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EXECUTIVE SUMMARY

“Over the past three decades, the
HIV/AIDS epidemic has reminded
us of the fundamental linkages
between health and development
more broadly. It has shown us that,
to tackle this deadly virus and its
impact, it takes both the best that
science and medicine can offerand
attention to the basic conditions
which shape vulnerability — be
they poverty, gender inequalities,
or discrimination against margin-

alized groups.”
Helen Clark,
UNDP Administrator
August 2010

EXECUTIVE SUMMARY

From the very early days of the global AIDS epidemic, many have recognized
that effective responses must go beyond only providing health information,
medical services, drugs and commodities. Early AIDS strategies in the United
Nations family reflected these insights, including the World Health Organiza-
tion’s (WHO) emphasis on ‘AIDS and human rights’ and the United Nations
Development Programme’s (UNDP) focus on ‘AIDS and development’. By
the mid-1990s, the relationship between the AIDS epidemic and a broad range
of social and economic factors was institutionally reflected in the creation of
UNAIDS - a multi-agency, joint UN programme to address the multi-dimen-
sional drivers of the AIDS epidemic.

There have been many challenges to these multi-sectoral approaches. The char-
acterization of AIDS as a global ‘emergency’ encouraged short-term responses
with short-term impact. From the success of anti-retroviral therapy through
ever-lengthening timelines for development of an effective vaccine, some have
hoped that technology would provide a ‘magic bullet’ that would reduce or
eliminate the need to address complex social phenomena. The need to ensure
that policy is based on evidence has sometimes undermined commitment to
approaches that are more difficult to measure.

More recently, several factors have worked together to challenge false dichoto-
mies between ‘medical’ versus ‘multi-sectoral’ strategies or ‘vertical’ versus
‘horizontal’ responses to AIDS. The global HIV epidemic will be with us well
beyond this generation, so we simultaneously need both short-term impact
and long-term thinking. The global economic crisis of 2009 has once again
increased attention to cost-effectiveness but with a recognition that the best
strategies contribute not just to HIV results but to other health and develop-
ment outcomes as well. There is an increasing commitment to ensuring that
investments must strengthen health, social protection and other relevant systems
while also delivering services and commodities.

These changes in the AIDS response landscape have created an opportunity
to explore, strengthen and leverage the links between AIDS and other health
and development issues. The term ‘AIDS and MDGs’ is gaining currency as
an approach that leverages these links — effectively addressing both short- and
long-term challenges and impacts of the HIV epidemic while contributing to
the achievement of the wider MDG agenda.
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This paper outlines three important pillars of an AIDS and MDGs approach:

1.
2.
3.

Understanding how AIDS and the other MDGs impact on one another;
Documenting and exchanging lessons learned across AIDS and other MDGs; and

Creating cross-MDG synergy and increasing cost-effectiveness through interven-
tion strategies that simultaneously address AIDS together with other MDGs.

The paper proposes broader policy level implications to move the AIDS and MDGs

approach forward. These recommendations include:

1.

Map the HIV epidemic in relation to the broader MDG and development
context. Ensure that the ‘know your epidemic/know your response’ framework
examines not just epidemiology but also structural factors that block progress on
multiple MDGs and emphasize a picture of the HIV epidemic that is linked to an
understanding of the current status of other MDGs .

Explore a range of cross-MDG strategies and scale up promising interven-
tion models. Applying an HIV lens to a variety of programmes, such as social
protection or environmental impact assessments, could maximize opportunities
for synergistic action across multiple MDGs, including HIV.

Ensure that countries’ policy environments support and sustain the impact
of cross-MDG programmes. In order to have greater impact and coverage, indi-
vidual intervention programmes should be supported by broader country-level
policies that carry the potential for far more sustained and systemic change (e.g.,
on gender equality) than can be achieved through individual programmes acting
in isolation.

Build AIDS and MDG partnerships by reaching out across sectors to engage a
broader range of health and development actors. Promote interdisciplinary and
multi-sectoral action to successfully design and implement cross-MDG strategies
and transfer lessons across fields.

Generate best practice models by evaluating AIDS and MDG strategies against
realistic timeframes. Support further research in order to guide programme and
policy development across a range of settings. Because effecting meaningful and
measureable shifts in areas such as economic well being, education, or gender
equality will require longer timeframes than those afforded by more conventional
technical or biomedical interventions, it will be important to link the application
of cross-sectoral approaches to robust budget lines that will support substantial,
long-term action and project cycles.

Because the MDGs explicitly locate HIV within a broader international commitment to

human development targets, an AIDS and MDGs approach provides a critical platform
to galvanize resources, political will, and momentum behind a broader, systematic and
structural approach to HIV, health and development. Moreover, because the Millennium
Declaration reaffirms commitments to human rights, an AIDS and MDGs approach can

catalyze greater attention to such rights and their role in achieving multiple MDGs and

in translating human rights commitments into meaningful change.

EXECUTIVE SUMMARY
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DEVELOPMENT CONTEXT

THE MDGs

il

MDG 1:
Eradicate extreme
poverty and hunger

MDG 2:
Achieve universal
primary education

MDG 3:
Promote gender equality
and empower women

MDG 4:
Reduce child mortality

MDG 5:
Improve maternal health

MDG 6:
Combat HIV/AIDS, malaria
and other diseases

MDG 7:
Ensure environmental
sustainability

MDG 8:

Develop a global
partnership for
development

DEVELOPMENT CONTEXT

AIDS AND DEVELOPMENT: A CHANGING LANDSCAPE

At the Millennium Summit in September 2000, world leaders adopted the UN
Millennium Declaration, committing their nations to a new global partnership
to reduce extreme poverty and uphold the commitments in the Universal Dec-
laration of Human Rights.[1] This partnership was subsequently reflected in
a series of time-bound targets, with a deadline of 2015, known as the Millen-
nium Development Goals (MDGs). Efforts to tackle AIDS and other infectious
diseases, such as malaria, are captured in MDG 6. With respect to AIDS, MDG
6 has two explicit HIV targets: (1) halting and reversing the spread of HIV/
AIDS by 2015; and (2) achieving, by 2010, universal access to HIV treatment
for all those who need it.[2]

Responding to a global emergency

Perhaps more than any other MDG, the global effort to address AIDS has been
characterized by an emergency response. The lethality, pace and scale of the
epidemic has understandably shaped this crisis response. Exacerbating the sense
of crisis has been the limited efficacy of conventional biomedical and public
health approaches, the bulwarks against disease throughout the 20th century.
While an expanding array of biomedical tools (e.g., condoms and antiretroviral
drugs), behavioural approaches, and increasingly, structural approaches' (what
has been termed ‘combination prevention’) have yielded important progress,
they have ultimately been unable to halt the epidemic’s course over the past
30 years.(see Snapshot on next page) It is clear that health sector interventions
and biomedical technologies (either existing or in development) alone are inad-
equate to meet the challenge of the AIDS pandemic. But what is less clear is
how best to complement and support these strategies by addressing underlying
structural factors — not least because doing so requires action across a number of
non-health sectors. The most successful programmes have combined biomedi-
cal technologies and behavioural interventions with multi-sectoral strategies
that address human rights and the underlying socio-economic conditions that
render a population more vulnerable to infection. It is these multi-sectoral
strategies that are at the heart of UNDP’s mandate on AIDS, the new UNAIDS
Outcome Framework and the MDGs themselves.[3]

1. Approaches that address the underlying social, economic and cultural factors that increase vulnerability to HIV. Such factors include, for example, income and gender inequalities, food insecurity, migration, and stigma and

discrimination. These structural factors may also impede progress on other MDGs.
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DEVELOPMENT CONTEXT

SNAPSHOT: 30 YEARS OF A GLOBAL PANDEMIC

THERE HAVE BEEN
IMPORTANT SUCCESSES...

AIDS HAS BROUGHT
DEVASTATING IMPACTS

...BUT SERIOUS CHALLENGES
REMAIN

17% decrease in new infections globally between
2001 and 2008

- 25million total AIDS deaths [4]

« 33 million people currently living with HIV, with
most in sub-Saharan Africa [4] .

«17.5 million children orphaned [4-5]

Decline in HIV prevalence among young people in
more than 16 of the 21 most affected countries [6]

5.2 million people on antiretroviral therapy, a
12-fold increase since 2003 [7]

« Increased coverage of prevention of mother-to-
child transmission from 10% in 2004 to 45%
in 2008

A shifting global response

Although AIDS is no less an emergency today than three decades ago, particu-
larly in most-affected countries, the character of the global response is shifting.
The recent flattening of AIDS-specific donor funding in the wake of the global
economic crisis has raised concerns about how governments will meet the
growing demand for HIV programmes while sustaining the important gains
already made (Figure 1).

