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HIV veterans can't ignore
-Africa’s call for reinforcements

BY RoON MaAcCINNIS

recent World AIDS
Day video pro-
duced by UNAIDS,
the Joint United

Nations Program

on HIV/AIDS,
opens with a scene
of a young Ugandan walking through
his family’s burial grounds. The boy

points to one grave after another. -

He points to his mother. His father.

His sisters. His brother. His uncle.

AIDS has taken his whole family.
Thic fear, heartache snd despair in

the face of this frail

rccognizable to any-
one who has lost
spmeonc to AIDS. But
is eyes—devoid of
. e¢xpression—speak
volumes abour some-
thing harder for us to
identify. It is the famil-
iar suffering of AIDS,

eyond our capacity
imagine.
. The. staggering sta-
Wstics can only hint at
he extent of the cri-
is. Since the epidem-
started, an estimat-
d 11.5 million Afri-
Ians' have died of the
iscase. Today more
han 20 million, in-
rludmg millions of
ith HIV—on a conti-
eunt long plagucd by
var, drought. famine

nd grinding poverty.
It is no exaggera-

:

‘everywhere. One of
the achievements of
the. posicolonial peri-
od had been to raisc
the average lifespan by
16 years, from 39 to 55. But from
Cairo. to Capetown, AIDS has
reversed this trend. Now a person in
Malawi, where one in every five is
infected, can expect to die six
months shy of a 80th birthday. The
Southern Africa AIDS Dissemination
Service estimates that over the next
20 ycars AIDS [mll reduce by a quarter
the economies of sub-Saharan Africa.

- where the avgrage annual income is

only $300 a year. In Tanzania, where
one in every 10 is infected, the labor
force is likely|to shrink by a fifth by
the year 2010

It's estimated that as many as 90
percent of those who have HIV are
not even aware of their infection;
many doctors, typically choose not to
inform HIV positive patients of their
status because they have only the most
minimal care| 1o offer. Most govern-
ments do little beyond the omni-
present AIDY billboards, coping as
they are with Iegional and ethnic con-
flicts, fragile economies and 2 host of
other deadly|diseases, including epi-
demic levels of malaria and tubercu-
losis, Fewer!than one percent ‘of

bLUBr—\LHE.—\L] HCOUNC LL af 2 ICTS

10-year-old is instantly.

s, but on a scale

‘hildren, are living

ion to say that the.
irus has peneuated

PWAS can get antretroviral therapy.
If resources are rare, stigma is ram-
pant. A climate of AIDS prejudice
prevails, Many people are hesitant
even to be seen atan HIV testing cen-
ter. Likewise, those who test positive
are wary of secking out treatment at
clini¢cs known to provide AIDS care.
“To be recognized at such a clinic by a
neighbor or ‘relative would almost
surely lead to reaction in the commu-
nity.” said Musa Njoki. an openly HIV
positive woman in South Africa. _
Fear and hawed of the disease
explode all too often into violence. In

. South Africa. a man hacked his wife 10

death with a machete after finding.
condoms in her bag. A woman with
AIDS was stoned to death by her fel-
low villagers aficr she came out pub
licly on World AIDS Day:

Yet not all the news is bleak. In the

-Ivory Coast, 2 privaté clinic operated

by Mare Aguirre, MD. provides drugs
for opportunistic infections at mini-
mal cost and offers home care sup-
port 1o the capirtal’s HIV positive pop-
ulation. Clinics like this are cropping
up across Africa as alternatives (o
overburdened government health ser-
vices. Forced to choose berween
shame and survival, more and more
PWas are taking their first brave steps
to empowerment. And some of
them—such a3 Mercy Makhalemele. a
leading advocate for AIDS awareness
at South Africa’s National Association
of People with AIDS—arc .making
amazing leaps.

“What we need is ties with groups
who have a broader voice that can

. echo our calls to action to a bigger

and ‘more influential audience.” she
savs, Makhalemele travels around
Africaand the world sharing her story
of living with HIV and urging those
who can to speak up, come out. "1 do-

“sometimes wonder whether the mes-

sage about AIDS in Africa gets
through to Americans,” she savs.

I's obvious that AIDS can’t be
addressed effectively as a single issuc

.in Africa; itis just one of many afflic-

tons. But the immensity and com-
plexity of thesc problems haven't.

-defeated Africans—and are no rea-

son for us o wirn away, either. With
more than 3,000 funerals everv day.
AIDS is filling up Africa’s burial
grounds with a fury. In the end, the
continent’s fate depends on the
response—and, above all, the
humanity—of others,” especially
those of us in the United States who
know something about the suffcrmg
of AIDS .
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Eqvrr: Slice 1994, forelgners living
“-"Inithe country must take an Hlv teat.
If results are pasitive, thoy are

. deported immedlately,

TUN,IS’A ETHiOPIA: 36.4% of women
agod 20 to 24 have Hlv, a
rats more than three times
higher than the rate among

~ men that age,

LOROCCO

ALGERIA LIBYA

Ucanoa: The government
has launched a voluntary
door-to-door HIV testing

program. o

EQUATQRIAL
GUINEA

- Niceaia: Africa’s most populous

country, with 118 milllon peopla.
More than 2.5 mllilon adults -

- are estimated to have HIV; nearly

§0% of sex workers In Lagos,
the largest clty, are thought to

Kenva: 380,000

be Infected. -

Percent of adults
estimated to be

~ infected with RIV*

D 0-2%

2-10%

_ j@ 10-20%

@ abové 20%

Source: UNAIDS, bosed
on dats complied in 1997,
For more Information:

. WWW.UNAIDS.0RG

* By contrast, the rate for
V.S. sduits Is about 0.2%.

-~ 5 Hive months of wages for,the

CaMEROON: Home
of chimpanzee

. subspecles

- sUspected of
belng the
source of H)V.

Rwanpa: Ethnle-based
clvll war over past
flve years has klilled
-some one millllon
peopls, decimated
health services

.and pushed AIDS
lower on the list of
government prlorities.

-SouTH Armica: A three-drug _

cocktall of AZT, 3TC and Crixivan
. I8 avallable on the prlvate market
=~ for $820 a month, That represents

average South African,

" BOTSINANA

AIDS orphans

2IMBABWE

MADAGASCAR

BWAZILAND

ZimBABWE: Average life expectancy
Is expected to fall from 61 to 39
by the year 2010 hecausge of AlDS.




Moment

The continent’s richest
nation'is only five years
‘into a new democracy.
But s 1t already too late to
escape an AIDS disaster?

BY MARY CREWE

46 POZ Juiv 1999

RivaZulu/Natal, a

poor. mosuy rural

pyovince in South

Africa. Dlamini.

34, had HIV—not
unusual in a region where one out of
every four. people is infected. What
was unusual about Dlamini was that
she had become a|member of the
Narional Association of People With
AIDS (NAPWA) and| on December 1,
1998, World AIDS Day, publicly
announced that she had HIV. Having
been assaulted by a neighbor who
knew her status, she vas apprehensive
about how her community would
respond to the news,|but she'was com-

-mitted to doing her part for NAPWA's

new Acceptance and Disclosure cam-
paign. Three weeks after she came
out, PWAs" worst fears were confirmed:
She was stoned and knifed o death
ousside her home because she had. in
the words of her previous auacker,
“disgraced the communit.™ Even
before Dlamini's murder. a number
of people with H[V in the area had

reported  being

says, “In this town,

there i5 a belief _

that women are¢ the ones who carry

the disease over to others.”
KwaZulu/Natal has long been the

scene of a low-grade civil war

benveen extremists from the African

'N:uional Congress (ANC) and the
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MEDICINE WOMAN

Scovia Kasolo melds modern
with traditional in Uganda

BY TimoTHy XX BuRrRTON

AxD Triym McCarTNy

covia Kasolo. a Ugandan
nurse-midwife, was pregnant
with her fourth child in 1991
when she was hospitalized
with the chills and fevers of

‘malaria. She recovered and gave birth

10 a daughter, Sandra, but soon devel-
oped chest pains and was diagnosed
with pneumonia. On its heels came

- another bout with malaria, "Being a

health worker in the hospital, I was
seeing so many people with AIDS. |

SRR POy

.{‘;‘ ,‘5'08‘.:,

cial information lridgc. bringing the
approaches of madern health practi-
tioners to Uganda's popular and
respected traditiopal healers, THETA
trains traclitional healers as communi-
tv counsciors and|HIV and STD edu-
cators, and in basic clinical diagnosis.
It also researches| the use of herbal
medicine, and dijiributes this infor-
auation acits raining center.

