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1. Introduction

In 2005 the international community made an historic commitment to achieve universal access to
HIV prevention, treatment and care by 2010 at the Group of Eight (G8) summit in Gleneagles,
Scotland. Despite important progress, the world is not yet on track to achieve this commitment,
and there are troubling signs that donors and implementing countries are capping or shrinking
funding for the HIV response.

The 2010 G8 Summit, in Muskoka, Canada, will emphasize progress towards Millennium
Development Goal (MDG) 4 (reducing child mortality) and MDG 5 (improving maternal health).
Attaining these MDGs is essential for improved human development in the developing world.
Substantial increased additional funding is urgently needed to put the world back on track to meet
these goals which are alarmingly off track. 

Evidence shows that reaching MDG 4 and 5 is also interlinked with success in reaching MDG 6
(combating HIV/AIDS, malaria and other diseases). Because success in the battle against HIV,
malaria and tuberculosis (TB) and success in improving the health of pregnant women and
children under 5 are interdependent, reports of a retreat by both donor and implementing
governments in funding the AIDS response1 are cause for even more serious concern. And it is a
troubling sign of weakening political commitment that the G8 is not holding itself accountable for
the goal it set on AIDS in the very year that reckoning for this G8 pledge falls due.

The International AIDS Society (IAS), the world’s leading independent association of HIV
professionals representing 14,000 members in 190 countries, recommends that the 2010 G8
Summit’s planned focus on tackling maternal and child health (MDGs 4 and 5) also includes MDG
6, and in particular the Universal Access goal it set. Making progress on MDGs 4 and 5 also
requires renewed global commitment to the goal of universal access to HIV prevention, treatment
and care - and a commitment to scale up resources to fund the response.

Recent evidence published in the Lancet shows that the introduction of accessible, women- and
child-friendly HIV services has begun to make inroads on the devastating maternal mortality rates
in countries with high HIV prevalence. While the world must intensify efforts and funding to
address all causes of maternal and child mortality, indications of a flagging commitment to scaling
up of HIV services are particularly concerning, given that HIV prevention and treatment services
demonstrate a tangible impact on maternal and child mortality and morbidity in many hyper-
endemic countries in Africa. 

The IAS calls for the G8 to commit to increase its financial support for the Global Fund to Fight
AIDS, Tuberculosis and Malaria (the Global Fund) as a key means to invest in maternal and child
health. The Global Fund was founded by the G8 in 2002 and is currently undergoing an
international donor replenishment, needing at least $20 USD billion for the years 2011-2013 in
order to scale up their efforts towards achieving the health MDGs by 2015.
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As G8 leaders gather, they must not ignore the fact that 2010 is the deadline established by the G8
itself to achieve universal access to HIV prevention, treatment and care for all those in need. While
there has been substantial progress towards this goal, it is still far from being met. Despite strong
evidence that effective responses to AIDS reduce HIV and TB transmission and morbidity, improve
maternal and child health and strengthen health systems, the political and financial support to
continue to scale up AIDS services appears to be waning.  

The G8 Summit provides a crucial political platform that guides the development agenda and
financial investments to meet the MDGs. It is critical, therefore, that the Muskoka G8 Summit
Communiqué reflects the interrelatedness of the health MDGs and the centrality of an effective
AIDS response to reaching MDG 4, 5 and 6. Sidelining the commitment on AIDS made to the
world at the 2005 G8 Summit will seriously damage the credibility of any new commitments on
global health made at this year’s summit.

A renewed political commitment to achieve Universal Access to comprehensive AIDS services,
backed by strong support for the Global Fund to provide the financial resources to make that
commitment a reality, will be a critical component of an effective response by G8 nations and the
international community to improve maternal and child health, and deliver on the promise of the
MDGs. 
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2. Splitting the MDGs: A False Dichotomy Leading 
to Missed Opportunities 

As the 2015 deadline for achieving the MDGs draws near, increasing global attention is focused on
MDGs 4 and 5, calling for a reduction by two thirds, between 1990 and 2015, of the rate of under-
five mortality and a reduction by three quarters, between 1990 and 2015, of the rate of maternal
mortality. Currently these two MDGs are the most off-track in terms of progress. 