In addition, there is a need to support further progress in other critical MDG
areas, such as maternal and child health. Recognizing this, the UN Secretary-
General, Ban Ki-moon, released a joint action plan to improve the health
of women and children at the 2010 MDG Summit in New York. The Gates
Foundation recently announced a USD 1.5 billion programme for maternal,
neonatal and child health.? [17] Simultaneously, there has been a movement
among donors away from disease-specific programmes and funding toward
health system strengthening, as embodied by initiatives such as the International
Health Partnership+. Taken together, these shifts signal a changing landscape,
one that presents new challenges and new opportunities.

Number of new infections is outpacing scale up of
treatment (2 new infections for every person put
on antiretroviral therapy) [8]

ART coverage reaches only 35% of all those in
need (based on 2010 WHO guidelines)

Basic knowledge of HIV is poor among young
people (40%) [4]

Only 40% of people living with HIV are aware
of their status [4]

No vaccine or cure is expected in the
foreseeable future

Uptake of safe medical male circumcision

is unknown [9-12]

Vaginal microbicides and oral pre-exposure
prophylaxis have yielded promising initial results;
however, more studies are needed, roll-out of
effective products will take time and ultimate
uptake and efficacy are as yet unknown [13-15]

TRENDS IN DONOR FUNDING
FOR AIDS
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Figure 1. While disbursed AIDS funds from major
bilateral and multilateral donors have increased
dramatically between 2002 and 2008, disburse-
ments dipped slightly in 2009 while the overall
gap in need have increased (gap estimate for 2002
not calculated.) Source: UNAIDS and Kaiser Family
Foundation 2010.[16]

2.In addition, the US government is increasing its policy and programmatic emphasis on women and children in its new Global Health Initiative (GHI), which aims to integrate sustained efforts on the President’s Emergency

Plan for AIDS Relief with expanded focus on other global health priorities, especially maternal and child health.
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DEVELOPMENT CONTEXT

The crisis and the opportunity

From the perspective of AIDS-specific funding, these shifts in health and devel-
opment priorities could be viewed as movements that threaten the viability
of the global AIDS response. However, as this paper argues, these shifts in
the AIDS, health and development landscape may also signal an opportunity
to critically evaluate lessons learned from nearly three decades of the AIDS
response and to re-visit the fundamental linkages between HIV, health and
development. As recent observers have noted, this shift from emergency mode
to long-term response can open up space on the AIDS agenda for a commit-
ment to better understanding and addressing the root causes of HIV. It could
add momentum to the ongoing shift from individualized approaches regarding
prevention, care and treatment to an approach that also emphasizes integrated
health and development strategies that address key structural determinants of
vulnerability. Such a shift may well be the “single most crucial factor that the
AIDS response has been seeking”.[18]
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ISSUE ANALYSIS

ISSUE ANALYSIS

AIDS AND MDGs: A NEW MAP FOR A NEW LANDSCAPE

In this changing context, the term ‘AIDS and MDGs’ (or ‘AIDS plus MDGs’)
is gaining currency as an approach that responds to this new landscape and its
opportunities. AIDS and MDGs has been defined as “sharing lessons and build-
ing stronger links between the global HIV response and the broader health and
development agenda”.[19] There are different interpretations of what this means
in practice. For some, the idea is to strengthen health systems in efforts to accel-
erate progress within the health MDGs (4, 5, and 6). Others have understood
AIDS and MDGs to refer to structural approaches to reducing HIV vulner-

ability, emphasising how the MDGs may contribute to and accelerate progress
in addressing AIDS. Although these are important perspectives, they do not
represent the whole picture. The AIDS and MDGs approach is about deepen-
ing our understanding of the linkages between AIDS and the other MDGs, and
generating cross-MDG lessons and intervention strategies that deliberately
engage these intersecting relationships in order to catalyze greater progress
for HIV, health and development.

This paper proposes three important pillars of an AIDS and MDGs approach:

PILLAR 1. Understanding how AIDS and the other MDGs impact on one o IMPACTS
another: It is clear that AIDS and the other MDGs are fundamentally inter-
related. An effective AIDS response is critical to the achievement of the other
MDGs, particularly in high prevalence areas. Conversely, making a substantial
impact on the AIDS pandemic depends on simultaneously advancing progress in
other MDG areas. How these linkages unfold at the national and local level and
in different epidemiological settings must be better understood and addressed.

PILLAR 2.Documenting and exchanging lessons learned across MDGs: Too o LESSONS
often, important lessons in one field remain limited to practitioners and policy
makers operating within their own particular specialty or domain. Given the
important intersections between health and development, much can be gained by
more actively building bridges between sectors and disciplines in order to docu-

ment and share lessons regarding what has worked, what has not — and why.
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PILLAR 3. Creating cross-MDG synergy: To date, much of the effort to
accelerate progress on the MDGs has focused on understanding and addressing
individual MDGs in isolation from each other. To some extent this has been
necessary for focusing efforts and harnessing the resources and political will to
tackle each substantive area. However, there is increasing awareness that this
approach does not reflect the reality of individuals or communities, and does not
take advantage of potential synergies across MDGs. The third application of an
AIDS and MDGs approach involves testing and promoting promising strategies
that simultaneously address AIDS together with other MDGs as a more effective
and cost-effective measure than tackling them in isolation.

The following section describes these three elements of an AIDS and MDGs
approach, drawing from both academic literature and MDG country reports.

Pillar 1. Understanding how AIDS and MDGs impact on
one another

The phrase ‘know your epidemic and your response’ is often used in the context
of national AIDS planning, referring to the importance of basing programming
and policy on a robust understanding of the epidemiological and behavioural
dimensions of a country’s HIV epidemic and the scope, scale and effective-
ness of the current response. However, it is increasingly apparent that knowing
only these two dimensions is not enough.[18] It is equally important to have
a nuanced understanding of the ways in which AIDS interacts with poverty
and income inequality, education, gender and other key structural drivers as
reflected in the MDGs. Examining these relationships in closer detail begins to
reveal overlapping vulnerabilities that can, in turn, uncover new opportunities
for maximising progress across multiple MDGs. Growing evidence from the
scientific literature points to the myriad ways in which AIDS interacts with the
other MDGs. Although the pathways are dynamic and context-dependent, what
is clear is that the interplay occurs in both directions.

A. Understanding the impact of AIDS on the MDGs

It is now evident that, particularly in those countries most affected by the epi-
demic, failure to address HIV will be a major obstacle in attaining other MDG
targets. The impact of AIDS on MDGs 1 - 5 (poverty, education, gender equality,
child mortality and maternal health) has been particularly well described (Box 1,
Appendix). AIDS has been shown to exacerbate poverty, unemployment, hunger
and food insecurity. The education system itself is weakened due to AIDS, when
educators are impacted by high infection rates. The educational attainment of
learners is compromised when children and families are impacted by AIDS.
Recent studies show that AIDS can seriously curtail progress in improving
maternal and child health, particularly in high prevalence countries. A gender
component cuts across all of these impacts. Not only are women and girls
more likely to be infected with HIV in sub-Saharan Africa, they also tend to
disproportionately bear the burdens of its impact, especially in terms of poverty,
access to livelihood opportunities and education.

THE ‘AIDS AND MDGs’ APPROACH



B. Understanding the impact of the MDGs on AIDS

In examining the intersection between AIDS and the MDGs from the opposite
direction, three MDGs are particularly relevant to the AIDS pandemic and have,
in different contexts, been identified as key structural factors that increase HIV
risk, particularly for women and girls.(Box 2, Appendix) These are MDG 1
(Poverty), 2 (Education) and 3 (Gender equality). Poverty and food insecurity
can lead to coping behaviours, such as selling assets, removing children from
school, migration, and transactional sex - thus increasing vulnerability to HIV.
Conversely, educational attainment is correlated with delayed sexual debut
and reduced sexual risk behaviours, and empowering women and girls enables
them to take steps to reduce their risk of acquiring HIV. Finally, MDG 8 (global
partnerships for development) continues to play an important role in shaping the
effectiveness of the AIDS response, particularly in relation to the adequacy of
development assistance and access to essential drugs and technology. Viewed
from this perspective, making significant headway on HIV, particularly in rela-
tion to prevention, will require more commitment to tackling these AIDS and
MDGs interactions.

