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The global response to HIV and AIDS in the past decade has 
been one of the outstanding success stories in the history of
international development. 

Thousands of lives have been saved. Economies transformed. 
In human rights, in patient activism, in accelerating access to
healthcare, in addressing complex questions such as behaviour 
and sexual orientation, the AIDS response has lessons to share
across the development sector.

The UK has played a critical role in this response - both the
agencies who make up our membership, and the UK Government
which has shown leadership throughout this period.

This report attempts to do justice to this contribution, at a time when
the world is taking stock of the progress made since the UN General
Assembly Declaration of Commitment on HIV/AIDS in 2001. 

The report is a survey of the contribution made. It is also a survey
of the challenges we still face. Shocking statistics remind us of
the challenge ahead. 10 million people who need treatment do 
not have access to ART. For every person starting treatment, two
are newly infected. The number of children orphaned by HIV
continues to grow. 

The report is also an attempt to reflect on the contribution civil
society has made, and to ask how well positioned we are 
to meet these challenges. In this respect, the report is a unique
exercise – not simply to hold others to account, but to hold
ourselves to account. It is the beginning of a series of initiatives
that the Consortium will promote in this, our 25th anniversary
year of working collaboratively together.

Above all, this report is an attempt to learn lessons so that we 
can be still more efficient, innovative and effective in our efforts to
partner people living with HIV in developing countries.

Dieneke ter Huurne 
Chair of Trustees

Ben Simms
Director
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IN THE LAST DECADE THE
HIV RESPONSE HAS BEEN
TRANSFORMED BY INCREASED 
POLITICAL COMMITMENT AND
A DRAMATIC INCREASE IN
RESOURCES... CIVIL SOCIETY,
INCLUDING PEOPLE LIVING
WITH HIV AND PEOPLE MOST
AFFECTED BY THE EPIDEMIC,
HAVE BEEN AT THE FOREFRONT
OF THESE ACHIEVEMENTS



This paper is the product of a
stocktake commissioned by the UK
Consortium on AIDS and International
Development (‘the Consortium’) to
inform UK engagement at the UN
High Level Meeting on AIDS in June
2011. It is intended to help the
Consortium to: 

n Take stock of the UK civil society
contribution to the global response
to HIV since 2001. 
n Articulate the strength and
comparative advantage of the UK
civil society response.
n Conduct a rapid assessment of
the gaps and challenges and where
accelerated effort is needed to
sustain and improve the HIV
response globally, positioning the
response in the broader global
health and development context.
n Develop key messages on
priorities for realising Universal
Access, based on the comparative
advantage of the UK civil society
response and the current status of
the global HIV epidemic.
n Identify the process and key
opportunities for feeding these
key messages in to the outcome
document of the UN High 
Level Meeting.

The stocktake was conducted
through interviews with and feedback
from Consortium members and a
rapid review of key documents and
of reports provided by Consortium
members. The paper also draws in
information from a separate exercise
to map UK civil society work on HIV.
This mapping exercise involved

responses from 42 organisations (see
Annex 2). A draft version of this
paper was discussed at a meeting of
Consortium members on March 16th
2011. This meeting was also attended
by a representative from DFID.

The paper is organised 
as follows:
n SECTION 2 provides a brief
overview of progress in the global
response to HIV.
n SECTION 3 discusses the UK
civil society contribution. 
n SECTION 4 summarises gaps
and challenges in the global
response to HIV.
n SECTION 5 considers priority
issues and key messages for the
UN High Level Meeting.

The primary audience for this 
paper is the UK Government. 
It is intended that this paper would
inform the government’s planning
and preparation for the High 
Level Meeting. A secondary
audience for the paper is UK civil
society, in general, and Consortium
members, in particular.

BACKGROUND



In the last decade the HIV response
has been transformed by increased
political commitment and a dramatic
increase in resources. Increased
commitment is reflected in the 2001
UN General Assembly Declaration
of Commitment on HIV/AIDS, the
2006 Political Declaration, and
commitments to the Millennium
Development Goals (MDGs) and to
Universal Access to HIV prevention,
treatment, care and support.
Increased resources have been
made available from the Global
Fund to Fight AIDS, Tuberculosis
and Malaria (Global Fund), the
World Bank Multi-country AIDS
Programme (MAP), US President’s
Emergency Fund for HIV/AIDS Relief
(PEPFAR), DFID and other bilateral
donors, private foundations, new
global initiatives such as UNITAID,
and affected countries.

Global and country action is making 
a difference. Progress has been
made towards the MDG target for
HIV, which is to have halted and
begun to reverse the epidemic by
2015. At a global level, the epidemic
is stabilising. According to the 2010
Global AIDS Report, the number 
of new HIV infections declined by 
16% from an estimated 3.2 million 
in 2001 to 2.7 million in 2008. In 33
countries, including 22 countries in
sub-Saharan Africa, new infections
fell by over 25% between 2001 and
2009. Improved access to services 
to prevent mother-to-child
transmission has reduced the
number of infants infected with 
HIV from 500,000 in 2001 to 370,000
in 2009. New interventions and
emerging technologies, including
male circumcision and pre-exposure
prophylaxis, have the potential to

further enhance HIV prevention efforts,
if implemented at sufficient scale. 

Treatment access has expanded
significantly. 5.2 million people in
low- and middle-income countries
now receive antiretroviral therapy
(ART), compared with 400,000 in
2003. This contributed to a decrease
in AIDS-related deaths, from 2.2
million in 2004 to 1.8 million in 2009.
Drug prices have been steadily
falling, as a result of competition
among producers and improving
procurement mechanisms. The cost
of a first-line antiretroviral drug
regimen has dropped to less than
US$86 per patient per year. Efforts
are underway to simplify the way
treatment is provided and bring down
treatment costs, in order to accelerate
scale-up of access to ART. There is
also growing evidence that increasing
the availability of treatment can
contribute to HIV prevention.

Gains have been made in promoting
and protecting human rights,
addressing discriminatory laws 
and policies and tackling stigma
and discrimination. Civil society,
including people living with HIV 
and people most affected by the
epidemic, have been at the forefront
of these achievements. A number 
of countries have repealed punitive
laws and restrictions on the 
travel of people living with HIV.
There are many examples of 
where a supportive legal and policy
environment has had a positive
impact, ensuring non-discrimination
in schools and the workplace,
protecting the inheritance and
property rights of women and
children, and guaranteeing access
to treatment.

PROGRESS AND ACHIEVEMENTS
IN THE GLOBAL HIV RESPONSE2

Between 2001 
and 2008 the 

number of new 
HIV infections 

declined by 

16%
Between 2001 and 

2009 the number of 
children infected with 

HIV has reduced by

130,000
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The UK has been a significant
contributor to this progress and
these achievements. The UK’s
contribution was thoroughly
reviewed in 2007 through an
evaluation of ‘Taking Action’, the
UK’s strategy, at that time, for
tackling HIV and AIDS in the
developing world (Drew and
Attawell, 2007). There has been
further progress since that time.
For example:

n The UK has been a very significant
funder of the international response
to HIV, both through bilateral
programmes and through support
to key international bodies, such 
as the Global Fund and UNAIDS.
The UK has been influential in
promoting innovative approaches to
financing and cost reductions, such
as UNITAID and patent pooling.

n The UK has been influential in
encouraging others to increase
funding for the international response
to HIV, for example, through the G8
commitment to achieving Universal
Access to HIV prevention, treatment
and care.

n The UK Parliament has been
very active on issues relating to the
international response to HIV, for
example, through the All Party
Parliamentary Group on AIDS and 
the International Development
Committee (IDC). The IDC was
influential in DFID taking leadership
on establishing the Global Task Team
on HIV and in UNAIDS establishing a
monitoring framework for the 2001
UNGASS declaration.

n The UK has been a strong
supporter of national HIV
programmes in many countries.
This has included working closely
with other funders, for example,
the Global Fund, to try to increase

the effectiveness of donor funding
for HIV responses.

GAINS HAVE BEEN MADE IN PROMOTING AND PROTECTING HUMAN
RIGHTS, ADDRESSING DISCRIMINATORY LAWS AND POLICIES AND
TACKLING STIGMA AND DISCRIMINATION. CIVIL SOCIETY, INCLUDING
PEOPLE LIVING WITH HIV AND PEOPLE MOST AFFECTED BY THE
EPIDEMIC, HAVE BEEN AT THE FOREFRONT OF THESE ACHIEVEMENTS
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This section briefly explores the
contribution of UK civil society to the
international response to HIV. It is
divided into two main parts. The first
describes three different categories
of the contribution while the second
seeks to analyse the comparative
advantage of UK civil society in the
international HIV response.

However, although UK civil society
is independent of government, it does
not work in isolation. In addition to
working with civil society partners 
in a large number of other countries,
UK civil society works closely with
governments, in particular, with the
UK Government. This close working
includes considerable financial
support from the UK Government,
particularly through DFID, to UK civil
society. In addition, UK civil society
and the UK Government have
worked closely and collaboratively
on a number of policy issues of
common interest, eg. establishing 
a patent pool.

CONTRIBUTION TO 
THE HIV RESPONSE

The Consortium has over 80 member
organisations. These organisations
are diverse, in size and scope, and in
their involvement with HIV. The
mapping activity conducted by the
Consortium (see Annex 2) gives a
snapshot of the work conducted by
the Consortium’s members, based
on responses from more than half
(n=42) of its member organisations.

This mapping exercise provides
evidence that the Consortium
members surveyed reach more than
130 million people with services
provided directly and through
partners. Consortium members
report working particularly with
youth and young people (n=33; 79%);
people living with HIV (n=32; 76%);
children affected by HIV (n=31; 74%);
women (n=31; 74%) and other 
NGOs (n=31; 74%). Surprisingly 
few Consortium members report
working with sex workers (n=17;
40%); prisoners (n=16; 38%); lesbians,
gays, bisexuals, transgender and
intersex (n=13; 31%) and injecting
drug users (n=12; 29%). Responding
Consortium members appear to
work particularly in African countries
and India with the highest number of
organisations working in Kenya
(n=26; 62%); Zimbabwe (n=26; 42%);
Uganda (n=25; 60%); Zambia (n=23;
55%); Tanzania (n=20; 48%); Malawi
(n=20; 48%); and South Africa (n=20;
48%); and India (n=20; 48%);.

For the purposes of this paper, the
UK civil society contribution is
summarised under the following
three broad categories:

n Advocacy and accountability 
n Service delivery
n Capacity building

The contribution is illustrated by a
selection of case study examples of
joint action and of the activities of
individual organisations (see Figure
1). These examples are not intended
to be exhaustive or comprehensive.

Advocacy 
and accountability
The mapping exercise conducted by
the Consortium documented that
almost all responding NGOs (n=37;
88%) reported working on advocacy
(see Annex 2).

Through the Stop AIDS Campaign
(the campaigning arm of the
Consortium) UK civil society played
a critical role in getting Universal
Access on to the global agenda and
securing political and financial
commitments at the G8 meeting in
Gleneagles, in 2005. It has also
continued to play an important role in
holding the international community
to account for these commitments. 

UK civil society has also played 
a key role in galvanising the UK
government’s support for HIV and
AIDS. The UK has been one of 
the leading actors in the global
response, in terms of funding for 
HIV, including through global
mechanisms such as the Global
Fund, support for country
responses, and willingness to
provide political leadership on
issues such as human rights and
harm reduction. The Consortium
and the Stop AIDS Campaign have

THE UK CIVIL SOCIETY
CONTRIBUTION3
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coordinated UK civil society action,
including engagement with the 
All-Party Parliamentary Group on
AIDS, and this has contributed to
clear messaging and effective
advocacy with DFID. 

