GFAN sounds an alarm!
Without action, the epidemics of HIV, TB, and malaria
will persist and potentially resurge.
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Ending the three epidemics is possible.
But there is a warning. Significant
increases in international funding are
needed, immediately, if the global goal to
end the three epidemics is to be met.

Executive Summary
GFAN unites voices and efforts
from all over the world to support
a fully funded Global Fund to Fight
AIDS, Tuberculosis and Malaria

In 2015, through the Agenda for Sustainable Development,
the world committed to end the three epidemics of HIV,
tuberculosis (TB), and malaria by 2030.
These three infections are leading global causes of
premature deaths and disability. Campaigns against the
three diseases have saved lived and have contributed
greatly to broad capacity for health care in every country. A
major push to finally end the three epidemics could deliver
enormous humanitarian, development, economic, and
security benefits for the world.
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Significant increases in international funding
are needed, immediately, if the global goal to
end the three epidemics is to be met.
Ending the three epidemics is possible. The
world has the medicines, evidence-informed and
effective interventions, and other tools to make
consistent progress. Total world investment across
all health priorities has been increasing, driven in
large part by increased spending from governments
in low- and middle-income countries. And, since
2001, positive momentum against all three
diseases has led to some major achievements:
Life-saving HIV treatment had been provided to
20.9 million people by the end of 2016, far more
than half of all people living with the virus, and the
number of people newly infected each year has
dropped by half during the past decade.
Global rates of TB cases have been driven
down by 1.5% annually, and there has been a 30%
decrease in TB-related deaths since 2002, saving
more than 50 million lives.
Annual malaria incidence rates have been
cut by 37% worldwide since 2000, and annual
malaria mortality rates have been cut by 60%.
This progress translates into almost 7 million lives
saved, most of them infants and children.

New data show that the world is not on
target to end the three epidemics and will
not meet 2030 targets without significant
increases in funding.
A summary of recent data and trends underscores the challenges:

HIV is the leading global cause of early death among women
ages 15–49 and causes over 5% of disability among adults
ages 15–49. A total of 37.6 million people now live with HIV,
and 1.8 million become newly infected every year.

TB is the world’s most lethal infectious disease, with over 10
million new cases each year, an estimated 1.8 million deaths
annually, over a quarter of the world’s population carrying
latent TB infection, and many more at risk for infection and
illness.

Malaria infected an estimated 216 million people in 2016,
killing 445,000 people, including 285,000 children under the
age of five. Malaria remains a major killer of children, taking
the life of a child every two minutes.

These successes are remarkable, but there are
doubts they can be sustained and accelerated as
needed. In this report, the Global Fund Advocates
Network (GFAN) sends a warning:
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These infectious diseases are dynamic and
ready to resurge quickly wherever public
health efforts begin to falter.

Troubling signs indicate that the world’s response to the three
epidemics has lost momentum, putting at risk the progress
made during the past decade, with tragic costs to people’s lives,
economies, health security, and sustainable development:
Adolescents and young women remain at high risk for all three
diseases, just as the world’s largest-ever generation of young
people come of age in low- and middle-income countries.
Key populations for each of the epidemics continue to be
neglected by health systems and confronted by deep social,
legal, and economic disparities that contribute to poor health.
Community-led and community-based programs are severely
under-resourced, even though communities affected by HIV,
TB, and malaria are crucial actors in promoting and supporting
health, addressing structural causes of health risks and
health disparities, holding health systems and governments
accountable, and ensuring sustainability and effectiveness of
health efforts.
Authoritarian and regressive political forces in many countries
are undermining the rule of law and respect for human rights,
impairing people’s ability to seek health care or organize and
advocate for their health and rights.

All three epidemics are experiencing growing drug resistance,
and actions to forestall further resistance – such as targeted
health services, expansion of community-based health support,
and roll-out of new drugs and diagnostics – are not at sufficient
scale.
Access to medicines and health is under threat by some
influential for-profit interests. Some pharmaceutical companies,
along with politicians and trade negotiators working for the
interests of the for-profit sector, are taking actions to extract
maximum profits and prevent use of TRIPS flexibilities. Such
actions come at the expense of national budgets and out-ofpocket spending by patients and households, and in many cases
at the expense of people’s access to affordable medicines and
advancement of public health.
International development assistance for health from the
world’s wealthiest countries has plateaued, with insufficient
levels of aid allocated to responses against the three epidemics
and destructive withdrawal of external aid from low- and
middle-income countries.
Many low- and middle-income countries are not ready to
fully scale up programs against the epidemics because of
weak health systems; lack of appropriately targeted programs,
including community-based programming; and domestic political
and economic challenges in mobilizing resources for health.
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GFAN sounds an alarm
Without action, the epidemics of HIV, TB, and malaria
will persist and potentially resurge.

Global institutions, including the Global Fund to Fight AIDS, Tuberculosis
and Malaria, the World Health Organization (WHO), UNAIDS, the Stop TB
Partnership, and the RBM Partnership to End Malaria (formerly known as
Roll Back Malaria) have set ambitious targets.
But data now show that the world will not meet those global targets set
for 2020. Global strategies, sustainable development targets, and political
slogans have diverged from the realities faced in implementing countries.

If the world only maintains current levels of investments
and programming against the three epidemics,
global targets for 2025 and 2030 will be unattainable.
Flat or declining funding from international donors, with an assumption of
progress through greater efficiencies and increased domestic investment
in implementing countries, will drive the world off-course in its attempts to
control and end the epidemics. Flat funding pushes the world off-track.
The world risks losing control of all three epidemics. Uncontrolled and
potentially worsened epidemics will cost countless lives, undermine
economic and human development, and threaten the health security for all
people on the planet.
< Back to contents
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GFAN as a global health coalition calls for immediate action
to get back on track to end the three epidemics.
1. Donor governments and
implementing countries should
recognize the urgency and peril of
the situation and mobilize resources
without delay.
The technical partners have estimated the total
funding need for AIDS, TB and malaria at US$46
billion annually, of which GFAN estimates that
at least US$16.8 to US$18 billion should be
invested through the Global Fund for the Sixth
Replenishment (2020-2022). This would reflect
a minimum increase of 22% compared to the
US$11.9 billion announced pledges at the Fifth
Replenishment (2017-2019). This requires
donor governments making increased pledges
– as early as possible – to the Global Fund’s
imminent replenishment for 2020-2022.

2. Policy experts and decision makers

must acknowledge, articulate, and draw
attention to the ways in which HIV, TB and
malaria efforts are off-track and update
strategies to bring epidemic responses back
on course to ending the three epidemics.

3. Global technical partners,

notably WHO, UNAIDS, and the Stop TB
and the Roll Back Malaria partnerships,
must re-examine current progress and
challenges and recalculate current epidemic
trajectories and global resource needs.

US$
16.8–18
billion
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4. The Global Fund, given its record

of success and central role in financing
epidemic responses, should be ambitious
in setting replenishment targets for the
2020–2022 funding cycle and be forceful in
communicating the costs of inaction.

5. Advocates should boldly demand

US$46
BILLION

FUNDING NEEDED
ANNUALLY

increases in international aid for health,
including for programs against HIV, TB and
malaria, and should press all governments
to build resilient and sustainable systems for
health and commitments to health for all.
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Advocating for increased funding for the Global Fund
The Global Fund to Fight AIDS, Tuberculosis
and Malaria is now developing an investment
case and a sixth replenishment process to
mobilize resources to meet its targets over the
three years 2020–2022.

Please visit the GFAN website at
www.globalfundadvocatesnetwork.org to learn more
about upcoming opportunities for advocacy, including:

The investment case and replenishment process will be
informed by epidemic response targets and investment
need calculations produced by WHO, UNAIDS, the Stop
TB Partnership, and the RBM Partnership to End Malaria.
The Global Fund anticipates launching its investment
case and replenishment process at the end of 2018 or
beginning of 2019.

September 2018
United Nations High-Level Meeting on TB (TB HLM)

In its most recent fifth replenishment, which raised
pledges for the years 2017–2019, the Global Fund was
able to secure donor commitments of approximately $13
billion. This was a significant and important amount of
funding but represented only a part of the full investment
need determined by technical partners.
Advocates should encourage the Global Fund and all
international funding agencies to set ambitious targets for
programming and investment to end the three epidemics.