Many governments, particularly in Africa, are drawing attention to how AIDS
and the other MDGs impact on one another. This is clearly reflected in a number
of the MDG Country Reports prepared by national governments for the 2010
MDG Summit (Figure 2, next page).

Pillar 2. Documenting and exchanging lessons across MDGs

Understanding the linkages between AIDS and other MDGs is an important first
step. But the AIDS and MDGs approach is more than this. Another critical step
involves examining and sharing emerging lessons across the MDGs. Are there
important lessons from the HIV field that could accelerate progress in other
MDG areas — and vice versa? One of the overarching lessons from the HIV
field is that biomedical and behavioural interventions work best when under-
pinned by rights-based and structural approaches — a strategic ‘combination
prevention’ approach — that could promise accelerated action on other MDGs
(Case Study 1, see page 13).[20]

ISSUE ANALYSIS
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FIGURE 2: THE IMPACT OF AIDS ON MDGs AND VICE VERSA, AS REFLECTED IN MDG

COUNTRY REPORTS (2008-2010)

HOW DOES AIDS IMPACT ON THE MDGs?

“In 2005, the Government of Lesotho and UNAIDS estimated that GDP will
be reduced by almost one-third due to epidemic by 2015 - Lesotho

“In our country, the HIV/AIDS epidemic. . . has wreaked havoc at societal
as much as personal, family and social levels due to the loss of heads of
households with attendant economic deterioration. . ." - Panama

“Loss of human capital, teachers in particular, due to HIV and AIDS. . .has
resulted in inadequate teaching and support staff in schools.” - Zambia

“HIV.and AIDS has adversely affected girls' education and has increased
their vulnerability.’- Zambia

“Women tend to bear more burden of the HIV epidemic and care for the
elderly, sick and increasing numbers of orphans.” - Lesotho

“Life expectancy and infant mortality has been exacerbated by HIV,
AIDS and T8, with serious demographic and economic implications on
productivity.’- Tanzania

“Health workers, especially those providing maternal care, are overbur-
dened with the care of people living with HIV and often give less attention
to the quality of care.” -Lesotho

“[Maternal] deaths from direct causes have halved over 10 years, but there

has been an 83% increase in deaths from indirect causes, such as HIV/AIDS,

non-communicable diseases and unsafe abortions.” - Jamaica

“The water and sanitation sector is facing many challenges [such as]
HIV/ AIDS." - Malawi

HOW DO THE MDGs IMPACT ON AIDS?
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“Hunger and poverty make people vulnerable to [HIV] infection.”
- Malawi

“Knowledge of HIV/AIDs is much lower among rural women,
non-literate women, women from scheduled tribes, women from
households with low standard of living, young women and women
from some religious groups.”- India

“In terms of [HIV] prevention, education is fundamental. It's not
just about sexual and reproductive health, but rather incorporating
information relevant about the disease and risk behaviours.”

-El Salvador

“Knowledge of HIV steadily increased with educational level and
standard of living."- India

Violence against women has been used as a weapon of war, with
rape being used for“deliberate spread of HIV," resulting in “young
women three times more likely to be living with HIV/AIDS than
young men.”- Democratic Republic of the Congo

“With respect to HIV/AIDs, adolescent females 10-14 years face
twice the risk and those 15-19 three times the risk of contracting
the disease, due to transactional sex, forced sex and sex with older
HIV-infected male partners.”- Jamaica

“Gender inequality is a determining factor; the number of females
infected with the disease is increasing.”- Lebanon

“HIV/AIDS awareness is lowest among young women from the
poorest families, with direct correlations between the level and
nature of their awareness and their affluence and education level."-
Republic of Macedonia
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CASE STUDY 1: SHARING LESSONS AND EXPERIENCE FROM AIDS .
FOR OTHER MDGS iy

1) Addressing gender inequality: The last decade has witnessed unprecedented attention to gender-related HIV
vulnerability and, although much remains to be achieved, the global AIDS response has undoubtedly contributed to
sharpening and advancing gender analysis and action. Some have argued that the AIDS response has already cata-
lyzed action on gender in other fields — from food security, to education, to economic empowerment.[18] Explicitly
linking gender inequality and gender-based violence to a tangible and devastating health outcome has begun to
galvanize powerful intervention strategies, research evidence, financial resources and political commitment. This has
resulted in benefits and lessons that could be applied to other MDG areas. For example, within the AIDS response,
promoting gender equality has become a central feature of many global-level policy commitments. In addition, major donors and national governments have
declared their commitment to address gender and HIV together in order to strengthen programming and accelerate progress.[18] The multiplier effects of
addressing gender inequality highlight how investments in this area may prove to be a particularly cost-effective strategy across a range of health and

development outcomes.

2) The ritical role of social capital and human rights-based approaches: Human rights are at the core of sustainable development and the MDGs. The

HIV response has been particularly successful at using rights-based approaches to empower and involve marginalized communities and to challenge social
exclusion, approaches that carry important lessons for other MDGs.[21] Experience from a broad range of settings suggests that social capital,’ can strengthen
AIDS responses across a broad range of settings.[22] For example, in Uganda, some have suggested that effective social mobilization, including efforts by women’s
groups, critically underpinned the dramatic reductions in HIV prevalence from 30% to less than 10% between 1990 and 2005. These reductions largely preceded
widespread implementation of conventional prevention measures, such as condom distribution, voluntary counselling and testing services, and the treatment of
sexually transmitted infections (STIs).[22] Similarly, in India, strengthening social capital through the collective organisation of sex workers resulted in lower rates
of STIs and increased economic empowerment for these workers as well as increased access to education for their children.[23] Recent research has highlighted
that where there are non-discriminatory laws and regulations for men who have sex with men, prevention services reach them more easily. Conversely, where
existing laws criminalize marginalized populations, AIDS responses are weakened.[24]). These experiences point to important lessons for understanding how
strengthening social capital and promoting human rights-based approaches can make a critical contribution across a range of MDG areas.

3) Expanding equitable access to technology and stimulating appropriate research and development: The striking global inequity in access to
antiretroviral therapy has spurred unprecedented attention to issues of relevance to many MDGs. In the decade-long struggle to lower the price of antiretro-

viral medicines in developing countries, the efforts of civil society, the use of Trade-Related Aspects of Intellectual Property Rights (TRIPS) flexibilities, such as
compulsory licensing and generic competition, have worked together to reduce the cost of triple-drug therapy from over USD 10,000 per person per year to under
USD 100 per person per year.[25] Whereas at USD 10,000, access to life-saving treatment was beyond the reach of the vast majority of those in low- and middle-
income countries, at a few hundred dollars a year, procurement with funds from the Global Fund, PEPFAR and others became possible. The HIV field has generated
valuable lessons on how TRIPS flexibilities and other mechanisms such as pooled procurement and innovative financing mechanisms can be leveraged to expand
access to life saving technology. Drawing from these lessons can expand our understanding of how knowledge should be generated, owned and harnessed to
support the kind of pro-poor development that is central to accelerating greater progress across multiple MDGs.

3. Social capital has been defined as the “features of social organization, such as trust, norms and networks that can improve the efficiency of society by facilitating coordinated action.” (Putnam et al. 1993)
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“Like climate change, AIDS is a

long-wave event.”

