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Introduction 

 

HIV and AIDS have dominated the global health governance agenda for at least the last fifteen years. 

In that time the international response to AIDS has changed beyond all recognition. The bald figures 

tell some of the story. Back in 1999 global spending on the AIDS response was just under $900 

million (UNAIDS, 2005: 1). By 2009 this had risen to about $16 billion (UNAIDS, 2010a: 145). The 

institutional landscape has undergone a similarly profound transformation. Fifteen years ago 

UNAIDS was created as a hub co-ordinating United Nations responses, taking on much of what had 

previously been the WHO’s role in leading the global fight against AIDS. But since then some newer 

and (in financial terms at least) bigger kids have moved onto the block. The Global Fund to Fight 

AIDS, Tuberculosis and Malaria and the US President’s Emergency Plan for AIDS Relief (PEPFAR) both 

have resources which dwarf those of UNAIDS. And they have not been the only new actors to 

emerge. Others – the Gates Foundation being a prominent example – have also come to play 

significant parts in the global governance of AIDS.  

 

The inclusion of three specifically health-related targets amongst the Millennium Development Goals 

(MDGs) may initially have been a result rather than a cause of the political priority these issues had 

been accorded, but nevertheless the MDGs have had the effect of concretizing a particular global 

health agenda. AIDS, which along with “malaria and other diseases” is the subject of MDG6, has 

been one of – perhaps the primary – beneficiaries of this. In recent years child health (MDG4) and 

maternal health (MDG5) have begun to receive a greater share of attention yet they have received 

nothing like the resources which have been devoted to AIDS since 2000. MDG6 has three targets, 

the first two of which relate to HIV/AIDS.1 These two targets are supported by five indicators for 

monitoring progress (UN Statistics Division, 2011): 

 

6A. Halt and begin to reverse, by 2015, the spread of HIV/AIDS 

6.1 HIV prevalence among population aged 15-24 years  

6.2 Condom use at last high-risk sex 

6.3 Proportion of population aged 15-24 years with comprehensive correct 

knowledge of HIV/AIDS 

6.4 Ratio of school attendance of orphans to school attendance of non-orphans aged 

10-14 years 

6B. Achieve, by 2010, universal access to treatment for HIV/AIDS for all those who need it 

                                                           
1
 The third target of MDG6 is “Halt and begin to reverse, by 2015, the incidence of malaria and other major 

diseases”. 
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6.5 Proportion of population with advanced HIV infection with access to 

antiretroviral drugs 

 

Not only, then, did the MDGs set a particular agenda for global health in the first 15 years of the 21st 

century - the time period which this paper examines - in the case of HIV and AIDS they also set out 

particular ways in which progress towards that goal would be measured. Some of the indicators 

concern prevention strategies (for example indicators 6.2 and 6.3) whilst target 6B focuses on the 

treatment side of the equation.  

 

Over the last few years there has been an ongoing debate over whether current global responses to 

HIV and AIDS are striking the right balance between treatment and prevention. The argument that 

current approaches are too focussed on treatment at the expense of prevention has become 

commonplace. Whilst all agree that both are important, and some have argued that attempting to 

‘trade-off’ treatment and prevention is unhelpful, the case that the global governance of AIDS has in 

practice tended to concentrate on the delivery of treatment is a strong one. Whilst important work 

in prevention is of course being done, scaling-up treatment has been at the centre of governance 

innovation, has dominated political attention, and has been allocated a large proportion of the 

global AIDS resource pool. 

 

This paper does not seek to engage directly in the treatment vs. prevention debate but rather asks a 

slightly different question: why is it that the global governance of AIDS has been so treatment-

centric over the last decade? The paper argues that a variety of factors underlie this trend. Some of 

these are scientific, some economic, but many – and it is on these that the paper largely focuses – 

are political. Finally, the paper looks ahead to the remaining years of the MDG period and beyond, 

looking at the challenges ahead and asking whether a shift towards a greater emphasis on 

prevention is likely to emerge. 

 

 

The global governance of HIV/AIDS 

 

The global health governance literature has made many attempts to describe the contemporary 

governance ‘system’. Whist the theoretical approaches adopted and the metaphors used have 

varied widely, all begin from a recognition that much has changed in recent years. In part the story is 

one of new health challenges, particularly those challenges posed by a globalized world, but the 



Rushton – Global Governance of AIDS, ISA 2011 
 

4 
 

architecture of global health governance has itself undergone a transformation, in part at least in 

response to these new challenges. Global health governance actors have increased in both number 

and variety. There have often been attempts in the literature to capture this through drawing a 

distinction between “international health‟  and “global health‟  (Brown et al. 2006; Kaplan et al. 

