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F I N A N C E  R E P O R T

Children and 
Adolescents Affected 

by HIV & AIDS: 
Expenditures, Needs, 
and Resource Gaps

The Coalition for Children Affected by AIDS in partnership 
with Avenir Health, WHO, UNAIDS, UNICEF, and the Global 
Alliance to End AIDS in Children.  In collaboration with the the 
Governments of Kenya, Uganda and Cameroon, the Global 
Working Group on Financing for Children and Adolescents 
Affected by HIV, people living with HIV, PEPFAR, the Global 
Fund and private trusts and foundations.
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F O R E W O R D  by the Coalition for Children Affected by AIDS

This report is an essential guide to financial investment to end AIDS in children by 
2030 and to ensure all children and adolescents impacted by HIV survive and thrive. It 
is part of a longer-term project aimed to foster dialogue on how to improve resourcing 
for children and adolescents affected by HIV. Since 2021, the Coalition has chaired 
the Global Working Group on Financing for Children and Adolescents Affected by 
HIV. And in 2022, it created the first global analysis1 of trends in international donor 
expenditure for children and adolescents across major areas of programming, revealing 
a US$1 billion spending gap.

Already, this endeavor has generated important results: not least, PEPFAR has 
published new global reports on expenditures for children and adolescents, and Global 
Fund (the Global Fund to Fight AIDS, Tuberculosis and Malaria) has adapted its 
modular framework to make children and adolescents more visible in its financial and 
impact monitoring. Moreover, the Working Group has fostered unprecedented levels 
of transparency and collaboration.  

This new report builds upon these achievements by revealing how funds are being 
invested at the country level and where the gaps are. We intend that it helps all of us—
governments, donors, communities, academia, and civil society alike—to identify and 
address funding gaps and to improve resourcing overall for children and adolescents 
affected by HIV.

Yours, 
The Members of the Coalition for Children Affected by AIDS

1	� Stover, J. & Csaky, C. et al., (2022) Donor Commitments to Children and Adolescents Affected by 
HIV and AIDS,  The Coalition for Children Affected by AIDS, https://childrenandhiv.org/wp-content/
uploads/2022/11/CCABA-policy-report-Final.pdf. 

https://childrenandhiv.org/wp-content/uploads/2022/11/CCABA-policy-report-Final.pdf
https://childrenandhiv.org/wp-content/uploads/2022/11/CCABA-policy-report-Final.pdf
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E X E C U T I V E  S U M M A R Y

This is an equity issue: Children lag far behind adults in the fight against HIV and AIDS, and many come from populations 
facing social and structural exclusion, such as young families or key populations. The overall lack of their prioritization 
is the root cause of low investment in them: Data on children are not collected making their needs less visible, they are 
not a political or funding priority, and as a result, their needs are not met. This is a travesty, not least because HIV in 
children is now entirely preventable and treatable, and exposure to HIV and its wider social and economic impacts are 
holding back generations.

We now have a much better understanding of what funds are being spent, where, how much, by whom, and where 
the gaps are—in low- and middle-income countries (LMICs) across the world, including the 21 countries of highest HIV 
burden that account for 80% of disease for children. And for three countries—Kenya, Uganda, and Cameroon—this 
report provides detailed insights.  

Those working in HIV and broader social and economic development urgently need this information. Children and 
adolescents living with and affected by HIV are a vast and growing global population with distinct needs. HIV remains a 
major barrier to achieving many of Sustainable Development Goals (SDG), and preventing and treating HIV infection in 
children is a cornerstone of global goals to end AIDS for all by 2030. Yet we are far off track: Indeed, in many countries, 
progress is slowing down or at risk of reversal. If we do not invest now, we will undo the hard-won gains achieved in 
recent years—leading to far greater adversity and higher costs to society.

More money is not the only answer: We can achieve more with the funds we have by investing wisely and efficiently. 
For example, by finding and treating the many undiagnosed children living with HIV; integrating HIV prevention, testing 
and treatment services with broader health, social and economic interventions to maximize efficiency, share costs and 
achieve the greatest return on investment; refocusing funds towards community-based provision and leveraging their 
networks to reach excluded populations; putting communities in the driver’s seat for funding decisions; and improving 
donor coordination and targeting.

We must not miss this moment. We have unprecedented political momentum and strong partnerships, reinforced 
by the Global Alliance to End AIDS in Children.  And it is universally acknowledged that health systems must be fit 
for purpose to achieve better and more sustainable health outcomes and prepare for future pandemics. Here is our 
window of opportunity for change. Let’s use it.
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K E Y  R E S E A R C H  F I N D I N G S

1. 	� In all LMICs across the world, the annual spending gap to achieve HIV targets for children and adolescents is about 
US$1 billion. An estimated US$1.8 billion was spent in 2023, but US$2.8 billion is required.

2. 	� Half of this gap (US$505 million) is in the 21 sub-Saharan African countries that together account for 80% of all child 
and adolescent HIV.

3. 	� The largest gaps are in pediatric testing and treatment, economic support, and key populations under age 18.
4. 	� Three-quarters of all spending for children and adolescents is for prevention of mother-to-child transmission 

(PMTCT), pediatric testing and treatment, and social protection. PMTCT funding almost equals need.
5. 	� PEPFAR contributes almost half (47%) of total HIV spending, with domestic governments contributing 33%, the 

Global Fund 14%, the private sector 3%, households 2%, and other donors 1%.
6. 	� Data in Uganda, Kenya, and Cameroon show that these global trends are echoed at the country level: The total	

expenditure gaps are US$41 million in Uganda, US$49 million in Kenya, and US$14 million in Cameroon.
7. 	� The greatest area of spending in Kenya is PMTCT, adolescent boys and young men in Uganda, and treatment for 

children in Cameroon.
8. 	� All three countries are highly dependent on donor financing, with a greater percentage of funds coming from donors 

in Cameroon and Uganda.
9. 	� Other factors beyond insufficient funding also contribute to this lack of universal coverage for key interventions,	

such as health system.

R E C O M M E N D AT I O N S

There is global agreement on what needs to change. 
Many people living with HIV, representatives of civil society, donors, governments and academic institutions helped to 
create these recommendations. They will deliver impact across HIV targets and SDGs, and are fundamental to closing 
the treatment gap for children and adolescents affected by HIV. They have been grouped here into two steps for ease 
of reference. However, all can happen concurrently, and action should begin today.