July 2018
International AIDS Conference (AIDS2018)

October 2018
World Health Summit
October 2018
Union World Conference on Lung Health
November 2018
Global Fund’s 40th Board Meeting
November and December 2018
G20 summit

Other national and regional meetings and processes
involving GFAN advocates

Add your voice! The time for action is now.
< Back to contents
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Every year, over

350,000

adolescent girls (10–19 years) and
young women (15–24 years)
become newly HIV infected in
low- and middle-income countries

A new generation of
adolescents and young women
is at risk
The world’s largest-ever generation of young people
is coming into adulthood, with by far the majority
living in low- and middle-income countries. The
total population of young people aged 15 to 24
is projected to rise from 1.2 billion in 2017 to 1.4
billion in 2050.
The future of world security and sustainable
development depends on the success of this
new generation. As historically important as this
generation is, its members are at risk.

2017

2050

The total population of
young people aged 15 to
24 is projected to rise from
1.2 billion in 2017 to 1.4
billion in 2050.

At current trajectories over 20% of this new
generation will be underemployed, under-educated,
and living with minimal income and shelter.1 As
many as 1 in 10 could be living in countries made
fragile by conflict or environmental disaster.
Importantly, over two-thirds of the world’s young
people aged 15 to 24 during the coming years –
including 400 million youth in sub-Saharan Africa
and 400 million in South and Southeast Asia – will
be living in countries where they are at relatively
high risk of infection, illness, and early death
from HIV, TB, and/or malaria. Health systems in
most countries in these regions are not currently
sensitized, structured, or funded at scale to meet
adolescents’ and young women’s health needs in
the clinic or in community settings.
•

Every year, over 350,000 adolescent girls
(10–19 years) and young women (15–24

years) become newly HIV infected in low- and
middle-income countries. Although global
rates of new HIV infections are falling, rates
among adolescents and young women remain
high in many locations, signaling potential
for resurgence of HIV epidemics as cohorts
of young people expand. Programs are
not yet in place to ensure that all of those
young people have access to comprehensive
sexual and reproductive health services and
combination HIV prevention options, education
and economic opportunity, and autonomy in
negotiating sex and marriage.2
•

New analyses have calculated that adolescents
and young adults ages 10–24 years account for
17% of all TB cases – over 1.7 million cases each
year.3 Many of these young women and men
are living in poor communities and crowded
housing, placing them and their peers at risk for
TB. Too many people in those communities are
not reached by health programs that educate
people about TB, actively identify potential
< Back to contents
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10,000 women and
200,000 infants die
annually as a result
of malaria infection
during pregnancy 4

young women through the Global Fund and other
financing programs is needed to prevent needless
costs to people’s health and lives and reinforce
economies, health security, and sustainable
development.

A child still
dies every
2 minutes
from malaria

Key and vulnerable populations
for the three epidemics are
neglected by health programs
cases, help reduce people’s exposure, and link
people to care.
•

Every year, 125 million young women around
the world are at risk from malaria during
pregnancy. It is estimated that 10,000 women
and 200,000 infants die annually as a result of
malaria infection during pregnancy.4 First-time
mothers – often young women in high-burden
countries – are especially vulnerable. Yet current
efforts to offer preventive malaria treatment
during pregnancy, known as intermittent
preventive treatment in pregnancy (IPTp),
and preventive treatment for children during
seasonal malaria outbreaks, known as IPTc or
seasonal malaria chemoprevention (SMC), are
reaching only a fraction of the women and
children in need.

The emerging generation of young people should
not live in fear of losing their health and lives from
infectious disease and should not face loss of access
to education, work, and opportunity due to illness
or disability.
Full investment in the health of adolescents and

According to recent data, key populations and
their sexual partners accounted for 80% of new
HIV infections outside of sub-Saharan Africa
and 25% of new infections in sub-Saharan
Africa.5 Many live in countries where criminal
laws, punitive law enforcement, and neglect and
repression by their governments create barriers
to effective HIV services. Younger people and
adolescents in these key populations are at
particular risk of not being reached by HIV
prevention and treatment programs.

For each of the three epidemics of HIV, TB, and
malaria, specific groups of people are particularly
vulnerable to infection and lack of access to
treatment, prevention, or other health services.
Reaching these populations is key to combatting
epidemics and improving public health, as well as
being a central matter of realizing human rights and
justice.
•

In much of the world, rates of HIV are highest
among key populations – people who inject
drugs, sex workers, transgender people,
prisoners, and gay men and other men who
have sex with men – and their sexual partners.

23%

of the world’s
population
– 1.7 billion
people – carry
latent TB

•

Approximately 23% of the world’s population –
1.7 billion people – carry latent TB, and certain
populations face a higher risk of developing
active TB, including people living with HIV,
people who are malnourished, prisoners and
migrants.6 Poverty and stigma present barriers
to many of these highest-risk people from being
reached with TB education, case detection, and
comprehensive care.

•

A child still dies every 2 minutes from malaria,
a preventable disease.7 Furthermore, malaria
rates throughout the world are higher among
the economically poorest populations, including
mobile and migrant populations, people in
humanitarian crises, and indigenous and rural
< Back to contents
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communities. These populations are being made
ever more vulnerable by armed conflict and
population displacement, social and political
upheaval, environmental change, and weak
health systems that do not provide good access
to prevention interventions or diagnosis and
treatment for migrants, refugees or the poor.
The world is far from ensuring universal health
coverage for exactly these populations.
Efforts are underway, through the Global Fund and
other institutions, to identify, estimate the size of,
and address the needs and demands of, key and
vulnerable populations for the three diseases. The
Global Fund is notable as an international financing
mechanism in using its investments and technical
support to catalyze the scale-up of high-quality
interventions for key populations, and for its use
of its structures and funding processes, including
country coordinating mechanisms (CCMs) and
country dialogues, to increase key and vulnerable
population participation in updating country
priorities and strategies.8
However, key and vulnerable populations largely
remain neglected in responses to the three
epidemics, even in countries where the Global
Fund is a significant donor. In many low-income
countries, international development assistance
is increasingly allocated to health systems and
purchase of medicines and commodities, leaving
many populations without targeted communitylevel programming for health and facing rightsrelated barriers to services. In middle-income
countries, donors are withdrawing international
development assistance for health without capacity
and willingness by national governments to replace
these investments in ways that will sustain health
programs for those most at risk.

As a result, programming for key and vulnerable
populations is nowhere near the scale needed to
reduce disproportionately high rates of HIV, TB, and
malaria.
High-income countries need to increased
investments, through the Global Fund and other
global institutions and financing sources, to
sustain and reinforce programming to help key and
vulnerable populations throughout the world to
access services and realize health and human rights.

Human rights are under attack
Human rights are central to the achievement of the
world’s Sustainable Development Goals (SDGs),
including ending of the three epidemics.9,10 The very
goals of universal health coverage and epidemic
control are manifestations of a human rights
principle of justice and ‘leaving no one behind’.
People’s individual capacity for health is also heavily
influenced by human rights, such as through their:
•

autonomy and empowerment to seek health
information and services;

•

power to confront stigma and discrimination in
health and community settings;

•

ability to access housing, education,
employment, and economic security; and

•

ability to seek police protection and legal
recourse in the face of unethical treatment or
violence.

NEW DATA IN 2018 shows that
fundamental human rights are
under attack:
Leading global measures of human rights
have reported worsening rights-related
situations in every region of the world.11,12,13
Rankings of people’s capacity to participate
in and influence their own governments
show a decline in 89 countries around the
world during 2017, including setbacks
in major countries in Asia, most notably
India and Indonesia, and Africa, such as
the Democratic Republic of the Congo and
Ethiopia.14
The rights and equality of women are not
improving, and neither are the human rights
of many key and vulnerable populations
including lesbian, gay and transgender
people, sex workers, people who use drugs,
prisoners, mobile and migrant populations,
people in humanitarian crises, and
indigenous people. For example, a total of
60 countries were reported in 2017 to have
experienced a decrease in gender equality
over the previous year.15
Campaigns to prevent and treat HIV, TB, and
malaria are continually reporting setbacks
in their local programming due to rights
violations of key and vulnerable populations,
including violations of people’s political, civil,
economic, social, and cultural rights.