“What made nie feel so eager to
come to THETA das that I would be
able to help people living with the
infection directsl” savs Kasolo. -1
thought that was the biggest thing |
could do bhefore| AIDS wikes me.”
Joining THETA \\';\Elike coming home
for Rasolo. whose parents had sought
out uaditional healers when she was

voung. Healers combine herbul prepa-

rations culled fron) indicenmis nlant

actions

in Africa, where stigma rvemains strong

ed the only person skilled in remov-
ing those evils—the traditional heal-
er. As 3 growing group of healers

"began working with THETA and.

undergoing waining, they were able
to fuse Weatern counseling skills and
HIV transmission information with
their own communicative abilites as -
healers. The result? Traditonal heal-
ers could remove the witcherafi—but
also advise their patienws o consider
testing. "As we contnued 0 work
with the healers, [ realized that some-
thing was huppening. something was
working for people with HIV.” Kasolo
savs. Their health improved.

Rasolo herself takes no medica-
tion, suve for amtimatarial drugs such
as chiorequine and remedics pre-
pared by local herhalists. Like the vast
LIRCRR N X § ) T,

Mmuiarire o sasiela
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WHO'S IN CHARGE?
(FROM TOP): HEALTH

One of the new ANC govermment’s
first acts was to launich a National

Inkatha Freedom Parwv. so the
province is often tense with flare-ups

fou

of violence. Yet the brutal slaying of
Dlamini—3allegedly because of her
HIV status—shocked South Africa’s
AIDS cominunity, According to Peter
Busse, NAPWA's natonal director,
the murder is a glaring sign of how

much remains 10 be done to end
AIDS stigma in this newlv democratic
country, "We need to create a climate
of openness.” he says. "so that when
people do disclose their HIV status
they do not suffer frem anv form of
discrimination or inumidaton.” -

Despite the fact that an estimated
20 percent-of South Africa’s 43 mil-
lion peaple have HIV. no more than a
hundred or so have risked disclosing
their status bevond their siall family
circle. fearing haued. hostili and
now physical violence. NAPWA's
" Disclosure and Acceptance campaign
was intended 10 encourage the infect-
ed to cone out and to hreak the pat-
tern of silence and social conser-
vatism that has shaped South Africa’s
response to AlDS.

But this has-not happened, In the
weeks following Dlamini’s death.
NAPWA received hundreds of mes-
sages of support from around the
world but fewer than 20 from south-
ern Africa, "I is as f people just did
not care,” savs NAPWA member
Pauline Ledwaba, "Cuyu dizd, and no
one asked why” Ledwaba works with a
PWA suppaort group in Johannesburg
E:md is herself constanty il with the
i disease, but she savs that her family
{ stll insists that she has chronic wber-
culosis. National health ministry
spokespersgn Dave McGlew described
r Dlamini’s death as possiblv "one of
thé most devastating sethacks inp our
fight against AIDS.”

T .

S—

ust five years ago. South Africa
scemed poised to take on AIDS.
Apartheid was dead: the first
democratic elections had been
held and the ANC. led by

5
E

!;\'elson Mandela, swept inw power. -

iThe new government promised equal-

int freedom and justice, a better life

years, never made

fand redistibuuon of wealth. The HIV
finfection rate was sull in the single dig-

Eils, 7:5 percent. And with a per capita.

. jgross domestic product of about

US$2,500, South Africa was five tmes
;.richcr than most African countries.

AIDS Plan, 3 comprchensive initiative

emphasizing pre\'emi?
tion but also calling

n and educa-

or counseling.

care and support for AWas. The doc-

ument was drafted’ in
with nonprofic AIDS

collaboration
organizations,

community groups, chirch leaders,

unions, traditional heg
cal parties. (I was

ers and poliu-
participant.)

Mandela-had spoken a

the 1992 con-

mer health official.

ference that led to the drafting of the
AIDS plan, and it was widely belicved

that he would ensure that it was put-

ed in Mandela's immen
progressive leader. the

apartheid optimism- ar
role in the cconomics
nent, With its comparat

into action, This conﬁ(lfncc w3s 1001,

se stawure as a
counuy’s post-
d its leading
of the conti-
vely advanced

infrastructure, healith gnd education
systems and greater technology, hopes

were high that Scuih
escape the devastation

Africa would
of AIDS that

countries o the norl{ were facing.

The new cabinet n

embers had

plecged to fight AIDS, aind HIV cam-
paigns were touted as an cssential part

“of the new democracy.|"A better life

for all” was an ANC elequion promise,
and people with AIDS Lmd reason to
helieve they were ingluded. What
went wrong?

Much from the old qpartheid days
stond in the way of the pew democra-
ev's effective response 1o the epidem-
ic; Though HIV first [appeared in
South Africa among leJi\c gay men,

AIDS is now an overwheimingly black,

heterosexual discase. After years of

" economic marginalizatign. most black

South Africans still lack adequate
housing and jobs. water|and electrici-
tv. food and education. The apartheid
svstem of migrant labor jand segregat-
<d homelands had fragmented the
society and split apart fanilies—a pat-
tern of dislocation that|Slim Abdool

Karim, one of the country’s leading
_AIDS researchers, calls| the “engine

driving our epidemic.”| And a new
constitutional guaranteq of gay rights
did liwde to challenge dirong taboos
against talking publicly about sex.

HEAD ZUMA, MANDELA, .
PREZ-10-BE MBEKI

“Even though we
had so many more
resources than
other African states,
this could not guar-
antee that we would
he any beuer, (lead-
ing] to vemendous
frustration.” Prob-
lems in getting the
plan up and run-
ning were com-
pounded by South
Africa’s switch from
a cenwalized white-
controlled govern-
ment and home-
fands to a new sys-
tem of nine provin-
cial governmends,
meaning. in effect,
nine  autonomous
AIDS programs.
Yet as the Werkly Mail & Guardian

wrote. of Mandela. “Few people in

recorded history have been the sub-
ject of such high expeciations.” He
was to allay white-minority fears, pro-
mote a culture of learning, lower
crime. help farmers, soothe business
concerns, integrate South Africa back

"o the world and maiutain support

at home. When Mandela spoke, it
seemed. the nation listened. But
Mandela failed to spcak about AIDS,
According to Morna Cornell of the
AJDS Consortium, a network of South
African AIDS organizatons, although
“AlDS is the single -biggest problem
facing this counuy, Mandelas, in four
vears, has necver made a national
speech on AIDS,” Despite the fact that
the AIDS program was a “presidental-
led project™—a piiority of the new
government—Mandcla's only major
AIDS address until recently was out-
side the country, at a 1997 conference
in Swizerland. Even that speech was
vague, with the president saying, “Let

us join in a car- .

ing partnership

a national speech on AIDS.” =f faiwsé

The National AIDS Plan, so promis-
ing on paper, stumbled at implemen-
auon. “We had all underestimated
the incredible difficuley of geuing