2009), and consequently between “international health governance‟  and “global health 

governance‟  (Dodgson, Lee & Drager 2002), or – as Fidler (2004) would have it – between a 

“Westphalian‟  and a “post-Westphalian‟  system. 

 

HIV/AIDS is often seen as the “signature project” of global health governance (Ingram, 2009) – 

perhaps even one of the key factors in bringing about the transition from international to global 

health. Kirton and Mannell (2007: 115) cite the spread of HIV as “the first sign of the failure of the 

old multilateral and regional health actors.” Similarly Ilona Kickbusch (2007: xi) has argued that HIV 

“transformed public health into a global endeavour”. Partly as a result, it is around HIV and AIDS that 

we have seen many of the most notable examples of governance innovation, many of which will be 

discussed below. Given that it is generally recognised that the governance of HIV/AIDS is a 

“fragmented process involving various actors” (Seckinelgin 2005; 2008: 33-4), it is interesting to note 

how unified the literature is on the question of who the key actors are in the global governance of 

AIDS. States, of course, remain central to this enterprise, with some bilateral programmes – not least 

the United States’ PEPFAR programme – being unprecedented in scale in the history of global health 

or international development. Aside from states, the governance system is comprised of a number 

of institutions and organizations including traditional multilateral organizations (such as the WHO, 

the World Bank, and UNAIDS), new forms of public-private partnership (the most notable in the AIDS 

case being the Global Fund to Fight AIDS, Tuberculosis and Malaria), philanthropic foundations (with 

the Gates, Kaiser Family, Ford and Clinton foundations being amongst the most high-profile in the 

AIDS field), and a huge number of civil society organizations some of which were specifically created 

to address AIDS, others of which address it as part of a broader remit, particularly well-represented 

being those organizations addressing AIDS in the context of international development and human 

rights. 

 

 

Balancing treatment and prevention 

 

Since Highly Active Anti-Retroviral Therapy (HAART) began to come on stream in 1996 there has 

been a debate over the appropriate balance between treatment and prevention in the global HIV 
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response. Over the first decade of the 21st century this debate intensified. Whilst the technical 

epidemiological aspects of the debate are largely beyond the scope of this paper, there are two 

important issues which need to be examined. The first is the appropriate balance between 

treatment and prevention. The second is the related issue of whether current global responses are 

properly achieving this balance. 

 

The debate over the appropriate treatment-prevention balance has not reached a settled 

conclusion. There have, however, been a number of attempts to forward particular answer to the 

question based on a variety of methodologies. Interestingly, although perhaps not surprisingly, many 

of the interventions in the debate have sought to judge the relative economic cost-effectiveness of 

prevention and treatment activities. Marseille at al (2002), for example, argued that prevention was 

28 times more cost-effective than HAART, and argued as a consequence that primacy should be 

given to prevention interventions in sub-Saharan Africa. In the same year a review of previous 

studies of cost-effectiveness similarly found “a strong economic case” for prioritising prevention 

activities, although it also noted that the cost-effectiveness of different types of prevention activities 

varied greatly (Creese et al, 2002).  In 2005 Salomon et al returned to this issue, and did so in a 

context in which the economics of treatment had changed dramatically. As is discussed further 

below, both the cost of ART and the level financing available for the global AIDS effort had changed 

radically since 2002 and a significant political momentum had begun to develop behind large-scale 

treatment roll-out. Starting from the position that “widespread access to effective antiretroviral 

therapy for people living with HIV/AIDS is now conceivable even in countries with severely limited 

resources” (Salomon et al, 2005: 51) the authors went on to recommend a comprehensive approach 

which integrated treatment and care activities with prevention, whilst noting  (p.55) that “Over the 

long term, it is effective prevention that will reduce the burden of illness due to AIDS and the 

number of people in need of ART.” This need for a comprehensive approach has been taken-up 

elsewhere. In a response to Marseille et al’s 2002 article, for example, Peter Piot (then-Executive 

Director of UNAIDS) and colleagues argued against simplistic cost-benefit analyses, arguing that 