Only 1 in 4 countries are on track to reach MDG 4; and every year, nearly 9 million children die
before their fifth birthday. In sub-Saharan Africa, close to one in seven children die before their fifth
birthday. HIV, TB and malaria account for 21% of deaths in children under 5.

MDG 5 is equally hard to reach, despite the fact that most maternal deaths are preventable. Every
year more than half a million women die due to complications of pregnancy and childbirth. Nearly
all of these women live in developing countries; half of all maternal deaths are in sub-Saharan Africa
with another third in Southern Asia. Unattended deliveries, haemorrhage, sepsis, lack of access to
emergency obstetric care, inadequate family planning supplies and unsafe abortion are top causes
of maternal mortality. In many of the countries that are most off track in reaching MDGs 4 and 5,
HIV is also a leading cause of maternal and infant death and a substantial brake on progress. 

Worldwide child mortality has declined by 52 percent since 1970, but only 31 developing countries
are on track to meet the MDG target; African countries hit hard by HIV are conspicuously absent
from the list. 

Only 23 countries are on course to achieve a 75% reduction in maternal mortality by 2015,
according to a review of 181 countries.2 While rapidly developing nations such as China, India,
Turkey and Egypt have demonstrated dramatic reductions in maternal mortality, countries in
Southern and Eastern Africa with a high burden of HIV have experienced increases in maternal
mortality of around 1% per year since 1990.

Countries with high rates of TB/HIV co-infection also report TB as a major contributor to maternal
mortality, as is the presence of malaria in women with HIV. And TB and malaria are major causes
of child mortality, alongside HIV.

One of the most effective ways to prevent child mortality from HIV is to prevent infants from
acquiring HIV during pregnancy and childbirth. Prevention of Mother-to-Child Transmission
(PMTCT) programmes to test pregnant women and deliver antiretroviral therapy (ART) during
pregnancy are highly effective, because ART has been proven to be beneficial both to treat women
for their own health and to prevent vertical transmission of the virus to the infant. New evidence
also shows that HIV treatment dramatically reduces the risk of HIV transmission through sex—a
recent study reported a 92% reduction. This substantial impact of HIV treatment on HIV
prevention means that scaling up ART is a critical component to protect pregnant women and
women of reproductive age from contracting HIV themselves, as well as to protect infants. 

10116_IASY_MotherhoodREVISED_V1_Layout 1  6/10/10  2:35 PM  Page 3



MAKING MOTHERHOOD AND CHILDHOOD SAFER page 4

Scaling Up AIDS Services Acceleartes Progress Towards All Health Goals

The link between HIV and Child Mortality

While pneumonia and diarrhoea are the primary causes of death for children under five3; infectious
diseases, including HIV and malaria, account for 68% of child mortality. 

HIV is the leading cause of death in children in Lesotho, Mozambique, Namibia, South Africa,
Swaziland and Zimbabwe. HIV infection has also exacerbated the impact of other life-threatening
diseases or conditions in young children, including TB. Causes of death analyses may
underestimate the contribution of HIV because many children weakened by HIV die of infectious
diseases before an HIV diagnosis can be made.

Studies show that a child does not have to be infected with HIV to be seriously impacted by the
epidemic. HIV infection in women has a significant impact on the health of their children, whether
or not the children are themselves infected with HIV. Children of HIV-positive mothers are
approximately 3 times more likely to die than children of HIV-negative mothers, regardless of the
child’s own HIV status.4

An analysis of the extent to which countries are falling short in progress towards the MDGs found
that a lower burden of HIV was associated with a better rate of progress towards achieving MDG
5.5 HIV and noncommunicable disease burdens explained more than half of between-country
inequalities in progress toward MDG 4. 