UK civil society has made a
significant contribution to global
advocacy and debates.1 Specific
issues where UK civil society has
played a strong advocacy role
include promoting the rights of key
populations;2 promoting the needs
of children; taking a lead on care
and support; challenging stigma,
discrimination and criminalisation
of HIV transmission; highlighting
the links between HIV and sexual and
reproductive health; promoting action
to tackle HIV and TB co-infection
and making HIV drugs more
affordable (see Box 1). UK civil society
organisations have also supported
efforts to ensure that HIV prevention
is given higher priority at global and
country level. 

UK civil society has made effective
use of its representation on global
policy and decision-making bodies
to advocate for these issues, as well
as to shape and influence the global
aid architecture. For example, 
UK civil society organisations are 
or have been represented on the
UNAIDS Programme Coordinating
Board (PCB), the Global Fund 
board, the UK delegation at the 
UN Commission on Narcotic Drugs
and the UNITAID board and civil
society advisory group. In the 
case of the Global Fund, UK civil
society has influenced its modus
operandum at global and country
levels as well as in areas such 
as the inclusion of health and
community systems strengthening
in Global Fund proposals. UK civil
society also played an important
role in discussions resulting in 
the establishment of UNITAID and
has continued to influence the
strategic direction and functioning
of UNITAID. 

1. According to the UNAIDS Second Independent Evaluation, ‘At global level, civil society
involvement is considered to provide an important reality check, to bring a different
perspective to policy debates and to play an important role in agenda setting. Civil society
involvement is cited as having been critical in ensuring Global Fund transparency and
increasing the accountability of other global funding mechanisms, advocating for treatment
access and for a comprehensive response to HIV and AIDS, increasing the focus on key
populations and maintaining an emphasis on human rights. The UNAIDS 2008 report on the
global AIDS epidemic notes that civil society organisations have made an important
contribution to advocacy for Universal Access and to national Universal Access target setting
as well as in monitoring government action to meet international commitments. Informants
also highlighted the influence of civil society on the Summary Report of the 2008 High Level
Meeting, which included references to issues such as human rights, travel restrictions,
gender equality and key populations. Many other examples of the value of civil society
involvement were cited, including civil society inputs to improve policies on prevention, HIV
testing and refugees, to Universal Access guidelines for governments and to the work of the
task team on travel restrictions’.
2. Key populations include sex workers, men who have sex with men, people who use drugs
and prisoners. 

79% 
youth and young people

76%
people living with HIV

74%
children affected by HIV

40%
sex workers

38%
prisoners

31%
lesbians, gay and bi-sexuals

29%
injecting drug users

CONSORTIUM MEMBERS 
SURVEYED REACH MORE THAN 

130 MILLION PEOPLE WITH 
SERVICES PROVIDED DIRECTLY 

AND THROUGH PARTNERS.
CONSORTIUM MEMBERS REPORT

WORKING PARTICULARLY WITH 
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Promoting the rights 
of key populations
The International HIV/AIDS Alliance
has actively defended the rights 
of key populations. For example, 
in 2009, the Alliance supported nine
male AIDS activists in Senegal who
had been arrested and imprisoned
for ‘indecent acts against nature’.
The Alliance has also supported 
the involvement of associations 
of transgender people in bodies
responsible for the management 
of national responses to HIV, eg.
Country Coordinating Mechanisms
(CCMs), in Latin America.

Promoting human-rights
based approaches
Harm Reduction International (HRI)
has actively advocated for a human
rights-based approach to drug
policy, on the basis that this is
essential to protect the right to the
highest attainable standard of
health of people who use drugs and
to ensure that laws and policies do
not impede HIV prevention efforts.
HRI has brought to the attention of
UN human rights mechanisms
numerous human rights violations
faced by people who use drugs. This
has been pursued in part through
participation at Human Rights
Council sessions and reporting to
UN treaty bodies. 

Promoting the 
needs of children
UK civil society has played a
significant role in highlighting the
needs of children affected by HIV,
through the Consortium’s Children
Affected by AIDS (CABA) Working
Group, which was established in

2004. This group has contributed by
strengthening the evidence base and
organising a series of key meetings.
UK civil society is credited with
ensuring that the UK strategy Taking
Action gave high priority to children
and securing earmarked funding
for children affected by HIV and
AIDS, as well as the emphasis on
affected households and children 
in subsequent DFID support for
social protection. 

Taking a lead on 
care and support
UK civil society has actively
advocated for care and support,
including palliative care. Through
the Consortium’s Care and 
Support Working Group, it has taken
coordinated action to establish a
common understanding, promote
dialogue and enhance the evidence
base. In addition, UK organisations
have advocated actively for improved
provision of palliative care. 

In November 2010, the Consortium
organised a conference on care and
support in London, which brought
together representatives from
DFID, the Global Fund, WHO and
UNAIDS as well as from UK civil
society and partner NGOs and CBOs
involved in delivering care and
support. Documents prepared for
the conference included a literature
review of the evidence base on care
and support, including its impact 
on outcomes for people living with
HIV, an overview of how care and
support is being addressed in the
global HIV response, and case
studies from Ethiopia, South Africa
and Uganda on care and support

policies and strategies, funding, and
implementation. Key conference
outputs included a roadmap for
achieving universal access to care
and support by 2015 and a
consensus statement.

In April 2009 VSO and three other
NGOs founded a new global
advocacy coalition, the Caregivers
Action Network. This provides an
advocacy platform for caregivers
globally. At the regional level, VSO
has worked with SADC to raise
awareness among Members of
Parliament from SADC countries
about the situation of caregivers
and to encourage policy changes. 

Through the Consortium Care 
and Support Working Group, 
VSO led a joint project with 
DFID to review global indicators 
to monitor Universal Access 
to HIV care and support. This
highlighted gaps in care and
support and, as a result of this
work, VSO was invited to be a civil
society representative on the
Indicators Technical Working Group
of the UNAIDS MERG and to 
co-lead the UN consultation on
global care and support indicators
with UNICEF UK.

Challenging stigma,
discrimination and
criminalisation of HIV
transmission 
In 2008, the International Planned
Parenthood Federation (IPPF), the
Global Network of People Living with
HIV (GNP+) and the International
Community of Women Living with
HIV and AIDS (ICW) launched the

1 | EXAMPLES OF AREAS IN WHICH 
THE UK CIVIL SOCIETY HAS MADE 
A SIGNIFICANT CONTRIBUTION
TO GLOBAL ADVOCACY AND DEBATES
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publication Verdict on a Virus: 
Public Health, Human Rights and
Criminal Law, which attracted
widespread media attention and
promotes ongoing debate in the
public arena. In 2010, IPPF launched
the ‘Criminalise Hate not HIV’
campaign at the International AIDS
Conference in Vienna. As part of 
the campaign, a guide has been
developed to support advocacy to
repeal, reform or prevent the
enactment of laws on criminalisation
of HIV transmission and to support
people living with HIV to become
more familiar with legal issues 
and their rights.

IPPF, in collaboration with 
UNAIDS, GNP+ and ICW, also
developed the People Living with 
HIV Stigma Index, which measures
stigma and discrimination
experienced by people living with
HIV. The Index has been
disseminated through regional
training workshops, bringing
together over 90 organisations from
69 countries, and has so far been
used in 11 countries. Within its
network of member associations,
IPPF has also promoted stigma-free
workplaces through workplace
policies and the establishment of
IPPF+, a support structure for
volunteers and staff living with HIV.

Promoting HIV-related 
harm reduction approaches
Harm Reduction International (HRI)
has advocated for increased
international commitment to the
funding and implementation of HIV-
related harm reduction services,
and for a supportive legal and policy

environment within which these can
operate most effectively. HRI
pursues these objectives through
an integrated programme of high
quality research, documentation,
networking and advocacy. This 
is often in collaboration with harm
reduction networks and wider 
civil society. 

Highlighting the links
between HIV and sexual and
reproductive health 
IPPF, together with UNFPA and
WHO, has promoted the linkages
between HIV and Sexual and
Reproductive Health (SRH), through
publications, collection and
dissemination of evidence, and 
co-convening the Inter-Agency
Working Group on SRH and HIV
Linkages. Reproductive Health
Matters, published since the 1990s
and with a wide and influential
global readership, has also
consistently highlighted the
intersection between HIV and SRH
and rights, as well as focusing on
themes including safer sex,
sexuality, female condoms, SRH for
people living with HIV, and the
criminalisation of HIV transmission,
sexuality and reproduction. 

Promoting action to 
tackle HIV and tuberculosis
(TB) co-infection 
Target TB is an active member 
of the UK Coalition to Stop TB and
the Stop TB Partnership as well 
as recently joining the Consortium.
Other Consortium members 
have also made an important
contribution to advocacy for
addressing HIV and TB, including

Mildmay, RESULTS UK and TB
Alert. A joint meeting between the
UK Coalition to Stop TB and the
Consortium was held in 2010, to
increase awareness of the links
between TB and HIV and encourage
collaborative action. The Stop TB
Coalition and the Consortium are
also working together to lobby 
DFID on the development of 
a joint framework for HIV and TB.

Making HIV drugs 
more affordable
UK civil society organisations,
through the Stop AIDS Campaign,
made an important contribution to
the establishment of the HIV Patent
Pool in July 2010, a mechanism 
for delivering affordable treatment.
This followed an 18-month campaign,
which was critical in securing UK
government and UNITAID board
support. The Patent Pool has the
potential to significantly increase
access to treatment, by making
new, less toxic HIV treatment, fixed-
dose combinations and second-line
drugs, as well as paediatric
formulations, more affordable.
Campaigning will continue, since
the pool has only received funding
for 1 year, and it relies on the
voluntary participation of
pharmaceutical companies. 
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8 ADVOCACY AND ACCOUNTABILITY
n Getting Universal Access onto the global agenda
n Securing political and financial contributions
n Galvanising the UK government’s support for HIV
n Contributing to global advocacy and debates
n Representation on global policy and decision-making bodies
n Participants in global policy and technical forums
n Strong advocate for the role of civil society
n National advocacy for better laws and policies
n Ensuring that governments and others meet their commitments
n Building an evidence base for effective advocacy
n Involvement in global HIV reporting
n Building support in the UK for the international response to HIV

FIGURE 1: CONTRIBUTIONS OF 
UK CIVIC SOCIETY TO THE INTERNATIONAL 
HIV RESPONSE FROM 2001

SERVICE DELIVERY
n Delivering HIV-related services…

... including critical HIV prevention services

... and provision of HIV-related care and treatment
n Significant contribution to the palliative care agenda
n Promoting holistic care for people living with HIV
n Focusing on improving the quality of life of people living with HIV
n Providing care and support to orphans and vulnerable children
n Contributing to strengthening health systems
n Building community systems for service delivery

CAPACITY BUILDING
n Building the leadership of people living with HIV
n Training, technical assistance and organisational development
n Disseminating information, good practice and lessons learned
n Keeping partners informed about global developments
n Providing opportunities for partners to share skills and experience
n Monitoring contributions to UA targets
n Network and coalition building
n Capacity building of volunteers
n Capacity building of government agencies
n Capacity building for advocacy

AREAS OF COMPARATIVE ADVANTAGE
n Reaching the ‘hard to reach’
n Promoting human rights and gender
n Pioneering innovative approaches
n Engaging communities in the response
n Using evidence for advocacy
n Linking HIV and development
n Speaking with one voice



UK civil society organisations are also
active participants in a wide range 
of global policy and technical forums,
including UNAIDS Inter-Agency 
Task Teams and the Stop TB
Partnership, which provide further
opportunities for influencing policy
and programming. For example, the
Alliance helped to ensure that harm
reduction was included in the 
Global Fund’s Community Systems
Strengthening Guidance and that
HIV and community-based
responses were on the agenda of 
the new Maternal Health Task Force.
World Vision has played a key role 
on the steering committee for the
fourth Global Partners Forum on
Children Affected by HIV and AIDS
and working groups of the Inter-
Agency Task Team on Children and
HIV and AIDS. 