< Back to contents

11

To make progress against the three epidemics, the
world needs immediate scaled-up investment in
programs to reduce human rights-related barriers
to health services. This should include expanded
community-level programming to inform and
empower people about their rights, trainings and
monitoring of health care workers, trainings and
oversight for law enforcement and legal justice
officials about rights-related barriers to services,
and advocacy to improve laws and policies to
increase access to health.

The Global Fund is also now expanding its
investments in programs that directly address
human rights barriers to health services.
For more information, see the Global
Fund’s Focus on Human Rights at www.
theglobalfund.org/media/1224/publication_
humanrights_focuson_en.pdf.

$13 billion

The global efforts to control HIV, TB, and malaria
are all threatened by emergence of resistance to
available treatment and prevention strategies. New
data show the following:
•

The Global Fund
and human rights
The Global Fund provides a model for how
global health programs can invest in human
rights and gender equality. The Global Fund
requires all grantees to contractually commit
to respecting core human rights standards
that include non-discriminatory access to
services for all and respect and protection
for informed consent, confidentiality and the
right to privacy in health services

ANNUAL GLOBAL COST for
treatment and care of TB is:

Drug resistance
threatens progress

•

The GLOBAL FINANCIAL TARGET
for research and development
for new diagnostics, drugs
and vaccines is

$2 billion

WHO has documented high levels of HIV
resistance to efavirenz and nevirapine in
Africa, Central America and Southeast Asia,
undermining the effectiveness of the two most
affordable and widely used drugs used in HIV
treatment.16 People throughout the world are
told to start HIV treatment as soon as they are
diagnosed, and yet many health systems cannot
ensure them access to a steady, affordable,
life-long supply of medicines; cannot offer viral
load testing to monitor treatment success; and
are not funding community-based programs
to support people in adhering to treatment.
Consequently, a high risk exists for rising rates
of HIV treatment failure and increased costs for
sustaining and scaling up treatment.
In 2016, at least 5% of the world’s TB cases
were drug resistant: 600,000 new cases had
resistance to rifampicin, the most effective firstline drug. Most (490,000) of these cases were
multidrug-resistant (MDR-TB) to both isoniazid
and rifampicin, and approximately 30,000 TB
cases were extensively drug-resistant (XDR-TB),
meaning resistant to four commonly used antiTB drugs. XDR-TB cases have been confirmed in
more than 120 countries around the world.17,18
Approximately 4 million people with active
TB around the world remain undiagnosed
or untreated, and millions of others are

diagnosed and prescribed TB treatment, but do
not have sufficient access to health care and
treatment adherence support to ensure that
they succeed in treatment, raising the risks of
further development of drug resistance. Experts
estimate that only 60% of drug-resistant cases
are currently being identified and treated each
year and roll-out of two newer medicines,
bedaquiline and delamanid, for the treatment of
MDR-TB has reached only 16% of people who
need this treatment.19 The global financial target
for resources needed for prevention, treatment
and care for TB is $13 billion and the global
financial target for research and development
for new diagnostics, drugs and vaccines is $2
billion. Ending TB will not be possible unless
gaps in both areas are eliminated.
•

Drug and insecticide resistance remain dual and
emerging threats to progress against malaria.
Of 76 countries tracking mosquito resistance to
insecticides, 61 (80%) reported resistance to at
least one insecticide, with mosquito resistance
to pyrethroids, the leading class of insecticides,
reported in numerous countries in sub-Saharan
Africa as well as Central and Southeast Asia.20
< Back to contents

12

including financing mechanisms such as the Global
Fund, have an important responsibility to ensure
that medicines and other health technologies are
globally available, accessible and affordable for
public health.

Of 76 countries
tracking mosquito
resistance to
insecticides

61 (80%) reported
resistance to at least
one insecticide

Artemisinin, the leading drug in malaria
treatment, is facing resistant strains of the
malaria parasite in the Greater Mekong region;
spread of this resistance to other countries in
Africa, Asia and Latin America would require
development of effective alternative treatments
and would result in increased costs and setbacks
for the global effort.
Historical experience with each of the diseases
has shown that emergence of resistance can
cause costly setbacks for epidemic control efforts
and increased cases of illness and deaths. Drug
resistance can be prevented and overcome through
several strategies, including:
•

provision of optimal treatment regimens that are
least susceptible to resistance;

•

patient support and peer support in clinics
and community settings for treatment literacy,
adherence, and success;

•

monitoring of patients for treatment success
and potential drug resistance, and offering them
adjusted treatment regimens as needed;

•

strengthening of procurement and supply of
medicines and diagnostics; and

•

development of new drugs and diagnostics to
forestall further resistance.21

Increased investments are needed now in these
interventions for all three diseases to prevent
emergence of drug resistance and costly resurgence
of all three epidemics.

Tragically, people are dying because of lack of
medicines and health supplies. Health systems
in most countries are struggling to reliably and
affordably procure and deliver medicines and
other health supplies. Inconsistent and insufficient
supply of medicines and other health commodities,
which often leads to stock-outs and treatment
interruptions, puts lives at risk and endangers the
progress made against the diseases.22 The cost
of medicines and other supplies is also a pressing
issue for an increasing number of middle-income
countries that do not have access to international
development assistance or competitively negotiated
volume-based pricing of medicines obtained
through globally or regionally pooled procurement
mechanisms.
Further, some pharmaceutical corporations and
other for-profit companies, along with politicians
and trade negotiators working for the interests of
the for-profit sector, support advocacy in many
countries for laws and policies that guard highpriced products against competition and prioritize
profits over public health.23 As examples:24
•

Medicines and other health
supplies must be made
accessible and affordable
Governments and international institutions,

Innovator pharmaceutical companies
routinely exclude high-burden, commercially
attractive middle-income countries such as
China and Russia from voluntary licenses and
discount pricing programs, thereby reducing
opportunities for affordable and equitable
access to low-cost drugs for key health issues.

< Back to contents

13

•

•

International medicine access mechanisms
such as the Medicines Patent Pool (MPP) have
been unable to include these same middleincome countries in their negotiations and deals,
despite their high burden of key infectious
diseases. Generic companies participating
in MPP processes often are prohibited from
manufacturing in or selling to those countries,
which limits access to low-cost medicines.
In development of new free trade agreements,
negotiators for the European Union and the
United States have pushed hard for extended
patent terms, data exclusivity protections, and
limited parallel importation, all of which can
harm market competition and accessibility and
affordability of medicines.

People in middle-income countries are particularly
vulnerable in the context of withdrawal of
international development assistance. As countries
become ineligible for international aid because of
overall economic development, many are losing
access to global pooled procurement mechanisms;
are asked or required by donor agencies to cover
an increasing share of medicine costs; and face
challenges such as lack of national registration
of optimal regimens, failed tenders and/or high
prices due to low volume demand, and budgetary
pressures to revert to less expensive but suboptimal drugs and other health commodities.
Some international entities, such as the Global
Fund and the Stop TB Partnership Global Drug
Facility, are playing a central role in ensuring
affordable quality-assured medicines, diagnostics,
prevention supplies, and other technologies for
many countries around the world. Each of these
institutions is helping to ensure bulk purchasing of

crucial medicines, diagnostics, and other supplies
and technologies to support large-scale demand,
country capacity for procurement and supply,
and negotiation of lower prices through pooled
procurement than can be obtained by individual
countries. These institutions are also supporting
innovative international procurement mechanisms
and community-based monitoring of the supply
and accessibility of commodities at hospitals
and clinics.25 However, such mechanisms are not
accessible to all countries and people, they depend
on participation by producers, and their support is
under-resourced.
The uncertain accessibility and affordability
of medicines and other health commodities
constitutes a threat to the future of the response to
the HIV, TB, and malaria epidemics.

countries, including most countries heavily affected
by HIV, TB and/or malaria, have been increasing
their overall levels of domestic financing for health.
As economies of low-income countries grow and
they become reclassified by the World Bank as
middle-income, donor governments have been
withdrawing international development assistance,
including aid for health, on the assumption that
people in middle-income countries are no longer in
need of assistance. Total international aid for health
began to plateau in 2011, and aid for health has
been entirely withdrawn from many countries since
then, sometimes with disastrous results.