“Prevention and care involve different sectors and constituencies, investment in both 

simultaneously can achieve more than would be accomplished by separate investment” and that 

humanitarian considerations, not merely economic ones, must remain central to the AIDS response 

(Piot, Zewdie and Türmen, 2002). Notwithstanding this widespread rhetorical commitment to doing 

both, efforts to determine the ideal split of funding between the two continued (e.g. Stover et al., 

2006; Mugisha, 2005).  
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Those who have commented on the balance actually being struck in the global response to AIDS 

since 2000, and especially since 2002, have often argued that it is disproportionately oriented 

towards scaling-up treatment. Coovadia and Hadingham (2005: 5), for example, express concern 

that the focus of many of the most prominent global AIDS programmes is on treatment rather than 

prevention. Countless others have expressed the same concerns either about the general global 

response or the priorities of particular actors (e.g. Over, 2008). Certainly it is true that many of the 

most high-profile programmes in the global governance of AIDS have been predominantly concerned 

with scaling-up treatment. PEPFAR, for example, allocated 55% of its budget to treatment during its 

first period (2003-8) (with 20% going to prevention; 15% to palliative care; and 10% to supporting 

orphans and children). Following its recent reauthorisation (2009-13) these explicit percentages 

have been removed, although the Act still requires ‘more than half’ of funds to be spent on 

treatment-oriented interventions (US Congress, 2008: Sec.403(c). The Global Fund, a body which by 

its own estimate is responsible for a quarter of international financing for AIDS, pursues “an 

integrated and balanced approach to prevention and treatment” and provides resources in response 

to requests from states. Yet much of the money goes to treatment programmes. The Fund claims 

that 2.8 million people receive ART through the programmes it supports (Global Fund, 2010a: 15). 

The WHO’s 3 x 5 programme – that organisation’s most high-profile intervention in AIDS terms in the 

last decade – was by its nature a treatment focussed endeavour, with the aim of getting 3 million 

people on ART by 2005. The World Bank’s Africa Multi-Country AIDS Program (MAP) appears to be a 

notable exception to this trend. The World Bank has divided its 2000-2006 expenditure between five 

‘service delivery areas’ and reports the overall spending breakdown as being 34% for prevention and 

only 16% to care and treatment (World Bank, 2007: 35).2 

 

Thus there seems to be some truth to the claim that the global governance of AIDS has been 

weighted towards treatment over prevention for much of the last decade. As this paper will now go 

on to argue, developments in both the science and the economics of treatment have been major 

factors in producing this characteristic. Yet a variety of political factors have also been involved. 

 

 

Science 

 

The discoveries of the HIV virus and the modes of transmission precipitated major prevention 

campaigns from the early 1980s onwards and for obvious reasons prevention dominated early 

                                                           
2
 The remainder went to systems strengthening (40%); impact mitigation (5%); and monitoring and evaluation 

(4%). 
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responses until the development of HAART began a shift to a more treatment-focussed global 

response. Antiretrovirals, which have continued to be improved through new pharmaceutical 

discoveries and new combinations of drugs, have had a dramatic impact on the life expectancy of 

HIV infected individuals and a real effect in reducing rates of AIDS mortality (e.g. Jones, 2009). This 

alone has been sufficient to motivate major efforts to scale-up treatment. Through the provision of 

medication PLWHA can lead far longer and more productive lives than would otherwise be the case. 

 

As science continues to develop, however, it is possible that scaling-up of new prevention methods 

may take on a higher priority. Vaginal microbicides are seen as one promising development, and in 

the longer-term concerted efforts are ongoing to discover an effective HIV vaccine. There is, 

therefore, a strong link between scientific developments and the overall character of the global 

response to AIDS although, as this paper will go on to argue, science does not determine the nature 

of the global governance of AIDS. 

 

 

Economics 

 

The economics of treatment scale-up have altered dramatically since 2000, a fact which Piot et al 

referred to in their response to Marseille et al in which they noted 

 

Historically, at more than US$10,000 per patient-year, treatment was unaffordable. As 

prices plummet and resources increase, implementation capacity will rapidly replace 

finances as the limiting constraint. (Piot et al, 2002) 

 

Although financing remains a serious obstacle to achieving universal access, as the prices of ARVs 

have come down we have indeed seen huge increases in the number of people receiving treatment. 