UK civil society has also been a
strong advocate for the role of civil
society in the HIV response in affected
countries. This has particularly
focused on the role of partner civil
society organisations in those
countries. It has included lobbying
for the Global Fund to support
Community Systems Strengthening
(CSS) and contributing to the
development of guidance on inclusion
of a CSS component in Global Fund
proposals. Coordinating with
Communities, guidance on good
practice and effective mechanisms
for civil society involvement was
produced by UNAIDS in collaboration
with the Alliance and global civil
society organisations such as the
International Council of AIDS Service
Organisations (ICASO). 

At country level, UK civil society has
supported partners to advocate for

better national laws and policies.
National partners have made an
important contribution to advocacy
for laws and policies that protect 
the rights of people living with HIV,
and to development of policy on
issues such as HIV prevention and
provision of free antiretroviral
treatment. For example, in Senegal,
the Alliance linking organisation,
Alliance Nationale Contre le SIDA, 
is advocating for legal reform on
criminalisation of homosexuality.
International support for
organisations campaigning on
controversial issues in hostile
environments, such as gay rights in
Africa, is considered particularly
important for safety and solidarity. 
A campaign by the All Ukrainian
Network of People Living with HIV,
supported by the Alliance, ensured
that people whose antiretroviral
drugs had been funded by the Global
Fund in Round 1 were included in
the government budget, allowing
Global Fund Round 6 resources to
be used to enrol new patients. 
In India, VSO support for advocacy
for second-line treatment by NMP+,
an organisation of people living with
HIV in Maharashtra, resulted in 400
eligible people living with HIV receiving
second-line drugs. Further examples
of VSO advocacy work in different
countries is provided in Box 2.

UK civil society has supported
national partners to ensure that
governments and others meet their
commitments, including to
Universal Access, holding them to
account for setting and achieving
targets. In Kenya, the Alliance
supported the launch of a high
profile national campaign in 2009 to
increase support for universal 

CARE is working in India, 
Nepal and Bangladesh to reduce
the risk of HIV in populations 
that travel from one country to
another looking for work. 
The project will increase access 
to prevention and treatments
services; strengthen capacity 
of civil society, government
institutions and policy makers 
to address tthe needs of 
mobile populations
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In Southern Africa, VSO programmes are currently presenting results of
consultations about home-based care to governments to lobby for improved
standards of care.

In India, VSO supported the capacity development of a partner, Children in
Need Institute, to pilot a project supporting primary caregivers. This initiative
was based on national research for a global report focused on women’s
rights and access to HIV services.

In Malawi, VSO supported the Network of Organisations for Vulnerable and
Orphan Children to track the impact of user fees on education for orphans
and vulnerable children and to lobby successfully for increased funds for
programmes to support such children.

In Bangladesh, VSO is facilitating the formation of a national advocacy forum
and has supported Young Power in Social Action to successfully lobby the
police to protect members of vulnerable groups.

In Nigeria, VSO’s advocacy volunteers supported the development of: 
a workplace policy that is being signed into law in Benue and Cross River
State; an anti-stigma law in Enugu State; and an Executive Bill on HIV/AIDS
and Disability in Kaduna State.

In Nepal, VSO’s advocacy adviser supported the Blue Diamond Society 
to develop a White Paper, to be submitted in the Constituent Assembly, that
recommends key constitutional provisions to protect lesbian, gay, bisexual,
transgender and intersex people from discrimination.

2 | SUPPORT TO ADVOCACY 
IN DIFFERENT COUNTRIES: 
EXAMPLES FROM VSO

access to HIV services. UK civil
society support has also enabled
national partners to participate in
monitoring and reporting on
progress and reporting, including
through shadow UNGASS reports. 

UK civil society has been very 
active in building an evidence base
for effective advocacy. Some
examples of this type of research 
are presented in Box 2, eg. the work
of VSO in India. Also, International
AIDS Vaccine Initiative (IAVI) and 
the Futures Institute have developed
a mathematical model which 
shows the impact that an effective
HIV vaccine would have, for example,
in Kenya.

The mapping exercise conducted by
the Consortium (see Annex 2)
documented that more than two
thirds of responding members
(n=28; 67%) report being involved in
research. In some cases, multiple
organisations, eg. NGOs and
academic institutions work together
on research activities (see Box 3).

UK civil society has been active with
partners in global HIV reporting, 
in particular, reporting on progress
in implementing the UNGASS
declaration from 2001. In 2010,
UNAIDS described civil society
involvement in UNGASS reporting 
as ‘extensive’ (UNAIDS, 2010). Civil
society has been particularly active
in monitoring some areas, for
example, the involvement of people
living with HIV. In addition, civil
society input often provides a
different perspective on matters of
policy and practice, for example, 
in responses to the National
Composite Policy Index. In 2010, 
the Consortium’s Care and Support

UK CIVIL SOCIETY HAS BEEN 
A STRONG ADVOCATE FOR THE ROLE 
OF CIVIL SOCIETY IN THE HIV RESPONSE
IN AFFECTED COUNTRIES
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Working Group played a significant
role in a major review of UNGASS
indicators, co-chairing a care and
support consultation group with
UNICEF UK (see Box 1).

UK civil society has also played a
major role in building support for
development, in general, and the
response to HIV, in particular, 
in the UK. For example, Christian
Aid has been operating the Ctrl 
Alt Shift programme with young
people in the UK since 2008. This
programme seeks to engage young
people in fighting social and global
injustice. Examples of work related
to HIV include seeking to take action
on travel restrictions for people
living with HIV. The Students Stop
AIDS Campaign was launched at
universities across the UK in 2003.
Since then it has established itself
as a highly effective campaigning
and awareness raising network.
UK civil society has also built the
advocacy capacity of partner
organisations. For example, since
2006, Harm Reduction International
has been building capacity around
harm reduction and human rights
for people who use drugs.

Service delivery
UK civil society organisations and
their partners have made a
significant contribution to Universal
Access through delivery of HIV
prevention, treatment, and care and
support services (see Box 4). 

The contribution to HIV prevention,
through HIV testing and counselling
services, promotion and distribution
of condoms, and prevention of
vertical transmission services, has
been considerable (see Box 5). 

Evidence for Action is a research consortium consisting of seven organisations
focused on HIV treatment and care. Member organisations include the
International HIV/AIDS Alliance, the London School of Hygiene and Tropical
Medicine, the Medical Research Council Clinical Trials Unit, University College
London and partners in India, Malawi, Uganda and Zambia.

The Consortium’s research is focused on four themes:

n What ‘package’ of HIV treatment and care services should be provided in
different settings. Areas of focus under this theme include the needs of
children, adolescents and older people, and the mental health needs of
people living with HIV. 

n What delivery systems should be used in different contexts. Areas of focus
under this theme include delivery of ART without routine laboratory testing,
the changing role of home care services and identifying missed opportunities
to get people on to treatment and care.

n How HIV treatment and care can be integrated into existing 
health and social systems, including a focus on how best to integrate 
TB and HIV services.

n How best to translate evidence into new policy and actions.

The Consortium also works on a number of crosscutting topics and seeks 
to build the research capacity of partners.

3 | UK NGOS AND ACADEMIC INSTITUTIONS WORK TOGETHER 
ON RESEARCH: THE EXAMPLE OF THE EVIDENCE FOR ACTION
RESEARCH PROGRAMME CONSORTIUM

88.4%
of Consortium members are
involved in advocacy 

67.4%
of Consortium members are
involved in research
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n CAFOD SUPPORTED APPROXIMATELY 130 PROJECTS IN 28 COUNTRIES OF AFRICA, 
LATIN AMERICA AND SOUTH EAST ASIA, REACHING CLOSE TO 2 MILLION PEOPLE
n THROUGH ITS 17 HIV AND AIDS PROGRAMMES, VSO IS SUPPORTING A TOTAL OF 198 PARTNERS,
WHOSE SERVICES REACH 5.4 MILLION PEOPLE
n IN 2009, NEARLY 3.2 MILLION PEOPLE IN 36 COUNTRIES BENEFITED FROM SERVICES 
PROVIDED BY THE INTERNATIONAL HIV/AIDS ALLIANCE

In 2009, nearly 3.2 million people in 36 countries benefited from services
provided by the International HIV/AIDS Alliance. The number of people
reached through prevention services increased from 900,000 in 2008 to 1.9
million in 2009, and the number of condoms distributed increased from 37
million in 2008 to over 79 million in 2009. Care and support programmes in
2009 reached 319,500 people living with HIV. In Cambodia, the Alliance
contributed 53% of the national response to support of orphans and
vulnerable children.

Through its 17 HIV and AIDS programmes, VSO is supporting a total of 198
partners, whose services reach 5.4 million people. Prevention interventions
reach over 3.4 million people, through prevention of mother-to-child
transmission and counselling and testing services in sub-Saharan Africa and
harm reduction and outreach work in Asia and the Pacific. Support to
partners around treatment has focused on integrating prevention, treatment
and care services and strengthening referral systems. Efforts to improve
links between communities and health facilities, and treatment literacy
activities, have helped to improve treatment adherence. Care and support
services provided by 89 partners are reaching around 1.4 million women,
men and children. Partners are encouraged to recruit and train men as
caregivers, to reduce the burden of care that falls on women and girls. 

CAFOD supports church and other community-based programmes to provide
care and support, prevention and advocacy initiatives. These range from local
initiatives to support for National AIDS Plans. In 2009-2010, CAFOD
supported approximately 130 projects in 28 countries of Africa, Latin America
and South East Asia, reaching close to 2 million people. 

Since 2007, the British Red Cross has been supporting the South African Red
Cross to provide integrated HIV services in KwaZulu Natal. These services
include HIV education and awareness raising, palliative care, treatment and
support for people living with HIV. By the end of December 2010, services
had reached more than 15,000 people living with HIV through a network of
more than 1,100 trained volunteers. The British Red Cross is supporting
similar services in Lesotho.

4 | EXPANDING THE REACH OF PREVENTION, 
TREATMENT AND CARE SERVICES: 
EXAMPLES FROM UK CIVIL SOCIETY
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Mildmay has a working
relationship with Kenyan
medical Training Colleges to
train nurses and doctors in
HIV management in seven
hospital colleges across the
country. Similar work has
been done in other countries,
for example, Ukraine.



UK civil society organisations that
work with faith-based organisations
have taken steps to encourage their
partners to take a comprehensive
approach to HIV prevention. CAFOD,
for example is encouraging partners
to provide full and accurate
information on all risk reduction
options and to also identify how the
causes of vulnerability might be
addressed. Tearfund has actively
encouraged partners to move
beyond messages about abstinence
and faithfulness (see Box 6).

In many countries, civil society
organisations were providing treatment
and care before national governments
established comprehensive treatment
programmes.3 Faith-based
organisations, many of which work in
partnership with UK civil society
organisations, deliver a significant
proportion of treatment and care
services, especially in Africa.4

Civil society organisations have 
also been the main providers of
home-based and palliative care for
people living with HIV (see Box 7).
UK civil society is viewed as having
made a significant contribution 
to the palliative care agenda
internationally through advocacy,
funding, networking and technical
assistance for service delivery. It has
established good links with academic
institutions, in particular with Kings
College London, which has played a
leading role in strengthening the
evidence base on HIV and palliative
care and supporting related research.
UK civil society has also engaged with
DFID and national governments on
the issue of pain relief and policy
change on prescription of opiates.