OVER

The world needs to recommit to global accessibility
and affordability of life-saving medicines and
related health technologies.

of people living with
the 3 diseases
Increased funding commitments
are urgently needed
As of 2015, all countries, wealthy, poor and inbetween, spent a cumulative total of $9.7 trillion
on health, or a global average of $1,332 per
person per year.26 Governments, largely through
taxes, contributed 61% of this amount, out-ofpocket spending from individuals and households
contributed 23%, and prepaid private coverage,
largely through employers, contributed 18%.
Most global health spending is in high-income
countries, but many low- and middle-income

live in countries with
OVER-BURDENED
health systems

< Back to contents
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In 2017, in low and middle-income countries, international aid accounted for

NEW DATA indicate that
international assistance
remains an important part of
health programming in many
low- and middle-income
countries.
The 27 low-income countries of subSaharan Africa, heavily burdened with
high rates of HIV, TB and malaria, will
struggle to achieve total health spending
of over $300 per capita by 2040.
Experts project that international aid
will still be required for at least 15% of
total health spending in sub-Saharan
Africa and will be significant in other
parts of the world as well.27,28
Many of the world’s 109 middleincome countries, home to over 70%
of the world’s people, over 70% of the
world’s poorest people, and over 70% of
people living with HIV, TB and malaria,
are struggling with over-burdened
health systems, domestic political
constraints, and challenges to gender
equity and human rights (as described
above), indicating continued need for
international collaboration in addressing
crucial gaps in health.

Disease

Percentage of spending

International assistance

Total spending

HIV

40%

$9 billion

$17.9 billion

TB

16%

$1.1 billion

$6.9 billion

Malaria

69%

$1.9 billion

$2.7 billion

Evidence also indicates that international assistance
remains ESSENTIAL for HIV, TB, and malaria
programs in low- and middle-income countries.29
International aid accounts for: 40% of spending on
HIV in low- and middle-income countries ($9 billion
of $17.9 billion in 201730), 16% of spending on TB
($1.1 billion of $6.9 billion in 201731,32), and 69% of
spending on malaria ($1.9 billion of $2.7 billion in
201733,34).
It is unrealistic to hope or expect that high-income
countries can swiftly step away from international
assistance to control these epidemics. Withdrawal
and reductions of international aid have already
had negative impacts in several countries. Global
institutions have documented that the need
for international assistance remains crucial for
epidemic responses in every country, including
for community-led and community-based health
programming for health promotion, patient support
and linkage to care, work to advance rights and
reductions of health disparities, and advocacy to
hold health systems and governments accountable.

Total international aid for health is a tiny portion
– half of one percent – of total world spending
on health, and an even small fraction of overall
government budgets. Meeting the full cost of
controlling global epidemics is entirely feasible
and would yield high returns for people’s lives,
economies, health security, and sustainable
development.
Current levels of international assistance to combat
the three epidemics are not enough to ensure
success. The under-resourcing of the response to
the three epidemics threatens millions of lives and
security and economic development in every region
of the world.
High-income countries need to urgently accelerate
investments, through the Global Fund and other
global institutions and mechanisms, to expand and
sustain programming related to the three epidemics.

35,36,37
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Get Back on Track!
US$ 46 billion needed annually to end HIV, TB and malaria
in low- and middle-income countries
At least US$16.8 to US$18 billion should be invested through the Global Fund for the
Sixth Replenishment (2020-2022), which reflects an increase of at least 22% compared
to the US$11.9 billion announced pledges at the Fifth Replenishment (2017-2019).

HIV
TB

What is spent now?

Annual need in 2020-2022

In low- and middle-income countries (latest year)

In low- and middle-income countries

Total investment

Total international aid

Total investment needed

Total international aid needed

$8.9 billion

$26.2 billion in 2020

$11.6 billion by 2020

$17.9 billion

$6.9 billion

Malaria
$2.7 billion

Total

(of which $1.7 billion
through the Global Fund)

$1.1 billion

$22.3 billion in 2030

(of which $800 million
through the Global Fund)

$14 billion

$1.9 billion

$6.5 billion by 2020

(of which $1.1 billion
through the Global Fund)

$27.5 billion

$11.9 billion

(of which $15.6
billion spent by LMIC)

(of which $3.6 billion
through the Global Fund)

$8.7 billion by 2030

$46 billion by 2020

(of which at least $2 to 2.5 billion
through the Global Fund)

$2.2 billion annually by 2020
(of which at least $1.6 billion
through the Global Fund)

$4.5 billion by 2020
(of which at least $2 to 2.5 billion
through the Global Fund)

$18 billion annually by 2020
(of which at least $5 to 6 billion annually
through the Global Fund)

These calculations are based on existing data produced by technical partners as of July 2018.
< Back to contents

16

The World Health Organization, UNAIDS, the Stop
TB Partnership, and the RBM Partnership to End
Malaria are all currently updating their calculations
of programming needs, epidemic control targets,
and related costs and investment targets for the
global response to the three epidemics.
In preparation of the Sixth Replenishment,
the Global Fund Secretariat is also developing
calculations of its resource needs and fund
replenishment targets, coordinating with technical
partners.
The numbers used in the “total international aids”
column and the overall disease split is informed
by feedback from the Global Fund Secretariat.
GFAN welcomes new estimates from the Fund
and partners that will hopefully make an honest
and compelling case for an ambitious level of
investments.
The HIV-related numbers in this table are calculated
from UNAIDS Fast Track reports published in 2014
and 2016 and from the IHME report Financing
Global Health 2017.

The UNAIDS calculation of $11.6 billion in
international aid needed by 2020 is a level
30 percent higher than the US$8.9 billion of
international aid in 2016; a corresponding increase
for investments through the Global Fund would
result in a target of US$2 billion per year in 20202022, while a more ambitious increase to respond
to the challenges described in this report would
result in a target of US$2.5 billion per year.
The TB-related numbers in the table are calculated
from the Global Plan to End TB 2016-2020
produced by the Stop TB Partnership and from the
IHME report Financing Global Health 2017.
The Global Plan calculation of US$13 billion needed
by 2020 is a level 88 percent higher than the
US$6.9 billion spent in 2017; even after accounting
for potential increases in domestic spending in
LMICs, an increase of at least 20 percent is needed
in international assistance, with a corresponding
proportional 20 percent increase for investments
through the Global Fund, resulting in a target of $1
billion per year in 2020-2022.

The malaria-related numbers in the table are
calculated from the World Health Organization
World Malaria Report 2017 and from the IHME
report Financing Global Health 2017.
The WHO calculation of US$6.5 billion needed by
2020 is a level 240 percent higher than the $2.7
billion spent in 2017; a corresponding increase
for international aid would result in US$4.5 billion
spent in 2020.
Even after accounting for potential increases in
bilateral programs such as the President’s Malaria
Initiative, an increase of 40 to 80 percent is needed
in investments through the Global Fund to respond
to the challenges described in this report, resulting
in a target of US$2 to US$2.5 billion per year in
2020-2022.
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A total of

37.6 million
people are living with
the virus, and

1.8 million

become newly infected
every year.

Despite impressive global progress, HIV continues
to be one of the world’s leading cause of illness and
premature deaths. HIV is the leading cause of early
death among women ages 15–49 and causes over
5% of disability among adults ages 15–49. A total of
37.6 million people are living with the virus, and 1.8
million become newly infected every year.