The WHO’s target of 3 million by 2005 was not met, but in subsequent years the increases have been 

dramatic. The precise numbers are difficult to track for a variety of reasons, but approximately 5.2 

million people were receiving antiretroviral therapy in 2008, an increase of 30% in one year (UNAIDS 

2010: 8). Nevertheless, this is still only just over half of the 10 million people who, according to the 

WHO, are currently eligible for treatment. The goal of universal access remains a distant one. 

 

The real achievements which have been made, however, have been the result of both a massive 

increase in financing and a variety of efforts to reduce the price of therapies. There have been three 
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major processes going on here, each of which has been central to the development of the global 

governance of AIDS in the MDG period. The first has been the massive increase in the amount of 

Overseas Development Assistance (ODA) targeted at the AIDS pandemic. Around 50% of current 

global spending on AIDS is domestic (including governments’ domestic health spending, and the 

spending by individuals and their families on treatment, care and other support (UNAIDS, 2010a). 

The other 50% of the money comes from donors, mostly (about 48%) from the aid budgets of the 

rich, developed nations of the West.3 Of these, the US is by far the biggest spender. PEPFAR’s budget 

for FY 2010 was $6.8 billion. So much more than half of all donor spending – and about 25% of total 

global spending – on AIDS comes from the US aid budget. As the US Global AIDS Coordinator Eric 

Goosby is fond of saying, PEPFAR is bigger than the Marshall Plan after World War II (Fisher-

Thompson, 2009). The UK is the second biggest donor on $779 million, followed by Germany, the 

Netherlands and France, although all of these spend much less. Although it has not been enough to 

comprehensively address HIV and AIDS worldwide, by any measure this has been a massive level of 

international spending.  

 

The second process has been the search for innovative financing solutions, often attempting to 

harness new sources of finance, including from the private sector. The Global Fund has been the 

highest profile attempt to achieve this kind of public-private partnership in AIDS terms. In many 

ways it has been a roaring success, in eight years going from a standing start to now accounting for 

about a quarter of international financing for AIDS (and much more for TB and malaria). Indeed the 

talk recently has been of adopting the model to create a more broadly-focussed Global Fund for 

Health. But although the model has widely come to be seen as a good one, there are questions over 

whether the Global Fund has really been a success in attracting private resources. Whilst it is 

generally treated in the literature as a “global public-private partnership‟  (and indeed describes 

itself as such) Hein and Kohlmorgen (2008: 87) are perhaps more accurate in calling it “a multilateral 

funding mechanism that works like a partnership.” 96% of the Fund’s money actually comes from 

states with almost all of the remainder coming from the Gates Foundation (Bartsch 2007; 2011). The 

Global Fund is, then, an unusual kind of PPP: one in which private “partners‟  are represented, 

including on the Board, but provide only a minute proportion of the resources. Yet this inclusion of 

the private sector has had the effect of cementing its position as a “stakeholder‟  in global efforts to 

combat HIV (Seckinelgin 2008: 32), and has also raised concerns about conflicts of interest, 

especially relating to the pharmaceutical industry (e.g. Poku 2002: 122). 

 

                                                           
3
 The other 2% comes from various other sources including philanthropists such as the Bill and Melinda Gates 

Foundation, charities, NGOs and the private sector. 
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The third process impacting on the economics of treatment has focussed on the other side of the 

equation: reducing the cost of treatments rather than increasing the available resources to pay for 

them. A detailed examination of these strategies lies beyond the scope of this paper, but they have 

been well-examined elsewhere in the literature (e.g. Waning et al, 2009). Three of the most 

successful strategies to date have been pooled procurement (pooling orders in order to benefit from 

economies of scale); tiered pricing (in which manufacturers agree to sell drugs at a lower price in 

certain markets) and third-party price negotiations (a strategy which has been pursued with 

considerable success by the Clinton Foundation HIV/AIDS Initiative (Youde, 2011)). There are also 

some early signs that some pharmaceutical firms may be willing to look a patent pooling for some 

HIV medicines (Boseley, 2011).4 

 

 

Politics 

 

Whilst the scientific development of treatments and the changing economics of scale-up have clearly 

been major factors in producing a treatment-centred global response, there have also been political 

factors which have underpinned this trend. In this section I examine four political issues which have 

either helped create or reinforce the primacy of treatment-based responses. 