CASE STUDY 2. SHARING LESSONS AND EXPERIENCE FROM MDG 7
FOR AIDS: ENVIRONMENTAL IMPACT ASSESSMENTS

In sub-Saharan Africa, many studies have drawn strong correlations between the execution of capital projects, such as

Similarly, there are important lessons from other MDG areas that could benefit
the HIV field. One example relates to the environment (MDG 7). There is
growing concern about the potential impacts of climate change on health, such
as the effects of global warming on existing and emerging infectious diseases.
[26] Other important lessons from the environmental movement have specific
implications for HIV. Two in particular stand out:

1. First, climate change research and advocacy have, by their nature, been
forward-looking - attempting to predict and prevent future impacts. In con-
trast, AIDS research and advocacy has tended to be crisis-oriented. Only
more recently have AIDS scholars begun to recognize the “long wave”
nature of the epidemic, in which current infection rates will lead to long-
term illness and social and economic impacts that span generations.[27]

2. Second, while the HIV field has benefited from increasing private sector
investment in the AIDS response, and public-private partnerships for
research and service delivery have been promoted, greater scope remains
to encourage the business sector to address how their core activities may
mitigate or drive vulnerability to HIV infection. Again, there may be impor-
tant lessons to learn from the environmental field (Case Study 2).

mining and road construction, with the spread of HIV among workers and the surrounding communities.[28] While Environ-
mental Impact Assessments (EIAs) are designed to assess and limit the environmental impact of such projects, the potential
of such processes for addressing HIV has not been fully explored. Building on experience from the environmental field, such
projects could be viewed with an HIV lens in order to determine whether they may inadvertently increase population risk

of infection, and if so, whether deliberate measures can be taken to reduce this risk. Just as governments currently require
development projects to include an EIA, such projects could also be required to pass an AIDS impact assessment. Relevant
criteria might include:

the inclusion of strategies to reduce separation of migrant workers from their families;
industry standards that provide alternatives to congregate, single-sex dwellings at work sites;
transportation alternatives to long distance truck routes;

inclusion of workplace AIDS policies and policies promoting gender equity;

programmes that provide educational or economic alternatives to sex work for women living in communities surrounding high-risk areas.

As with ElAs, the potential for harmful consequences could be assessed and regulated during and after the completion of such capital projects. Conversely, good practices
could be encouraged through preferential consideration for contracts, as well as tax and other financial incentives that encourage programmes to demonstrate that HIV-
related considerations have been taken into account.[29] In Eastern and Southern Africa, UNDP, in partnership with the Southern African Development Community (SADC),

is currently testing such an approach.
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Pillar 3. Going beyond business as usual:
creating cross-MDG synergy

Finally, applying an AIDS and MDGs approach is about testing and promoting
promising strategies where simultaneously addressing AIDS together with other
MDGs could be more effective (and cost-effective) than tackling them in isola-
tion. Two recent programmes illustrate how efforts to address HIV have benefited
from leveraging cross-sectoral partnerships and approaches. (Case Studies 3 and 4,
next page) By using microfinance or conditional cash transfers as an entry point,
these programmes have proven that it is possible to tackle poverty, gender inequality
and education alongside HIV — both as important MDG targets in their own right
and as an opportunity to strengthen HIV responses. To date, few such cross-MDG
interventions have been well documented or evaluated, highlighting the need for
further innovation in this area.

Research studies such as the two described on the next page are important for
testing theories and designing innovative delivery models for addressing multiple
MDGs. Furthermore, they suggest causal pathways and provide evidence for how
programmes such as microfinance or cash transfers might provide a strategic entry
point for influencing a range of health and development outcomes. More importantly
from a policy perspective, such studies are useful for drawing out broader lessons,
and providing a metaphor or “proof of concept” for what might be possible in
promoting such strategies on a wider scale. Individual, localized interventions in
and of themselves, are unlikely to have significant impacts on a national or regional
level, and simply scaling-up individual programmatic responses is not the only goal.
Rather, the challenge to governments and policy makers is to begin using the lessons
from programmatic experiences to generate effective, cross-MDG responses that
are relevant to their own contexts.

ISSUE ANALYSIS
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CASE STUDY 3: CREATING CROSS-MDG SYNERGY: THE IMAGE
PROGRAMME IN SOUTH AFRICA

CAN MICROFINANCE EMPOWER WOMEN?

Microfinance is a development strategy that provides credit and savings services for income generating projects to low-income
populations, particularly rural women. While some studies have suggested that microfinance can empower women and reduce the
risk of intimate partner violence [30-32], others have noted that providing loans to women can potentially exacerbate this risk by
challenging established gender norms, and provoking conflict within the household.[33-36] In this light, some have questioned
whether additional programme inputs that explicitly address community gender norms could be important for catalyzing broader
empowerment benefits, while potentially diminishing the risk of gender-related conflict.[30, 36-39]

IMAGE PROGRAMME: A CROSS-MDG STRATEGY THAT ADDRESSES POVERTY, GENDER EQUALITY AND HIV RISK

The IMAGE Programme in South Africa set out to address this question by combining group-based microfinance with a Gender and HIV training curriculum, ultimately
demonstrating improvements in three MDG areas [40]:

- Poverty: increased household expenditure, assets and membership in savings groups;

« Gender equality: a 50% reduction in intimate partner violence and improvements in nine measures of women’s empowerment, including self-confidence and autonomy
in decision-making;

« HIVrisk: among young women participants, increased condom use, HIV testing and communication about HIV with partners.

THE IMAGE APPROACH

Loans targeted the poorest women in rural villages and were used to support a range of small businesses. During fortnightly loan repayment meetings, IMAGE trainers led micro-
finance clients through a participatory education programme with two phases, delivered over one year. The first phase consisted of ten one-hour training sessions, covering topics
such as gender roles, cultural beliefs, power relations, communication, intimate partner violence and HIV. In the second phase, the loan centres lead efforts to mobilize the broader
community to address priority issues including HIV and violence.

EVIDENCE OF SYNERGY

The programme was evaluated as a randomized trial among eight villages. Combining a poverty alleviation strategy with a gender-focused HIV initiative allowed these different el-
ements to interact in a synergistic way. By building on an established microfinance programme, IMAGE was able to reach the poorest women in communities — a vulnerable group
often excluded from conventional HIV outreach through health services or the media. Moreover, because the programme responded to women's basic economic needs, the IMAGE
trainers had sustained interactions with this peer group every two weeks for more than a year. This is a degree of contact rarely afforded to most stand-alone health interventions.
[41] Research has demonstrated further evidence of this synergy across MDGs. When microfinance alone was compared to IMAGE, although both interventions had similarimpacts
on poverty, only the combined approach (microfinance plus gender/HIV intervention) demonstrated the broader health and development impacts.[42] Finally, by using a delivery
model (microfinance) that already recovered operational costs through interest on loans, the IMAGE programme has been able to scale up at minimal additional cost, reaching over
12,000 women in South Africa.

CASE STUDY 4: CREATING CROSS-MDG SYNERGY: THE ZOMBA
CONDITIONAL CASH TRANSFER PROGRAMME
IN MALAWI

WHAT ARE CONDITIONAL CASH TRANSFER PROGRAMMES?

Conditional Cash Transfer (CCT) programmes have been widely used to provide cash to poor households in exchange for active
participation in educational and health care services. In 2007, 29 developing countries had some form of CCT programme in place.
While growing evidence suggests that even small financial incentives can influence uptake of services and health behaviours, to
date this approach has not been commonly considered in HIV prevention.[43]

THE ZOMBA CCT REDUCED GIRLS’ HIV RISK AND IMPROVED SCHOOL ATTENDANCE

A recent World Bank study in Zomba, Malawi, that linked cash transfers to girls’school attendance found a decrease in girls'risk of HIV and other STls (60% reduction after 18
months among girls receiving cash transfers). In addition, there was evidence that participants were three to four times more likely to be in school at the end of the school year
and more likely to delay marriage and pregnancy.[44] The researchers suggest that girls who received payments not only had less sex, but when they did, they tended to choose
younger, safer partners. Moreover, the cash transfers may have led to reductions in transactional sex.[45]

HOW WAS THE ZOMBA CCT DESIGNED?

The Zomba CCT study randomly enrolled 3,796 adolescent girls and young women between the ages of 13 and 22 from Zomba, a district in Malawi with high HIV rates and school
dropout rates among adolescent girls. The only condition for receiving cash payments every month was that the girls enrolled in the programme had to attend school regularly.
As part of the program, their parents received cash payments as well. The girls’school attendance was checked every month and payment for the following month was withheld
for any student whose attendance rate was below 75% in the previous month. Although the cash payments were made purely on the basis of school attendance, the money also
made the girls less vulnerable to contracting HIV and other STIs.
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POLICY OPTIONS
AND ACTIONS

LOOKING FORWARD: 2015 AND BEYOND

The following section concludes by considering some of the broader policy-level

implications for AIDS and MDGs, and how a variety of development partners, 1. RESEARCH
AND ANALYSIS

including governments, the UN system, donors, civil society, and researchers, can
begin to take this agenda forward. Entry points exist along the entire policy and
programme lifecycle (Figure 3).