" materials and support out to the com-

munities that needed them,” says a for-

PLOTOC (Fuwa, Mend-ta) AF/WORLD WIDE i Alscddt COURTEIV OF THE AFRICAN NATIONAL ICONGRESS

prosperity as we

enter the new

millennium.” AIDS advocates, calling
AIDS a “political disease,” have
stepped up their
Mandela's silence.
But his spokesperson, Priscilla
Naidoo, questions the -critics. “I'm

JuLy 1999 POZ 47
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not sure what more he needs to do,”
she says. “He has made every effort
beforc and during his presidency to

raise AIDS awareness.” And an offi-
cial in the Gauteng province's
Directorate on AIDS and

Communicable Discases, who insist-
cd on anoaymiry, says, “The govern-
ment does get really tired of people
with AIDS and their activists who
think that AIDS is the only issue we
have to address. Even if Mandcla
does not address AIDS directly, he
has addressed it through all his calls
for humaniry. peace, justice and dig-
nity. We must sce what he says in a
holistic way.”

n fact, most of the AIDS com-
munity's anger has been direct-
ed not at Mandecla but at the
government’s powerful health
minister, NKkosazana Zuma,
who is from the same province as
Gugu Dlamini. KwaZulu/Natal. A
large and dramatic woman who
exudes an air of confidence that some
have described as arrogance, she is a
former ANC exile and a well-placed
FOT—Friend. 'of Thabo Mbeki,
Mandela's deputy president, who is
expected to be. by pressume, South

for the AIDS plan
to be implcmentcl;l.
She was 50 commir-
ted in the meet
ings.” There is litdle
dispute that Zu
cares deeply abolj,u
improving the
health care of all
South  Africans:
spending for hcaqth
care has jumped by
45 percent under
her wawch, and Her
deparunent  built
638 new clinics {in
just four years. But
after endorsing the
AIDS plan, she
apparently did litde
“to put it into action.
In the past few
years, Zuma has
been dogged |by
controversy. First
came her decision
10 spend more than
USS2.4 million of a
USS11.6-mitlion
AIDS budget onf an
HIV-themed play,
Sarafina I, a pro-

suow IS FACE: AN K1Y vosmvc "
| IDS EDUCATOR PREPARES FOR
. KIS ROUNDS IN KWAZULU/MATAL,

“The government does get tired of people with AIDS who

Africa’s president-elect. Zuma was a
central player in the drafung of the
National AIDS Plan. and just four
vears ago PWAs praised her strong
stance against AIDS discrimination.
Today she is in conflict with many of
her former friends.

One AIDS advocate who worked on
the National AIDS Plan recalls the
days when Zuma showed concern.
“She is a doctor, she had been in
exile. | felt that she would push hard

25 1

murdered. Is that true?

Cameromn: [t was casier for me than others here. The
very paradox that my statement was designed to dray
attention to is the fact thatin the midst of this very

10QQ

nly weeks after 1t
opened. due tg irregularities in the
awurding of thg commissiva and cri-
ticism from AIDS advocates over its
content. Soon afterward, in its scarch
for locallx controlled treatment
options, Zuma's department threw its
weight behind a litte-researched
“wonder drug.] Virodenc. The com-
pound was quickly discredited—new
evidence indicgtes that it may even

ject canned

JUDGMENT DAY

n April, Edwin Cameron (left), a Sout
African judge nominated for the nation)'s
highest court, shocked the public when

Ny ke disclosed, during his judicial confirmatign
hearings, that he has HIV. POZ spoke 1o
Cameron about coming oul.

Many Americans say you are very
courageous for disclosing 50 soon after a PWA was

hasten HIV replication—and rumors

of a government financial stake in
Viredene led to investigations.

Last Ociober. on the heels of this
bad press. Zuma discontinued a popu-
lar program offering AZT to pregnant
women-—a regimen that significanty
reduces mother-to-child HIV transmis-
sion. This decision remains at the core
of criticism of the health minister.

An estimated one in five pregnam
women in South Africa is infected,
and the pilot program would hate

dire reality, 1 am privileged in many ways. The four mil-
licn South Africans with HIV are in a situation similar
to that faced by PWAs in the U.S. in the early-to-mid-
'80s: enormous prejudice and fear, and their own sense
of a lack of remedy and support.

What is the most remarkable outcome of your
announcement?

Camecron: One is that my sexual orientation, race and
gender have not been featured as debating points, even
though 1'm a gay white man with AIDS in an epidemic
where the primary impact is borne by black heterosexual
women. Those differences are subordinate to the fact that
I'm someone living with AIDS who has spoken out about it.
That has been particularly moving to me. —PHiLL WiLsON

PHOTOS: (Coarrony COURTESY OF WZEN () MASL & CUARLIAN 1TOF GLDEON MENDFL
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rovided a short course of oral AZT to
cveral hundred. Though Zuma had
ever backed the project, three
rovinces had already allocated
woney for the Glaxo Wellcome-dis-
ounted AZT when she halted the
ilots. Women's and AIDS groups
‘erupted in protests.. calling Zuma 3
1‘bnby killer™: an AIDS organization
End a political party have filed suit
gainst the decision; and in defiance
E;f Zuma, the program will move for-
- vard in the Western Cape, a province
ontrolled by the opposition National
Party. “It's very hard to know that
here is a drug that might save my
baby's life and not to get i, savs
bigail Kunene, who hopes to enroll
1 a trial in Johannesbury. "Itis hard-
erwhen the drug is kept from us by
the government we voted for.”

b In announcing her decision last fall. .

~-Zuma said that “"AZT uveaunent will
Fa\-c 3 limited effect on the epidemic

s we are argeting individuals already
nfected.... The only cure is to prevent
nfecion in the first placc.” She rea-
soncd that providing AZT through a
ilot program would signal o all HIV

“forms of prevention anc

GLOBALHEAL THCOUNCIL

positivg pregnant
women| that they
had a fight to the
drug—an ¢xpecta-
tion she said the
governfment could
not afde 1o meel.

As one pf her advis-
ers, - lan Roberw.
said, "There is not
much point in run-
ning a| pilot stwudy
‘unless | you can
implement its find-
ings.” And w0 truly
transmis-
ch woman
would |have 10 be
provided with not
only AZT but free
infant formula and
counseling—a pro-
gram l-hose price

tag. while signifi-

still bef far smaller
than that of caring
for tHe infected
childreh, .

Zuma has cho-
sen inslead to focus
resourdes on other

strategics for wreatment |access. Her
Medicines and Related| Substances
Act, which would allow the manufac-
ture of cheaper generic sybstitutes for
expensive patented drugs. has pro-

" voked the ire of U.S. trade negotia-

tors. There is some irony ‘n the infant
transimission  issue .'_blo ing up in
Zumna’s face, since one ojher greatest
accomplishments as heglth minister
was to institute free health care for all
children under age six. :

Although Zuma has said that her
decision is open o review, she has
yet to meet with the scientists who
designed the program; §t presstime,

- a meeting with AIDS advocates had

been scheduled. Mcunwhile. the
controversy has gonc ifternational.
An October 1998 issug of Science

magazine reported that unnamed .

researchers were considering a boy-
cotwt of the 13th World AIDS

. Conference schéduled for Durban,
South Alfrica, in July 2090—the first

to take place in the |developing
world. According to one indcpen-
dent AIDS consultant, such a

" cant. would likely

long-term

protest would have little effect

*Zuma will be unmoved by 3 boy-
cott. She will sce it as a white,
Western response and an indication
that those people do not under-

stand Africa and its constraints.”

ithin days of Zuma's

AZT program, the
g-ovcrnmcm an-

: - nounced a new ini-
tiative, the Partnership Against AIDS.