 

 

Human rights and the access debate 

 

The clear political and moral contradictions arising from the inability of the poor to afford ARVs 

made this issue a target of concerted civil society activism in the late 1990s and early 2000s. Groups 

such as the South Africa-based Treatment Action Campaign (TAC) and Médecins sans Frontières 

argued forcefully for measures to be put in place to improve access to these treatments. On one side 

of this debate were those who argued that pharmaceutical industry profits from these drugs are vital 

for stimulating further research and development. On the opposing side were those who argued for 

universal access, often on the grounds of morality and human rights. 

 

The TAC in particular pursued a campaign based heavily on the framing of access as a human rights 

issue (Friedman and Mottiar, 2005; Heywood, 2005; Mbali, 2005). The TAC’s campaign has made use 

of a variety of approaches ranging from demonstrations to legal challenges, but undoubtedly its 

                                                           
4
 Detailes of the current state of negotiations with manufacturers can be found at 

http://www.medicinespatentpool.org/LICENSING/Company-Engagement  

http://www.medicinespatentpool.org/LICENSING/Company-Engagement
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most high-profile success was its involvement in the case brought against the South African 

government by the Pharmaceutical Manufacturers Association (PMA) in 1998. The TAC played a 

significant part in the case as an amicus curiae (‘friend of the court’), challenging the PMA’s 

assertions on rights-based and constitutional grounds. The PMA eventually withdrew from the case.5  

 

In framing access as a human rights issue the TAC drew upon a long history of rights-based 

discourses in global health which first became formalized in the WHO Constitution, was reaffirmed 

at Alma Ata, and had previously been forwarded in relation to HIV/AIDS, perhaps most prominently 

by Jonathan Mann (Fee and Parry, 2008). Despite this, as Friedman and Mottiar (2005: 531) have 

pointed out, within the South African context there was nothing ‘natural’ about the fact that access 

to ARVs  came to be seen as a rights issue: this state of affairs was actively constructed by the TAC 

and others in the face of a government initially reluctant to prioritise AIDS. The same framing has 

characterised much of the global-level civil society engagement with the access issue. Yet attempts 

to cast access as a human rights issue have not been unchallenged.  The pharmaceutical industry 

framed the access/patents issue in its own terms (Sell and Prakash, 2004), arguing that the pricing of 

ARV medications reflected the significant financial risks involved in pharmaceutical R&D and that 

profits are a necessary part of stimulating future R&D. Indeed in some cases the industry also relied 

on rights arguments, albeit in their case the ‘right to property’ (Sell, 2001).  

 

This debate has largely been won by access campaigners, leading Jeremy Youde (2008: 436) to argue 

that universal access is emerging as an international norm “despite the very high costs and the 

potentially negative consequences for Western pharmaceutical companies.” Indeed, in the 2001 

Declaration of Commitment on HIV/AIDS UN member states explicitly recognised access to 

medications as a human rights issue, stating that 

 

access to medication in the context of pandemics such as HIV/AIDS is one of the 

fundamental elements to achieve progressively the full realization of the right of everyone 

to the enjoyment of the highest attainable standard of physical and mental health. (UN 

General Assembly, 2001: para 15). 

 

The principle of universal access has thereafter been the focus of many of the most significant global 

commitments in the global governance of AIDS, not least the promise made by the G8 to get “as 

close as possible to universal access to treatment to all who need it by 2010” (G8, 2005). 

                                                           
5
 For detailed examinations of this case see, inter alia: Bond, 2009; Dolmo, 2001; Friedman and Mottiar, 2005; 

Joni, 2001-2. 
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Commitments breed commitment  

 

As noted above, one of the consequences of the creation of the MDGs has been the effective 

concretization of a particular set of global development priorities. It is of course the case in 

international politics that commitments are made and broken all the time, and indeed there is little 

chance that all of the MDGs will be met. Nevertheless, in the AIDS case at least the commitments 

made at the Millennium Summit do indeed seem to have galvanized global effort to tackling AIDS. 

This is not least the case because AIDS has been widely presented as one of the key inhibitors of 

development, and as an obstacle to dealing with the other MDGs (both health- and non-health-

related).  