STEP ONE - The building blocks underpinning smart funding
1. �Make incremental increases year by year to the amount of domestic resources that governments allocate to children 

and adolescents affected by HIV—at all health, administrative and political levels - local to national. This government-
driven agenda will pave the way to more sustainable progress, foster political and societal support, and enable long-
term planning independent from global trends or donor cycles. Achieving this change requires political commitment 
as well as action by the International Monetary Fund, World Bank, and private lenders to alleviate the debt burden 
of low-income countries.

2. �Support communities to lead. Programs will be far more impactful and efficient if communities—especially those at 
highest risk of HIV, including adolescent parents and the children of key populations—are in the driver’s seat. Increase 
their representation at all levels of financial and programming decision making—from local governments to the boards 
of international donors. Make financial and strategic information accessible to them, and build their capacity to 
participate. Remove legal and structural barriers that prevent communities from serving and advocating for children 
and adolescents affected by HIV, including key populations, and strengthen their capacity to do so with long-term, 
flexible advocacy funding disbursed at the start of each grant cycle. Smaller communitybased organizations are 
especially critical, as they are at the forefront of integrated service provision to excluded populations.

3. �Find the missing children. Identify the many undiagnosed children living with HIV and put them on life-saving 
treatment. This is vital to reduce both mobidity mortality and will produce myriad cost savings in the future. It needs 
innovative and aggressive testing strategies, including community-based testing, early infant diagnosis, selftesting, 
and index testing for children and adolescents. At a minimum, all children born of, living with, or exposed to someone 
living with HIV should be tested and linked to appropriate health services. Efforts must target infants as well as older 
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children outside regular contact with the health system—since most surviving children currently living with HIV are 
over five years of age. A shared methodology for costing this work would help countries to plan and fund it. 

4. �Know the HIV epidemic for children. This step will direct funding to where it is most needed and guide effective program 
design. Incorporate data on children and adolescents (ages 0–19) living with HIV and exposed to it during pregnancy 
and breastfeeding into routine data collection processes, including Population-based HIV Impact Assessments and 
national community-led monitoring. All countries should seek to use a common approach, including WHO’s universal 
definition of childhood (ages 0–9) and adolescence (10–19) and to disaggregate data based on five-year age bands, 
gender, and association with high-risk groups, such as the children of key populations and adolescent parents.

STEP TWO - Invest wisely and efficiently
1. ��Integrate services. HIV, health, social, economic, and humanitarian sectors must deliver as one: that is, simplify and 

coordinate services into a holistic package of tailored support for each HIV-affected child, adolescent, and caregiver. 
This will achieve multiple outcomes simultaneously and be far more impactful and cost-effective than each sector 
delivering in siloes. For example, antenatal care and education are key service points for integration, and social 
protection and cash transfers, mental health, and early childhood development services have an especially important 
role to play. This step must be evidence-informed to ensure a high return on investment. Pooling funding from 
different sectors behind a common system has been proven to make integration easier, and government ownership 
and leadership should be central to these efforts.

2. �Grow funding for HIV-specific interventions within this integrated system. As part of the integrated service provision 
described above, there must be dedicated service delivery points for the children of key populations, adolescent 
parents and others facing barriers to accessing generalized health services; information and behavior change 
campaigns for children, adolescents, caregivers, communities, and service providers on HIV and tackling the stigma 
around it; and biomedical interventions to find, test, and treat HIV, including cuttingedge technologies such as long-
acting cabotegravir and lenacapavir, treatment as prevention in adolescence, better antiretroviral drugs, and better 
postnatal prophylaxis.

3. �Mobilize more funding from diverse donors in and beyond the health sector. Funders, re-grantors, and implementers 
of HIV resources as well as wider social, economic, and humanitarian resources must make HIV-affected children 
and adolescents a budget priority and a target population against whose progress they measure their impact. They 
must also use data to direct funding to where it is most needed—a crucial step to filling in the gaps in expenditure 
and fostering innovation. In addition, PEPFAR must be reauthorized for another five years and retain the 10% set 
aside for orphans and other vulnerable children.

4. �Know expenditures for children and adolescents. Governments, donors, and UNAIDS should publish annually 
disaggregated data on expenditure for HIV-affected children and adolescents in order to ensure that money is being 
used wisely on the priorities identified by epidemic data in accordance with agreed-upon purposes and budgets. 
Expenditures should be tracked and reported using a common, low-burden data collection method.
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A C R O N Y M S

ABYM 	 adolescent boys and young men

AGYW 	 adolescent girls and young women

AIDS 	 acquired immunodeficiency syndrome

ANC 	 antenatal care

ART 	 antiretroviral therapy

ARV 	 antiretroviral drug

CNLS 	 Comité National de Lutte contre le SIDA

EID 	 early infant HIV diagnosis

FSW 	 female sex worker

GAM 	 Global AIDS Monitoring

HIV 	 human immunodeficiency virus

LMIC 	 low- and middle-income country

MSM 	 men who have sex with men

NASA 	 National AIDS Spending Assessment

OVC 	 orphans and other vulnerable children

PEPFAR 	 U.S. President’s Emergency Plan for AIDS Relief

PLHIV 	 people living with HIV

PMTCT 	 prevention of mother-to-child transmission

PrEP 	 pre-exposure prophylaxis

PWID 	 people who inject drugs

SDG 	 Sustainable Development Goals

TG 	 transgender persons

VMMC 	 voluntary medical male circumcision
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I N T R O D U C T I O N

This report provides a comprehensive picture of investment in children and adolescents affected by HIV: it shows 
how much funding is being spent, in which countries, on what, and where the gaps are. It describes the global 
picture in all LMICS as well as in the 21 countries with the highest HIV burden among children and adolescents. And 
it examines expenditure in Uganda, Kenya and Cameroon in detail. The findings are intended to guide investment 
decision making, as well as foster a dialogue on financing for children and adolescents affected by HIV. 

1

2	 �UNAIDS (2024) 2024 Global AIDS Report—The Urgency of Now: AIDS at a Crossroads, Geneva: UNAIDS, https://www.unaids.org/en/resources/
documents/2024/global-aids-update-2024. 

3	� UNAIDS (2021) The Global AIDS Strategy 2021–2026: End Inequalities. End AIDS. Geneva: UNAIDS, https://www.unaids.org/en/Global-AIDS-
Strategy-2021-2026. 

4	� https://www.childrenandaids.org/global-alliance. 
5	� The 12 priority countries of the Global Alliance to End AIDS in Children are Angola, Cameroon, Côte d’Ivoire, The Democratic Republic of the 

Congo, Kenya, Mozambique, Nigeria, South Africa, Tanzania, Uganda, Zambia, and Zimbabwe. 