Globally, between 2005 and 2009, IPPF member associations provided HIV-
related services, including HIV information and referrals, to 25 million people
and distributed 621 million condoms. Annual condom distribution increased
from 97.9 million in 2005 to 152.4 million in 2009. Family planning is a critical
component of prevention of mother-to-child transmission of HIV, and IPPF
services averted an estimated 22 million unwanted pregnancies between 
2005 and 2009. 

5 | DELIVERING ESSENTIAL HIV PREVENTION SERVICES: 
THE EXAMPLE OF IPPF

In Nigeria, Tearfund has promoted a comprehensive prevention framework. 
The process, implemented in collaboration with ANERELA, the African
network of religious leaders living with or personally affected by HIV, involved
research to understand church leaders’ knowledge and attitudes, workshops
for partner staff and church leaders, and a consultation meeting with senior
church leaders. This has had a significant impact on church leaders’
understanding and attitudes, for example, increasing their appreciation of
the impact of stigma and the risk of HIV faced by faithful married women. 

6 | ENCOURAGING FAITH ORGANISATIONS TO PROMOTE
COMPREHENSIVE PREVENTION APPROACHES: 
AN EXAMPLE FROM TEARFUND

3. A 2004 survey by French NGO Sidaction and UNAIDS found that of 274 community-based
organisations surveyed in sub-Saharan Africa, covering 210,000 clients, 141 were providing
treatment for opportunistic infections, 68 were providing antiretroviral therapy and 159 were
providing education on HIV treatment, adherence and side-effects.
4. In 2004, WHO estimated that one in five organisations involved in AIDS programming was
faith-based, and Christian health associations provided 40% of health care in Lesotho, 48% in
Tanzania, 40% in Kenya and 30% in Zambia. 
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UK civil society organisations have
been at the forefront of promoting
holistic care for people living with
HIV and highlighting the importance
of quality of life. CAFOD, for
example, has developed a simple
tool that measures changes in the
quality of life of clients who receive
services. The tool is participatory
and easy-to-use. It applies equally
well to adults and children who are
living with or affected by HIV. Initial
results show that although health
care, including ART, is often the first
step to improving people’s quality of
life, other issues such as economic
security and psychological well-
being are also vitally important. 
The tool also provides a means to
identify the key factors that have
contributed to the change in clients’
quality of life. 

UK civil society organisations and
their partners have been among the
most important providers of care
and support to orphans and
vulnerable children, especially in
sub-Saharan Africa, where the
majority of children who are affected
by HIV and AIDS live (see Box 7). 

UK civil society organisations have
also supported activities that have
contributed to strengthening health
systems in partner countries. For
example, in Uganda, the Alliance has
trained 1,300 people living with HIV as
Network Support Agents. These have
been seconded to 42 health facilities
to support the delivery of health care
services and have reached over
528,000 individuals.

In 2009, World Vision reached 1.2 million orphans and vulnerable children in 
21 countries in Africa with care and support provided by 73,000 home visitors
who have been trained through 4,400 Community Care Coalitions, which
recruit and train volunteer home visitors to identify, monitor, assist and
protect children. In addition, 102,000 chronically ill adults in Africa received
home-based care and 12,800 faith leaders were sensitised to HIV and AIDS
through Channels of Hope workshops. World Vision has also developed a
practical, effective approach to provision of psychotherapy for adults and
adolescents who care for orphans and vulnerable children.

SOS Children’s Family Strengthening Programmes (FSPs) build the capacity
of families to provide for and care for their own children. In HIV- affected
areas, FSP services include the provision of daycare facilities for pre-school
children, health counselling, psychological support and assistance with the
cost of medical treatment for parents and caregivers, basic nursing training
for caregivers, regular food parcels for families who are struggling to make
ends meet, and assistance with the costs of vocational training for young
people and adults. 

7 | PROVIDING HOME-BASED CARE AND SUPPORTING
CHILDREN AFFECTED BY HIV AND AIDS: 
EXAMPLES FROM WORLD VISION AND SOS

World Vision Vigil:
Children take part in 
a candlelight vigil as
part of community group
‘The Hope and Light
Association’ in Ethiopia,
which advocates to
minimise the stigma
faced by people living
with HIV and AIDS.

Photo: Jon Warren/World Vision
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In addition, UK civil society and their
partners have been active in building
community systems for service
delivery, for example, through the
use of volunteers to provide a wide
range of activities including peer
education, home visits and ART
adherence support.

Capacity building
A key focus of UK civil society
organisations is building the
leadership of people living with HIV.
For example, in the mapping exercise
conducted by the Consortium 
(see Annex 2), more than three
quarters (n=32; 76%) of responding
organisations reported working with
people living with HIV. Some of these
organisations are actively promoting
the meaningful involvement of
people living with HIV. For example,
Progressio believe that people living
with HIV should be more in control
of the decisions made on their
behalf and should have the capacity
to influence national policies that
affect their lives. Examples of
Christian Aid’s work with people
living with HIV are presented in Box
8. The Consortium itself is seeking
to promote the meaningful
involvement of people living with
HIV, for example by including
representatives on its board and
building the capacity of members
relating to the meaningful
involvement of people living with HIV.

UK civil society has played an
important role in building the
capacity of civil society partners in 

In Sierra Leone, Christian Aid has been supporting the Network of HIV
Positives since its formation in December 2006 following a meeting
supported by Christian Aid, UNAIDS, the World Bank, the National AIDS
Secretariat and the Ministry of Health and Sanitation. The network has
offices in all four regions of the country and is now receiving funding from
the Global Fund. Useful links have been developed between this network and
another Christian Aid partner, INERELA+, an international network of
religious leaders living with or affected by HIV. These networks have resulted
in more constructive HIV prevention messages and more openness among
people living with HIV.

In Kenya, Christian Aid has been implementing a project entitled Filling the
Gaps with funding from Comic Relief. This project aims to improve the quality
of life of 25,000 people living with HIV. Through this project, the Kenyan
branch of INERELA+ has been active in engaging church leaders in
addressing stigma towards people living with HIV in Kenya

8 | WORK TO PROMOTE THE MEANINGFUL 
INVOLVEMENT OF PEOPLE LIVING WITH HIV: 
EXAMPLES FROM CHRISTIAN AID

In 2009, World Vision reached

1.2 million
orphaned and vunerable children
in 21 countries in Africa
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the South, through training, technical
assistance and organisational
development (see Box 9).

UK civil society has also played an
important role in developing the
capacity of NGOs and CBOs to
implement effective HIV programmes
and services through disseminating
information, good practice and
lessons learned. For example,
the Alliance has developed and
disseminated guidelines and tools 
on HIV and drug use, responding 
to the HIV-related needs of men 
who have sex with men in Africa,
supporting orphans and vulnerable
children, and community
mobilisation around HIV prevention,
treatment, care and support.

Keeping partners informed about
global developments and changes 
in the aid architecture is a key role
for UK civil society. One example is
the development and dissemination
of information about UNITAID. UK
civil society builds capacity through
providing opportunities for partners
to share skills and experience. 
For example, World Vision helped to
organise an international conference
on African children affected by 
HIV held in Tanzania in 2008.
Target TB held a meeting in India 
in September 2010 which brought
together its NGO partners from
Africa and Asia to share skills and
experience in TB and HIV control, 
as well as to build their capacity for
influencing national policy.

UK civil society also builds 
capacity to monitor contributions
towards reaching national Universal
Access targets. For example, the 

A key component of IPPF’s HIV strategy between 2005 and 2009 was
technical support and capacity building for 22 Member Associations,
selected on the basis of the scale of the HIV epidemic in their countries and
their capacity to integrate HIV into existing SRH services. These associations,
which now provide clients with a full range of HIV-related services and have
broadened their scope to meet the needs of key populations, provide a model
for other associations. Among the 14 of these selected associations that
reported service data consistently from 2005 to 2009, there was a significant
increase in the number of HIV-related services provided, from 315,939 in
2005 to 1.7 million in 2009, and this increase was greater than among other
associations that were not the focus of technical support. Capacity building
has also resulted in an increase in the proportion of Member Associations
participating in Global Fund Country Coordinating Mechanisms, from 36% in
2005 to 63% in 2009. The support of IPPF from the London office has been
critical for regional offices managing UNAIDS Technical Support Facilities in
East Africa, Europe and Central Asia, and South-east Asia and the Pacific. 

In 2009, the Alliance provided technical assistance for HIV programming and
organisational development to almost 2,500 organisations. Alliance Regional
Technical Support Hubs in Burkina Faso, India, Peru, Philippines, Uganda
and Ukraine provided 2,900 days of support to organisations on areas
including HIV prevention programming, orphans and vulnerable children,
sexual and reproductive health rights programming, research and
evaluation, and Global Fund grant implementation. In Burkina Faso, for
example, capacity building for the Alliance partner, Initiative Privée et
Communautaire Contre le VIH/SIDA au Burkina Faso (IPC), has enabled IPC
to act as an intermediary for World Bank MAP funding for community
organisations working with orphans and vulnerable children and provide
technical assistance to these organisations. IPC is also one of only two
national NGOs represented on the National AIDS Council in Burkina Faso.

9 | BUILDING THE CAPACITY 
OF CIVIL SOCIETY ORGANISATIONS:
EXAMPLES FROM IPPF AND THE ALLIANCE

UK CIVIL SOCIETY HAS ALSO PLAYED AN
IMPORTANT ROLE IN DEVELOPING THE CAPACITY

OF NGOS AND CBOS TO IMPLEMENT EFFECTIVE
HIV PROGRAMMES AND SERVICES THROUGH

DISSEMINATING INFORMATION, GOOD PRACTICE
AND LESSONS LEARNED
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An award-winning scheme from
Ethiopia's Kale Heywet Church, 
a Tearfund partner: the cultural
custom of coffee and a chat helps
people offer support and
information about HIV, reducing the
stigma the virus has in the country.

Photo: Marcus Perkins/Tearfund



CONSORTIUM MEMBERS 
SURVEYED REPORTED 

WORKING AGROSS A RANGE 
OF STRUCTURAL ISSUES 

AFFECTING PEOPLE LIVING 
WITH HIV/AIDS

International HIV/AIDS Alliance 
has developed a monitoring and
reporting system (MRS) which
captures quantitative results
achieved by all partners against
selected national Universal Access
targets. As a result, the Alliance 
is able to describe its work in
different countries in terms of the
extent to which it is contributing to
particular Universal Access targets.
The Alliance also has a tool, MRS
Interactive, which allows quantitative
data to be presented in a variety of
forms including charts and maps.

UK civil society has also been very
active in network and coalition
building. For example, AIDSPortal,
hosted by the Consortium and the
International HIV/AIDS Alliance
builds the capacity of networks 
to use information communication
technology to communicate 
better with members. In Namibia,
AIDSPortal worked with the
Namibian Network of AIDS Service
Organisations (NANASO) to
establish the Partners Namibia
eForum. A year on, it has become
the primary space for dialogue and
advice among 738 implementing
organisations in Namibia. Linking
the work of different networks 
adds further value to their work.
Globally, AIDSPortal supports ten 
networks with different thematic 
or geographic areas of focus. Using
eForums, networking websites 
and SMS tools from AIDSPortal they
link over 100,000 people involved 
in health work. This collaborative
approach to capacity building has

also enabled networks to share good
practice and other information.
Individual NGOS have also
supported the development of
networks. For example, Christian
Aid has supported the development
of Koinonia Fellowship in Brazil
which aims to encourage religious
organisations to work together
rather than to compete. Koinonia
has been active in promoting HIV
awareness among faith leaders.

