufficient funds could irreparably derail the AIDS

response.

The right moves, too
slowly, in too few places
due to insufficient funds
could irreparably derail
the AIDS response.
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DEFERRED

Three Countries Without the Resources
to Succeed
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Bolder Action is Required to Control a Growing Epidemic in

MOZAMBIQUE
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The HIV Pandemic Cannot be Controlled with an Insufficient Response in

SOUTH AFRICA
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Without significant scale up in treatment and prevention,
South Africa’s HIV epidemic is poised to go from bad to worse
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Cameroon

ameroon'’s epidemic is defined by both a high

generalized HIV prevalence and concentrated

epidemics—an estimated one-quarter of sex

workers and more than one-third of men who
have sex with men are currently living with HIV." Cameroon
has more new HIV infections than many PEPFAR priority
countries—Cameroon’s 36,000 new infections per year
is almost equivalent to the new infections in Botswana,
Namibia, and Swaziland combined. Meanwhile, as in much
of West and Central Africa, treatment coverage rates are
shockingly low—68% of people living with HIV lack access
to treatment and, while Cameroon is officially a “middle-in-
come” country, there is no way the public health budgets
can cover this size gap without a significant increase in in-

ternational funding.

Discrimination, criminalization and homophobia faced by
key populations including men who have sex with men and
sex workers further undermine access to quality HIV pre-

vention and treatment.



Action is needed now to quell a growing HIV epidemic in

CAMEROON
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PEPFAR cannot do all the right things in the right
places with the resources it has right now

Withoutincreased investment, PEPFAR and the Global Fund
together are unable to scale up what is working—PEPFAR
cannot do all the right things in the right places with the
resources it has right now. As this analysis illustrates, the
very countries where many of the new HIV infections are
occurring face significant gaps in access to services and
program outcomes that cannot be addressed without a
substantial increase in funding. PEPFAR can potentially
increase efficiencies and target investments for greater

impact, but that alone cannot ensure access for the three

million South Africans who aren’t on treatment, or effective
HIV testing efforts for the nearly 40% of Mozambicans
living with HIV who don’t know it, or the more than 80% of

Cameroonians living with HIV whose virus is unsuppressed.

Now, more than ever, we need an ambitious strategy
that refuses to defer progress in any country, for any

people living with HIV.

What would it take to do all the right
things in all the right places?

®
CONTINUE TO USE EXISTING
RESOURCES MORE EFFICIENTLY

INCREASE DOMESTIC
INVESTMENT

®
MORE DONOR
INVESTMENT




Five Steps Toward a Truly Ambitious

U.S. Plan for Investment in Sub-Saharan
Africa’s HIV Response

The U.S. Congress must lead.
In last year's appropriations process, Senator Leahy proposed increasing PEPFAR'’s budget by $500
million?—funding that is sorely needed to prevent U.S. global AIDS programs from diminishing

ambition and diminished impact.

The Trump administration must remove the funding stranglehold on global HIV
programs.

The reality, however, is that flat funding is driving the type of Faustian logic in which the countries
with the greatest challenges and most new infections drop from the priority list because the

challenge is too big to tackle with the current budget.

The U.S. must eliminate ideological barriers to services that create further
inefficiency, waste and lack of access, including ending the Mexico City Policy,
otherwise known as the Global Gag Rule.

Denying funding to integrated services not only violates rights but it is massively inefficient, requiring
countries to establish parallel systems while denying PEPFAR access to key partners and venues

where people in need of HIV services are.

The U.S. must recognize that the highest HIV burden countries cannot scale up
without additional help.

The South African government has increased its spending and commitment on HIV dramatically—
from spending millions to over $1.4 billion per year on HIV. Facing economic headwinds and a health
system still struggling to address the legacies of apartheid, however, there is no way the country
can reach the nearly 3 million additional people still waiting for treatment. The “surge” increase as
only possible by taking funding from other countries, and now cannot be sustained without funding

increases in FY2019.

The U.S. must scale up evidence-based services for key populations.
Men who have sex with men, sex workers, people who use drugs, and other key populations
urgently need expanded, strategic interventions that scale up service delivery and confront stigma,

homophobia and discrimination. Leaving some communities behind will never end the pandemic.
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