Addressing the needs of these children and adolescents is a cornerstone of global goals to end AIDS by 
2030. Yet we are far from on track: in many countries, progress is slowing down or at risk of reversal. As 
noted in the 2024 Global AIDS Update2, almost half (43%) of children living with HIV are not in treatment; 
while children (0–14 years old) represent only 3% of people living with HIV, they account for 12% of AIDS-
related deaths—one in eight people who died due to AIDS in 2023 was a child; an estimated 120,000 
children acquired HIV in 2023, bringing the total number of children living with HIV globally to 1.4 million, 
86% of whom are in sub-Saharan Africa. And exposure to HIV and the wider social and economic impacts 
of the disease are holding back generations and hampering progress toward SDG. This lack of progress is 
a travesty, not least because HIV in children is now preventable and treatable.  

The Global AIDS Strategy 2021–20263 highlights how crucial it is to address the needs of HIV-affected children 
and adolescents, both in terms of helping them exercise their rights and ending the AIDS epidemic as a whole. 
Established in 2022, The Global Alliance to End AIDS in Children4 supports the Global AIDS Strategy by galvanizing 
political and financial support from UN agencies, major donors, NGOs, and governments, all of which have aligned 
behind a common framework. The 12 priority countries from Sub-Saharan Africa5 included in its first phase are all are 
in the process of creating detailed workplans and associated budgets, which also serve as the basis for their latest 
grant applications to PEPFAR and Global Fund.

However, the lack of transparency around the use of funding for children and adolescents makes it difficult to 
know whether and where plans are being funded. Money is also being wasted through siloed approaches, missed 
opportunities to invest in more cost-effective solutions, and poor targeting of the specific populations of children 
at greatest risk. While many funders—governments, donors, and private trusts and foundations—express their 
commitment to vulnerable children, adolescents, and caregivers in their policies and strategies, they do not track 
funds for them in sufficient detail so that they can see whether and where this commitment translates into action. 
This also means that they cannot be held accountable.

This kind of transparency is especially important as we seek to address the needs of those children left behind, 
including adolescent parents and their children, children associated with “key populations,” and other children and 
caregivers facing chronic social and structural exclusion. The HIV response needs to adopt new strategies and 
approaches grounded in differentiated service delivery to serve these populations. We have the evidence, and we 
know what works—what we need now is to deliver it at scale.  

https://www.unaids.org/en/resources/documents/2024/global-aids-update-2024
https://www.unaids.org/en/resources/documents/2024/global-aids-update-2024
https://www.unaids.org/en/Global-AIDS-Strategy-2021-2026
https://www.unaids.org/en/Global-AIDS-Strategy-2021-2026
https://www.childrenandaids.org/global-alliance
https://www.unaids.org/en/Global-AIDS-Strategy-2021-2026
https://www.childrenandaids.org/global-alliance
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We acknowledge that funding for HIV-affected children comes from a variety of sources. Domestic financing is 
especially critical, as it is the most sustainable and locally accountable source of funding. While PEPFAR and Global 
Fund may be the largest international funders for HIV prevention, other donors—including Australia, Germany, 
Norway, the Netherlands Development Cooperation Agency, Switzerland, and the UK, as well as major foundations 
such as the Bill & Melinda Gates Foundation, ViiV Healthcare, the Conrad N. Hilton Foundation, the Stephen Lewis 
Foundation, Gilead Sciences, and the Children’s Investment Fund Foundation— are also strategically important. 
Furthermore, it is not just “HIV funding” that needs to be considered: funding streams for social protection, sexual 
and reproductive health, universal health coverage, primary health care, maternal and child health, immunizations, 
early childhood development, gender equality, mental health care, and prevention of violence against women and 
girls also help children affected by HIV to varying degrees.

Now more than ever, it is important to know that money is being allocated wisely. Funders and the communities they
work with need to know how much is being spent, on what, where, to what effect, and what the gaps are. Only then
can they be sure that individual interventions are cost-effective and that policies and commitments are being put into
action, and can identify where investment opportunities remain untapped.

This is an equity issue: 
Children lag far behind 

adults in the fight against 
HIV and AIDS, and many 

come from populations 
facing social and structural 

exclusion, such as young 
families or key populations.
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M E T H O D O L O G Y

Three approaches have been used to prepare the information for this report:
1.	 an in-depth look at HIV spending on children and adolescents in three countries: Cameroon, Kenya, and Uganda
2.	 a global analysis of spending using publicly available data sources 
3.	 a special analysis prepared by PEPFAR showing spending by intervention 

In-depth Analysis for Cameroon, Kenya, and Uganda
In Cameroon, Kenya, and Uganda, a national consultant was hired to lead the data collection and interpretation 
processes in collaboration with the national government.

Avenir Health prepared a data collection tool for each country and provided it to the consultants. The consultants were 
trained to use the tool and participated in bi-weekly calls to report progress and discuss any issues. The consultants 
were asked to:
1.	� collect available expenditure data from all available national sources in the country, including consultations with the 

Ministry of Health, National AIDS Control Program, PEPFAR, and Global Fund country teams; 
2.	� consult with key stakeholders to estimate the share of expenses supporting children affected by AIDS, when 

expenditures are not clearly identified as benefitting children; 
3.	 collect expenditures to support OVC and provide psychosocial support;
4.	� search and collect information on non-AIDS services expenditure from government sources beyond the Ministry of 

Health that may benefit children affected by AIDS;
5.	 ensure that all relevant data are entered into the data collection tool and verified; and 
6.	 participate in presenting the results to national experts and stakeholders.

The main data sources used by the consultants to prepare the initial estimates include PEPFAR expenditure reports 
(https://data.pepfar.gov/library), Global Fund grant disbursements reports (https://data-service.theglobalfund.org/
downloads), GAM country reports, NASA 2019/20 (2020/2021 for Uganda), and program annual reports (Cameroon: 
CNLS). 

Some of the expenditure categories—such as PMTCT, pediatric ART, EID, OVC support, social protection, and school 
fees— are focused entirely on children. However, other categories include broader age groups, such as AGYW, key 
populations, or all ages. For these categories, we allocated a portion of total expenditures to children and adolescents 
based on the proportion of the total beneficiary population between the ages of 0 and 17. Table 1 shows the specific 
allocation rules and the proportions used for each country. 

The categories of spending used in this report are as follows:
•	 �PMTCT: all services related to preventing mother-to-child transmission of HIV, including testing at ANC visits, 

counseling, provision of ARVs, and support for breastfeeding 

•	� EID: early infant HIV diagnosis. Please note, some reports list this as a separate category, while in others, it might 
be included in general testing statistics. Most information on spending for HIV testing does not disaggregate by 
age group; in these cases, we have estimated the proportion that supports children. 