‘The plan was touted as an atieimpe to

breathe new life into the country’s
AIDS response, including effective

. strategies such as thosc outlined in

the original Nadonal AIDS Plan. The
National AIDS Directorate advertised
the launch of the partnership as "10
Minutes 1o Save the Nation;” and
Mandela was scheduled to make a
statcment. [nstead, the event was low
key: Depurn President Mbeki stood in
for Mandela, delivering a measured.

unemotional speech and looking visi-

bly uncomforwble as he touched the
children with ‘AIDS who surrounded
him during the broadcast. Advocates
hoted that at least Mandela's pre-
sumed successor spoke more boldly
about the epidemic than Mandela

we have to address.”

ever had. Mbcki pledged that the gov-
ernment would do everything in it
power to support people with HIV, to
improve their care and o end dis-

‘crimination. “AIDS is real,” he said.

“It is spreading. We can only win
against HIV if we join hands to save

our nation.... For too long we have

closed our eves.”

Zuma said that the partnership’s -

purpose was to “ensure that the
country’s response to the epidemic
involved all sectors of the communi-
ty and that decisions were not taken
from the top.” She seemed to be

. harkening back to the collaboration
“that had produced the Natonal

AIDS Plan five years ago when she
had called on the same groups for
their support and commiument.
“Each one of us has a role to play no
matter how small the contribudon,”
Zuma said., In support of the par-
tnership, US$13.4 million was
pledged for new media, information
and prevention campaigns.

Since the partnership’s launch,

:I\-Xandela has made wo important

{continued on page 62)
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All of Africa is not an AIDS catastrophe.
in the east to Zambia in the south, certain g .
- Even in hardest-hit Zimbabwe, individuals (‘u_we come together to make miracles .

SENEGAL

A sub-Saharan success story

BY MARK SCHOOFS

very morning. asin a carnival
magician’s trick, the simple

. white .waiting room changes

into a kalcidoscope of color

and sound as women in bright robes
fill it with chatter and children. About
half of the 80 women a dav who come
to this STD clinic in Dakar. Senegal,
‘work in the world's oldest profession.
Anne is typical: Thirty-seven years old

. with seven children, she needs the

three or four dollars that men pay her
for sex. Anne, who spoke on condi-
tion that her real name not be used,
sometimes encounters customers who

"balk at wearing a condom. "There was_

a umc when I'would goon mth those
men,” she says, "But not now.”

Why not? Because o keep the gox-
ernment card that less her ply her
uade legally, she must get.tested every

month for STDs and every six months-

for HIV, making her all too aware of

. the consequences of unsafe sex. She

and the other sex workers receive

copious education and counseling

s pn7 1999
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about health—and how to leave prosti-
tudon. The clidic even has a class
room. This innoyative program is part
of why this West African nation hasone
of the lowest Tales of adults infected
with HIV of any African country south
of the Sahara: legs than 2 percent.
Western news reports about AIDS
often portray Aftica as an undifferent-
ated disaster zong of poverry, death and
government mismanagement. Indeed,
since the hardest-hit African counuies

have more than p fourth of their adults

living with HIV, AIDS is on track to sur-
pass cvery Africin catasuophe of this
century, including periodic famines
and the Rwandan genocide. But
Senegal’s aggrejsive prevention cam-
counterpaint of hope.
Last December, the Society of Women
Against AIDS in Africa held its seventh
international conference in Dakar and
presented Senegal’s president. Abdou
Dioul, with an award for the country’s
preventon effods. Pierre Mpele, presi-
dent of the Soclety of AIDS in Africa.
which joined in giving the award, said it
was designed Jio show that efforts
against AIDS 1r} not useless.”

Indeed, Senggal's largely unsung
success story
pragmatism and energy.can surmount
profound poverty and keep at bay

hows that foresight, .

r of One

om Senegal in the west to Uganda
vernments took early and effective action.

cven- the world’s leading infectious
killer. When it-comes to education
and prevention—the human sicde’ of

" AIDS work—"we don’t neced o come

up with some supertechnological
secret weapon.
directur of the United Nations joint
Program on AIDS, UNAIDS. “The
answeys are already in Africa.”

Senegal lies on the westernmost
cdgc of Africa, a country roughly the

size of Ncbraska with 9 million peo-

sivs Peter Piot, MD. "

“We don't need a su;

ple. Itis the original home and capital
of Afro-pop, and that vibrant. eclectic
music reficcts the true soul of the
country. Here, fisherman throw nets

off wooden boats hand-painted with

lively pauerns and goats meander
through city streey and bleat off bal-

conics. Even teenagers with baschall

caps lay out their prayer mats and bow
down o Allah, as more than 90 per-
cent of the population is Muslim.

Yet Senegal is poor, with a gross *

domestic product of just S600 per per-

- son, Many homes sill draw their water

from wells, and many children play in -~

clothes that go so long between wash--

FHaTO: CIbLON MENDEL
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ings that their vivid colors tufn brown-
ish-gray. Beggars crippled by polio roam
the streets, Malaria is widespread. A new
disease could easily flourish here.

Thac was Senegalese microbiologist
Souleymane Mboup's fear back in
1984. The virus was known to be
prevalent in cenural and East Africa,
but what about West Africa? Mboup,
now a leading scientific expert on
AIDS in Africa, wanied to conduct sur-
veillance swudies. Many African gov-
ernments, pandering to AIDS stigma
and offended by what they viewed as

and public-health authorities from
even discussing, let alone studying,
" AIDS. In Senegal, however, “We never
came under that kind of pressure,”
Mboup says. "We were very lucky to
have politicians who listened to us.”
This set the pauern for Senegal’s
success. In 1987, when the counuy
had a mecre 45 reported AIDS cases,
Scnegal launched a national preven-
tion education campaign. The coun-
try had already sccured the blood sup-
ply, one of the first African countrics
to do so. Now, it set about enlisting
unlikely allies 1o promote safer sex.
The danger of aggressive opposi-
tion from mosques or churches was
not lost on the architect of Senegal’s
HIV'prevendon program, Ibrahima
Ndoye. MD. Working with NGOs
(nongovernmental organizations)
Ndoye convened two nationsl meet-
ings. onc for Muslim imams and
another for Christian priests and pas-
tors. "We said that they can preach
fidelity and abstinence,” recalls
Ndoye, a lanky man who seems to be
in perpewual motion, like-a human

the government—to promoie con-
doms. We came to this medus vivends:
No organization should be a barrier
to the others.”

That formula works. In numerous
interviews, Senegalese citizens con-

tion, It's on the radio and television,
discussed in primary and secondary
schools and, yes, even reinforced in
their houses of worship. True, the
 Catholic Sida Service gives out con-
doms only to its married clients, But
on posters and in counseling ses-
sions, the service tells people to use

FHOYO: LL.RIKY WTLSCH

racist suggestions that the diseasc orig
- inated in Africa, discouraged scientists

! windmill. "But permit us—NGOs and _

firm that. especially in big cities, they
't constantly hear about AIDS preven-

GLOBALHEAL THCOUNCIL

rubbers if they arep’t faithful. In
Senegal's bustling market, a young
cloth merchant naged Paco de-
scribes the AIDS ed he receives in his
mosque. “Condom i5 vulgar,”
Paco explains. “So the imam
tells us to wear a sock|”

Senegal's preventon program
can’t claim all the credjt, HIV has
been slower to penegrate West
Africa in gencral, and Jencgalese
culwre, with its. [slapic influ-
ence, is less open sexually than
other countries. And Senegal is.
not a magnet for refugees flecing
civil wars or migrangs seceking’
cconomic improvement, like the
harder-hit Ivory Coast and South
Africa, so the virus may rot be
entering the country as\quickly as
in other places.