 

Other global commitments on AIDS have followed the MDGs, with the 2001 Declaration of 

Commitment (UN General Assembly, 2001) being a prime example. That Declaration both 

committed states to addressing AIDS in their own societies and globally, and also paved the way for 

the creation of the Global Fund, one of the most significant innovations in the global governance of 

AIDS in recent years. Having established the Fund the pressure was on to resource it. Perhaps even 

more significant in terms of the treatment-oriented nature of the contemporary global governance 

of AIDS was the universal access by 2010 commitment, made by the G8 at the 2005 summit in 

Gleneagles. As has already been discussed, that target was not even close to being met. However, 

the very existence of the commitment has contributed to a gearing of the global health governance 

system towards treatment roll-out, and has heightened the costs of failure for G8 states in 

particular. Governments, such as the UK, have continued to track progress against the Gleneagles 

commitments on an ongoing basis (DFID, 2010). It has also provided ammunition for their critics. 

Indeed a significant part of post-2005 civil society engagement with the treatment issue has 

focussed on precisely this commitment, arguing that more needs to be done in order for it to be 

met. One example of this is the International AIDS Society which, in 2009, called for a 

‘recommitment’ to universal access, arguing that “major donors and domestic governments appear 

to be pulling back on this commitment” and making the case that  

 

the G8 members must act quickly to follow through on their commitment to universal 

access. The end of the HIV pandemic cannot be achieved if the G8 nations fail to meet the 
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commitments they made at the 2005 Gleneagles Summit. Like all of us, they must be held 

accountable for keeping their promises on AIDS. (IAS, 2009) 

 

 

The desire to measure outcomes, attribute credit, and establish legitimacy 

 

The MDGs have also provided a clear set of targets and indicators for global development efforts 

against which progress can be measured and governments and international institutions held to 

account. This has similarly allowed for attempts by various actors to hold governments and 

international institutions to account, but it is also symptomatic of a broader shift in global 

governance (and indeed in many states in domestic policy processes) towards an emphasis on 

measurability of policy outcomes. The MDGs themselves are both product and evidence of this 

trend. 

 

As the global health governance system has changed this trend has become further entrenched, for 

two reasons. Firstly, different actors within the ‘system’ are in some respects ‘competing’ with one 

another, notwithstanding the fact that they also co-operate. Partly as a result for this, there has 

been a noticeable growth in the tendency for global health institutions to ‘advertise’ the scale of 

their impact, publishing on their websites the number of people receiving treatment through their 

programmes, the number of condoms distributed, the value for money their interventions represent 

and so on. Secondly, there is a legitimacy angle to this tendency. As Bartsch has noted (e.g. 2011), 

many of the new actors in global health – not least partnerships such as the Global Fund and 

philanthropic foundations such as the Gates Foundation – tend to focus on output legitimacy (i.e. 

legitimacy derived from the results they produce) to compensate for their questionable input 

legitimacy (i.e. the legitimacy of their mechanisms and procedures, an area in which it has been 

argued they have a democratic deficit). It has been argued, indeed, that PPPs such as the Global 

Fund have brought about a shift in the way in which the entire “system‟  of Global Health 

Governance is legitimized. As Bull & McNeill (2007: 90) put it:  

 

The legitimacy of the system is now more dependent on its “ability to deliver‟  than on its 

relation to democratically elected governments or its legal status; in other words, it is judged 

on the extent to which it really provides health for all. 
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Crucially for the argument here, treatment lends itself to such quantification of results much more 

readily than prevention. Whilst prevention measures such as the number of people tested for HIV, 

the number of condoms distributed and so on can relatively easily be measured, quantifying the 

actual prevention impact (i.e. number of infections prevented) of these activities is difficult, if not 

impossible. The number of people receiving ART, however, is far more readily measurable, in theory 

at least.6  

 

 

Political sensitivities 

 

Another factor in the bias towards treatment which should not be discounted is the political 

sensitivity which surrounds some aspects of prevention. In stark contrast to the principle of universal 

access to treatment, a principle which has gained widespread acceptance, prevention activities 

intrude on a number of well-known areas of sensitivity including working with often-marginalized 

high-risk groups (including sex workers, injecting drug users and gay me) and also deeply-embedded 

beliefs around the appropriateness and effectiveness of strategies such as the promotion of 

abstinence, faithfulness, and condom use (so-called ABC strategies).  

 

Much of the most high-profile controversy around these issues has surrounded the US PEPFAR 

programme, particularly in its early years. The religious right was one of PEPFAR’s most important 

constituencies, and indeed the increasing interest of conservative Christian groups in the global AIDS 

issue was one of the primary motivations for George W. Bush’s creation of PEPFAR (Burkhalter, 

2004). Some of these groups, however, were keen to prioritise the A and B over the C, and were 

reluctant to see US funding spent on working with sex workers and other high risk groups. The result 

was a series of legislative conditions which restricted the ways in which PEPFAR funding could be 

used. Whilst many of these restrictions have subsequently been relaxed, they show clearly how 

these kinds of sensitivities can impact upon the ways in which money is spent. And the US was not 

the only case in which those sensitivities were very real. Many recipient country governments have 

been similarly reluctant to engage in certain types of prevention activities. 