UK civil society organisations have
been active in seeking to build the
capacity of volunteers of different
types. Although primarily focused 
on volunteers drawn from local
communities, there are also
opportunities for international
volunteers to build and develop their
skills. For example, Christian Aid
runs Platform 2 which is a youth
volunteering programme for 18 to 
25 years olds to get involved in
global issues of justice and poverty,
including HIV.

UK civil society organisations also
build the capacity of government
agencies, such as ministries of
health. For example, Mildmay has a
working relationship with Kenyan
Medical Training Colleges to train
nurses and doctors in HIV
management in seven hospital
colleges across the country. Similar
work has been done in other
countries, for example, Ukraine.

85% 
stigma and discrimination

54%
creating enabling policies

42%
sexual violence and rape

35%
criminalisaion

30%
homophobia
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UK CIVIL SOCIETY
COMPARATIVE ADVANTAGE

This section analyses briefly the
comparative advantage of UK civil
society in different areas of HIV
work. It focuses mostly on civil
society, in general. The final part
describes the specific comparative
advantage of the Consortium.

Key areas where UK civil society is
considered to have a comparative
advantage are:

n Reaching the ‘hard to reach’
n Promoting human rights 
and gender
n Developing innovative approaches 
n Engaging communities 
in the response
n Using evidence to inform advocacy
n Speaking with one voice
n Linking HIV and development

Reaching the hard to reach 
UK civil society organisations,
through their partners, are able to
reach populations who are most at
risk of HIV, but who are often
marginalised and neglected by
governments. For example, Naz
Foundation International supports
men who have sex with men (MSM)
networks and groups to establish
HIV services in a range of countries.
Alliance partners are providing
services for drug users, MSM and
sex workers in Europe, Asia, Africa
and Latin America. In Vietnam, VSO
has supported one of its partners to
establish, manage and run the first 
methadone site in Hanoi. Tearfund’s
faith-based partner organisations
are working with local churches 
to reach highly exposed and

marginalised groups including
women affected by sexual violence in
the Democratic Republic of Congo,
the hijra (transgender) communities
engaged in sex work in India and, in
Uganda, men who belong to rural
drinking clubs and the boda boda
men (motorcycle taxi drivers) in
Kampala. Further country-specific
examples are provided in Box 10.

UK civil society can work with
marginalised and vulnerable
populations in middle-income
countries, where donors such as
DFID no longer have a presence 
or provide funding.

UK civil society organisations,
through their partners, also provide
services to the poorest and least
well-served communities, including
those in remote, rural areas and 
in urban slums and informal
settlements. IPPF estimates that
70% of member associations’ 
clients can be classified as poor 
or vulnerable. In Swaziland, its
partner, the Family Life Association
of Swaziland, is working with
Population Services International
(PSI) to provide a package of HIV 
and SRH care for populations that
do not have access to services,
including rural communities and
factory workers. UK civil society
faith-based partners have extensive
reach in rural areas, particularly 
in sub-Saharan Africa. 

Promoting human rights 
and gender issues
UK civil society organisations can
address politically contentious and
culturally sensitive issues in a way
that donor agencies often cannot, 
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In India, IPPF’s member association, Family Planning Association India (FPAI)
has been working to increase access to HIV prevention and sexual and
reproductive health (SRH) services for MSM in a number of clinics. Clinic staff
have been trained in HIV and STI management, sexuality and the sexual and
reproductive health and rights of MSM. The project ensured the clinics were
stigma-free, established male drop-in centres and appointed MSM as
facilitators to promote clinic facilities. One client said, “I have never disclosed
my sexual identity to my wife and I did not take any interest in her health and
well-being. After I began visiting the FPAI drop-in centre, I realised that she
also needs access to health care and I brought her to the FPA clinic.”

In Uganda, Reproductive Health Uganda (RHU), an IPPF member association,
is working with women engaged in sex work to increase their access to
integrated HIV and SRH services, and to tackle the socio-cultural barriers that
increase their vulnerability. A new drop-in clinic, as well as outreach work, has
dramatically improved uptake of voluntary counselling and testing,
management of sexually transmitted infections, contraception and referral for
antiretroviral treatment. RHU also provides a range of non-health services,
including income-generating activities.

In Zambia, Target TB is working with Zatulet, a Zambian NGO, on a five-year
project in eight sites to train community health volunteers to support TB control
efforts and address HIV and TB co-infection. Zatulet supports the Ministry of
Health’s efforts to tackle TB and HIV and strengthens community involvement
in these efforts. As part of the project, Zatulet provides TB and HIV services to
the prison population in Chipata district. Prisons are high risk environments 
for both TB and HIV due to over-crowding and malnutrition and unsafe sexual
behaviour between inmates in men-only prisons. Zatulet also provides 
TB testing and treatment at three other prisons in the Lusaka area.

In most parts of Russia, the Protestant Church provides the bulk of care
available to drug users, particularly in terms of residential drug rehabilitation. 
It also offers most of the home-based palliative care available for people dying
of AIDS-related illnesses. Most Christian rehabiliation centres in Russia are led
by former drug users, as is the case with the Inheritance Foundation and the
Salvation Centre, two Tearfund partners.

10 | UK CIVIL SOCIETY ORGANISATIONS 
SUPPORT PARTNERS TO REACH KEY POPULATIONS: 
COUNTRY EXAMPLES
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UK CIVIL SOCIETY ORGANISATIONS, THROUGH
THEIR PARTNERS, ARE ABLE TO REACH
POPULATIONS WHO ARE MOST AT RISK OF HIV,
BUT WHO ARE  OFTEN MAGINALISED AND
NEGLECTED BY GOVERNMENTS

and national governments often 
will not. Consortium members 
have promoted the rights of key
populations and also the active
involvement of these populations 
in global and national policy and
decision-making forums. For
example, the Alliance supported local
activists to secure representation for
transgender people on the Country
Coordinating Mechanism in Ecuador.
HRI has advocated for the right to
the highest attainable standard of
health for people who use drugs in
various multilateral fora, and has
campaigned against the use of the
death penalty for drug offences.

UK civil society organisations are
also well-placed to support practical
grassroots action on legal and
human rights issues (see Box 11). 

Faith-based organisations play an
important role in influencing attitudes
and behaviours and shaping social
norms. One of the strengths of UK
civil society is its partnerships with
faith-based organisations, which
provide the opportunity to engage in
dialogue with religious leaders and
encourage action to tackle stigma
and discrimination both within
religious organisations and the
communities they serve (see Box 12). 

UK civil society organisations have
also given high priority to gender
and HIV issues, and in particular to
addressing the disproportionate
impact of the epidemic on women
and girls in sub-Saharan Africa (see
Box 13). The Consortium has a
Gender Working Group.



In Mexico, VIHas de Vida, a CAFOD partner, together with civil society
organisations working on legal and human rights issues, successfully
challenged the dismissal of a soldier from the armed forces after he tested
HIV positive. As a result, he was reinstated and the policy of the armed forces
regarding HIV status has been reformed. 

In Nigeria, CAFOD home-based care programme partners have successfully
lobbied for provision of ART in rural communities in Benue and Plateau States. 

In Cameroon, the Tubah Council Law Clinic, a VSO partner, is providing
advice on HIV and legal issues to women’s groups.

11 | TAKING PRACTICAL ACTION ON RIGHTS:
COUNTRY EXAMPLES

World Vision is sensitising and training church leaders on HIV through its
Channels of Hope initiative. In 2009, it trained almost 15,000 faith leaders
from 8,900 congregations. The training challenges participants’ perceptions
about HIV and motivates faith leaders to address HIV and related issues such
as stigma within their religious communities. World Vision is also pioneering
a Muslim version of the Channels of Hope materials to sensitise Muslim
leaders about HIV. Christian Aid is working with faith-based partners and
networks of people living with HIV to reduce stigma and discrimination. 

CAFOD is also working with faith leaders to address stigma, piloting a 
three-year programme in three countries with 250 faith leaders and over
3,000 people living with or affected by HIV. This work is being carried out in
consultation with GNP+ and uses a modified version of the Stigma Index.

12 | TACKLING STIGMA AND DISCRIMINATION 
IN PARTNERSHIP WITH FAITH LEADERS: 
EXAMPLES FROM WORLD VISION, CHRISTIAN AID AND CAFOD
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CAFOD works in partnership with
local faith based and other
community organisations to
address HIV through a
comprehensive response of HIV
care and mitigation, prevention
and advocacy. HIV is a
development as well as a health
issue, and CAFOD considers an
effective, comprehensive
response to HIV is essential to its
overall goal of bringing about
sustainable development,
challenging injustice and ending
poverty for women and men in
poor and disadvantaged
communities of the global South.



The International AIDS Vaccine Initiative
(IAVI) and its network partners have
translated innovative technologies into
17 vaccine candidates, nine of which
have entered human trials in 11
countries. IAVA works in partnership
with research institutions around the
world and has developed a network of
sophisticated labratories.
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Pioneering innovative 
approaches 
UK civil society organisations and
their partners have demonstrated
that they are flexible and responsive
to changing needs. They have been
instrumental in promoting integrated
and comprehensive approaches,
including linking HIV and wider SRH
and linking HIV and TB. 

IPPF, for example, has adapted 
its approach from a focus on
primary prevention to provision of
comprehensive and integrated HIV
and SRH services. The proportion 
of Member Associations providing
comprehensive services increased
from 31% to 41% between 2005 and
2009. IPPF has started implementing
advocacy and programmes to reduce
sexual violence, based on growing
evidence of the scale and impact of
gender-based violence. The Family
Life Association of Swaziland has
worked closely with the Ministry 
of Health and Social Welfare to
integrate HIV services into national
family planning guidelines and,
together with PSI, is offering a
comprehensive package of
integrated HIV and SRH services 
at its facilities. Around 75% of
Alliance linking organisations 
have integrated SRH into their
programmes. Target TB partners
promote HIV and TB diagnosis and
care at community level. Box 14
presents an example of an approach
to evaluating the effects of linking
HIV and SRH services

One World Action works with partner organisations in East and Southern Africa
to address the disproportionate impact of HIV on women and girls. Partners are
supported to improve women’s food security and livelihoods; enable women to
take on leadership and decision-making positions; and combat violence,
discrimination and stigma in women’s lives through community sensitisation of
men, boys and community leaders and education on women’s rights, reform of
customary and statutory law and access to justice. Through its Positive Rights
programme, One World Action has brought together networks of people living
with HIV, organisations advocating for women’s rights and a regional network
of legal aid and human rights organisations, to share learning and experience
and strengthen responses. Partners include the Coalition Living with HIV/AIDS
in Malawi (COWLHA), the first platform for women living with HIV in Malawi,
Women for Change (WfC) in Zambia, the Children’s Dignity Forum in Tanzania,
and the Southern Africa Legal Assistance Network (SALAN). COWLHA has
strengthened its members’ capacity to advocate for greater access to services,
particularly SRH and HIV services, and to campaign against violence, stigma
and discrimination, has succeeded in raising the profile and voices of HIV
positive women, and are a strategic partner of the Ministry of Women and the
Office of the President. WfC is training and sensitising chiefs and village
headmen on HIV, gender equality and human rights. Many chiefs have taken
action to end traditional practices such as wife inheritance and sexual
cleansing, introducing financial penalties for people found continuing them.
Marked changes have also been seen in relation to early marriage, with Chiefs
annulling early marriages, charging parents for their involvement and sending
girls back to school. SALAN conducts research on customary law and women’s
rights and brings test cases to court.

13 | ADDRESSING THE IMPACT 
OF HIV ON WOMEN AND GIRLS: 
AN EXAMPLE FROM ONE WORLD ACTION

66%
of Consortium members work
on gender issues
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UK civil society organisations also
make an important contribution 
to the evidence base, by piloting 
and testing new and innovative
approaches which, in many cases
have subsequently been scaled up.