Major global successes against HIV have been
achieved. Over half of all people living with HIV –
20.9 million people – have been initiated on HIV
treatment. The annual number of people dying
from HIV each year has dropped from 1.9 million
in 2005 to 1 million in 2016, while the number
of people infected each year has dropped by half
over the past decade. Seven countries, including
one high-prevalence country (Botswana), have
reported achieving their full ‘90-90-90’ targets,38
and several other high-burden countries – including
Haiti, Malawi, Rwanda, Eswatini (formerly known
as Swaziland), and Uganda – may likely reach these
levels of coverage during the coming one to three
years.
Building on this progress, experts have set global
‘fast-track’ goals of achieving the 90-90-90 targets
for testing, treatment and viral suppression in all
countries by 2020 and targets of 95-95-95 for
the same measures by 2030.39 Additional goals
have been set to scale up key HIV prevention
interventions, including condom distribution, harm
reduction programs for people who use drugs,
voluntary medical male circumcision, pre-exposure
prophylaxis (PrEP), and provision of HIV treatment
to HIV-positive pregnant women to ensure their
health and prevent infection of infants. Ambitious
goals have also been defined for key and vulnerable
populations, including scaling up comprehensive
HIV prevention and treatment services to achieve
universal coverage for all adolescent girls and young
women globally by 2020.40
Achievement of these coverage targets would
potentially result in a 90% reduction in annual HIV
infections – down to fewer than 200,000 new
infections per year by 2030 -- and a 90% reduction
in annual HIV-related deaths (fewer than 200,000

Epidemic models calculate that
achievement of the Fast-Track
targets by 2030 could avert 28
million HIV infections, saving over
10.8 million lives and avoiding vast
costs in disability and health care.

HIV-related deaths per year).41 Epidemic models
calculate that achievement of the Fast-Track targets
by 2030 could avert 28 million HIV infections,
saving over 10.8 million lives and avoiding vast
costs in disability and health care.
Tragically, the world is off-track, currently unlikely
to meet the 2020 targets for funding or program
scale-up for HIV. Progress is incomplete and uneven
in every region of the world and annual new HIV
cases, though declining, are unlikely to drop below 1
million without accelerated efforts.42 The results will
almost certainly fall short of all countries achieving
the 90-90-90 targets for testing, treatment and viral
suppression by 2020, and reducing annual new HIV
infections down to 500,000 people by 2020.
< Back to contents
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Getting back on course requires urgent
attention to several issues.

OFF-TRACK!
The health of adolescent girls
and young women
Of the 1.8 million people who become newly
infected with HIV every year, nearly 1 million are
women and girls. A disproportionate number of
these new HIV infections – over 350,000 each year
– occur in adolescent girls (10–19 years) and young
women (15–24 years), and over half of these are in
the highest-burden countries of East and Southern
Africa.43,44
The world’s countries committed in 2016 to scale
up HIV-related programming so that by 2020
annual HIV infections in adolescent girls and young
women would be reduced to below 100,000 per
year, 90% of adolescent girls and young women
at high risk of HIV infection would be reached
with comprehensive prevention services, 90% of
young people in need would have access to sexual
and reproductive health services and combination
HIV prevention options, and all countries would
eliminate gender inequalities and end all forms of
violence and discrimination against women and
girls.45
At current levels of effort, such ambitious and vital
progress against HIV will not happen. Evidence
in many countries points to ongoing barriers for
adolescent girls and young women in accessing
sexual and reproductive health services, education
and economic opportunity, and autonomy in
negotiating sex and marriage.46 ,47 Barriers to gender

equality and the rights of women and girls are not
falling easily.48 Evidence also shows that global
progress in reducing rates of HIV infections is due
largely to successes in reductions in cases among
newborns and older adults and weakest among
adolescents and young adults, in part because
health systems are not yet capable of adequately
reaching adolescent girls and boys with HIV testing,
treatment, care and support.49
Now, the world’s largest-ever generation of
young people is entering adolescence and young
adulthood in sub-Saharan Africa. As of 2018,
approximately 40% –45% of sub-Saharan Africa’s
population is below the age of 14, about to enter
in to the age when HIV risks are greatest, and yet
programming is not in place at sufficient scale
to prevent HIV and other sexually transmitted
infections and to promote and ensure sexual and
reproductive health.
Intensive and innovative HIV programs for
adolescent girls and young women have been
proven to reduce rates of new HIV infections by
25%–40%.50 However, these interventions have
been implemented in fewer than 10% of districts
in only 10 countries.51 ,52 Accelerated funding is
needed, through the Global Fund and other global
institutions and mechanisms, if the HIV response is
to hope to control the epidemic.

OFF-TRACK!
The health of key and vulnerable
populations
Key populations for HIV – including men
who have sex with other men, sex workers,
transgender people, and people who inject drugs,
all people who are often socially, politically, and
economically marginalized or criminalized –
account for 80% of new HIV infections outside of
sub-Saharan Africa.
Global commitments for HIV include that all key
populations will be reached with comprehensive
HIV prevention and harm reduction services by
2020, steps needed to achieve significant and
ongoing reductions in HIV infections among these
populations in all low-prevalence countries with
concentrated HIV epidemics.
Sufficient progress in meeting these commitments
is not happening. HIV infection rates among men
who have sex with other men and transgender
people remain stubbornly high and even increasing
in many parts of the world. Increases in HIV
infection rates are also documented among
people who inject drugs.53 Most people at highest
risk for HIV in key populations live in countries
classified by the World Bank as ‘middle income’ in
regions such as West Africa, Eastern Europe, Latin
America, South Asia, and Southeast Asia. Many
of these countries’ health systems lack funding
and programming to reach key and vulnerable
populations with quality HIV-related prevention,
treatment, and care, including harm reduction and
other services to address specific population needs.
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Furthermore, key populations are especially at
risk in the worsening human rights environments
documented in many countries.54,55,56,57,58
In countries as diverse as Brazil, Mexico, Pakistan,
Indonesia, Vietnam, Russia, and Ukraine, reductions
in international support for HIV programs have
had a negative impact on HIV services and
engagement of key and vulnerable populations in
health.59 The result has been slower progress in
efforts to diagnose and treat people and prevent
new infections. In regions such as Eastern Europe,
where international assistance for health has
been withdrawn, some countries have seen a
rapid resurgence of HIV epidemics among key
populations.60,61
To get on track, international funding needs to be
directed to key populations wherever they live and
to provide a ‘safety net’ of support for HIV-related
health programming wherever significant health
disparities exist.

OFF-TRACK!
Drug resistance
Underinvestment in the HIV response is creating
a crisis of drug resistance. People throughout
the world are told to start HIV treatment as soon
as they are diagnosed, and yet health systems
cannot ensure them access to a life-long supply of
medicines. Funding is lacking for viral load testing
to monitor treatment success or communitybased programs to support people in adhering to
treatment.
As of 2017, WHO has documented high levels of
HIV resistance to efavirenz and nevirapine in Africa,
Central America and Southeast Asia, undermining
the effectiveness of the two most affordable and
widely used non-nucleoside reverse transcriptase
inhibitor (NNRTI) drugs used in HIV treatment.62
To date, rates of resistance among other classes
of drugs – nucleoside reverse transcriptase
inhibitors (NRTIs), protease inhibitors, and integrase
inhibitors – remain relatively low (below 5%) and
many countries are changing first-line regimens
accordingly. But the root causes of emergent
drug resistance – challenges of medicine supplies,
diagnostics, and community-based supports – are
not being addressed fully. The global ART scaleup effort risks starting millions of people on HIV
treatments and then seeing rising rates of treatment
failure.
Major investments are needed in expanded viral
load testing, improved national procurement and
supply chains, and community-based HIV treatment
adherence support.

OFF-TRACK!
Global access to affordable
quality medicines

HIV advocates have had many hard-won successes
in advancing the global availability, accessibility,
and affordability of HIV treatments, diagnostic
tests, and other commodities such as condoms
and contraceptives. Funding entities such as the
Global Fund have contributed to this success
through supporting large-scale demand, reinforcing
country procurement and supply systems, and
negotiating lower prices for HIV treatments through
internationally pooled procurement. A year’s supply
of HIV treatment now costs about $75 per person
in low- and middle-income countries that have
access to generic treatment combinations.