• A 2009 study in South Africa calculated that HIV accounts for 80% of all deaths among
children between 28 days and five years old.6

• In three countries with high HIV prevalence—Botswana, Namibia, and Zimbabwe—HIV
accounted for 42.4%, 35.1%, and 26.8% of under-five deaths in the 1990s.7 Another study
calculated that HIV accounted for nearly 10% of under-five deaths in sub-Saharan Africa in
2002.8

• Systematic review and meta-analysis of 17 studies addressing mortality in children being
treated for severe malnutrition in sub-Saharan Africa determined that children with HIV had a
significantly higher death rate than HIV-negative children (30.4% versus 8.4%, P < 0.001) and
almost a three times higher risk of dying (relative risk 2.81).9

• A population-level study in Kwazulu-Natal, South Africa, has shown that a substantial decline
in child mortality occurred alongside the roll-out of ART for mothers, between 2001 and 2006;
in the period 2003-2006 child mortality declined by 55%, and the researchers estimated that
31% of the reduction in child mortality was attributable to maternal ART.10

• Analysis of child mortality trends in 187 countries found evidence of accelerating declines in
sub-Saharan Africa from 2000 to 2010 compared with 1990 to 2000, a result suggesting the
impact of ART both to extend mothers’ lives and prevent transmission to children.11
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The link between HIV and maternal mortality

In most countries with a high HIV prevalence, HIV stands as a key obstacle to a faster decline in
maternal mortality, and is a leading cause of maternal mortality, in addition to unattended delivery,
haemorrhage, sepsis, lack of access to emergency obstetric care and unsafe abortion

• Countries in Southern and Eastern Africa with a high burden of HIV have experienced
increases in maternal mortality of around 1% per year since 1990.

• HIV is a major cause of maternal deaths in countries with a high burden of HIV. In South
Africa, for example, 43% of maternal deaths between 2005 and 2007 were due to HIV.

• It is estimated that HIV was responsible for around 60,000 maternal deaths in 200812, mostly
in poor countries in sub-Saharan Africa. 

• The global maternal mortality ratio fell from 422 per 100,000 live births in 1980 to 320 in
1990 and to 251 in 2008. Without HIV infection, however, the estimated global maternal
mortality ratio in 2008 would be nearly 20% lower, at 206 per 100,000 live births. 

• Studies in Malawi and Zimbabwe suggest that the risk of pregnancy-related death is eight to
nine times higher in women with HIV.13 As HIV prevalence rose in these countries, overall
maternal mortality rose 1.9 times in Malawi and 2.5 times in Zimbabwe from 1991 through
2001. 

• In South Africa, the maternal mortality ratio rose every year in South Africa from 1998 to
200414. A 2005 study determined that maternal mortality among HIV-negative South African
women was 34 per 100,000 live births, similar to mortality in middle-income countries such
as Brazil and Argentina.15 Maternal mortality among South African women with HIV was 10
times higher than among uninfected women. HIV was the cause of 43% of maternal deaths
between 2005 and 2007.16
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3. Reducing HIV-Related Child and Maternal Deaths:  
What Needs to be Done?

The impact of HIV on infant and child mortality can be addressed by: 

• keeping mothers with HIV alive with treatment and care so that they can care for their
children (whether or not the children have HIV themselves); 

• preventing transmission of HIV from mother to child and ensuring access to a
comprehensive range of sexual and reproductive health care services; 

• prompt diagnosis and treatment of children with HIV to increase uptake of effective
antiretroviral therapy, and 

• increasing the number of health workers providing integrated services for HIV as well as
maternal, newborn and child health, strengthening national procurement and supply chain
systems, expanding health care infrastructure, and other results-driven health systems
investments.

Research shows that integrated approaches to programming are needed to ensure maternal and
newborn health services provide these essential services, so that women with HIV are diagnosed in
pregnancy and receive appropriate treatment, and in order to ensure that infants are followed up,
tested for HIV and receive treatment when indicated. An integrated approach to responding to HIV
has the potential to strengthen all maternal-child health services in high-burden countries.