•	� ART: all services related to the provision of ARVs, including drugs, counseling, laboratory tests, and adherence 
support 

•	� OVC or social protection: support for orphans and vulnerable children, which can include food, clothing, bedding, 
shelter, health care, economic support, and psychosocial counseling 

•	� Cash transfers: cash support provided to adolescents or their families

•�	 VMMC: voluntary medical male circumcision provided to young men to reduce the risk of HIV acquisition

2

https://data.pepfar.gov/library
https://data-service.theglobalfund.org/downloads
https://data-service.theglobalfund.org/downloads


11Financing Report    |    The Coalition for Children Affected by AIDS

Since not all HIV expenditures are generated by ministries of health, consultants sought information on non–health 
spending as well. The total expenditure information collected included expenditures from all government sectors to 
the extent they were available. In Kenya, the GAM data contain expenditures generated at the subnational (county) 
level, social security, and reimbursable loans from development banks. Uganda NASA has expenditures from internally 
generated funds and the Ministry of Finance and Economic Planning. Expenditures from various economic sectors 
referred to as “dépenses des sectoriels” (15 ministries) in Cameroon were extracted from the CNLS annual reports:

1.	 MINREX – Le Ministère des Relations Extérieures
2.	 MINEPIA – Le Ministère de l’Elevage, des Pêches et des Industries Animales 
3.	 MINSEP – Le Ministère des Sports et de l’Éducation Physique
4.	 MINPOSTEL – Le Ministère des Postes et Télécommunications
5.	 MINTOUL – Le Ministère du Tourisme et des Loisirs
6.	 MINESUP – Le Ministère de l’Enseignement Supérieur
7.	 MINPROFF – Le Ministère de la Promotion de la Femme et de la Famille
8.	 MINESEC – Le Ministère de l’Enseignements Secondaire
9.	 MINPMEESA – Le Ministère des Petites et Moyennes Entreprises, de l’Économie Sociale et de l’Artisanat
10.	MINTSS – Le Ministère du Travail et de la Sécurité sociale
11.	MINDEF – Le Ministère de la Défense
12.	MINEFOP – Le Ministère de l’Emploi et de la Formation Professionnelle
13.	MINEPAT – Le Ministère de l’Économie, de la Planification et de l’Aménagement du Territoire
14.	MINJEC – Le Ministère de la Jeunesse et de l’Éducation Civique
15.	MINAS – Le Ministère des Affaires Sociales

Global Analysis
The global analysis is based on HIV expenditures reported by countries to the GAM system and available on the 
UNAIDS Financial Dashboard.6 

Expenditures are reported by category of intervention. The categories used for this report are as follows:
•	� PMTCT: programs to prevent mother-to-child transmission of HIV, including testing and counseling for pregnant 

women, EID, ARVs, and non-medical components of care 
•	� ART: care and treatment for PLHIV, including ARVs, laboratory monitoring (CD4 count, viral load), treatment of 

opportunistic infections, palliative care, and support and retention

•	 �PrEP: pre-exposure prophylaxis provided as a daily pill to protect against HIV acquisition, including new forms of 
PrEP now available, such as the Dapivirine Ring and CAB-LA monthly injection 

Table 1. Allocation Rules

Expenditure Category Approach Cameroon Kenya Uganda
AGYW prevention Female pop. 15–17 / Female pop. 15–24 20% 22% 20%

AGYW prevention Male pop. 15–17 / Male pop. 15–24 27% 27% 26%

Treatment not disaggregated by age PLHIV on ART 0–17 / PLHIV on ART all ages 4.5% 6.1% 4.6%

Key population services Population 15–17 / Population 15–49 13% 12% 15%

Other prevention Population 15–17 / Population 15–49 13% 12% 15%

Support services PLHIV 0–17 / PLHIV all ages 6.9% 6.9% 6.9%

6	 �https://hivfinancial.unaids.org/hivfinancialdashboards.html

�https://hivfinancial.unaids.org/hivfinancialdashboards.html
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•	 Testing: HIV testing and counseling for all except key populations
•	� VMMC: demand creation and service delivery for VMMC
•	� Cash transfers: cash payments (conditional or unconditional) to AGYW ages 10–24 or their families to reduce 

AGYW vulnerability
•	� Social protection: public and private initiatives that provide income or consumption transfers to the poor, protect the 

vulnerable against livelihood risks, and enhance the social status and rights of the marginalized
•	� Key populations: prevention services for FSW, MSM, TG, and PWID, including counseling, condoms, STI treatment, 

needle and syringe programs, and opioid substitution therapy

The GAM database has some expenditure data available for 118 countries, but not all countries report on all categories 
of expenditures. Table 2 shows the number of countries reporting for each expenditure category and the percentage 
of total expenditures (across all categories) represented by the countries reporting in each category. For example, 44 
countries reported to GAM on pediatric ART expenditures. We estimated spending in the countries that did not report 
to GAM (described below): for pediatric ART, spending by reporting countries was 49% of the total for all countries. 
When the reporting percentage is high, as for PMTCT and VMMC, we can have more confidence in the estimate of total 
expenditures than when the reporting percentage is low, as for cash transfers.

Of the 21 priority countries for children and adolescents, all but Cameroon and Burundi (who have never reported their 
expenditures to the GAM) have reported recently to the GAM. 

Not all countries report every year. For this analysis, we used the latest year that each country reported. Just over half 
(52%) of all countries reported expenditures for 2021 or 2022. Only 25% of countries have reports older than 2017. The 
weighted average for the most recent year is 2020 (weighted by total expenditures). 

To estimate expenditures for all countries, including those that did not report, we calculated the expenditure per 
beneficiary for all reporting countries and then multiplied this sum by the total number of beneficiaries for all countries. 
For ART and PMTCT, the beneficiaries are the number of people receiving ART or PMTCT in each country as reported 
by UNAIDS. For the other interventions, we used the target population (AGYW for cash transfers and AGYW PrEP, OVC 
for social protection, and key population sizes for FSW, MSM, TG, and PWID). 

Table 2. Country Expenditure Report to the GAM System

Expenditure Category Number of Countries 
Reporting

Percent of Total HIV 
Expenditures Represented 
by Reporting Countries

Pediatric ART 44 49%

Adult ART 62 54%

PMTCT 72 75%

EID 22 17%

Cash transfers 4 9%

Social protection 40 44%

Children and adolescents (not classified elsewhere) 41 63%

VMMC 13 100%

PrEP for AGYW 8 27%

FSW services 14 9%

MSM services 14 8%

Transgender services 26 36%

PWID services 38 51%
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The following GAM categories are considered direct expenditures:
•	 Treatment, care, and support
•	 Prevention of vertical transmission
•	 Prevention
•	 Programs for children and adolescents
•	 Social protection
•	 Community mobilization
•	 Treatment of TB/HIV coinfection

The remaining GAM categories (gender programs, governance and sustainability, and critical enablers) are considered 
support categories, since they support the entire program without being aimed at specific beneficiaries. The ratio of 
spending in the support categories to spending in the direct categories over the period 2020–2022 is 15.6%. Therefore, 
we add 15.6% of the direct spending for children and adolescents as the share of spending on support programs that 
benefits children and adolescents to the total sum. 