This access to affordable
HIV treatments and related
diagnostic and monitoring
technologies is under threat.
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Almost 60% of people with HIV live in the 109
countries classified as middle-income. Many of
these countries have seen drastic reductions in
international development assistance for health and
many are also not eligible for competitively priced
medicines offered through global patent-pool
licensing.63
In too many middle-income countries, the priorities
of public health and universal health care access are
confronting powerful political and economic forces
that value corporate profits, international trade
relationships, and intellectual property protections
over public interests. Countries that have used
their right to challenge patents and implement
public health safeguards included in trade-related
intellectual property (TRIPS) agreements have
faced severe pressures and sanction threats from
developed countries.64,65 Other challenges such as
drug registration and low volumes are also creating
challenges for countries, whether low or middle
income, in procuring HIV medicines with domestic
funds.
The presumption that national governments in
middle-income countries can and will ensure access
and affordability of HIV medicines is frequently
false, especially in contexts where people living with
HIV are stigmatized, criminalized, or economically
and politically marginalized and where abusive
patent monopolies block market entry of more
affordable generic medicines.
Continued advocacy at national and global levels
is needed, along with international financing,
to promote access to medicines and prevent an
emerging crisis.

OFF-TRACK!
International and domestic
financing of the HIV response
HIV prevention and treatment programs are among
the most cost-effective public health interventions,
because they avert costs of intensive health care for
people progressing to AIDS, avoid the loss of adults
who are otherwise primary workers and caregivers
in their communities, and prevent a cascade of
onward infections. Experts calculate that scale-up
of HIV treatment in high-prevalence communities,
including treatment for prevention, costs less
than $200 for each year of life lost to disability or
early death (DALY), and that every DALY averted
yields a measurable economic return of over
$3,000 per capita in saved costs and increased
productivity.66,67,68
The world’s experts also recommend, and countries
have committed to, a significant investment in
HIV prevention and community-based services.
The United Nations targets in 2016 included a
commitment to at least a quarter of HIV spending
invested in HIV prevention; at least 6% of all HIV
spending focused on social enablers such as HIV
advocacy, community and political mobilization,
community monitoring, outreach programs and
public communications; and at least 30% of all
HIV-related service delivery being communitybased or community-led.69,70 In addition, health
experts have recommended routine use of traderelated intellectual property (TRIPS) flexibilities
to achieve affordable prices for medicines and
other commodities to help countries expand HIV
programming within limited national budgets.71

To reach the 90-90-90
targets by 2020 there needs
to be a 37% increase over
current spending

According to UNAIDS, to reach the 90-90-90
targets by 2020, total domestic and international
investments in HIV programs in low- and middleincome countries need to increase to at least
$26 billion annually, translating to more than $75
billion during the three-year period 2020–2022,
and representing a 37% increase over current
spending.72
However, despite the clear value and benefit
of HIV programs and the global targets for HIV
prevention and community-based programming
and funding, many countries struggle to reach
these goals because of health system structures
and constraints; prevailing policy, legal, and
political environments; and lack of political will.73,74
Domestic government and household spending in
low- and middle-income countries, which totaled
$12 billion (60% of total) in HIV-related financing
as of 2016, now accounts for most of the global
investments against HIV, but HIV expenditures
account for only 1% of national health investments
by low- and middle-income countries.75
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At current levels of programming and investment,
the world is facing tens of millions of people
needlessly infected and potentially an irreversible
loss of momentum and ability to control resurgent
epidemics.76,77
International aid will be central to achieving global
targets for HIV spending and service coverage. The
UNAIDS Fast-Track strategy describes a need for
international assistance of $11.6 billion annually
by 2020, an increase from the $7 billion spent in
2016.78 Most of this international assistance -- $6.5
billion – is needed to sustain and scale up HIV
programming in 31 low-income countries, mostly in
sub-Saharan Africa, with an additional $5.1 billion
needed for targeted HIV programming across 85
middle-income countries.79,80
Total international assistance for HIV programming
in 2017 was only 60% of what experts say is
required and has plateaued during the past five
years.81 The U.S. government, the world’s largest
contributor to the HIV effort, has scaled back its
goals, dropping its 2014 hope of epidemic control
in 50 countries by 2018 to aiming in 2017 for
epidemic control in only 13 countries.82 UNAIDS
estimates that, even with a projected increase in
domestic spending in low- and middle-income
countries to $14.6 billion by 2020, there will be an
approximate annual $6 billion gap for HIV programs
in 2020.83

Withdrawal of international aid for HIV from
middle-income countries and insufficient HIV
program funding in low-income countries has
driven the global HIV response off-course.84,85,86,87,88
Funding shortfalls are creating gaps within budget
portfolios, and are forcing governments to make
difficult choices, each with deep implications for
people’s lives and epidemic control. Significant gaps
are opening in funding of prevention and health
promotion, funding of health care systems to deliver
quality clinical care, funding of community-based
and community-led health programming, provision
of second-line and third-line regimens and scaling
up of treatment for all who need it.89
Flat funding for the HIV response may cause the
world to lose control of epidemics in every region.
Immediate action is needed to increase
investments and get the global HIV response
back on target.

Total international assistance for HIV programming in 2017 was
only 60% of what experts say is required and

has plateaued during the past five years
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In 2016, approximately 1.7 billion
people – 23% of the world’s
population – were carrying
latent TB infection and an
estimated 10.4 million people
fell ill with active TB.90,91
Although more than 6 million of the 10.4 million
active TB cases were diagnosed, at least 4 million
people were not diagnosed or treated.92 An
estimated 1.8 million people died because of TB,
including 400,000 who were HIV-positive.
Over 80% of the world’s TB burden is carried by
people in 22 countries. These countries include
some of the world’s largest middle-income
countries: China, India, Indonesia, Pakistan, Brazil,
Nigeria, and Russia, and also some of the world’s
poorest, such as the Democratic Republic of the
Congo and Mozambique. Mortality rates from TB

are highest in sub-Saharan Africa, with case fatality
ratios estimated to be higher than 25% in over 20
countries.93
Through a massive global effort that has invested
over $5 billion since 2002, rates of TB testing and
treatment have increased. The number of people
becoming ill with TB each year has been driven
down by 1.5% annually, and there has been a 30%
decrease in TB-related deaths since 2002, saving
over 50 million lives.
Public health experts call for an acceleration of the
effort to control and end TB epidemics, with goals
by 2020 of reaching 90% of all people in need with
TB treatment; achieving 90% treatment success
among those reached; and reducing TB cases by
20% and TB deaths by 35% compared to 2015.94,95
By 2030, as part of the SDGs, world leaders
have committed to a target of achieving an 80%
reduction in new TB cases each year and a 90%
reduction in deaths.96
Crucial to these goals will be extensive community
outreach for active case funding, systematic
screening and early detection of TB among
people at high risk, preventive treatment for all
people living with HIV and others at high risk, and
treatment of all people testing positive for TB.97,98,99
The world is not on target. Getting on track requires
urgent attention to several issues.

OFF-TRACK!
Diagnosing and treating all
cases of active TB
A global priority in controlling the TB epidemic is to
diagnose and treat all people who have active TB,
including the 4 million people each year who are
‘missed’ by health systems each year and millions of
others who are diagnosed but do not have sufficient
access to health care and support to ensure that
they succeed in treatment. 100,101,102
Extensive community outreach is needed for
active case funding, systematic screening and
early detection of TB among people at high
risk.103 The risk factors for developing active TB
are well known, and include factors such as HIV,
malnutrition, occupational exposure (e.g., in prisons,
mines, and healthcare clinics), or other risk factors
such as tobacco and alcohol use and diabetes. Many
of these people at highest risk have insufficient
access to health services because of low economic
means, limited social independence, or because of
the limited reach of health systems.
The 22 highest-burden countries are not yet
sufficiently resourced to find the 4 million
people each year who are currently missed by TB
screening and treatment programs. Leaving these
people undiagnosed and untreated endangers their
health and fuels ongoing TB transmission in their
families and communities.
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HIV is a particular risk for TB:
An estimated 1.2 million people living with HIV fell
ill with active TB in 2016.
Perhaps a third of the 37.6 million people living
with HIV are at high risk for active TB and are
recommended for routine TB screening and
preventive TB treatment.
Africa is home to approximately 75% of people
coinfected with HIV/TB, many of them women and
girls. They and many others coinfected are currently
living or have lived in contexts such as poor or rural
communities or prisons or other confined settings,
where routine screening, preventive TB treatment,
and access to care are unavailable or unreliable.
In other high-burden countries such as Pakistan and
Russia, people coinfected with HIV/TB face high
levels of stigma, discrimination, criminalization, and
poverty because of risk factors such as drug use
or incarceration, and thus do not have access to
regular screening and preventive treatment for TB.