There are many examples of
innovative approaches. One example
is Stepping Stones, an innovative
community approach to behaviour
change developed by Strategies for
Hope with support from Action Aid,
which demonstrated positive results
and has been implemented widely.
Another is Tearfund’s work with
partners in sub-Saharan Africa to
promote the involvement of men in
prevention of parent-to-child
transmission of HIV, including HIV
testing for both parents. Another is
TackleAfrica, which works through
community organisations to reach
young people with HIV education
through football coaching ‘drills’.
The drills cover condom use,
avoiding risky behaviour, gender
equality, treatment adherence, HIV
testing, and myths and stigma.
Partners develop football coaches as
role models and peer support
networks. The impact of this is
illustrated in the story of Emmanuel
(see Box 15).

AIDSPortal worked with the Kenya
AIDS NGOs Consortium (KANCO)
and Ushahidi to implement an
innovative mapping project in Kenya.
Funded by Google, the project
mapped the locations, services and
beneficiaries of community health
providers. Following a request from
the National AIDS Control Council,
AIDSPortal and KANCO are now
planning a second phase to map the

In 2009, in collaboration with the London School of Hygiene and Tropical
Medicine and Population Council, IPPF began the INTEGRA project, a five-
year research initiative to determine the costs and benefits of different
models for delivering integrated HIV and SRH services in high and medium
HIV prevalence settings. Three different models for delivering HIV services to
reduce HIV infection and unintended pregnancy in existing IPPF and
government facilities are being evaluated in Kenya, Malawi and Swaziland.

14 | EVALUATING APPROACHES TO 
DELIVER INTEGRATED HIV AND SRH SERVICES

Emmanuel Ngabirano is from a small village in rural Uganda. He has lost
three uncles and an aunt to HIV.  He was first coached by TackleAfrica
coaches in 2006 as a 14-year-old player with the Allstars Academy, a youth
programme run by one of TackleAfrica’s partners, Kamwokya Christian
Caring Community. He was the first player to write and coach his own 
HIV drill after taking part in the coaching sessions. As he said at the time,
‘TackleAfrica came with football and education. It was amazing, the first time 

I had seen anything like this, and I started to put every drill into practice. 

My teachers were astonished with a young boy openly talking about HIV with no

fear. I have started taking the football coaching sessions at school now as well

and I have introduced all the TackleAfrica drills’. Since then, he has progressed
as a coach with the Allstars and his school, and then as a volunteer at the
Infections Diseases Institute in Mulago Hospital.   He is now the Director of
Goal of Africa, an organisation that runs football-based HIV training,
research and voluntary testing and counselling services. 

15 | USING FOOTBALL TO REACH YOUNG MEN: 
AN EXAMPLE FROM UGANDA

UK CIVIL SOCIETY ORGANISATIONS, THROUGH
THEIR EXTENSIVE NETWORK OF PARTNERS AND
COMMUNITY PROGRAMMES, ARE WELL-PLACED
TO MOBILISE COMMUNITIES TO TAKE ACTION 
AND TO PROMOTE UPTAKE OF HIV SERVICES
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locations of all community health
providers in Kenya. With support
from the private sector in Kenya, 
this phase will make use of mobile
devices to enable communities to
continuously update data on services
available locally. Making innovative
use of mobile devices to collect data
is significantly more cost effective
than existing methods for mapping
health facilities.

Mildmay has been developing
innovative rehabilitative services 
for people with HIV who develop
cognitive impairment. This involves
working with people with a complex
range of needs. However, with the
approach used, almost half (49%) 
are able to return to independent
living. Learning acquired in the UK
has been transferred to Uganda.

Engaging communities 
in the response
Community involvement in the 
HIV response is acknowledged to 
be critical to progress. A key
element of this is the engagement
and involvement of volunteers. 
Civil society organisations have a
comparative advantage in working
with communities, in particular 
the most marginalised communities,
compared with governments. 
UK civil society organisations, through
their extensive network of partners
and community programmes, are
well-placed to mobilise communities
to take action and to promote uptake
of HIV services. 

UK organisations working with 
faith-based partners have supported
community involvement in care and

support, in particular home-based
care programmes and support for
children affected by HIV. Alliance
projects in Myanmar, Uganda and
Zambia have demonstrated that
communities can support the delivery
of HIV treatment. For example, in
Zambia, the Alliance Antiretroviral
Community Education and Referral
Project increased uptake of HIV
testing and counselling, using
community members to promote
awareness, encourage people to 
go for testing and make referrals.
VSO-supported community work 
has contributed to a reduction in
stigma and discrimination and 
more positive and accepting
attitudes towards people living with
HIV in countries such as Papua 
New Guinea and Vietnam.

Using evidence to 

inform advocacy

UK civil society is able to make a
meaningful and credible contribution
to global advocacy and debates
because of its diverse and collective
experience, knowledge of the issues
and extensive network of partner
organisations. Advocacy is informed
both by grassroots evidence and an
in-depth understanding of how HIV
affects individuals, families and
communities and by knowledge and
insights of global policy. 

UK civil society can also
communicate, as well as collect,
evidence about the impact of HIV. 
It therefore plays a valuable role in
providing a voice, and can use its
access and influence at global level,
including its relationship with the
Department for International 

Interact Worldwide local partner
Pakistan Society, is working 
with drug users (IUDs) in Karachi
conducting outreach to raise
awareness of HIV prevention,
including not sharing needles,
information on needle exchange
programmes at the Drop-in
Centre and provision of condoms.
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Development (DFID), to articulate
the concerns of small NGO partners
and of communities that would not
otherwise be heard. 

The presence of UK civil society in
global policy and decision-making
bodies, for example, the Global
Fund, UNITAID, WHO, UNAIDS,
provides valuable opportunities 
for influencing. UK civil society is
also able to use its considerable
connections with NGOs in the North
and the South and direct links 
with governments in the North and
the South to influence and shape
policy and strategy. 

Linking HIV 
and development
UK civil society organisations, and
their partners, support a range of
development programmes. Many
have been working in community
development for many years. Few
implement HIV programmes in
isolation. This ensures that UK 
civil society both has a clear
understanding of the impact of HIV
on poverty and development and 
is able to link HIV work with wider
health and development efforts. 
The experience, and policy and
technical knowledge, of civil society
has the potential to inform wider
debates about the link between 
HIV and other MDGs.

UK civil society has also helped 
to ensure that debate around HIV
encompasses wider issues such 
as gender, human rights and
poverty, which has provided a
valuable counterweight to those 
who view HIV from a narrow 
bio-medical perspective. 

CONSORTIUM 
COMPARATIVE ADVANTAGE

There are a number of advantages 
of UK civil society organisations
working collectively through 
the Consortium. 

First, organisations are able to
speak with one voice. Speaking 
with one voice adds weight both to
UK civil society global advocacy 
and its engagement with DFID.
Access to policy and decision-
makers has been a significant
strength of UK civil society. The
Consortium was a key partner 
to DFID in the development of
‘Taking Action’, the UK’s strategy 
for tackling HIV and AIDS, for
example. The Consortium is
similarly inputting into the current
DFID position paper on HIV. 
The campaigning arm of the
Consortium, the Stop AIDS
Campaign, played a key role in
securing the commitment to
Universal Access in 2005, in
leveraging UK Government and
pharmaceutical support for the
Medicine Patent Pool more 
recently, and in advocating for a 
full replenishment of the Global
Fund to Fight AIDS, TB and Malaria.

The Consortium has considerable
convening power, facilitating
effective consultation, which enables
the views of larger and smaller
organisations to be heard and,
consequently, is viewed as highly
representative. Over the past two
years, for example, the Consortium
has worked in partnership with 
the World Bank and DFID on its
evaluation of the community
response to HIV, providing a channel

for civil society activists globally to
engage with the World Bank. Effective
communication and sharing of
information, through the Consortium
websites and AIDSPortal initiative,
have contributed to coordination 
and coherence.

The Consortium has been able to
focus efforts on a number of topical
areas through its working groups,
providing technical expertise to a
range of governmental and
multilateral agencies as well as its
membership. For example, the Care
and Support Working Group convened
a major conference on care and
support in November 2010 with
support from DFID, PEPFAR, Cordaid
and others. One of the outcomes of
this meeting was a common
definition of what is meant by care
and support which had, in turn, a
strong influence on the UNAIDS
strategy adopted that December. 

The Consortium has also been
supporting the sharing of learning
on innovative approaches, for
example towards monitoring value
for money. In December 2010, the
Consortium convened a working
group to explore Value for Money in
the context of the response to HIV. 

The Consortium provides a space 
for experiences to be shared among
UK civil society. This is particularly
valuable given the diversity of 
UK civil society, which includes
organisations representing diaspora
from different countries.
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Oxfam is working directly with people
affected by HIV and AIDS. In Malawi, for
instance, they train and support home-
based carers - local volunteers like Ruthie
(pictured), who, with Oxfam supplies,
support the ill, elderly and orphaned in
communities. Oxfam lobby for change too.
Their health and Education campaign
presses governements and other donors
to provide the $10 billion a year needed
for universal HIV and AIDS prevention
work, treatment and care.

Photo: Adam Musgrave/Oxfam
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Despite all that has been achieved in
the global response, much remains
to be done. As of 2010, four in five
low- and middle-income countries
were not on track to meet Universal
Access targets.5 Gaps can be
summarised as follows:

n Globally, 33.3 million people are
living with HIV, including 2.5 million
children. The number of children
orphaned as a result of HIV
continues to increase.

n An estimated 2.6 million people
were newly infected with HIV in 
2009. New infections continue to
outpace the scale-up of treatment.
For every person starting treatment,
two are newly infected with HIV. 
HIV incidence is increasing in some
countries, notably in Eastern Europe
and Central Asia, where the majority
of new infections are associated with
injecting drug use. Young people
aged 15-24 represent around 40% of
new infections.

n Better strategies are required to
reduce heterosexual transmission of
HIV and address multiple and
concurrent, and intergenerational,
sexual relationships and the
prevention needs of couples who are
married or in stable relationships.
Greater efforts are needed to
increase and meet demand for
condoms. The supply of both male
and female condoms is less than a
quarter of the need. In sub-Saharan
Africa, only four condoms are
available each year for every adult
male of reproductive age. Even fewer
female condoms are available.

n Many people still lack access 
to the information, skills and
services required to prevent HIV
infection. Only a third of young
people have comprehensive and
accurate knowledge about HIV.
Global coverage with prevention of
mother-to-child transmission
(PMTCT) interventions was only 
45% in 2008. Fewer than 40% of
people living with HIV are aware of
their status. Reported rates of
testing in populations at the highest
risk are lower. In 2008, only 38% of
sex workers in 45 countries, 30% of
MSM in 31 countries and 23% of
intravenous drug users (IDU) in 
26 countries received HIV testing
and counselling.

n Coverage with HIV prevention
services for key populations is very
low. In 2008, only 8% of IDU
worldwide had access to key
prevention methods, and only 34% of
countries with a concentrated or low
prevalence epidemic reported that
they had implemented programmes
to reduce risk among IDU.

n An estimated 10 million people
who need treatment do not have
access to ART. Treatment coverage
for children remains unacceptably
low. In sub-Saharan Africa, children
living with HIV are about one third 
as likely to receive ART as adults.
Second-line treatment is unaffordable
in most low-income countries. 