Current expenditures are compared with the estimated spending needed to achieve global targets for each intervention. 
These global targets are from the UNAIDS Global HIV Strategy and include 95% coverage for PMTCT for HIV-positive 
pregnant women, 90% for ART for children living with HIV, and support for all AIDS orphans. The coverage targets for 
key populations, AGYW, and ABYM vary by country depending on the epidemiological context. Resource needs are 
estimated by multiplying the number of people in need of each service by the unit cost to reach each person. 

PEPFAR Analysis
PEPFAR is the largest external funder of HIV programs for children and adolescents. It has conducted a special analysis 
for this report covering PEPFAR spending in all countries for the COP21 and COP22 budget years. This new analysis 
differs slightly from the COP21 analysis reported last year, as some of the allocation rules have been updated to 
better reflect PEPFAR’s experience. This analysis is based on budgets rather than actual expenditures, as more detail 
is available in the budgets. However, PEPFAR programs generally expend all of their budgets, so that budgets and 
expenditures align closely. The allocation rules are as follows:

•	� ART for children ages 0–14: all care and treatment programs targeted to boys and girls <15, plus a proportion of 
care and treatment that is not disaggregated by age (which is the target for treatment for those <15 divided by the 
sum of total treatment for all ages, ART for PMTCT, and ART for key populations not disaggregated by age) 

•	� Testing: all testing targeted to boys and girls <15, plus testing targets for <15 multiplied by the same proportion 
used for ART for children ages 0–14 

•	� Prevention: all prevention targets for boys and girls <15, plus a proportion of all PrEP not disaggregated by age, 
where the proportion is the PrEP target for <15 divided by the PrEP target for all ages, plus the PrEP target for key 
populations

•	� Socioeconomic: 100% of socioeconomic programs targeted to children <15
•	 OVC: 100% of budgets for OVC
•	 PMTCT: 100% of budgets for PMTCT
•	 Program management: program management spending aimed at children <15
•	� Above site programming: above site programs aimed at children <15

Additional details of these calculations are available on the PEPFAR Panorama website.7 

7	 �https://spotlight.pepfar-panorama.org/MicroStrategyLibrary 
app/20F2A7EC4211131FF05EE7886B0CB640/29C4C84E4536C6C66D245EADF5C7857A/WC140EB463C3C48D1BCA66AAAB0641B3A--KF7
F1692B4078432D57AE29B7F69A019D
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R E S U LT S

A key point to keep in mind when reading these research results is that the lack of sufficient funding is not the only 
reason that the coverage of key interventions is not universal. Other factors, such as health system constraints, also 
contribute to the issue. One major stumbling block is the difficulty of finding all the people in need of services: for 
example, children between the ages of 5 and 14 who are living with HIV but did not get diagnosed at birth may be 
difficult to find. In this case, more funds for treatment would not raise ART coverage; rather, better ways of reaching 
children with HIV testing and of linking them to care are needed to address this gap. A similar situation applies to various 
key populations in some settings.

Cameroon, Kenya, and Uganda
Cameroon, Kenya, and Uganda were selected as the countries suitable for in-depth analysis on the basis of their high 
HIV burden and geographic representation. Table 3 shows some key epidemic indicators for the three countries, as well 
as in all countries in sub-Saharan Africa and the 21 priority countries for the Global Alliance to End AIDS in Children.* 
There are more children living with HIV in Kenya and Uganda than in Cameroon, but Cameroon has poorer program 
coverage of PMTCT and ART. Kenya and Uganda have better PMTCT and ART coverage than all of sub-Saharan 
Africa, which is still better than that of Cameroon. About 16% of all children living with HIV in sub- Saharan Africa live 
in one of these three countries.

The estimated total annual expenditures on children and adolescents using the most recent data available are US$19 
million for Cameroon, US$145 million for Kenya, and US$65 million for Uganda. The distribution by funding source is 
shown in Table 4 below. All three countries rely heavily on external donors.

*	� The 21 priority countries are: Angola, Botswana, Burundi, Cameroon, Chad, Côte d’Ivoire, Democratic Republic of the Congo, Eswatini, 
Ethiopia, Ghana, Kenya, Lesotho, Malawi, Mozambique, Namibia, Nigeria, South Africa, Tanzania, Uganda, Zambia, and Zimbabwe.

3

Table 3. Key Epidemic Indicators for 2022

Table 4. Distribution of Resources for Children and Adolescents by Funding Source

Indicator Cameroon Kenya Uganda Sub-Saharan 
Africa

21 Priority 
Countries

Number of children 0 –17 years 2.0 million 23 million 23 million 490 million 390 million

PLHIV 0 –17 years 38,000 98,000 109,000 1.3 million 1.2 million

HIV prevalence 0 –17 years 0.3% 0.4% 0.5% 0.4% 0.3%

New HIV infections 0 –17 years 4,000 6,100 10,000 112,000 92,000

PMTCT coverage 68%  
(51%–82%)

94%  
(67%–100%)

98%  
(88%–100%)

83% 86%

Mother-to-child transmission rate 14% 8.5% 6.9% 10% 9.2%

ART coverage 0 –14 years 43%  
(34%–57%)

73%  
(56%–99%)

72%  
(60%–86%)

55% 58%

AIDS orphans 350,000 590,000 660,000 10.4 million 9.1 million

Country Domestic 
Government 

PEPFAR Global Fund Other Donors Private 
Sector

Cameroon 2% 54% 33% 11% 0%

Kenya 13% 51% 23% 0% 13%

Uganda 9% 58% 14% 17% 2%
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Figure 1 shows the distribution of spending on children and adolescents by category. In Cameroon, 80% of expenditures 
are for only three categories: PMTCT, ART, and support for OVC. Kenya has the largest share of expenditures allocated 
for PMTCT (and has achieved nearly universal coverage), as well as significant expenditures for AGYW. Uganda spends 
a smaller proportion on PMTCT and ART than the other two countries but spends a significantly larger share on support 
for OVC and programs for ABYM, which is largely allocated for VMMC. 