 

                                                           
6
 In practice there are a number of grey areas, not least a certain amount of ‘double counting’ of impact by 

different institutions. For example, as Youde (2011) points out, adding together the numbers of ART recipients 
‘claimed’ by the Global Fund, PEPFAR and the Clinton HIV/AIDS Initiative gives a far higher total than the 
number of people currently receiving treatment worldwide. Clearly, then, there is a certain amount of double-
counting going on. 
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Whist these controversies have not directly affected all institutions playing roles in the global 

governance of AIDS, the impact has nonetheless been more widespread than it would first appear. A 

number of interviewees have reported that they feel on politically safer ground when their work 

focuses on treatment efforts, and that they are highly aware that prevention work risks embroiling 

them in difficult political disputes. It would be no surprise if such institutions as a result decided to 

fight shy of controversy and focus their efforts on treatment.   

 

 

The path to 2015 – and beyond... 

 

Although much progress has been made in tackling AIDS over the last decade, there is good reason 

to be gloomy about the future. One of the most worrying phrases increasingly being spoken by 

people working in the AIDS field is ‘donor fatigue’. AIDS has been at the very top of the global 

development agenda for the last decade, and many feel that its time in the spotlight may be coming 

to an end. Part of this might be just the natural turnover of political priorities: things rise and fall. 

Many who were involved in the summit in New York last autumn examining progress on meeting the 

MDGs came away with a sense that the priority was palpably shifting away from AIDS and towards 

other things, especially maternal and child health; malaria; and broader efforts to strengthen health 

systems rather than single-disease approaches. In response, those working in the AIDS field have 

been keen to stress the broader health gains that investments in AIDS can bring. UNAIDS, for 

example, has promoted the idea of ‘AIDS plus MDGs’, an approach that “recognizes and maximizes 

the AIDS response as essential to achieving the MDGs, and conversely, supports the role of the 

MDGs in achieving universal access to HIV prevention, treatment, care and support” (UNAIDS, 

2010b: 1). The Global Fund has also been vocal in highlighting the links between MDGs 4, 5 and 6, 

and at its April 2010 Board meeting the Board committed itself to “work with partners in exploring 

ways to further enhance and integrate the Global Fund’s contributions in this area” (Global Fund, 

2010b: 28). As well as worries about donor fatigue there are also some concerns about the effect 

which the progress which has been made on AIDS may have on political will. The number of new HIV 

infections has been falling over the last decade and access to treatment has improved massively. 

There is a real danger of the wrong message getting out: that AIDS is being dealt with and that we 

can afford to shift attention to other things.  

 

New HIV infections continue to outstrip the increase in people receiving treatment. It is estimated 

that there were approximately 2.6 million new HIV infections in 2009, and in the same year 1.2 
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people were put on medication. Yet there are few signs so far of a significant shift towards 

prevention in the global response. There are exceptions – there is significant global interest, for 

example, in the prevention of mother-to-child transmission, an area in which virtual elimination of 

new infections seems potentially possible – but in general terms the focus of attention and 

resources remains on treatment. For all of the political and economic reasons highlighted above, this 

seems unlikely to change dramatically between now and 2015. The likelihood of major new 

prevention technologies coming on stream at scale within that time-frame is also low. 

 

It is also clear that we are in a very difficult time financially. The past 10 years have seen a huge 

increase in AIDS funding, especially from states and from philanthropists such as Gates. But those 

were largely years of economic growth. It would be dangerous to assume that the next ten years will 

bring the same, and indeed indications from events such as the 2010 Global Fund replenishment 

process are not positive. Overseas aid budgets are under pressure and the emphasis on 

demonstrating value for money is increasing. As discussed above, this emphasis brings an in-built 

privileging of treatment over prevention. 

 

All of this should focus attention on what follows the MDGs. Will a new set of targets be agreed for a 

period from 2015 onwards? Will HIV/AIDS be amongst those targets? And how will those targets be 

set, what will the indicators be? The answers to all of these questions will have profound 

implications for the future global governance of AIDS.  
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