But HIV certainly doesn’t
lack for opportunides.|Paco, for
example, has 23 siblings be-
cause his father has four wives—the
maximum allowed by the Koran. And
Paco himself has two ghildren out of
wedlock, which is handly surprising

TRUCK STOPS HERE: AESTINENCE BEFORE CON_DOMS IN SENEGAL

given the fact that mofe than 40 per- -

. cent of young Senegaldse men report

having casual sex. But in a recent sur-
vcy more than 60 percent of such
men said that they ysed condoms
with their most recent casual sex
partner—almost thre¢ tmes more
than in AIDS-devastated Zimbabwe,
Perhaps the most telling statistic is
that in 1988, 800,000 gondoms were
distributed in Senegal, while by 1996,
that figure had soared to 7 million.
The rate of STDs suchjas gonorrhea
and syphilis has decreaged. The signs
point to ¢ffective behavior change.
Moustapha, a wiry 43-year-old who
sells newspapers, candy and other

sundries from a litle| street shed,
thinks the government has done a lot
for prevention. But hejargues it has

done “rien"—nothingyfor people -

like him living with thg virus. That’s
not quite true. In fact, Moustaphais a
recipient of his government's new

.program to subsidize gntiretrovirals;

health officials also provide drugs
for some opportunistic infections,
such as tuberculosis, free of charge
to PWAs. Sdill, many pegple with HIV
feel that the government is so focused
on preventon that cate remains a
distant second ‘priorily, and that
the AIDS stigma remain widespread.

echnological weapon. The answers are

Some complainss stem from the
frustration of knowing there are
effective trcauments that few can
afford, even with the government’s

new program. Compared to many

Scncgalese, Moustapha is well off;

his small shop is thriving. Yet his
share of the bill for a cockuil of
Crixivan and two nukes eats up
almost 30 percent of his monthly
income, His wife, who helps run the
shop, is also HIV positive—but treat-
ment for both of them “would be too
expensive,” Moustapha says. He
doesn’t say how they made the
choice of who would get the drugs.
Such stories explain the blunt per-
spective of Babacar Wade, a founder
of Oasis, ‘onc of the country’s few
organizations for people with HIV.
Asked what Senegal needs, he imme-
diately answer, “More medicine.” He's
not kidding. Sida Service is proud of
the pharmacy that provides drugs it
clients can't afford, but this “pharma-

already in Africa.”

cy" is a solitary cabinet in a corner,
and it contains no protease inhibitors.

Beyond medicine, people with the
virus want a scat at the table.
Moustapha says the government only
turns to PWAs when it wants window
dressing a3t conferences and public
events. But as is common across

"Alrica, very few Senegalcse PWAs are

willing to be publicly identified.
Moustapha, for example, has told no
one in his family except his wife, and
she too has told no one but him. Even
Mboup, the scientst who started his
research on AIDS so early and has

(continued on page 62)
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UGANDA

Vaccine trial or error

BY TimMoTHY XX BURTON

he government of Uganda
has responded to HIV in a
relatively proactive way
" since the beginning. declar-
ing a national campaign against
AIDS in 1986. when the first cases
were identified in the country's
Rakai district. Since then, messages
cxiolling condoms have taken over
local billboards and radio announce-
ments in this East African country, a
campaign credited with reducing
infection rates by 25 percent over the
past decade. Last year. Ugandan HIV
infections were estimated at 1,84 mil-
lion, still a high 10 percent of the
country's population.

Last February, the Ugandan gov-
ernment showed that it’s still ahead
of the curve by hosting the first
AIDS vaccine wials on the conti-
nent. After years of wrangling, 40
volunteers are now participating in
the first phase of U.S.-sponsored tri-

52 POZ JurLy 1999

als for the vaccine| Pasteur Merieux
Connaught's vCP203.

Yet the trial dcs'ﬁn will do lutle to
encourage other Alrican natons (O
follow Uganda's |ead. VCP203, a
combo of three HIV genes and a weak-
cned canarypox virus, is based upon
HIV subtype B—the type prevalent in
Europe and the ericas. The vac-
cine, if it works, may only combat sub-
type B infection. With Ugandans likely
to carry subtypes Ajor D, such a tnal
may are¢ all 100 likcl} to miss the mark.

In their defense, scientists have
said they'll examine ways that
vCP205 may also pfotect against the
strains that more [commonly infect
Ugandans. Donng Kabatesi, MD,
director of the| Kampala-based
Traditional and Modern  Health
Practitioners Together Against AIDS,
says thar at least infrastructure and
scientific training j:/il] come out of
the trials, She addd, “Any additional
information will adg to the process.”

Meanwhile, in| April. Uganda
joined with four neighboring coun-
tries to form zfc Great Lakes

Initiative, a landmark joint program

1o do prevention along the nations’
sharcd trade routes) »

ZAMBIA

- Public-private partners

BY DavibD CHIPANTA

1t estimated 28 percent of

adults in urban areas of

Zambia and 153 percent in

v rural areas are infected with

HIV. But unlike some of its equally bur-
dened neighbors, the Zambian govern-
ment has mounted a strong response.
In 1986, Kenneth -Kaunda, then
Zambia’s president, publicly acknowhk
edged that one of his sons had died of
AlIDS:; that year, the health minisuy
sccured the safety of the blood supply
and began spreading information
about STDs, condoms and health care.
A sccond injdative, introduced in
1994, was designed o0 encompass both
the public and private sectors, includ-
ing input from people with HIV. As a
result, a variety of nonprofit organiza-
tions have been formed——with both
domesdc and foreign-aid funds—to
help .implement the government's

preventon and health care efforts. .-

Groups such as Kara Counseling, the

PHOTO: CIDELN MENDEL’
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ositive and Living Squad
nd the Copperbelt Health
rojcct target specific groups,
ducating commercial sex
workers and truck drivers—
round zero of the infec-
{ion—as well as youth and
roviding: care to PWA;s,
‘hich rarely includes ant-
fetroviral therapy.
This integrated approach
as paid off, according (o
{oses Sichone, MD, manager
f tie National AIDS Pro-’
ram. While the percentage of
dulss with HIV remains high,
it has recently stabilized..
Zambia will have the op-
ortunity to showcase its
chievements at. the Inter-
ational Conference on AIDS
nd STDs in Africa this
cptember in Lusaka, the
ambian capital. =

IMBABWE

eadership is local

CLASS BY HIMSEL
AN AIDS ORPHAN 1N 8
UGANDA, SCHOOLROOM

v LinpDa NCUBE

" imbabwe, a southern’
Africa nation rich in
natural resources but
governed by the
tocratic Robert Mugabe, is
ijotorlous for having both
the world’s highest infection,
rite and—not coincidental-
Jy—its worst rccord against
IDS. In the absence of a
cbmprehensive government
spratcgy, NGOs have taken on
1ost of the burden, especial-
in the wo largest cities,
arare (the capital), where
VAs founded The Centre,
apd Bulawayo.
For a decade, the leading
organization in Bulawayo has-
bren the Matabeleland AIDS
buncil (MAC), launched by
cpncerned locals who fore-
83w the devastating effect the
idemic would have. The
gfoup, which is funded pri-
arily by international aid
gtoups with a little help from . _ - A, H
the government, has focused , L : P& : g
ainly on prevention pro- o ; ! : . ' :
g{ams and support for peo- AR '8 _ ] g v
ple with HIV. It currendly has n - Co ‘ LAST BREATH: CONDOM COMPETITION,
(continued on page 62) g ' LonE : PART OF IIV PREVENTION IN LUSAKA, ZAtBIA
mlarae reTie t1Fn. FIAFON MENBEL _ R b . : ) -',:'-"

<

;




Operation Keeping Pace:
A Children and Families
Global AIDS Initiative

(1). Increasing the US investment in the global battle against AIDS to begin to
reflect the magnitude of this rapidly escalating pandemic.

M Since 1993, while the annual incidence of HIV has increased by more than 300% and
AIDS has exploded in sub-Saharan Africa, US funding has remained stagnant. If we
are to begin to keep pace with this burgeoning pandemic, a significant new
investment is essential. Without such an investment, we will lose this war.