5. Progress in implementation of the Declaration of
Commitment and Political Declaration, Report of the

Secretary-General 1 April 2010

GAPS AND CHALLENGES 
IN THE GLOBAL RESPONSE TO HIV4
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33.3 million people
globally are living with AIDS

2.6 million people
people were newly infected with HIV in 2009

40% new infections
are young people aged 15-24

33% of young people
have comprehensive knowledge about HIV
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Achieving Universal Access
requires improving and scaling-up
HIV prevention, including access 
to new and proven prevention
interventions, expanding treatment
coverage, including with simpler
and less costly treatment, and
giving higher priority to provision
of care and support. Key challenges
for achieving Universal Access 
and for the global response to 
HIV include:

n Sustaining political commitment
Political commitment to HIV is
perceived to be waning. ‘AIDS
exceptionalism’ is being challenged.
Issues such as health systems
strengthening and maternal,
neonatal and child health have
become the focus of global debate.
The shift in donor priorities has
serious implications for the HIV
response. Donors, including DFID,
are also increasingly concerned with
evidence, results and value for
money. Civil society will need to do
more to demonstrate the impact and
cost-effectiveness of its HIV work
and to quantify achievements. 

n Sustaining funding
This depends on sustaining political
commitment. Donors have yet to
meet their Gleneagles commitments
and many African countries have yet
to meet their Abuja commitments.
Long-term, predictable financing 
for HIV is a significant challenge.
The Global Fund has shortfalls for
existing grant commitments and 
for the coming years. PEPFAR is
moving to a multi-disease and
health systems focus, which will
decrease funding for HIV. Other
bilateral agencies are reducing HIV
financing, particularly in high 
burden middle-income countries.
The global economic downturn is
likely to further reduce domestic 
and donor financing for HIV. Funding
constraints, together with competing
demands for development resources,
could jeopardise what has been
achieved and future efforts to
expand prevention and treatment
coverage. In 20 African countries,
more than 80% of treatment depends

THE COMMUNITY CONTRIBUTION TO THE 
HIV RESPONSE HAS BEEN CONSIDERABLE,
BUT THE COST SAVINGS RESULTING FROM
THIS ARE NOT ACKNOWLEDGED IN DEBATES
ABOUT VALUE FOR MONEY
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Over the past five years UNICEF
UK has been working to increase
awareness about the impact of
HIV on children. As part of
UNICEF’s global Unite for
Children, Unite against AIDS
campaign UNICEF UK has called
on the UK Government and
businesses to put it right for
children by increasing support 
for prevention of mother to child
transmission of HIV, ensuring all
young people know how to live
free from HIV and increasing
access to lifesaving treatment 
for children.

Photo:©UNICEF UK/2008/Andy Aitchison

on donor funding. A recent survey6

showed that eight countries already
face shortages of antiretroviral drugs
and a further 22 countries,
accounting for more than 60% of
people on treatment worldwide,
expected an adverse impact on
treatment programmes in the
future. Anecdotal evidence suggests
that UK civil society partners are
already experiencing challenges in
securing funding, and this is
affecting their capacity to provide
services. The community
contribution to the HIV response has
been considerable, but the cost
savings resulting from this are not
acknowledged in debates about
value for money. Some areas of the
HIV response have been severely
underfunded to date. These include
HIV-related harm reduction and
other services for key populations.
Without sustained and increased
targeted investment in these areas,
new infections will continue to rise. 

n Sustaining the 
contribution of civil society
The contribution of civil society
organisations to the HIV response
faces a number of challenges.
Declining investment resulting in
reduced funding for partners is an
immediate challenge. Changing aid
modalities, including the increased
flow of donor funds through
multilateral agencies and budget
support, also make it more difficult
for civil society organisations to
access funding. The extent to which
civil society organisations can
engage in policy dialogue is also
constrained in countries where
governments view the role of civil

society as primarily being about
service delivery and provide limited
space for civil society to address
issues of transparency and
accountability.7 There is a pressing
need for civil society to demonstrate
and articulate the impact of its
activities and their value for money. 

n Reducing the cost of treatment
The cost of the least expensive 
first-generation regimen has
dropped to less than US$86 per
patient per year.8 But the overall
costs of HIV treatment are set to
increase, as countries adopt 
WHO recommendations on earlier
initiation of ART and use of safer 
but more expensive regimens, and
need to provide more expensive
second-line regimens. There is an
urgent need to develop simpler,
more effective and more affordable
drug regimens, in order to scale up
access, enable treatment to start
earlier, improve adherence, prevent
the development of drug resistance,
and ensure the sustainability of
treatment. The non-drug costs of
delivering ART remain high,
accounting for over 80% of the
overall costs of treatment. Reducing
costs requires the development of
simpler and more affordable 
diagnostic tools, in particular to
monitor CD4 cell counts and viral
load, as well as action to address 
policy barriers and improve the 
efficiency of health systems. New
approaches, including integration of
HIV treatment within wider health
services and community-based
delivery of ART to bring treatment
closer to where people live, are
critical to scale up access. 

6. World Bank (2009) Averting a Human Crisis During the

Global Downturn: Policy Options from the World Bank's

Human Development Network

7. ‘Civil society: only the clampdown is transparent’  
http://www.guardian.co.uk/commentisfree/libertycentral/2
010/sep/12/civil-society-millennium-development-goals
8. UNAIDS (2011). Letter to partners. 
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n Sustaining treatment in 
middle-income countries with 
high burden of HIV disease. 
Donors are less and less willing to
provide funding in these countries yet
the cost of providing ART to large
numbers of people places a very high
burden on domestic health budgets.

n Giving higher priority 
to prevention
Treatment access has been the main
focus of efforts in recent years, and
HIV prevention has received less
attention. In 2007, countries spent
only a fifth of funding available for
HIV on prevention. Prevention efforts
must be intensified as, unless the
incidence of new infections is reduced
significantly, the global response will
not be sustainable. While progress
has been made in countries that have
implemented a combination of proven
prevention interventions, evidence-
based approaches have not been
applied more widely, and national
prevention efforts are often
inadequate and poorly targeted. 

n Giving higher priority 
to care and support 
While there is growing recognition 
of the need for HIV prevention to 
be given higher priority, care and
support, including for children,
continues to be neglected. There 
is a need to adjust care and support
services to the growing recognition
that HIV is now a chronic illness. In
addition, care and support services
need to cater not only for people
living with HIV but also for those
acting as caregivers.

9. HIV-related illnesses are a leading cause of mortality in women of reproductive age and almost one in
every five maternal deaths worldwide in 2008 was linked to HIV. In six hyper-endemic countries, AIDS is
responsible for over 40% of child mortality while one global analysis suggested that each 1% increase in
the HIV prevalence rate was associated with 8.46% lower progress in infant mortality and 9.25% lower
progress in under-5 mortality.
10.  IDC (2010). Progress on the Implementation of DFID's HIV/AIDS Strategy. 
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n Demonstrating the link 
between HIV and wider health 
and development outcomes 
While there is growing international
recognition, and clear evidence, that
other MDGs, in particular MDG 4
and MDG 5, cannot be achieved
without tackling HIV, a stronger case
needs to be made for continued
investment in HIV.9 There is a need
for stronger links between HIV and
wider health and development
agendas and for coordinated action
on issues that limit progress
towards all the MDGs. There is a
particular need to link relevant
aspects of health, for example,
maternal and reproductive health
with relevant aspects of the HIV
response, for example, PMTCT.

n Protecting human rights
Human rights violations,
discriminatory laws and policies, and
persistent stigma continue to
undermine efforts to prevent new HIV
infections and provide services. Key
populations are reluctant to seek
services in contexts where their
behaviour is against the law. Laws
that criminalise HIV transmission
discourage people from seeking HIV
testing or revealing their HIV status
and, in some countries, new laws that
criminalise HIV transmission are
being enacted. Numerous countries
retain laws which prohibit the
effective functioning of evidence-
based services, such as needle and
syringe programmes and opioid
substitution therapy provision. Many
governments remain unwilling to
tackle the political, social and cultural
factors that drive the epidemic and
hinder effective responses to HIV.
Stronger commitment to human
rights, by all donors and national
governments, is essential.

n Meeting the needs of key
populations at increased risk
HIV epidemics are diversifying and
becoming more complex, as new
epidemiological patterns emerge.
Despite the rhetoric of Know Your
Epidemic, Know Your Response,
national responses often fail to
target those most at risk and most
affected by HIV. According to the
Commission on AIDS in Asia, 95% of
HIV infections in young people in the
region occur in those at higher risk
but more than 90% of resources are
spent on low risk youth. Even as
there is evidence of elevated HIV
prevalence among MSM, a number
of countries have enacted legislation
to criminalise same-sex sexual
conduct. Many countries prohibit or
limit access to harm reduction
services for people who inject drugs,
and commitment to harm reduction
appears to be declining in some
countries where unsafe injecting is a
key driver of the epidemic. 

n Taking effective 
action on gender
Much lip service has been paid to
gender and HIV and to addressing
the gender inequalities that drive the
epidemic. In practice there has been
limited progress. There is an urgent
need for practical action on gender
that protects and enforces women’s
rights, engages communities and
involves men and boys, and links
efforts to reduce women’s
vulnerability to HIV to wider health
and development issues including
maternal health, education and
employment opportunities, property
rights and sexual violence. 

n Tackling TB and HIV co-infection
HIV has driven a resurgence of TB
and contributed to the spread of drug
resistant TB, which is a major public
health challenge. In South Africa, it is
estimated that 90% of patients with
XDR-TB are HIV positive. TB is a
major cause of death among people
living with HIV. In 2007, cases of HIV-
TB co-infection accounted for more
than 25% of all TB deaths and 23% of
all deaths among people living with
HIV. HIV-related mortality could be
significantly reduced if TB was
diagnosed and treated effectively, as
TB is often the primary cause of
death. Urgent efforts are needed to
improve prevention, diagnosis and
treatment of TB in people living with
HIV and of HIV among TB patients.10

Separate funding streams for HIV and
TB, and separate structures within
global agencies and national
ministries of health hinder
coordinated action and service
delivery. To date, there has been
limited coordination between UK
organisations focused on HIV and
those focused on TB.

n Ageing of the epidemic
Older people are being increasingly
affected by HIV as people living with
HIV live longer and transmission
increasingly occurs among older age
groups. Yet, few organisations focus
on the prevention, treatment, care
and support needs of older people
and monitoring systems do not
always include older age groups.

WHILE THERE IS GROWING INTERNATIONAL
RECOGNITION OF HIV, A STRONGER CASE NEEDS
TO BE MADE FOR CONTINUED INVESTMENT 
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UK CIVIL SOCIETY CALLS FOR:

n Governments to ensure the sustainability of the scale-up of
responses to HIV by making political and financial commitments
to achieving Universal Access by 2015.

These commitments to Universal Access must be for HIV treatment,
prevention, care and support together. These commitments must be
met by all countries and should include:

n Providing comprehensive care for people living with HIV and 
those affected by HIV

n Sustaining and expanding access to treatment in low- and 
middle-income countries

n Establishing innovative financing mechanisms for treatment
n Eliminating barriers to treatment, eg. the Anti-Counterfeiting 

Trade Agreement (ACTA) and Free Trade Agreements (FTA)
n Scaling up evidence-based prevention programmes 
n Expanding the provision of harm reduction programmes for

people who inject drugs
n Investing in research to develop new prevention technologies
n Supporting treatment as prevention

PRIORITY ISSUES AND KEY MESSAGES
FOR THE UN HIGH LEVEL MEETING5
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n Governments to protect and promote human rights especially
those of populations most affected by HIV.