OFF-TRACK!
Scale up of preventive TB
treatment
Achieving global TB targets requires annual
reductions in TB incidence rates of between 4% and
5% per year by 2020 and 10% per year by 2025,
and a reduction of mortality rates to below 10% of
cases by 2020 and 6.5% of cases by 2025.

The world is currently only reducing annual rates
of TB by 1.5% per year, which is steady progress
but not at the 10% annual reductions needed to
meet global goals.
As noted by WHO in its 2017 Global TB Report,
annual 10% decreases in TB incidence have only
been documented as resulting from TB control
efforts in the context of national universal health
coverage combined with broader social and
economic development, such as seen in countries in
western Europe during the 1950s and 1960s.
With enough domestic and international
investment, intensive public health efforts in
sub-Saharan Africa and South and Southeast Asia
could reach most people at highest risk for TB
with regular screening and prevention. Systematic
screening, early detection, and preventive
treatment for TB are highly effective in identifying
and preventing illness, especially when targeted to
those at highest risk such as people known to be
HIV-positive, people exposed in settings such as
prisons or mines, or people who are malnourished
or with other risk factors.
Current levels of domestic and international
funding are not at the needed scale in any of the 22
highest-burden countries.
Increased investment, including through the Global
Fund, is needed to achieve an end to TB by 2030.

OFF-TRACK!
Access to TB medicines and
diagnostics and prevention of
drug resistance
In 2016, at least 5% of the world’s TB cases were
drug resistant, mostly due to a lack of routine TB
screening and incomplete or improper TB treatment.
Approximately 600,000 new cases had resistance to
rifampicin, the most effective first-line drug. Most
(490,000) of those cases were multidrug-resistant
(MDR-TB) to both isoniazid and rifampin, and
approximately 30,000 TB cases were extensively
drug-resistant (XDR-TB), meaning resistant to four
commonly used anti-TB drugs. XDR-TB cases have
been confirmed in more than 120 countries around
the world.104,105
Experts estimate that only 60% of drug-resistant
cases are currently being identified and treated each
year. Roll-out of two newer medicines, bedaquiline
and delamanid, for the treatment of MDR-TB
has reached only 16% of people who need these
medicines.106 An estimated 95% of people in need
of specialized treatment for drug-resistant TB –
over 500,000 people in 2016 – lack access to the
necessary medicines.107
This emerging drug resistance is a major threat to the
global TB response. Not only do people who contract
MDR-TB or XDR-TB require longer more expensive
treatment and care and have worse health outcomes,
but countries must redirect limited resources to the
more intensive treatment and care required, which
can weaken broader efforts for TB prevention and
control.
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TB medicines, especially isoniazid and rifampicin,
are globally accessible and affordable largely
because of global pooled procurement through
the TB Global Drug Facility. Established in 2001,
the TB Global Drug Facility now purchases and
delivers over 24 million TB treatment courses
to 133 countries every year. By doing that, it
has helped to create a predictable and sizeable
market for potential pharmaceutical producers
and has negotiated low costs and steady supplies
for countries for faster local drug registration and
more efficient national procurement. Yet several
TB medicines that can be affordably produced at
generic prices are not yet accessible at those lower
prices in many high-burden countries because of
patent restrictions and limited reach of pooled
procurement mechanisms.108,109
The world’s countries must accelerate investments
to ensure worldwide routine rapid TB, HIV and
other screening for key populations, treatment of all
people testing positive for TB, research to validate
optimized shortened regimens, and detection
and treatment of all MDR-TB and XDR-TB. The
TB Global Drug Facility also needs full funding
as a cornerstone of strengthened efforts expand
accessibility and affordability of TB medicines.

OFF-TRACK!
International and domestic
financing of the TB response
Full funding of a scaled-up effort against TB is
projected to be about $13 billion per year, with
most of this required in the 22 highest-burden
countries.110,111

If the total $13 billion annual funding goal
were achieved, experts calculate
that each year:

> 1.5

million
Lives will
be saved

7 million

people will not
become ill from TB

an anticipated

$1.2 trillion

in economic RETURN ON INVESTMENT

There is a huge gap between that amount and
current funding levels. Spending on TB by low- and
middle-income countries reached a record level
of $6.9 billion in 2017.112 International assistance
contributed an additional $1.1 billion or 14% of
the total, an essential part of the global investment
against TB.
Yet the total 2017 investment – approximately $8
billion – is less than two-thirds of what experts say
is required to end TB epidemics.
Meeting worldwide investment needs estimates of
$13 billion per year implies the world’s wealthiest
countries contributing at least $1.3 billion, including
at least $850 million allocated through the Global
Fund, an 18% increase over Global Fund resources
for TB in 2017. If the total $13 billion annual
funding goal were achieved, experts calculate that
each year more than 1.5 million lives will be saved,
7 million people will not become ill from TB, and
there will be an anticipated $1.2 trillion in economic
return on investment.

The world’s countries must mobilize the
annual $13 billion in investment against
TB without delay.
FIVE KEY ASKS for the September 2018 UN
High-Level Meeting on TB:

1

Reach all people by closing the gaps on TB
diagnosis, treatment and prevention

2

Transform the TB response to be equitable,
rights-based, and people-centered

3

Accelerate development of essential new
tools to end TB

4

Invest the funds necessary to end TB

5

Commit to decisive and accountable global
leadership, including regular UN reporting
and review

For more information about key advocacy
issues and demands related to TB and the
upcoming United Nations High Level Meeting,
please visit the GFAN website at:
http://www.globalfundadvocatesnetwork.
org/campaigns/un-high-level-meeting-on-tb/
community-resources-for-the-tb-hlm/#.Wya_
aVMvxE4]
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Nearly half of the world’s population – about 3.2
billion people – are at risk of malaria.113 In 2016,
an estimated 216 million cases of malaria occurred
worldwide, and approximately 445,000 people
died because of the infection. Over 300,000
of those deaths were among children under
the age of five. A total of 91 countries reported
malaria transmission in 2016, but countries of
sub-Saharan Africa had 88% of the world’s malaria
cases and 90% of the world’s deaths.
Through a major global health effort during the
past 18 years, the world has made progress
in controlling malaria. A total of 582 million
insecticide-treated mosquito nets (ITNs) were
distributed globally during 2014–2016, including
505 million in Africa alone. Approximately 4
million buildings in high-burden African countries
were treated with indoor residual spraying (IRS) to
control mosquito populations. An estimated 312
million rapid diagnostic tests (RDTs) for malaria
were delivered globally in 2016, with 269 million
of these going to Africa, and an estimated 409
million treatment courses of artemisinin-based
combination therapy (ACT) were procured by
countries in 2016.