B Currently, the USAID global AIDS budget is $127 million, $74 million of which
goes to Africa. As a percentage of GNP, the US ranks 9" in the amount it
contributes to the battle against AIDS. According to a recent Peter Hart poll,
voters support increased funding for AIDS in Africa by nearly a two-to-one
margin (54%-29%). Among African-American voters, this support skyrockets
to more than eight-to-one (83%-10%). We recommend that the Administration’s
FY2000 budget be amended to increase the global AIDS budget by $100 million.

B New funds will enable the USG, in partnership with other donors and host countries,
to help promote a four pronged strategy to include: (1). containing the pandemic
(including a reduction in mother-to-child transmission); (2). caring for individuals and
families living with AIDS; (3). supporting children orphaned by AIDS; and (4).
developing much needed infrastructure and capacity. It is important that this increase
be new money and not taken from other essential development efforts. Health,
education, micro-finance, child survival, and nutrition are all interconnected
components of a comprehensive human investment and AIDS strategy.

B Given that the USG response to the AIDS pandemic must involve all sectors of
society, we recommend that each of the following agencies identify funding
within their FY2000 budgets ($50 million total) that can be dedicated to the
global AIDS fight.

Agencies and activities include:
HHS — training and technical assistance re: implementation of effective
prevention and care/support strategics;
Labor - union education, advocacy;
Commerce — work place education
State — US leadership teams, leadership fora
DoD -- military education, joint medical missions



. “AIDS Relief” — A debt forgiveness proposal

The greatest barrier to economic recovery in sub-Saharan Africa is the region’s
overwhelming debt burden, which amounts to $230 billion. This debt burden is not
only stifling economic growth, it is preventing governments from investing in their
own human capacity. Currently, sub-Saharan African nations spend four times more
on debt service than they do on health. In our battle against AIDS, this is deadly.

We recommend that the United States establish a program of targeted debt
forgiveness in exchange for increased local investment in AIDS related activities.
Eligible countries would be those with a significant debt burden, significant HIV
prevalence, strong reform agenda and strong commitment to AIDS. Demonstration
sites would include Zambia, Kenya, and Ghana. [NOTE: details to follow from
Treasury]

We recommend that the Administration’s proposed HIPC reforms to be
discussed at the G-8 include an investment in HIV prevention and AIDS

care/support.

(3). Other partnerships with African nation’s

African leaders summit tied to BNC (January 2000)

UN conference on orphans (first lady)

State Department leadership teams/for a

Speaking with one voice — using all USG contacts as opportunities
Exploring the feasibility of AIDS impact statements

(4). Partnerships with other donors

G8
World Bank/IMF - [Treasury recommending WB asks]

(5). Partnerships with private sector

corporate involvement (Levi, Ford, Southwestern Bell, etc.)
foundation involvement (Kaiser, COMIC RELIEF)
incentives ?

(6). Partnerships with the religious community

White House religious summit (World AIDS Day 1999)



| Jional aids trust

{eading partnerships to fight HIV

Kofi Annan calls for companies
to lead fight against AIDS

at Diana Memorial Lecture

The Secretary-General of the United Nations, Kofi Annan, today
challenged big business to spearhead the global {ight against HIV at the
first Memorial I.ecturc for Diana, Princess of Wales organised by the
National AIDS Trust.

In a moving speech at the Bank of England in the presence of business
leaders, government ministers and health experts, Mr Annan paid tribute
ta Princess Diana’s courageous work for the National ATDS Trust as an
ambassador for AIDS awareness. “Faced with her example, we simply
cannot leave the needicst on this carth to needless death and degradation.

She gave too much, and cared too deeply, for us not to honour her memory

with action”

Mr Annan sounded an alarm bell about the “downward spiral of death and
despair” wrought by the AIDS epidemic and warned that the economic
gains made by developing countries were being wiped out. Highlighting
that East Asia and the Pacific had seen HIV cascs soar by 70% over the
last two ycars lic added, “Africa, once eagerly anticipated as a market by
potential trading partners, is now unlikely to play this role for ycars to

come as AlDS siphons off its resources.”

He called for major companies to educate their workforces about HIV and
become active partners in initiatives to stop the spread of the wvirus.
“Increasingly, business leaders recognise that their responsibility — and
their interest — lie not only in how their actions affect their shareholders,

- more —
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but in their impact on the societies in which they operate. The struggle

against AIDS is a commercial imperative — it makes good business scnse.”

Mr Annan commended various companies around the world for taking
action to fight HIV and said, “You in the National AIDS Trust have now
taken the initiative in cstublishing a UK Business Council on HIV/ATIDS,

as part of this network. T hope other countries will soon follow.”

2/ DIANA MEMORIAL LECTURE

Derek Bodell, Dircctor of the National AIDS Trust, responded, “We are privileged that
the first Memorial Lecture in Princess Diana’s name should be given by Kofi Annan.
Our message to companies today is: make AIDS your business. For every company

that embraces the issuc there are many others that feel that ATDS is not their

problem.”

e continued, “The UK Business Council on HIV and AIDS will help to challenge this.
We have invited a number of top UK companics to form its core membership and they
will take an active role in advocating for good employment practices and incrcased

corporate involvement in awareness campaigns.”

HIV/AIDS is now the world’s worst infectious disease, overtaking TB and malaria,
and is the leading cause of death in Africa. Over 33 million people arc currently

infccted and there are 16,000 new infections every day.

Mr Annan highlighted that, while new drug treatments had improved prospects for
people with 11V in the West, the rate of new infcetions was not being reduced. “For
most people living with HIV/ATDS today, the $10-60,000 annual price tag of an anti-

retroviral regime belongs, quite simply, in a different galaxy.”

In closing Mr Annan gave special praise to UNAINS and its work to fight HIV and
underlined the threat the virus poses to humanity. “AlDS is not over. This is not
about a [ew forcign countries, far away. It is a threat to an entire generation — indeed

a threat to human civilization as a whole.”

— more —



The National AIDS Trust established the Memorial Lecture on AIDS in a bid to
continuce its late Patron’s legacy on AIDS awareness, and wec are grateful for the
support of the Diana, Princess of Wales Memorial Fund. It will be an annual event

and it is hoped the next will take place in the United States in 2000.

ENDS

Notes to Editors:

1. The National AIDS Trust (NAT) is dedicated to research and policy work to
improve the UK’s prevention cfforts and the quality of life of people with FHIV/AIDS.
NAT also has specific projects working to promote: the employment rights of people

with [1[V; vaccines development; support services for families and carers of people
with HIV; and World AIDS Day.

3/ DIANA MEMORIAL LECTURE

2. The United Nations Information Centre (UNIC) London is the primary
source of information about the UN in the UK and Ireland and is the focal point for
coordination between the UN and its agencies funds and programmes, and various
scetors of society. UNIC-London also plays a representational role for the Sccretary-
General and is active in promoting tho programmes and activitics of the organization
including peacc and security, economic and social development, human rights and
humanitarian assistance.

Further Information:

Gavin Ilart, Press/PR Manager, National AIDS Trust, 0171 814 6730
Almad Fawzi, Director, UNIC-London, 0171 630 1981

Tina Jorgensen, Senior Information Officer, UNJC-London, 0171 630 1981
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According to Surgeon General Satcher, "It was only a few years ago that
epidemiologists offered projections of disease prevalence for sub-Saharan
Africa that were met with disbelief. If the present warnings go unheeded,
Sauth Asia, Southeast Asia, and, perhaps, China wul follow the disastrous
course of sub-Saharan Africa.”