Map the HIV epidemic in relation to the broader MDG and
development context. This paper has demonstrated the importance of
1. RESEARCH examining structural factors that block progress on multiple MDGs to 2. POLICY AND
AND ANALYSIS construct a picture of the HIV epidemic that is tied to an understanding DESIN

of the current status of other MDGs. As the MDG country reports
indicate, many governments already recognize critical linkages
between AIDS and other MDGs at the macro level, however this has not yet
trickled down to shape national AIDS responses, which remain primarily health-

sector focused. Recent work by groups such as the aids2031 initiative* is making 5 CEEY
AND PROGRAM
IMPLEMENTATION

important headway in this area, and has begun to map out a stepwise methodology
for programme managers to pursue at the national level to facilitate this kind

of analysis.[18]

Explore a range of cross-MDG strategies and support the scaling up of
promising intervention models. Such mapping may reveal opportuni-

2- POLICY AND ties where existing efforts to address other MDGs might benefit from

4. MONITORING

PROGRAM

DESIGN applying an HIV lens. For example, cash transfer programmes might be AND

EVALUATION

structured to maximize benefits for girls education while reducing HIV

risk, and delaying pregnancy and marriage. Where promising cross-
MDG interventions have been developed, they should be expanded and replicated

. . . . . . Figure 3. Integrating an AIDS and
as appropriate. To date, the kinds of cross-sectoral collaborations described in this g grating

. ) . . . MDGs Approach into the policy
paper remain exceptions. Technical support and financial resources are required to and programme lifecycle

spark further innovation in this area.[29] Such support should also consider what
kind of capacity-building might be required for programme implementers them-
selves, and what kind of institutional structures need to be developed in order to
support and manage expanded activities and mandates. With its mandate and role
in the UN system, UNDP may be well positioned to support countries in identifying
and applying these solutions.

4.The aids2031 initiative was established in 2008 to consider what has been learned about the AIDS response in the previous three decades and to make recommendations for a long-term response that could change the
face of the pandemic by 2031. The initiative convened nine multi-disciplinary working groups to question conventional wisdom, stimulate new research and spark public debate around: modeling the epidemic; structural
determinants (or ‘social drivers’); the impact of new science and technology; programmatic responses; financing the response; communication, and the future of leadership.
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3. POLICY
AND PROGRAM have been long-standing calls to address the socio-economic determinants of

IMPLEMENTATION

Ensure that countries’ policy environments support and sustain the impact of
cross-MDG programmes. There are clearly limitations to what individual intervention
programmes can achieve. Often, the impact of scaling-up or replicating locally successful
models is constrained by a lack of realistic engagement with broader policies and structures
that can curtail or expand their scope. Therefore, in order to be effective, intervention pro-
grammes need to be supported by country-level policies that carry the potential for far more
sustained and systemic change (e.g.,on gender equality) than can be achieved through indi-
vidual programmes, acting in isolation. Lessons from the HIV field have clearly identified
the importance of creating an enabling policy environment, particularly in relation to gender,
human rights, intellectual property and innovation [18] — lessons that can be expanded to
accelerate greater progress in other MDG areas. This commitment to addressing longer-term,
structural development constraints and investing in enablers such as effective policies and
institutions is a pillar of UNDP’s MDG Breakthrough Strategy.’ [46]

Generate AIDS and MDGs partnerships by reaching out across sectors to
engage a broader range of health and development actors. Although there

health, actually tackling these underlying determinants has lagged behind. Bring-
ing together a range of expertise extending beyond the health sector can raise
significant challenges for creating effective synergy. These range from logistical
barriers such as compartmentalized institutional structures and disease-focused funding
mechanisms, to less tangible factors relating to specialization, training, competition, values,
and communication amongst diverse disciplines. These barriers will need to be understood
and addressed in a direct, strategic and evidence-informed ways so that AIDS and MDG
experience can broaden the scope of HIV and MDG interventions to include new collabora-
tions across multiple sectors and disciplines. We are now poised at an opportune moment
in which we can develop a more robust approach to multi-sectoralism and to integrate HIV
efforts with broader health and development approaches.

Build best practice models by evaluating AIDS and MDG strategies against
realistic timeframes. There is a need for further research to guide programme

4. MONITORING . . . .
AT and policy development across a range of settings. In relation to evaluating

EVALUATION interventions that address structural drivers of HIV, it is likely that effecting

meaningful and measureable shifts in economic well being, education, or gender
equality will require longer timeframes than those afforded to more conventional
technical or biomedical approaches. Thus, it will be important to link the application of
cross-sectoral approaches to robust budget lines that will support substantial, long-term
action and project cycles.[18] Through collaboration with research partners, UNDP’s sup-
port to existing development initiatives in the fields of gender, energy, water and sanitation,
education, health and sustainable agriculture may provide a natural laboratory for building
and testing a broader AIDS and MDGs approach.

The steps described above, provide multiple opportunities and strategic entry points for a
range of health and development actors, including governments, civil society, researchers,
and the UNAIDS family, including UNDP (Table 1, next page).

5.The MDG Breakthrough Strategy (2010) is a key strategic document for UNDP. It describes what UNDP will do to support countries to achieve the MDGs by 2015 and to sustain progress already achieved in light of global

economic, financial and food crises.
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TABLE 1: OPPORTUNITIES FOR STRENGTHENING AN AIDS AND MDGs APPROACH

KEY ACTORS OPPORTUNITIES
Ensure that national development plans, including PRSPs and NDPs address HIV through key sectors, as appropriate to the epidemic context
Ensure that National AIDS Plans include attention to key structural drivers and their intersections with the MDGs
Ensure that Ministries of Finance and Planning include appropriate funding to support action on HIV through key non-health sectors
Governments

Ensure that health sector plans address structural drivers and socio-economic determinants of poor health
Promote cross-sectoral development planning and action at national and sub-national levels to accelerate MDG achievement

Support integrated service delivery

Civil society

Strengthen alliances between AIDS civil society organisations and those working in other MDG areas, including poverty, education, gender equality
and the environment

Identify strategies and initiatives that successfully tackle multiple MDGs at once
Advocate for human rights-based approaches and involvement of marginalized populations in MDG initiatives

Advocate for civil society engagement in MDG planning and monitoring

Researchers

Begin documenting approaches and lessons that may be transferred and adapted between AIDS and other MDGs

Develop and encourage greater cross-disciplinary research (e.g., tracking key HIV-related hehavioural and biological markers within evaluations of
development interventions, such as food security programmes, education initiatives, social protection programmes)

Work with AIDS and development partners to evaluate AIDS and MDG approaches
Document the value-added and cost-effectiveness of interventions that impact several MDGs simultaneously

Document current political, institutional and other barriers to new partnerships and maximizing synergies in order to create opportunities and incen-
tives for greater cross-sectoral and cross-disciplinary collaboration (e.g., drawing lessons from the history of integrating STIs/Family Planning and/or
SRH/HIV)

Donors

Create funding structures that transcend traditional silos and encourage greater cross-disciplinary collaboration
Promote cross-MDG innovation funds that allow space for developing and testing new approaches with new partners
Provide funding over longer timeframes to support evaluation of cross-MDG interventions, including structural approaches to HIV

Include incentives for monitoring and evaluating multiple MDG outcomes, including HIV, as part of funding dedicated to structural approaches

UNAIDS and
UN agencies

Support the incorporation of socio-economic vulnerability mapping into traditional HIV epidemiological mapping

Continue to advocate for HIV as integral to MDG achievement and vice versa, compiling and sharing best practice models with governments and other
development partners

Utilize the UNAIDS Outcome Framework to ensure that UNAIDS priority areas are integrated into other MDG targets (poverty, education, gender, child
health, maternal health, TB and malaria, environment, global partnership)

Ensure that the technical strengths and strategic advantage of UN agencies are coordinated to enhance synergies between AIDS and MDGs

Ensure that UCC’s role in the HIV-related aspects of the MDG Acceleration Framework (MAF) roll-out give adequate attention to the AIDS and
MDGs approach

Support scaling up of successful cross-MDG pilots and initiatives
Promote and fund cross-thematic approaches and programmes within and across agencies

Facilitate cross-constituency sharing of experiences and lessons, drawing from work across MDGs

UNDP

Leverage its strategic focus on human rights and development approaches to HIV (including mainstreaming AIDS in development and MDG planning,
governance of AIDS responses, gender, sexual diversity and trade/intellectual property) to develop and scale up cross-MDG approaches

Ensure that CPAPs reflect UNDP’s mandate on HIV and incorporate structural and cross-MDG approaches, as reflected in UNDP’s recently launched MDG
Breakthrough Strategy.[46] Facilitate the convening of the UN system at the country-level to support structural and cross-MDG approaches, especially
as part of the roll-out of the MAF.