As a result of such efforts, annual malaria cases
have dropped by 42% since 2000, and annual
malaria deaths have been cut by 60%. This
translates into nearly 7 million lives saved, most
of them infants and children. Kyrgyzstan and Sri
Lanka were certified by WHO as malaria free in
2016, and thousands of deaths were prevented
in countries such as Ethiopia, India, and Nigeria.
Elimination of malaria transmission by 2030 is
now a goal for 35 countries, and experts have set
targets of a 90% reduction in malaria cases and
malaria deaths in the remaining 56 countries and
preventing 3 billion malaria cases and over 10
million deaths. These ambitious goals have been
taken up by global and regional initiatives that are
promoting collaboration across borders in regions
such as Central America, West and Central Africa,
Southern Africa, and Southeast Asia.114,115
Despite these achievements, WHO in its 2017
World Malaria Report warns that global progress
made against malaria since 2000 is now stalling
and that further progress is not certain, placing
millions of people at risk of resurgent epidemics.
Malaria is a disease prone to fast resurgence if
investments in malaria control are not sustained
or reduced. In 61 countries during the past
century, especially in the late 1960s when
malaria programs were scaled back due to lack
of funding and political commitment, malaria
resurged, increasing by 10-fold in many cases
during a period of five years or less.116,117 People
lose partial immunity to malaria when not

Nearly half of the world’s
population - about

3.2 billion people
are at risk of malaria

continually exposed, and so resurgence of malaria
after years of control can be especially costly in
causing widespread illness in newly susceptible
populations. The only way to prevent this from
happening is an acceleration of the effort to
completely eliminate malaria transmission in the
35 countries where it is most possible and then
focus resources on achieving and sustaining
malaria control in the remaining 56 countries.
The world is not on target. Action is
needed now to meet international targets in
the face of plateauing global funding, substantial
coverage gaps, competing political priorities and
the emergence of drug and insecticide resistance.
Getting back on track requires urgent attention to
several issues.
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OFF-TRACK!
Substantial coverage gaps
in Africa
More than 30 countries have significant gaps in
malaria prevention and treatment. They include
large African countries with high rates of malaria,
such as the Côte d’Ivoire, the Democratic Republic
of the Congo, Mozambique, Nigeria, and Tanzania,
and smaller yet extremely low-income and
resource-constrained countries such as Burundi,
the Central African Republic, Niger, and GuineaConakry. Some notable challenges in such countries
include the following:
•

•

Although 80% of African households now
have at least one insecticide-treated net (ITN),
nearly half (46%) of people are not yet sleeping
under a net and therefore are not benefitting
from this protection.
In African clinics, nearly 90% of fevers
suspected as malaria are now tested. This is
positive for those who make it to see a health
worker, but too many people are not accessing
health care when they have a fever. Experts
calculate that in 2016, more than two-thirds
(39%) of African children who fell ill with
fevers did not get access to any form of health
care, and thus were not tested for malaria.118

Issues of drug and insecticide resistance also
highlight the urgent need to further scale up malaria
prevention and treatment programs to maintain
control of epidemics and prevent resurgence:

•

•

•

Pyrethroids, until recently the leading class
of insecticide used on bed nets and in indoor
residual spraying, are becoming less effective for
mosquito control in many high-burden African
countries because of mosquito resistance.
Switches are required to more expensive
organophosphate insecticides.119
Current methods for mosquito control, notably
insecticide-treated nets and indoor residual
spraying, only reduce mosquito populations that
feed and rest indoors. Yet mosquito populations
that can feed and rest outdoors are not affected
by these prevention methods. Even in the bestcase scenario of universal bed net coverage,
novel strategies are needed to target malaria
transmission carried out by outdoor-biting
mosquitoes.
Furthermore, artemisinin, the leading drug in
malaria treatment, is facing resistant strains of
the malaria parasite. If this trend is not is not
controlled, artemisinin will need replacement
by yet-to-be-developed alternative treatments,
which will potentially increase the cost and
difficulty of achieving universal treatment
coverage.

Accelerated investment is needed now to close the
gap in malaria prevention and treatment, especially
in Africa.

OFF-TRACK!
Prevention for women,
children, and other vulnerable
populations
In all regions of the world, malaria control programs
are needed to improve the health of women,
children, and key and vulnerable populations, by
improving people’s living situations to better protect
them from mosquitoes and expanding access to
basic health services as an essential part of public
health.
Children under the age of five and pregnant women
are biologically more susceptible to falling ill from
malaria and suffer the highest rates of malariarelated illness. Their vulnerability translates to
days of caring for sick family members, days of
missed work and school, and greater economic
insecurity. All women and children also face barriers
in accessing appropriate prevention, treatment,
and care, and bear a disproportionate burden from
malaria (and thus disproportionate need):
•

In 2016 in the highest-burden countries
of Africa, some 4 million pregnant women
were given at least three doses of preventive
treatment (IPTp) to protect them from malaria
during pregnancy. However, the coverage
achieved that year represented only 19% of
pregnant women in the countries reporting and
only 11% of the estimated 35 million pregnant
women in Africa who could benefit from IPTp
each year.
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•

In countries of the Sahel region of Africa with
highly seasonal malaria, a major campaign
in 2016 reached 15 million children with
preventive treatment to protect them from
malaria during the months when malaria is
most likely to be transmitted. But this success
showed the distance yet to be travelled, for this
preventive treatment campaign reached only
54% of the children in the region who could
have benefitted from that intervention.

Throughout the world, malaria rates are also higher
among the economically poorest populations,
including mobile and migrant populations, people
in humanitarian crises, and indigenous and rural
communities. Susceptibility and high rates are
often driven by environmental circumstances that
increase exposure to mosquitoes, reduce access
to prevention interventions or diagnosis and
treatment, and cause poor nutrition and weakened
immune systems that increase susceptibility to
illness.
People in humanitarian emergencies and in fragile
states are particularly vulnerable to malaria because
of the breakdown of health services, displacement
of health workers, movement of non-immune
people to endemic areas, and concentrations of
people in high-risk, high-exposure settings.120,121
Examples of malaria-related vulnerability in cases
of conflict or political, social, or environmental
upheaval include recent malaria outbreaks in the
Rohingya refugee camps in Bangladesh, Nigeria
(Borno State), South Sudan, and Yemen; the rapid
spread of malaria cases in Venezuela as people flee
national economic and social crises; and persistently
high rates of malaria-related illness and deaths in

West and Central African countries such as the
Central African Republic, the Democratic Republic
of the Congo, and Guinea-Conakry.

lost to illness, and over $4 trillion in increased
economic output and $5 billion in savings to health
systems and households.

Intensified and expanded programming is needed to
address malaria among the world’s women, children,
and other vulnerable populations.

Malaria control is thus a high priority toward
achieving the SDGs, especially for countries in subSaharan Africa. In 2016, approximately $2.7 billion
was invested in efforts to control malaria. Nearly a
third of this investment was from malaria-endemic
countries – mostly middle-income countries of Asia
and Latin America – for health programs inside
their own countries. Over two-thirds of global
investment ($1.9 billion) was contributed from the
world’s wealthiest countries, with most of this,
about $1 billion, directed through the Global Fund.

OFF-TRACK!
International and domestic
financing of the malaria
response
In high-burden countries, malaria costs countless
days lost to illness, days absent from school or
work, and household costs and health system
costs related to illness. Preventing a case of
malaria costs only an average of $5–$8, making
it one of the world’s most cost-effective public
health interventions, second only to routine
immunizations. Cost-benefit analyses suggest a
40:1 return on malaria-related investments, with
every dollar spent on malaria control resulting in
as much as $36 in economic gain.122,123 In some
parts of Africa, it has been postulated that lifting
the heavy burden of malaria-related illness from
households, health systems, and economies could
boost national economies by over 1%.124

WHO and other global health experts calculate
that $6.5 billion is needed annually by 2020, with a
total of $100 billion needed by 2030, to achieve the
significant and steady reductions in malaria cases
and deaths and elimination of malaria transmission
in target countries called for by global strategies.
Global investments in 2016 of $2.7 billion were
less than half (41%) of what experts calculated as
the sum needed.
Significant increases in international funding are
needed to get back on track toward ending malaria
epidemics.

Analysis shows that the projected gains during
2019–2030 of achieving the 2030 targets set
by the RBM Partnership to End Malaria, when
compared to reverting to 2007 levels of effort,
would be 3.7 million fewer malaria deaths (including
2.5 million fewer deaths among children), 2 billion
fewer malaria cases, 1 billion fewer working days
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The Global Fund Advocates Network (GFAN) was
established in 2011 to unite voices and efforts from
all over the world to support a fully funded Global
Fund to Fight AIDS, Tuberculosis and Malaria.
GFAN builds on and brings together existing
structures, expertise, and experience that has been
developed and gathered since 2002 in support of
the Global Fund, working with advocates, activists,
and affected communities in the South and the
North, as well as Friends of the Fund organizations.
To learn more about advocacy opportunities
to support fully funded efforts against
HIV, TB and malaria, please visit
www.globalfundadvocatesnetwork.org