The new Soviet states have registered astronomical growth in HiV
infection rates over the past few years. In fact, the former socialist
ecanomies of Eastern Europe and Central Asia have seen HIV infection
increase six-fold. In the Russian Federation, HIV Infechon has increased
27-fold from 1994-1997. In the Ukraine alone, HIV infg g has increased
70-fold. 1V drug use now accounts for 80% Afections in the
Russian Federation and the growing numl?,g }:ﬁﬂ ngers continues 10

threaten prevention efforts in the regio
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Determined leadership and sustained Investment have made, and can
continue to make, an extraordinary difference —~ and save millions of lives.
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Adults & Adults & children Adult Percent of HITY- Main mode(s) of T
Region Epldemic childrea living newly infected prevalence positive adulty transmission’ for adults
started with HIV/AIDS with HIV rate’ who are women living with H1V/AIDS
Sub-Saharan Afriea late *70s - 22.5 million 4.0 miillion 8.0% 50% Hetero
early "80s )
North Africa & lale ‘S0s 210 000 19 000 0.13% 20% IDU, Hetern
Middle East
South & late *80s 6.7 million 1.2 million 0.69% 25% lctero
South-East Asla
rEnst Asia & Pacific late “80s 560 000 200 000 0.068% 15% IDU. Hetero, MSM
[ Latin America Taw 705 - 1.4 maflion 160 000 0.57% 20% MSM, IDU, Hetero
carly 'BUs
[ Caribbean law: ‘705 - 330000 45 000 1.96% 35% Hetcro, MSM
| . ewly ‘80s
Eastern Europe & curly ‘90s 270 000 80 000 0.14% 20% 10U, MSM j
Central Asla )
Western Enrnpe latc ‘70s - 500 000 30 000 0.25% 200 MSM. 1DU
curly ‘805
North America late *70s - R90 000 44 000 0.56% 20% MSM, INL] Hetero
carly ‘30s
Australia & late <70s = 12000 600 0.1% 5% MSM. IDU
New Zeaiand garly "80s .
TOTAL 33.4 millian 5.8 million 1.1% 43%

¢ Thec virus 1s firmly embedded in the general population, among women whose only risk
behaviour is having sex with their own husbands. In a study of nearly 400 women attending
STD clinics in Pune, 93% were married and 91% had never had sex with anyone bur their
husband. All of these women were infected with a sexually transmitted disease, and a
shocking 13.6% of them tested positive for HIV.

[n Eastern Europc and in Latin America and the Caribbean, infections are concentrated in
marginalized groups though clearly not himited to them.

In Latin Amenca the pattern of HTV spread is much the same as in industrialized countries. Men
who have unprotected sex with other men and drug injectors who share needles are the focal
points of infection. In Mexico studies suggest that up to 30% of men who have sex with men
may be infccted; among drug injectors in Argentina and Brazil the proportion may be close to
half. While ransmission through sex between men and women is on the rise, especially in Brazil,
heterosexual HIV spread is especially prominent in the Caribbean. Prevalence rates of 8% among
pregnant women have been reported from Haiti and one surveillance site in the Dominican
Republic.

HIV continucs to gallop through drug-injecting commumtics in Eastern Europe and Central Asia.
A region which until the mid-1990s appeared to have been spared the worst of the epidemic, it
now holds an estimated 270 000 people living with HIV. For the moment Ukraine remains thc
worst-affectcd country, though the Russian Federation, Belarus and Moldova have all registered
enormous increases 1n the past few years. With HIV gaining new footholds as it penetratcs new
drug-user commuuities, the potential for continued spread through drugs and sex is undeniable
given the known overlap between drug-injecting and sex-worker populations and the dramatic
rises in other STDs. In the Russian Federation, for example, syphilis rates have shot up from
around 10 cases per 100 000 people in the late 1980s to over 260 cases per 100 000 a decade later.

The proportion of adults (15 to 49 years of age) hving with HIV/AIDS in 1998, using 1997 population numbers.
MSM (sexual transmission among men who have sex with men), IDU (ransmission through injecting drug
use), Hetero (heterosexual wansmission).
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fifth and one-third of all children will be orphaned by AIDS by the end of this year.
In human terms, the AIDS orphan emergency is causing unprecedented threats
to child welfare. This vulnerability includes decreased access to life-sustaining
food, education, health care, housing, and clothing, and increased psychosocial
distress brought on by death, isolation, and stigma. These children are also at
extraordinary risk of physical and sexual abuse as well as child labor exploitation.
And while most of these orphans were born HIV-negative — this vulnerability
leaves them at seriously increased risk of becoming HIV infected themselves.

Tragically, the worst is yet to come. During the next decade, more than 40 |
million children will be orphaned by AIDS, and this "slow burn disaster" is not
expected to peak until at least 2030. According to UNICEF, the AIDS pandemic
in sub-Saharan Africa is having and will continue to have:a more significant '
impact on child survival and maternal mortality than.e er emergencies on the
continent combined. Without a doubt, AIDS has placed n entire generation of
Africa’s children in jeopardy.

- In 9 sub-Saharan Afric:

% of All Children Orphaned by AIDS
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AIDS is wiping out decades of progress on a host of development D M
. objectives. After hundreds of millions of dollars of donor investment and well- O Q_@?
documented resuits, AIDS is now turning back the development clock to the
1960s. In the coming decade in many areas of sub-Saharan Africa, infant’
mortality will double and child? mortality will triple. In addition, despite steady
advances in access to education, a rapidly increasing number of children
(particularly girls) are now dropping out of school to act as substitute labor or as
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HIV Prevalence Trends in Selected Countries
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caregivers for their dying parents. Far too few are finding their way back. Finally,
according to the US Census Bureau, AIDS has already reduced life expectancy
in Zimbabwe by 25 years and in Zambia from 56 years old to 37. In the next few
years, AIDS will reduce life expectancy in South Africa by a third, from 60 years
old to 40.

Projected Under-5 Mortality Rates in 2010 for
Selected African Countries
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AIDS is not only causing unfathomable human suffering, it is jeopardizing
economic growth, political stability, and civil society in many sub-Saharan
African nations, posing a security risk here at home.

AIDS is a trade and investment issue. The Blueprint for a US/Africa
Partnership for the 21% Century, adopted at the US/Africa Ministerial states:
“African-US economic ties continue to grow. For example, US exports to Africa
grew more rapidly in 1998 than did US exports to most other regions and are
now 45% greater than its exports to all countries of the former Soviet Union
combined. As a source of crude oil, Africa is as important to the United States as
the Persian Gulf. On a balance of payments basis, American private investment
consistently produces a higher rate of retumn in Africa than in any other region.”

According to Professor Jeffrey Sachs, Director of the Harvard Institute for
International Development, "a frontal attack on AIDS in Africa may now be the
single most important strategy for economic development.” This is true because
as The Southern Africa AIDS Information Dissemination Service estimates, over
the next 20 years AIDS will reduce by a fourth the economies of sub-Saharan




Africa. This AIDS related economic impact has already begun. According to the
Economist, a recent study in Namibia estimated that AIDS costs the country
almost 8% of GNP in 1996 and by 2005, Kenya's GNP will be 14.5% smaller than
it would have been without AIDS. In Tanzania, The World Bank predicts that
GNP will be 15-25% lower as a result of AIDS. The South African government
estimates that AIDS costs the country 2% of GNP each year.

AIDS has hit professionals hard in sub-Saharan Africa, particularly civil servants,
engineers, teachers, miners, and military personnel. In Malawi and Zambia, 30%
of teachers are HIV-positive, and in Zambia, 1,500 teachers died of AIDS in 1998
alone. In South Africa, 1 in 5 miners is currently infected with HIV. Uganda
Railways has already lost 5,600 employees (10% of its workforce) to AIDS and
now has an AIDS- related labor turnover rate of 15% annually And in Zimbabwe,

. job, assuming that one will die of AIDS. The Indeni Petroleum Refinery in
- Zambia reportedly spent more on AlDS-related costs than it declared in profits.