Promote and contribute to greater mapping of socio-economic vulnerabilities to traditional epidemiological vulnerability maps to enhance the ‘know
your epidemic/know your response’ framework.

Build cross-sectoral collaborations through UNDPs existing work with a broad range of HIV and development civil society organisations.

Provide support to governments in the design and evaluation of social protection programmes to ensure that beneficial HIV impacts will
be maximised.
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CONCLUSION

Ten years have passed since world leaders gathered at the United Nations to
sign the Millennium Declaration and express their commitment to achieving
the Millennium Development Goals. Since that time, important shifts in the
AIDS and development landscape have unfolded, shifts that have raised new
challenges and opened up opportunities to take stock of where progress has
been made and understand where a change in course may be needed. As this
paper has described, because an AIDS and MDGs approach explicitly positions
AIDS within the broader human development agenda, the approach provides a
critical platform for governments, UN agencies, and other partners to galvanize
resources, political will, and momentum behind a broader, structural approach
to addressing HIV. Moreover, by pointing to important cross-MDG lessons and
strategic investments that can engage a range of development partners, there
is great potential for generating synergistic impacts that extend beyond HIV
to benefit other MDG areas. Now is the time for the international community
to revitalize the push toward the world that was envisioned for 2015: one that
recognizes that health and human development are fundamentally linked and
achievable for all.
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APPENDIX

BOX 1. THE IMPACTS OF AIDS ON MDGs 1-5

+ AIDS can worsen poverty [47-51]
— In Botswana, poverty rates are 0.5% higher per year due to AIDS.[52]
— A Zambian study notes that a“striking feature of the economic impact of AIDS. . .is the rapid transition from relative wealth to relative poverty”[50]
+  AIDS can increase unemployment
% —Astudy in Indonesia showed that AIDS-affected households have higher unemployment and 55% less disposable income.[53]
—AIDS can increase unemployment in a variety of ways: stigmatization and discrimination in the workplace, absenteeism due toll health, caring for those who are
unwell, or attending funerals.
AIDS can exacerbate hunger and food insecurity
AIDS —Poor health directly reduces agricultural productivity.

Po‘:ny —Households affected by AIDS divert time, income and assets toward caring for those who are sick.
These impacts are compounded for women, girls and the poor
— AIDS widows and orphans are often disinherited.
—InIndia, the financial burden of HIV on affected households represents 82% ofincome in the poorest quintile as compared to roughly 20% in the richest.[54]
—Even when drugs are free, poor families may still be unable to afford food or absorb the travel costs for care.[55]
Teachers have been impacted by AIDS
o —HIV prevalence rates among teachers in South Africa have been estimated to be 13%; in Botswana, this rate was 35-40%.[56-57]
— The death of a teacher is often preceded by six months of relative disability, contributing to absenteeism and poorer education delivery.[57-58]
« AIDS-affected children, including orphans, experience lower rates of school attendance and may perfor m more poorly
@ — Stigma and discrimination can keep children out of school.
— Orphans have been shown to attend school less, and poor orphans perform more poorly in school.[59-60]
A'fs « Girls may be most affected
Education — Girls may be pulled out of school to care for ill family members or because their families can no longer afford school fees.[61]
— One study among AIDS-affected households in Indonesia found that girls were twice as likely to drop out of school as boys.[53]
« AIDS can disproportionately affect women and girls, severely curtailing their opportunities for social and economic advancement
— Insub-Saharan Africa, 60% of new infections are among women and this gender disparity is more pronounced among young women and girls.[4]
AIDS —Inmost parts of the world, women and girls bear the burden of caring for those infected and affected by AIDS.
Ge:der
Equality

AIDS accounts for a significant share of total under-five mortality
—AIDS accounts for 2% of child deaths globally.[62]
% —AIDS accounts for 4% in sub-Saharan Africa.[62]

« Insome countries, AIDS is a major cause of under-five mortality
— AIDS causes nearly 50% of child deaths in Swaziland and South Africa.[62]

Alfs « Considering indirect mechanisms, the impact of AIDS on under-five mortality is likely even higher
Child — Malnutrition, which is heightened among ADS-affected households, is an underlying cause of 33% of all under-five mortality worldwide.[62]
Health — Maternal orphans, even after controlling for the HIV status of the mather, experience a mortality rate that is 3.3 times higher than average, in part because of higher

rates of malnutrition.[63]

Maternal mortality has been an intractable global health and development challenge
—Maternal mortality has declined slowly: from 3201in 1990 to 251 in 2008.[64]
—This represents a decline of 22%, which falls far short of the MDG 5 target of a 75% decline by 2015.[64]

AIDS is a major driver of maternal mortality, especially in sub-Saharan Africa

AIDS — Globally, AIDS accounts for 18% of maternal mortality globally.[64]
Maternal —Insome countries in sub-Saharan Africa, prior trends that indicated improvements in maternal mortality have actually reversed, partly due to the impact of HIV. There
Health has been an alarming net increase in maternal mortality since 1990.[64]
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BOX 2. THE IMPACTS OF THE MDGs ON AIDS

The relationship between poverty, economic inequalities and HIV risk is complex [65-66]:

Infection rates are highest in the poorest regions of the world.
— Globally, 90% of infections are in low- and middle-income countries. Two-thirds of those living with AIDS are in sub-Saharan Africa.[4]

« Within poor regions, relatively wealthier countries may have higher levels of HIV.
& — Despite relative high GDPs, Swaziland, South Africa and Botswana have some of the highest HIV prevalence rates in the world.[67-69]

Patterns have been changing over time.
— While transmission in many poor countries was initially concentrated among more affluent individuals [70-72], emerging data suggest this pattern may be shifting,
with higher rates of infection borne by socially disadvantaged groups, particularly young women.[73-78]

P0'$'fy « There are strong associations between economic inequality and HIV.

AIDS —Among developing countries, there is a significant correlation between adult urban HIV prevalence and the GINI coefficient, a measure of a country’s wealth gap

between the rich and poor [51, 65, 79]. Emerging evidence highlights the role of social and economic transition in accelerating HIV transmission.[69, 72, 80]
Economic factors operate through a number of pathways to influence sexual decision making.
—Economic and power imbalances affect access to material resources; shape peer networks and social capital; influence patterns of school attendance; and condition a
woman’s risk of violence and ability to leave risky relationships [68]. Each of these, separately and together, creates overlapping vulnerabilities that shape social and
sexual networks to influence HIV risk.[68, 81-82]

Early in the epidemic, higher levels of HIV were found among the better educated. This was particularly the case in sub-Saharan Africa, where education was
linked to affluence, mobility and higher levels of sexual risk behavior.[70] However, this pattern seems to be changing.
« Education is strongly HIV protective:

— Arecent systematic review suggests substantially lower HIV risk among better educated populations in Africa.[83] In Africa, recent estimates suggest that each ad-
ditional year of education leads to an approximately 7% reduction in the likelihood of acquiring infection.[84]

The protective effects of education operate through multiple mechanisms, and may be particularly important for girls.[70, 78]

— (hildren in school have safer social and sexual networks than out of school youth.[76, 85] In South Africa, young women who did not complete high school were almost
four times more likely to be HIV-infected compared to those who completed high school.[86] Better educated women are more likely than their less educated peers to
delay sex, marriage and childbearing, tend to use condoms more often, have fewer children and healthier babies, and enjoy better earning potential.[87]

Education

Phes « Strong education programmes can have an impact on critical features of the epidemic

— Exemplary programmes have been shown to contribute to safer sexual behaviour

—HIVeducation programmes in schools can be particularly effective in impacting students'knowledge about HIV and attitudes towards people living with HIV, thus
reducing stigma and potentially encouraging access to HIV services

— Life skills programmes can be complex to properly design, implement and evaluate, and more work is needed to strengthen such programmes and education systems,

in general. [57]

Gender inequalities combined with economic inequalities expose women to a higher risk of HIV
— Numerous studies have documented the multiple, dynamic pathways by which gender inequalities, as reinforced through laws, policies and social norms, drive
overlapping HIV-related risk behaviours, including: intergenerational sex, transactional sex, coerced sex, violence against women, inability to negotiate sex and safer
sex practices.[29]
—Astudy in Zambia found that frequent droughts and limited income opportunities following the post-economic liberalization and closure of companies, were identified
as the'push'factors for women increasingly resorting to transactional sex.[88]
Gender — A CapeTown study found that girls from low-income households became sexually active earlier than average, and were more likely to have multiple partnerships
Eq":'"y particularly after a recent economic shock, such as a death in the house or job loss.[89]
AIDS — InBotswana and Swaziland, food insufficiency among women was significantly associated with inconsistent condom use with a non-primary partner, exchange of sex
for resources, intergenerational sexual relationships, and lack of control in sexual relationships. For men, food insufficiency only resulted in a 14% increase in the odds of
reporting unprotected sex, and was not associated with other risky sexual behaviours.[90]

22 THE ‘AIDS AND MDGs’ APPROACH



REFERENCES

REFERENCES

[ O S

10.