Kenya has reported expenditures to the GAM annually since 2017. These estimates are based on NASA results when 
available. For years not covered by a NASA, expenditures are estimated by the National Syndemic Diseases Control 
Council from the total expenditures collected from the major funders (e.g., the government of Kenya, PEPFAR, Global 
Fund, Amref Health Africa, Red Cross, etc.) and changes in macroeconomic conditions and program outputs. Figure 
2 shows how expenditures on children have changed over time: expenditures fluctuate from 2017 to 2019, but then 
are stable from 2020 to 2023. The largest component is PMTCT (38% in 2023), followed by support functions (24%), 
treatment (14%), and programs for AGYW (5%).

Figure 1. Distribution of HIV expenditures for children and adolescents in Cameroon, Kenya, and Uganda for 2023

Figure 2. Expenditures on children and adolescents in Kenya, 2017–2023
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In addition to the actual amount spent on children and adolescents, it is important to know whether these sums are 
enough or there is a spending gap. Table 5 shows the current spending, estimated resources needs, and the spending 
gap for each country. The spending gap for PMTCT is defined as the amount of additional spending required to achieve 
95% PMTCT coverage at current unit costs. The spending needs for ART are defined as the amount needed to achieve 
90% coverage of all children living with HIV at current unit costs. For the other categories, the estimated need is from 
the UNAIDS Global HIV Strategy. The categories in the Global Strategy are somewhat different from GAM categories; 
in addition, the strategy is now four years old, so the comparison is not exact, and a few categories show no additional 
resources needed. The largest gaps are for OVC/social protection (43% of the total gap) and key populations (27%). 

Table 6 displays the same information for the 21 countries that account for 80% of the HIV burden for children and 
adolescents. It is notable that a similar pattern of expenditure exists in these countries as well. Expenditures in these 
priority countries account for 54% of spending in all LMICs and a similar proportion of needs. 

Table 5. Current Expenditures, Needs, and Gaps (Millions of US$)

Table 6. Estimated Current Expenditures and Needs in 2025 in the 21 Countries That Account for 80% of the Burden 
of Child and Adolescent HIV (Millions of US$)

Intervention Cameroon Kenya Uganda
Current 

Spending Needs Gap
Current 

Spending Needs Gap
Current 

Spending Needs Gap

PMTCT $5.5 $7.8 $2.2 $41.8 $42.2 $0.4 $5.2 $5.0 -$0.2

EID $0.0 $0.0 $0.0 $0.0 $0.0 $0.0 $1.1 $0.0 $0.0

ART $5.0 $10.5 $5.5 $16.0 $19.8 $3.7 $14.0 $17.5 $3.5

Testing $0.2 $0.4 $0.2 $39.0 $39.0 $0.0 $0.8 $0.6 -$0.2

OVC $2.9 $1.9 -$1.0 $2.0 $41.4 $39.4 $16.8 $32.3 $15.5

Social protection $0.1 $0.0 $0.0 $1.0 $0.0 $0.0 $0.9 $0.0 $0.0

School fees $0.0 $0.6 $0.6 $8.1 $10.5 $2.4 $0.0 $5.8 $5.8

AGYW (15–17) $0.4 $0.8 $0.4 $16.9 $2.8 -$14.2 $1.9 $5.4 $3.5

ABYM (15–17) $0.4 $0.4 $0.0 $2.0 $0.9 -$1.1 $17.2 $10.7 -$6.5

Key populations $0.0 $3.8 $3.8 $2.9 $15.7 $12.8 $0.0 $16.2 $16.2

Program support $1.7 $3.0 $1.3 $16.0 $21.1 $5.1 $7.1 $10.3 $3.2

Total $16.2 $29.1 $12.9 $145.8 $193.3 $47.5 $65.0 $103.7 $38.8

Intervention Expenditures Resource Needs Gap
PMTCT $236 $260 $24

ART $216 $335 $119

Economic support $3 $231 $228

Social protection $249 $245 $0

Other programs for children and adolescents $74 $38 $0

VMMC $60 $83 $23

AGYW PrEP $7 $70 $63

Key populations $3 $25 $22

Management and support $133 $201 $68

Total $981 $1,488 $507
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Global Analysis
Spending on HIV programs for children and adolescents in all LMICs is estimated to be about US$1.8 billion in 2023. 
The distribution of spending is shown in Figure 3: the largest categories are PMTCT (31%); ART, including testing 
(22%); and social protection (20%). PEPFAR contributes about 47% of the total spending on children and adolescents, 
with domestic government contributing 33%, the Global Fund 14%, the private sector 3%, households 2%, and other 
donors 1%.

The estimated spending can be compared with the estimated needs to understand the magnitude of the funding gap. 
Table 7 and Figure 4 show the current spending, resource needs, and gaps in spending by intervention. The resource 
needs for PMTCT and ART are based on the additional amounts needed to reach the global coverage targets at 
current unit costs. For all other interventions, the estimates for resource needs are taken from the UNAIDS Global AIDS 
Strategy estimate of needs for 2025. These estimates, prepared in 2020, are now somewhat dated, so the comparison 
should be viewed with caution. The estimates for resource needs will be updated in 2025. 

The gap for PMTCT is about US$90 million globally. In some countries, low ANC appointment attendance hampers 
efforts to achieve greater coverage, but in most countries in sub-Saharan Africa, the region with the greatest need, 
the gap is due to lost opportunities to test all women attending ANC and to start HIV-positive women on ART. More 
resources would allow programs to close these gaps. 

Figure 3. Distribution of spending on children and adolescents in the latest year available

Note: Cash transfers spending is too small of a proportion to show up on this chart. It is US$4 million out of a total of US$1,796,000.
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Table 7. Estimated Current Expenditures and Needs in 2025 in LMICs (Millions of US$)8

Intervention Expenditures Resource Needs Gap
PMTCT $559 $647 $88

ART $408 $640 $232

Economic support $3 $232 $229

Social protection $348 $263 $0

Other programs for children and adolescents $198 $263 $65

VMMC $63 $90 $28

AGYW PrEP $4 $70 $66

Key populations $19 $188 $168

Management and support $250 $374 $124

Total $1,851 $2,767 $1000

Figure 4. Current spending and the gap to meet global targets by 2025 (millions of US$)

The gap for ART shows the additional resources required to treat all children living with HIV. But more money for 
treatment is not necessarily the answer: the gap for ART coverage primarily reflects the difficulty of finding all children 
living with HIV. Today, most children living with HIV are ages 5 to 9 or 10 to 14; that is, they were infected 5 to 14 years 
ago when PMTCT and infant testing programs were not yet widespread. Although many of the children infected 5 to 14 
years ago have died, many others have survived. Since children have less contact with the health system after the age 
of five, opportunities to test these older children are limited. One approach that has shown some success is testing the 
children of adults already in treatment for HIV. 