These populations include key populations, such as people living with
HIV; sex workers; people who inject drugs; and men who have sex with
men; and other vulnerable groups.11 The human rights of all these
groups need to be protected and promoted in two main areas:

n Decriminalisation and removal of repressive policies related to
transmission of HIV and risk behaviours, such as sex work, injecting
drug use and sex between men. There is a need to protect these
populations from stigma and discrimination, including violence.
There is a need to eliminate all forms of violence against women and
girls, in particular rape, sexual violence and intimate partner
violence.

n Equitable access to health, legal and social welfare 
services including:

n Opiates for all who need them
n Harm reduction services for people who inject drugs including

particularly opioid substitution therapy (OST) and needle and
syringe programmes (NSP)

n Integration of HIV and rape crisis/violence against women
services, including prompt access to post-exposure prophylaxis,
contraception and HIV/STI testing, treatment and care

n Rapid and effective responses by law enforcement agencies to
reports of violence against women

n Protection of the rights of women and children to inherit property
n Expanded access to formal and non-formal education, including 

comprehensive sexuality education with modules covering gender,
sexuality, sexual and reproductive health and rights, HIV, human
rights, relationships and life skills

11. Including lesbians, gay, bisexual and trangender (LGBT); migrants; young people; older
people; care givers; women; children; and prisoners.
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n Greater integration of responses to HIV and urges that:

n This should not only involve strengthening health systems but must 
also involve strengthening community systems.

n This should involve greater focus on all the health-related
Millennium Development Goals and the benefits of HIV interventions
across all of these.

n This should involve greater linkages and integration between HIV
responses and responses to tuberculosis; maternal, neonatal and
child health; sexual and reproductive health; malaria; viral hepatitis;
harm reduction and non-communicable diseases.

n Governments to recognise the unique role and value of civil
society responses to HIV and invest in them.

Governments need to ensure the meaningful involvement of civil
society, including networks and organisations of people living with HIV,
in all aspects of responses to HIV, including design, implementation
and evaluation. Governments need to recognise the comparative
advantage of civil society in:

n Extending the reach of services
n Providing key services that governments find difficult to provide
n Holding governments to account

Governments need to ensure sustainable and predictable 
funding for civil society organisations while recognising and 
respecting their independence.

n The outcome statement from the High Level Meeting to include
accountability and value-for-money frameworks.

Governments, civil society organisations and others must be held
accountable for any commitments made. This requires a system that
builds on the previous UNGASS system and is harmonised with other
accountability systems. It needs a framework that sets out:

n The indicators to be tracked
n The way in which reporting will be conducted
n The time frame for reporting

A value-for-money framework should ensure that funds are spent on
well-evidenced interventions. It should take a long-term view and needs
to include the value of social impacts and benefits for other Millennium
Development Goals. 
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GOVERNMENTS NEED TO 
ENSURE SUSTAINABLE AND

PREDICTABLE FUNDING FOR CIVIL
SOCIETY ORGANISATIONS WHILE
RECOGNISING AND RESPECTING

THEIR INDEPENDENCE
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YOUTH AND YOUNG PEOPLE
PEOPLE LIVING WITH HIV/AIDS

CHILDREN AFFECTED OR ORPHANED BY HIV
WOMEN

NGOs
FAMILIES

C&Qs
HEALTH WORKERS

CIVIL SOCIETY
WOMEN LIVING WITH HIV/AIDS

MEN
HOUSEHOLDS

ADOLESCENTS
MEN LIVING WITH HIV/AIDS

RELIGIOUS LEADERS
TEACHERS

CHILDREN AS CARERS
FBOS

CARERS
INGQs

PUBLIC SECTOR
CHILDREN OF MOST RISK POPULATION

PARLIAMENTARY GROUPS
COMMERCIAL SEX WORKERS

PRISONERS
STREET CHILDREN

OLDER PEOPLE
SERO-DISCORDANT COUPLES

LESBIAN/GAY/BI-SEXUAL/TRANSGENDER
INJECTING DRUG USERS

MOBILE POPULATIONS
PEOPLE WITH DISABILITIES

ABORIGINAL AND INDIGENOUS GROUPS
MILITARY

ASYLUM SEEKERS
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2. Which groups do Consortium members work with?

This survey is the beginning of a regular and systematic process to map the
contribution of Consortium members to UNGASS targets. The analysis in the
report is based on 42 responses.

1. How many people do Consortium members reach?
The total reach of Consortium member organisations is 131,199,542 people. This figure should
be treated with caution as the responses are based on different definitions and time periods. 
To provide for more robust answers in future surveys we also asked for information on how
members define reach. 

ANNEX 2: RESULTS OF 
THE CONSORTIUM MAPPING SURVEY
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KENYA
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UGANDA
ZAMBIA

TANZANIA
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SOUTH AFRICA REP
INDIA

ETHIOPIA
MOZAMBIQUE

UNITED KINGDOM
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3. Which countries do Consortium members work in?

TackleAfrica works through community organisations to reach young
people with HIV education through football coaching ‘drills’. 
The drills cover condom use, avoiding risky behaviour, gender equality,
treatment adherence, HIV testing, and myths and stigma. 

YOUNG PEOPLE: KNOWLEDGE ABOUT HIV PREVENTION
SUPPORT FOR CHILDREN AFFECTED BY HIV/AIDS

LIFE-SKILLS HIV EDUCATION IN SCHOOLS
PREVENTION OF MOTHER-TO-CHILD TRANSMISSION

HIV TESTING IN THE GENERAL POPULATION
MOST-AT-RISK PREVENTION PROGRAMMES

OPHANS SCHOOL ATTENDANCE
HIV TREATMENT ANTIRETROVIRAL THERAPY
HIV TESTING IN MEN-AT-RISK POPULATIONS

HIV PREVENTION PREVENTION: MOST-AT-RISK
SEX BEFORE AGE AT 15

CO-MANAGEMENT OF TUBERCULOSIS AND HIV
CONDOM USE DURING HIGH RISK SEX

SEX WORKERS: CONDOM USE
INJECTING DRUG USERS: SAFE INJECTING 

HIGH RISK SEX
CONDOM USE: MAN WITH MAN SEX

CONSOM USE: INJECTING DRUG USERS
BLOOD SAFETY

5 10 15 20 25 30 35 40

4. Which UNGASS indictaors do Consortium members contribute to?
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SEXUAL TRANSMISSION
PARENT-TO-CHILD TRANSMISSION

STDs AND HIV TRANSMISSION
INFANT FEEDING OR BREASTFEEDING

CULTURAL PRACTICES: CUTTING, CLEANSING
MULTIPLE CONCURRENT PARTNERSHIPS

SEX BEFORE THE AGE OF 15
SEX WORK

INTERGENERATIONAL SEX
TRANSNATIONAL SEX

INJECTING DRUG USERS
WIFE INHERITANCE

BLOOD TRANSMISSION
BLOOD SAFETY

OCCUPATIONAL TRANSMISSION
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5. Which modes of transmission do Consortium members focus on?

HEALTH EDUCATION/HEALTH PROMOTION ABOUT HIV
PEER EDUCATION

LIFE SKILLS FOR YOUNG PEOPLE
VOLUNTARY COUNSELLING AND TESTING

BEHAVIOURAL
CONDOMS

MALE
FAITHFULNESS

FEMALE
SEXUAL REPRODUCTIVE HEALTH PROGRAMMING

ABSTINENCE
PREVENTION OF MOTHER-TO-CHILD TANSMISSION

HARM REDUCTION
COM[PREHANSIVE SEXUALITY EDUCATION

TREATMENT AS PREVENTION
SOCIAL MARKETING

PROPHYLAXIS, POST-EXPOSURE PROPHYLAXIS
MALE MEDICAL CIRCUMCISION FOR HIV PREVENTION

STRUCTURAL
SECONDARY PREVENTION

METHADONE SUBSTITUTION
BIOMEDICAL

5 10 15 20 25 30 35 40

6. Which prevention methods do Consortium members use?
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ADHERENCE
PALLIATIVE CARE

OPPORTUNISTIC INFECTIONS
TREATMENT MONITORING

HIV-TB CO-INFECTION
ANTIRETROVIRAL THERAPY

HIV MALARIA
OTHER SEXUALLY TRANSMITTED INFECTIONS STDs

HIV HEPATITIS C
TRADITIONAL OR ALTERNATIVE MEDICINES 

RESISTANCE
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7. Which types of treatment do Consortium members provide?

In Uganda, the Alliance has trained 1,300 people living with 
HIV as Network Support Agents.

HOME-BASED CARE
COMMUNITY CARE

NUTRITION
SEXUAL AND REPRODUCTIVE HEALTH

PRIMARY HEALTH CARE
MATERNAL CARE

NEWBORN AND CHILD HEALTH
FAMILY PLANNING

8. Which type of care and support do Consortium members provide?
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PREVENTION OF OPPORTUNISTIC INFECTIONS
SYMPTOM CONTROL AND PAIN MANAGEMENT

TREATMENT OF AIDS RELATED ILLNESSES/INFECTIONS
PAEDIATRIC CARE

9. Which types of clinical care and support do Consortium members provide?



COUNSELLING
EMOTIONAL AND SPIRITUAL SUPPORT

SELF HELP GROUPS
REFERRALS

RELIGIOUS, FAITH-BASED OR PASTORAL SUPPORT
MENTAL HEALTH DEPRESSION

DEMENTIA

5 10 15 20 25 30 35 40

10. Which types of psychological care and support do Consortium members provide?

COMMUNITY SYSTEMS STRENGTHENING
COMMUNITY PREPAREDNESS

TREATMENT LITERACY
AFFORDABILITY

TREATMENT MOBILISATION
TREATMENT DELIVERY INFRASTRUCTURE

COMMUNITY ACCEPTABILITY STUDIES

5 10 15 20 25 30 35 40

11. Approaches to increasing access to treatment, care, support or prevention
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In India, IPPF’s member association, Family Planning Association India
(FPAI) has been working to increase access to HIV prevention and
sexual and reproductive health (SRH) services for MSM in a number of
clinics. Clinic staff have been trained in HIV and STI management,
sexuality and the sexual and reproductive health and rights of MSM.

In many countries, civil society organisations were providing
treatment and care before national governments established
comprehensive treatment programmes.



STIGMA AND DISCRIMINATION
VIOLENCE AGAINST WOMEN AND GIRLS

CREATING MORE ENABLING POLICIES
SEXUAL VIOLENCE AND RAPE

VIOLENCE
CRIMINALISATION

HOMOPHOBIA
VIOLENCE AND MASCULINITIES

RACISM AND ETHNICITY
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13. Which structural issues do Consortium members work on?

5 10 15 20 25 30 35 40

EDUCATION
CAPACITY BUILDING 

ADVOCACY
WOMEN’S EMPOWERMENT

GREATER INVOLVEMENT OF WOMEN
PARTICITATORY APPROACHES

GENDER EQUALITY
RIGHTS BASED PROGRAMMING

MAINSTREAMING
INTERGRATED PROGRAMMING

ORPHAN SCHOOL ATTENDANCE
HOLISTIC PROGRAMMING
MEN AND MASCULINITIES

STRATEGIC COMMUNICATION
INFORMATION COMMUNICATION

SPORT

12. Which cross-cutting issues do Consortium members work on?
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Christian Aid runs Platform 2 which is a youth volunteering
programme for 18 to 25 years olds to get involved in global issues 
of justice and poverty, including HIV.
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HUMAN RIGHTS
LEGAL SUPPORT AND LEGAL FRAMEWORK

PROPERTY AND INHERITANCE LAW
LEGAL REFORM

TRIPS AND PATENT LAW

14. Which legal issues do Consortium members work on?

POVERTY AND EQUITY
SCHOOLS AND UNIVERSITIES

CONFLICT SITUATIONS
EMERGENCY SITUATIONS

WORKPLACE POLICIES
CORRUPTION

15. Which institutional contexts do Consortium members work in?

SOCIAL ACCOUNTABILITY
AID EFFECTIVENESS

MACRO AND SECTORAL POLICIES
TRACKING AID FLOW

SOCIAL PROTECTION AND WELFARE SERVICES

16. Which governanace issues do Consortium members work in?
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