11.

12.

13.

14.

15.

16.

17.

18.
19.

20.

21.

22.

23.

24.

25.

United Nations Millennium Declaration. in Millennium Summit. 2000. New York, New York.
2005 World Summit Outcome. in 2005 World Summit. 2005. New York.

UNAIDS, Join Action for Results: UNAIDS Outcome Framework 2009-2011.2010.
UNAIDS-WHO, Global Facts and Figures. 2009: Geneva.

Children Orphaned by AIDS (< 18 years old), 2007-2008. [Web page] 2010 [cited 2010 July
29]; Available from: http://www.globalhealthfacts.org/topic.jsp?i=8.

UNAIDS, Young People Are Leading the Revolution: Supplement to UNAIDS Outlook
Report 2010.2010: Geneva.

WHO. New Progress and Guidance on HIV treatment. 2010 [cited 2010 8 September 2010];
Available from: http://www.who.int/hiv/pub/arv/ARTfactsheet/en/index.html.

UNAIDS, Report on the Global AIDS Epidemic 2010 - Press Release.2010.

Bailey, R.C., et al., Male circumcision for HIV prevention in young men in Kisumu, Kenya: a
randomised controlled trial. Lancet, 2007. 369: p. 643-656.

Gray, R.H., et al., Male circumcision for HIV prevention in men in Rakai, Uganda: a ran-
domised control trial. Lancet, 2007. 369: p. 657-666.

Auvert, B., et al., Randomized, controlled intervention trial of male circumcision for reduc-
tion of HIV infection risk: the ANRS 1265 trial. PLoS Medicine, 2005. 2(11): p. €298.

Sawires, S.R., et al., Male circumcision and HIV/AIDS: challenges and opportunities.
Lancet, 2007. 369: p. 708-713.

Abdool Karim, Q., S.S. Abdool Karim, and J.A. Frohlich (2010) Effectiveness and safety of
tenofovir gel, an antiretroviral microbicide, for the prevention of HIV infection in women.
Science.

Grant, R, et al., Preexposure Chemoprophylaxis for HIV Prevention in Men Who Have Sex
with Men. New England Journal of Medicine, 2010.

Nelson, M., Oral Preexposure Prophylaxis for HIV - Another Arrow in the Quiver? New
England Journal of Medicine, 2010.

Kates, J., et al., Financing the response to AIDS in low- and middle-income countries: inter-
national assistance from the G8, European Commission and other donor governments in
2009.2010, The Henry J. Kaiser Family Foundation, UNAIDS.

Melinda Gates calls for Global Action to save women’s and children’s lives. 2010.
Revolutionizing the AIDS response: building AIDS resilient communities. 2010, AIDS 2031.

UNAIDS, 32nd Meeting of the UNAIDS Committee of Cosponsoring Organizations (CCO)
2009: New York.

UNAIDS, UNAIDS Press Statement: UNAIDS promotes combination HIV prevention
towards universal access goals 2009: Geneva.

UNAIDS, UNAIDS International Guidelines on HIV and Human Rights 2006,
UNAIDS: Geneva.

Pronyk PM, H.T., Morison LA, Hargreaves JR, Kim JC, Phetla G, Watts C, Porter JDH. , Is
social capital associated with HIV risk in rural South Africa? Social Science and Medicine,
2008 66(9): p. 1999-2010.

Lippman, et al., AM J Public Health, 2010. 100: p. S216-S223.

Senior, K., HIV, human rights, and men who have sex with men The Lancet, 2010 10(7):
p. 448 - 449.

MSF, Untangling the web of antiretroviral price reductions: 11th edition. 2008, Medicines
Sans Frontieres.

THE ‘AIDS AND MDGs’ APPROACH

23



REFERENCES

24

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

Anthony Costello, A., Mustafa, Allen, Adriana et al., Managing the health effects of climate
change. Lancet 2009. 373: p. 1693-733.

Chazan, M., M. Brklacich, and A. Whiteside, Rethinking the conceptual terrain of AIDS
scholarship: lessons from comparing 27 years of AIDS and climate change research. Global-
ization and Health, 2009. 5: p. 32-45.

Parker, R.G., D. Easton, and C.H. Klein, Structural barriers and facilitators in HIV preven-
tion: A review of international research. AIDS, 2000. 14 (suppll): p. S22-S32.

Kim JC, P.P., Barnett AS, Watts CH. , Exploring the role of economic empowerment in HIV
prevention. . AIDS 2008. 22 (suppl 4): p. S57-S71.

Schuler, S.R., et al., Credit Programs, patriarchy, and men’s violence against women in rural
Bangladesh. Social Science and Medicine, 1996. 43(12): p. 1729-1742.

Jejeebhoy, S.J. and R.J. Cook, State accountability for wife-beating: The Indian challenge.
Lancet, 1997. 349: p. S110-12.

Kabeer, N., Conflicts over Credit: Re-evaluating the Empowerment Potential of Loans to
Women in Rural Bangladesh. World Development, 2001. 29(1): p. 63-84.

Hashemi, S., S. Schuler, and 1. Riley, Rural credit programmes and women’s empowerment
in Bangladesh. World Development, 1996. 24(4): p. 635-653.

Jewkes, R., Intimate partner violence: Causes and prevention. Lancet, 2002. 359: p.
1423-29.

Bott, S., A. Morrison, and M. Ellsberg, Preventing and responding to gender-based violence
in middle and low-income countries: A global review and analysis. 2005, World Bank Policy
Research Working Paper 3618.

Schuler, S.R., S.M. Hashemi, and S.H. Badal, Men’s violence against women in rural Ban-
gladesh: Undermined or exacerbated by microcredit programmes? Development in Practice,
1998. 8(2): p. 148-57.

UNFPA and Microcredit Summit Campaign, From Microfinance to Macro Change: Integrat-
ing Health Education and Microfinance to Empower Women and Reduce Poverty. 2006,
Microcredit Summit Campaign and the United Nations Population Fund (UNFPA): New
York.

Mayoux, L., Women’s empowerment and micro-finance programmes: Strategies for increas-
ing impact. Development in Practice, 1998. 8(2): p. 235-241.

Ahmed, S.M., Intimate Partner Violence against Women: Experiences from a Woman-
focused Development Programme in Matlab, Bangladesh. Journal of Health, Population, and
Nutrition, 2005. 23(1): p. 95-101.

Pronyk PM, K.J., Abramsky T, Phetla G, Hargreaves JR, Morison LA, Busza J, Watts C,
Porter JDH., A combined microfinance and training intervention can reduce HIV risk behav-
iour among young female participants: results from the IMAGE Study. AIDS 2008. 22: p.
1659-1665.

Kim JC, W.C., Hargreaves JR, Ndhlovu LX, Phetla G, Morison LA, Busza J, Porter JDH,
Pronyk PM., Understanding the impact of a microfinance-based intervention on women'’s
empowerment and the reduction of intimate partner violence in the IMAGE Study, South
Africa. American Journal of Public Health, 2007. 97(10): p. 1794-1802.

Kim JC, F.G., Abramsky T, Watts CH, Hargreaves JR, Morison LA, Phetla G, Porter JDH,
Pronyk PM., Assessing the incremental benefits of combining health and economic interven-
tions: Experience from the IMAGE Study in rural South Africa. Bulletin of the World Health
Organisation, 2009. 87: p. 824-832.

Baird, S., et al., The Short-Term Impacts of a Schooling Conditional Cash Transfer Program
on the Sexual Behavior of Young Women in World Bank Policy Research Working Paper
5089. 2009, World Bank Development Research Group, Poverty and Inequality Team.