There is no gap in social protection coverage because the global strategy focuses only on support for AIDS orphans, 
while current programs may have a broader definition of social protection. 
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8	� UNAIDS Internal Resource Needs Estimates.
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PEPFAR Analysis
The results of the PEPFAR spending analysis are shown in Table 8. This table is not strictly comparable with Table 7, 
since it includes the entire 15–24 age group, rather than only the 15–17 age group used in Table 7. Thus, the total 
spending in COP22 of US$1.192 million would be about US$815 million if it included only 30% of the 15–24 age group. 
This sum represents 45% of the estimated total spending from Table 4 and 55% of spending in the 21 priority countries.  

Table 8. PEPFAR Spending on Children and Adolescents for COP21 and COP22 Budget Years

Programmatic Area COP21

<15 15 - 24 Other Total

Care & Treatment $177,517,756 $128,872,273 N/A $306,390,029

Testing $25,315,359 $46,808,913 N/A $72,124,272

Prevention $61,999 $197,471,697 N/A $197,533,696

Socio Economic $5,095,685 $92,058,510 N/A $97,154,195

OCV N/A N/A $204,098,629 $204,098,629

PMTCT N/A N/A $187,601,270 $187,601,270

Program Management $0 $9,517,250 $10,417,383 $19,934,633

Above Site Programming $50,000 $11,735,539 $4,178,668 $15,964,207

Total $208,040,799 $486,464,181 $406,295,950 $1,100,800,930

Programmatic Area COP22

<15 15 - 24 Other Total

Care & Treatment $208,687,474 $135,973,327 N/A $344,660,801

Testing $23,135,531 $58,949,728 N/A $82,085,259

Prevention $343,491 $204,059,342 N/A $204,402,833

Socio Economic $0 $97,671,761 N/A $97,671,761

OCV N/A N/A $196,502,988 $196,502,988

PMTCT N/A N/A $204,530,561 $204,530,561

Program Management $0 $35,207,789 $16,254,763 $51,462,552

Above Site Programming $264,150 $6,229,093 $4,702,532 $11,195,775

Total $232,430,645 $538,091,041 $421,990,844 $1,192,512,530
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The distribution of PEPFAR spending (Figure 5) is somewhat different from spending from all sources, which illustrates 
the difference in focus of PEPFAR programs. Care and treatment is the largest category at 36%, followed by PMTCT 
(17%), prevention (17%), and OVC (16%).

Figure 5. Distribution of PEPFAR spending in COP22 by category
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R E S E A R C H  C O N C L U S I O N S  B Y  AV E N I R  H E A LT H

Total spending on HIV programs to support children and adolescents (ages 0–17) in 2023 was about US$1.8 billion in 
all countries and US$981 million in the 21 countries that account for 80% of the burden of child and adolescent HIV 
(Table 6). Spending comes from a variety of sources, primarily domestic governments, PEPFAR, the Global Fund, and 
private out-of-pocket payments.

Total spending on HIV programs to support children and adolescents (ages 0–17) in 2023 was about US$1.8 billion in 
all countries and US$981 million in the 21 countries that account for 80% of the burden of child and adolescent HIV 
(Table 6). Spending comes from a variety of sources, primarily domestic governments, PEPFAR, the Global Fund, and 
private out-of-pocket payments.

Expenditures on PMTCT programs are nearly sufficient to meet needs in all LMICs. US$647 million is required and 
US$599 million is spent—leaving a funding gap of about 8% or US$48 million in 2023. However, ART lags far behind: 
current spending is only 65% of the need. US$622 million is required, and US$405 million is spent, leaving a gap of 
US$217 million. Just over 80% of all spending is for PMTCT (US$599 million), ART (US$405 million), social protection
US$352 million), and prevention for children and adolescents (US$352 million) (Table 7).

Spending in Cameroon, Kenya, and Uganda shows that there is considerably more funding in the higher burden 
countries (Kenya and Uganda) compared with Cameroon (Table 5). The annual funding gap is about US$13 million in 
Cameroon, US$48 million in Kenya, and US$38 million in Uganda. All three countries are highly dependent on donor 
financing.

In Cameroon, 80% of expenditures are for only three categories: PMTCT, ART, and support for OVC. Kenya has the 
largest share of expenditures allocated for PMTCT (and has achieved nearly universal coverage) and also generates 
significant expenditures for AGYW. Uganda spends a smaller proportion on PMTCT and ART than the other two 
countries but spends a significantly larger share on support to OVC and programs for ABYM, which is largely allocated 
for VMMC.

PEPFAR expenditures for programs benefitting children and adolescents ages 0–24 (Table 8) are about US$1.2 billion 
in the latest year available (COP22 budget year) and just over US$800 million if limited to ages 0–17. PEPFAR support 
is crucial to the effort to protect children: it may be responsible for as much as 45% of all spending to support children 
and adolescents.

Compared with the 2023 report, this analysis benefitted from more data: PEPFAR has updated the analysis of its 
spending, and UNAIDS has updated the GAM database with many more recent country reports. Analyzing the Global 
Fund data remains a challenge: the available data are not disaggregated enough to accurately identify spending on   
children and adolescents. New reporting guidelines established by the Global Fund may improve this situation in the 
future, but it may take several years before the disaggregated data are available in full.

Another challenge is that definitions of children and adolescents are not aligned across organizations. The Coalition  
uses ages 0–17, while most expenditure reporting defines children as under age 15 and adolescents and young people 
at ages 15–24. While finer detail in age distribution would facilitate this type of analysis, the extra reporting burden 
probably makes it infeasible. Many of the programs that support children and adolescents may benefit from non-AIDS 
funding. For example, ministries of social protection may support OVC, economic strengthening, and prevention of 
gender-based violence, and ministries of education may support comprehensive sexual education. These expenditures
are usually not reported in a way that would facilitate including them in this analysis. Other researchers have highlighted
the multiple benefits of funding such broad social programs9 and have recommended approaches to calculating the 
benefits of shared funding.10
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9	� Anna Vassall et al., (2013) “Financing Essential HIV Services: A New Economic Agenda,” PLoS Med 10.12: e1001567, https://doi.org/10.1371/jour-
nal.pmed.1001567.