Prevention of Mother-to-Child Transmission (PMTCT)

PMTCT programmes provide a critical platform for integrated service delivery.17 The recent scale up
of programmes to prevent vertical HIV transmission enable women to receive a comprehensive
range of sexual and reproductive services at the facilities as well as HIV- services. Integrated
services can maximize health system capacity by leveraging human resources for broader health
gains.

• Treating pregnant women with standard combination ART greatly lowers HIV transmission
rates both during childbirth and postpartum.18,19,20,21,22,23 Effective ART increases maternal CD4
counts, and research shows that women with higher CD4 counts are less likely to transmit
HIV to their infants than women with lower counts.24

• UNAIDS estimates that providing antiretrovirals (ARVs) to prevent vertical HIV transmission
averted 200,000 HIV infections in the past 12 years, including 134,000 in sub-Saharan Africa
and 33,000 in Asia.25
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• Evidence from Botswana shows that annual infant HIV infections declined from 4600 in 1999
to 890 in 2007 following the achievement of almost universal coverage of PMTCT services.26

• Using historical data on maternal deaths and HIV transmission from a cohort study in
Zambia, Columbia University researchers have projected that if all pregnant women with HIV
received ART at a CD4 threshold of 350 (in line with new World Health Organization (WHO)
guidelines), 90% of maternal deaths in women with HIV and 90% of HIV transmission to
infants could be prevented.27

• Recent studies show that HIV treatment reduces malaria incidence among HIV positive
people; malaria is a key contributor to sickness and death in pregnant women and children,
and the impact of malaria on pregnant women with HIV is particularly severe. 

Treatment for children

• In the United States, the introduction of ART correlated with a significant decline in mortality
among children with HIV from 1994 to 2000.28 Similar benefits have been identified for
children with HIV worldwide.

• A landmark South African trial, CHER, found that providing immediate ART for HIV-infected
infants, regardless of CD4 percent, significantly decreased morbidity and mortality in the first
months of life.29 These findings led WHO to recommend starting ART for all HIV-positive
infants regardless of clinical or CD4 status.

• A 1168-child Cambodian study determined that lack of ART quadrupled the risk of death for
children with HIV infection.30

• 38% of children with HIV in need of treatment were receiving ART by the end of 2008.31 Taking
into consideration the new WHO treatment guidelines will result in an even lower overall
percentage of children receiving treatment.

• Modelling of various child mortality interventions for South Africa suggests that
comprehensive PMTCT services32 could save 37,200 children’s lives in 2015, compared to
2008. In comparison all other interventions to reduce infant and child mortality would save
11,500 lives in 2015.33 In other words, the HIV-related expenditure would save three children
for every child saved by all other interventions.
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Key tools in treatment and prevention of HIV in mothers and children 

Prophylaxis: ARVs given during pregnancy, at the time of delivery and during breastfeeding
reduce the risk of transmission. The most basic regimen, a single dose of nevirapine given to
mother and infant at the time of birth, is the easiest to implement, but still associated with a
transmission rate of up to 15% as well as drug resistance in HIV positive women. This
approach is now considered sub optimal by WHO which recommends that a multi-drug
combination of ART is commenced during pregnancy and taken until the time of weaning,
serving both as a treatment for the mother and a prophylaxis. This can reduce vertical
transmission rates to below 1% as well as protecting the health of the women. 

Treatment for mothers: WHO now recommends that mothers with CD4 counts below 350
(moderate immune damage) should receive lifelong ART with three drugs. Research shows
that despite the increased cost associated with implementing these new guidelines, they save
resources through reduced vertical transmission and improved health outcomes for women.
Many countries are concerned that they cannot afford to expand optimal treatment to all
pregnant women. As a result, preventable HIV infections are occurring in newborns. Analysis
of Zambian data suggests that implementing the new guidelines could prevent 90% of
maternal deaths and 90% of infant infections. 

Exclusive breastfeeding and prophylaxis: WHO recommends exclusive breastfeeding to
women with HIV, but also recommends that mother or infant should receive ARVs during
breastfeeding. Health services need to be supported to counsel women, provide medicines
and ensure that they are taken throughout breastfeeding.