Ozler, B., Can a Cash Transfer Program for Schooling decrease HIV infections? Presenta-
tion at International Center for Research on Women. April, 2010: Washington, D.C.
Baird, S., et al., World Bank Press Release: Cash Payments Can Reduce HIV/Sexually

Transmitted Infections in Africa-New Bank Studies in News Release No.2011/027/HDN. July
18,2010: Vienna

THE ‘AIDS AND MDGs’ APPROACH



46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

REFERENCES

UNDP, UNDP’s MDG Breakthrough Strategy: Accelerate and Sustain MDG Progress 2010,
United Nations Development Programme: New York.
Gillespie, S. and S. Kadiyala, HIV/AIDS and Food and Nutrition Security: From evidence to

action, in Food Policy Review. 2005, International Food Policy Research Institute: Washing-
ton, D.C.

Booysen, F.I.R. and M. Bachmann, HIV/AIDS, poverty and growth: evidence from a house-
hold impact study conducted in the Free State Province, South Africa, in Annual Conference
of the Centre for the Study of African Economies.2002: Oxford.

Oni., S.A., et al., The economic impact of HIV/AIDS on rural households in Limpopo Prov-
ince. South African Journal of Economics, 2002. 70(7): p. 1173-1192.

Nampanya-Serpell, Social and economic risk factors for HIV/AIDS-affected families in
Zambia, in AIDS and Economic Symposium.2000: Durban.

Piot P, Greener R, and et. al., Squaring the Circle: AIDS, Poverty, and Human Development.
PLoS Med, 2007. 4(10).

Greener, R., The macroeconomics of HIV/AIDS, in The impact of HIV/IAIDS on poverty and
inequality, M. Haacker, Editor. 2004, International Monetary Fund.

Kumar, P., Socio-economic impact of HIV at the individual and household levels in Indone-
sia -- a seven province study [Advance Summary]. 2010, UNDP: Jakarta.

The impact of HIV/IAIDS on poverty in Cambodia, India, Thailand, and Vietnam. 2004, Asian
Development Bank, UNAIDS.

Women and HIV/AIDS: confronting the crisis. 2004, UNAIDS, United Nations Population
Fund, United Nations Development Fund for Women.

Ramlagan, S., et al., Study of demand for and supply of educators in South African public
education system: integrated report. 2005, Human Sciences Research Council: Cape Town.
Bell, D. and A. Murenha, Rethinking Schooling in Africa: Education in an era of HIV &
AIDS. AIDS2031 Working Paper #23.2009.

Barnett, T. and A.W. Whiteside, in AIDS in the Twenty-first Century. 2002, Palgrave Mac-
millan: New York. p. 220.

Kelly, M., The encounter between HIV/IAIDS and education. 2000: Lusaka, Zambia.

The impact of HIV/AIDS on primary and secondary education in Botswana: developing a
comprehensive strategic response. 2000, Government of Botswana Ministry of Education,
United Kingdom Department for International Development.

Barnett, T. and A.W. Whiteside, in AIDS in the Twenty-first Century. 2002, Palgrave Mac-
millan: New York. p. 221.

Black, R.E., S. Cousens, and H.L. Johnson, Global, regional, and national causes of child
mortality in 2008: a systematic analysis. Lancet, 2010. 10.

Ainsworth, M. and 1. Semali, The impact of adult death on children’s health in northwestern
Tanzania, in Policy Research Working Paper No. 2266. 2000, World Bank, Development
Research Group, Poverty and Human Resources: Washington, D.C.

Hogan, M.C., K.J. Foreman, and M. Naghavi, Maternal mortality for 181 countries, 1980-
2008: a systematic analysis of progres towards Millennium Development Goal 5. Lancet,
2010. 375: p. 1609-1623.

Gillespie S, Kadiyala S, and et. al., Is poverty or wealth driving HIV transmission? AIDS,
2007. 21(Suppl 7): p. S5-S16.

Barnett, T. and D. Toupouzis, HIV/AIDS and Rural Poverty: Challenges for the Next
Decade. in press.

Gupta, G., et al., Structrual approaches to HIV prevention. Lancet, 2008. 372(6940): p. 764-
775.

Kim ,J.C., et al., Exploring the role of economic empowerment in HIV prevention. AIDS,
2008. 22 (suppl 4): p. s57-s71.

THE ‘AIDS AND MDGs’ APPROACH

25



REFERENCES

26

69.

70.

71.

72.

73.

74.

75.

76.

71.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

Mishra, V., et al., HIV infection does not disproportionately affect the poorer in sub-Saharan
Africa. AIDS, 2007 21 (Suppl 7): p. S17-28.

Hargreaves, J R. and J R. Glynn, Educational attainment and HIV infection in developing
countries: a systematic review. Tropical Medicine and International Health, 2002. 7(6): p.
489-498.

Lurie, M., et al., Who infects whom? HIV-1 concordance and discordance among migrant
and non-migrant couples in South Africa. AIDS, 2003. 17(15): p. 2245-2252.

Shelton, J.D., M.M. Cassell, and J. Adetunji, Is poverty or wealth at the root of HIV? The
Lancet, 2005. 366: p. 1057-1058.

Human Sciences Research Council, Nelson Mandela/HSRC Study of HIV/AIDS: South Afri-
can national HIV prevalence, behavioural risks and mass media. Household Survey. 2002,
Human Sciences Research Council (HSRC): Cape Town.

Hargreaves, J R., et al., Socioeconomic status and risk of HIV infection in an urban popula-
tion in Kenya. Tropical Medicine and International Health, 2002. 7(8): p. 1-10.

Hargreaves, J R., et al., Explaining persistently high HIV incidence in rural South Africa: a
cohort study, 2001-2004. AIDS, 2007. 21(suppl 7): p. s39-48.

Hargreaves, J.R., et al., The association between school attendance, HIV infection and sexual
behaviour among young people in rural South Africa. Journal of Epidemiology and Commu-
nity Health, 2007. 62(2): p. 113-119.

Weiser, S.D., et al., Food insufficiency is associated with HIV-risk sexual behaviour among
women in Botswana and Swaziland. PLoS Medicine, 2007. 4(10): p. 1589-1598.

Hargreaves, J.R., et al., Systematic review exploring time trends in the association between
educational attainment and risk of HIV infection in sub-Saharan Africa. AIDS, 2008. 22: p.
403-414.

Bank, W., Confronting AIDS: Public priorities in a global epidemic. 1997, New York:
Oxford University Press.

Gillespie, S., S. Kadiyala, and e. al, Is poverty or wealth driving HIV transmission? . AIDS,
2007. 21(suppl 7): p. s5-s16.

Bernays, S., T. Rhodes, and T. Barnett, Hope: a new way to look at the HIV epidemic. AIDS,
2007.21(Suppl 5): p. s5-11.

Auerbach, J., Transforming social structures and environments to help in HIV prevention.
Health Affairs, 2009. 28(6): p. 1655-1665.

Hargreaves, J R., et al., Systematic review exploring time-trends in the association between
educational attainment and risk of HIV infection in sub-Saharan Africa. AIDS, 2007. 22(3):
p.403-414.

Birnighausen, T., et al., The socioeconomic determinants of HIV incidence: evidence from a
longitudinal, population-based study in rural South Africa. AIDS, 2007. Suppl 7: p. s29-38.

Hargreaves, J. and T. Boler, The impact of girls’ education on HIV and sexual behaviour.
2006, Action Aid: London.

Pettifor, A.E., et al., Keep them in school: the importance of education as a protective factor
against HIV infection among young South African women. Int J Epidemiol, 2008. 37(6): p.
1266-73.

World Bank, Education and HIV/AIDS a window of hope. 2002, World Bank: Washington
D.C.

Byron E, Gillespie SR, and H. P, Local perceptions of risk and HIV prevention in southern
Zambia. RENEWAL working paper. 2006: www.ifpri.org/renewal.

Dinkelman T, Lam D, and L. M., Household and community income, economic shocks and
risky sexual behavior of young adults: evidence from the Cape Area Panel Study 2002 and
2005. AIDS, 2007. 21(Suppl 7): p. S49-S56.

Weiser SD, Leiter K, and et. al., Food insufficiency is associated with HIV-risk sexual behav-
iour among women in Botswana and Swaziland. PLoS Medicine, 2007. 4(10): p. 1589-1598.

THE ‘AIDS AND MDGs’ APPROACH






@
&

-
Z

DI

United Nations Development Programme
Bureau for Development Policy

One United Nations Plaza

New York, NY 10017 USA

For more information: www.undp.org

Copyright 2011, UNDP.