10	� William E. Rudgard et al., (2024) “The Case for Rights-Based Investments in Adolescent Girls in Kenya: An Economic Modelling Study,” SSRN: 
http://dx.doi.org/10.2139/ssrn.4796783. 

https://doi.org/10.1371/journal.pmed.1001567
https://doi.org/10.1371/journal.pmed.1001567
http://dx.doi.org/10.2139/ssrn.4796783
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R E C O M M E N D AT I O N S :  W H AT  N E E D S  T O  C H A N G E

Many people living with HIV, representatives of civil society, donors, governments and academic institutions helped to 
create these recommendations. They will deliver impact across HIV targets and SDGs, and are fundamental to closing 
the treatment gap for children and adolescents affected by HIV.  They have been grouped here for ease of reference. 
However, all can happen concurrently and action should begin today.

We must not miss this moment.  We have unprecedented political momentum and strong partnerships, reinforced 
by the Global Alliance to End AIDS in Children as well as universal acknowledgement that health systems must be fit 
for purpose to achieve better and more sustainable health outcomes and prepare for future pandemics.  Here is our 
window of opportunity for change. Let’s use it.

STEP ONE - The building blocks underpinning smart funding
1. �Make incremental increases year by year to the amount of domestic resources that governments allocate to children 

and adolescents affected by HIV—at all health, administrative and political levels - local to national. This government-
driven agenda will pave the way to more sustainable progress, foster political and societal support, and enable long-
term planning independent from global trends or donor cycles. Achieving this change requires political commitment 
as well as action by the International Monetary Fund, World Bank, and private lenders to alleviate the debt burden 
of low-income countries.

2. �Support communities to lead. Programs will be far more impactful and efficient if communities—especially those 
at highest risk of HIV, including adolescent parents and the children of key populations—are in the driver’s seat. 
Increase their representation at all levels of financial and programming decision making—from local governments 
to the boards of international donors. Make financial and strategic information accessible to them, and build their 
capacity to participate. Remove legal and structural barriers that prevent communities from serving and advocating 
for children and adolescents affected by HIV, including key populations, and strengthen their capacity to do so 
with long-term, flexible advocacy funding disbursed at the start of each grant cycle. Smaller community based 
organizations are especially critical, as they are at the forefront of integrated service provision to excluded populations.

3. �Find the missing children. Identify the many undiagnosed children living with HIV and put them on life-saving 
treatment. This is vital to reduce both mobidity mortality and will produce myriad cost savings in the future. It needs 
innovative and aggressive testing strategies, including community-based testing, early infant diagnosis, selftesting, 
and index testing for children and adolescents. At a minimum, all children born of, living with, or exposed to someone 
living with HIV should be tested and linked to appropriate health services. Efforts must target infants as well as older 
children outside regular contact with the health system—since most surviving children currently living with HIV are 
over five years of age. A shared methodology for costing this work would help countries to plan and fund it. 

4. �Know the HIV epidemic for children. This step will direct funding to where it is most needed and guide effective program 
design. Incorporate data on children and adolescents (ages 0–19) living with HIV and exposed to it during pregnancy 
and breastfeeding into routine data collection processes, including Population-based HIV Impact Assessments and 
national community-led monitoring. All countries should seek to use a common approach, including WHO’s universal 
definition of childhood (ages 0–9) and adolescence (10–19) and to disaggregate data based on five-year age bands, 
gender, and association with high-risk groups, such as the children of key populations and adolescent parents.

STEP TWO - Invest wisely and efficiently
1. ��Integrate services. HIV, health, social, economic, and humanitarian sectors must deliver as one: that is, simplify and 

coordinate services into a holistic package of tailored support for each HIV-affected child, adolescent, and caregiver. 
This will achieve multiple outcomes simultaneously and be far more impactful and cost-effective than each sector 
delivering in siloes. For example, antenatal care and education are key service points for integration, and social 
protection and cash transfers, mental health, and early childhood development services have an especially important 
role to play. This step must be evidence-informed to ensure a high return on investment. Pooling funding from 
different sectors behind a common system has been proven to make integration easier, and government ownership 
and leadership should be central to these efforts.

5
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2. �Grow funding for HIV-specific interventions within this integrated system. As part of the integrated service provision 
described above, there must be dedicated service delivery points for the children of key populations, adolescent 
parents and others facing barriers to accessing generalized health services; information and behavior change 
campaigns for children, adolescents, caregivers, communities, and service providers on HIV and tackling the stigma 
around it; and biomedical interventions to find, test, and treat HIV, including cuttingedge technologies such as long-
acting cabotegravir and lenacapavir, treatment as prevention in adolescence, better antiretroviral drugs, and better 
postnatal prophylaxis.

3. �Mobilize more funding from diverse donors in and beyond the health sector. Funders, re-grantors, and implementers 
of HIV resources as well as wider social, economic, and humanitarian resources must make HIV-affected children 
and adolescents a budget priority and a target population against whose progress they measure their impact. They 
must also use data to direct funding to where it is most needed—a crucial step to filling in the gaps in expenditure 
and fostering innovation. In addition, PEPFAR must be reauthorized for another five years and retain the 10% set 
aside for orphans and other vulnerable children.

4. �Know expenditures for children and adolescents. Governments, donors, and UNAIDS should publish annually 
disaggregated data on expenditure for HIV-affected children and adolescents in order to ensure that money is being 
used wisely on the priorities identified by epidemic data in accordance with agreed-upon purposes and budgets. 
Expenditures should be tracked and reported using a common, low-burden data collection method.

Donors Have a Special Role to Play
Many LMICs are heavily reliant on donor funding—whether from PEPFAR, the Global Fund, or private trusts 
and foundations. We urge these donors to continue to play an important strategic role in the following ways:
• 	� Supporting efforts to challenge social and structural inequalities that perpetuate child and adolescent HIV. 

This means balancing support for governments and UN agencies with direct investments in civil society, 
especially smaller community-based organisations working at the front line with excluded populations. 
There has been a concerning decrease in direct funding to civil society: We cannot assume that broader 
investments are trickling down to them, and such a model hinders community independence, debate, 
and, ultimately, progress.

• 	� Mobilising diverse funders focused on broader social, economic, and humanitarian goals to direct 
resources towards HIV-affected children and adolescents.

• 	� Coordinating with each other and deliberately targeting grants to fill the gaps.
• 	� Sponsoring research, collaboration, and innovation to understand the needs of children and adolescents 

and how best to meet them.
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CHILDREN AFFECTED BY AIDS

Established in 2004, The Coalition is an independent global advocacy 
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HIV, health rights, and equity issues. Our 28 Core Members are 
senior leaders from various sectors from UN, donor, NGO, and 
academic organizations. We also have over 300 Advocate 

Members—mainly community champions—whom we support 
via the Vibrant Young Voices movement.
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