Early diagnosis and treatment for children: All children born to women with HIV need to be
tested for HIV, and if found to be HIV-infected, should start ART as soon as possible. Currently
only 10-15% of children with HIV are receiving the treatment they need. 
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4. Conclusion: Why scaling up AIDS investments 
is essential to achieve MDGs 4 & 5

There is clear evidence of the inextricable links between maternal and child morbidity and mortality
and HIV in many of the countries failing to meet MDGs 4 and 5. Despite overwhelming evidence of
this connection, few programmes are addressing these links, and there is worrying evidence that
funding and other resources for HIV scale up is slowing. Wealthy nations are falling short of their
financial commitments to Universal Access, and the gap between resources committed and
resources required is growing. In two recent reports, Médecins Sans Frontières (MSF) reports
multiple consequences, such as ART stock outs, associated with implementing countries cutting
HIV treatment budgets. Several donor countries are flat lining or reducing their HIV investments,
leading to dramatic outcomes such as new waiting lists for life saving HIV treatment in hard hit
countries. 

Global coverage of outmoded, sub optimal PMTCT services reached only 45% by 2008, according
to the latest UNAIDS report, with urban areas accounting for most of this coverage.34 And many of
these programmes used outmoded approaches, with sub-optimal treatment regimens and services
not integrated with broader sexual and reproductive health care.

The Global Fund to Fight AIDS, Tuberculosis and Malaria estimates that it has supported
antiretroviral drugs for 790,000 HIV-positive pregnant women in low- and middle-income
countries since 2002, but in order to scale up to contribute its fair share in reaching the MDGs in
2015 it needs to raise at least $20 USD billion during the period 2011-13. To expand coverage to
75% of women in need of PMTCT services, as well as make stronger progress towards other
Universal Access targets, including lifelong treatment for more women and children. 

Three key events this year will determine how maternal and child health and HIV are taken forward
on the global health agenda: the G8/G20 Summits in June, the MDG Summit in September and
the Global Fund’s Replenishment in October. Throughout these processes, it is critical that wealthy
countries are held accountable for their previous commitments, including the commitment to
Universal Access for HIV prevention, treatment and care by 2010 made by the G8. The new G8
focus on maternal and child health brings an important boost to the vital need to scale up efforts
to save the lives of women and children. It is essential however that this should not be considered
in isolation of other health MDGs. An integrated approach to addressing all 3 health MDGs,
including a clear focus on maintaining momentum on HIV will prove most effective. A renewed
political and financial commitment to Universal Access will have wider health benefits than just
HIV, and the evidence clearly demonstrates that this will lead to further improvements in maternal
and child health.  
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To accelerate progress to reach the goals set to improve maternal and child health, the
international community must commit to:

• Rapid expansion of antiretroviral coverage for women with HIV in order to reduce maternal
mortality

• Rapid expansion of antiretroviral treatment for all men and women with HIV in need to
reduce community HIV viral burden and so limit further HIV transmission 

• Integration of services to prevent HIV transmission to infants, and to achieve rapid paediatric
HIV diagnosis across all sexual and reproductive health services and all services for newborns

• Support for countries to implement the most effective antiretroviral regimens to prevent HIV
transmission to infants 

• Scale up of efforts to diagnose HIV in children

• Rapid expansion of ART for children

• Expanded funding for the Global Fund, in line with its most ambitious scenario of USD$20
billion for the next 3 years.

Over the past decade the G8 has taken bold steps to encourage action on health. This led to the
creation of the Global Fund in 2002, and the ambitious Universal Access to HIV treatment,
prevention, care and support goal in 2005. In 2010 Muskoka needs to be remembered as the year
when the G8 took bold action to highlight the urgency of saving the lives of mothers and children
and to honour its previous commitments to scale up towards the Universal Access and to provide
the funds necessary for the Global Fund to fulfill its vital role in the next couple of years. Only
through integrated action such as this will the world meet its commitments to achieve MDGs 4, 5
and 6 in 2015. 
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