Annual Costs of AIDS per Employee in Various
Industries in Selected Countries in sub-Saharan Africa
Industry (Country)
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Source: Futures Group International. USAID Policy Project, 1999.
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caregivers for their dying parents. Far too few are finding their way back. Finally,
according to the US Census Bureau, AIDS has already reduced life expectancy
in Zimbabwe by 25 years and in Zambia from 56 years old to 37. In the next few
years, AIDS will reduce life expectancy in South Africa by a third, from 60 years
old to 40.

Projected Under-5 Mortality Rates in 2010 for
Selected African Countries
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AIDS is not ohly causing unfathomable human sufferilng, it is jeopardizing
economic growth, political stability, and civil society in many sub-Saharan
African nations, posing a security risk here at home.

AIDS is a trade and investment issue. The Blueprint for a US/Africa
Partnership for the 21% Century, adopted at the US/Africa Ministerial states:
“African-US economic ties continue to grow. For example, US exports to Africa
grew more rapidly in 1998 than did US exports to most other regions and are
now 45% greater than its exports to all countries of the former Soviet Union
combined. As a source of crude oil, Africa is as important to the United States as
the Persian Gulf. On a balance of payments basis, American private investment
consistently produces a higher rate of return in Africa than in any other region.”

According to Professor Jeffrey Sachs, Director of the Harvard Institute for
International Development, "a frontal attack on AIDS in Africa may now be the
single most important strategy for economic development." This is true because
as The Southern Africa AIDS Information Dissemination Service estimates, over
the next 20 years AIDS will reduce by a fourth the economies of sub-Saharan
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PRESIDENTIAL MISSION TO AFRICA
MARCH 27, 1999 - APRIL 5, 1999

MEMBERS OF CONGRESS

Rep. Carolyn Kilpatrick, Foreign Operations Subcommittee, Appropriations,
Congressional Black Caucus

Rep. Barbara Lee, Africa Subcommittee, International Relations,
Congressional Black Caucus

Rep. Sheila Jackson Lee, Founder and Chair, Congressional Children's Caucus,
Congressional Black Caucus

CONGRESSIONAL STAFF

Bruce Artim, Health Staff, Senator Hatch
Mary Lynn Qurnell, Legislative Assistant, Senator Helms
Stephanie Robinson, General Counsel, Senator Kennedy
Carolyn Bartholomew, Legislative Director, Rep. Pelosi,
Minority Staff, Foreign Operations Subcommittee, Appropriations

NON-GOVERNMENTAL PARTICIPANTS

William Harris, President, Children’'s Education and Research Institute

Bishop Felton May, General Board of Global Ministries, United Methodist Church
David Dinkins, Chair, Black Leadership Coalition on AIDS

Dr. Jacob Gayle, World Bank

Rory Kennedy, Documentary filmmaker

Nick Doob, Documentary filmmaker

ADMINISTRATION OFFICIALS

Sandy Thurman, Director, Office of National AIDS Policy
Michael Iskowitz, Consultant, USAID

Dr. Paul DeLay, Director, HIV/AIDS Programs, USAID
Maria Sotiropoulos, Protocol Officer, State Department
Phil Drouin, Africa Bureau, State Department

MILITARY PERSONNEL

Lt. Commander James Erskine
Dr. Anthony Barile
Brenda Geist, Director Congressional Travel




THE WHITE HOUSE

Office of the Press Secretary
(Cologne, Germany)

For Immediate Release June 18, 1999
FACT SHEET
The Cologne Debt Initiative

The G-7 leaders have endorsed a new Initiative to enable Heavily Indebted Poor Countries
(HIPCs) to receive deeper, broader and faster debt relief in return for firm commitments to
channel the benefits into improving the lives of all their people. The HIPC Initiative was created
in 1996 to provide deeper multilateral debt reduction for poor countries with unsustainable debt
burdens.

New focus on poverty: The Cologne Initiative calls on the International Financial Institutions to
develop a new framework for linking debt relief with poverty reduction that centers
around better targeting of budgetary resources for priority social expenditures, for health,
child survival, AIDS prevention, education, greater transparency in government
budgeting, and much wider consultation with civil society in the development and
implementation of economic programs.

Substantially deeper relief: Together with earlier debt relief commitments, the Cologne
Initiative provides for reduction of up to 70 percent of the total debts for these countries,
reducing the stock of debt from about $127 billion today to as low as $37 billion with the
cancellation of official development assistance (ODA) debt by G-7 and other bilateral
creditors. In today’s dollars (net present value — NPV terms), this would more than triple
the amount of relief to be provided from $13 billion under the current HIPC framework
to as much as $50 billion. This would be accomplished by reducing the HIPC program
target ratios for the NPV of outstanding debt to 150 percent of exports, and 250 percent
of government revenues, with fiscal thresholds of 30 percent exports to GDP and 15
percent revenues to GDP, and by providing full cancellation of ODA debts.

Faster relief: Relief will be available significantly faster than under the current framework by
providing early cash flow relief (“Interim Relief’) and allowing earlier stock reduction.

Broader participation: The number of countries expected to qualify for HIPC relief would rise
from 26 to 33, meaning that more than 430 million people could ultimately be affected.

-more-



i ()«M\% Sho
= oyl @wf”

__“_ _.__ﬁ)ff&k ok S
i i S
B . @,@(of o -
%v\w- MZ NN (\c&» “_j_‘:_“__
_ ,  Jolde 3 @QE':/QE\/;Q —;_i
| ey
oo

o LN 7N /qDW
q;w&u Ao~ m 24D
%‘/\J -

- —— - — | | —__éf C C 7 C C -
[33_. ———







AIDS falling in Uganda - report

The Monitor (Kampala)
July 21, 1999
By Carolyne Nakazibwe & Richard Dick Lukyamuzi

Kampala - About 54,712 Ugandans are still suffering from AIDS, despite a remarkable decrease
in the HIV/AIDS caused deaths since 1996. According to this year's ministry of Health AIDS
Surveillance Report, urban areas have had a 50% decline in AIDS cases.

This has been attributed to awareness programs and improved health care facilities including
hospitals, the AIDS Support Organisation (TASO) and other counselling centres.

TASO manager in Masaka, Godfrey Bwandinga said the organisation has so far handled 12,584
cases, of which 500 patients have died since 1996. The statistics were released during the Candle
Light Celebrations in memory of TASO's dead clients at the district TASO headquarters, July 15.

The retired Catholic bishop of Masaka Adrian K. Ddungu, lamented the high AIDS cases in
Africa compared to the rest of the world. According to the ministry report, Rakai recorded only 5
clinical AIDS cases in 1998, compared to the 1,182 patients in 1996, which suggests Uganda's
improved situation.

Rakai district which once had families wiped out by the virus recorded no clinical AIDS case in
1998 according to the report. However, the problem of AIDS orphans is acute in the district, and
some observers say the low numbers are more a result of the high death rates of earlier years.

Kiboga emerged with the highest AIDS cases last year (359) despite having only 5 cases in 1995
and 2 cases in 1997. Kampala's situation is still worrying with 214 residents contracting
AIDS/HIV 1n 1998. Kampala's TASO information officer, Rose Kizito, said the high rate of
cases in Kiboga is due to lack of information and awareness.

She said AIDS cases in Rakai on the other hand are on the decline due to the high level of
communication and awareness there. "Rakai has had so many NGOs operating there to stop the
virus, yet Kiboga hardly has access to local media, let alone awareness programs," Kizito said.

"Uganda's position in the world of AIDS has always been an estimate and now it is hard to say
how exactly we are ranked," Benjamin Sensasi, Kampala's World Health Organisation (WHO)
Information Officer said.

Sensasi also said the situation is expected to improve with the new AIDS drugs on sale. There
has already been a big decline in AIDS deaths since 1996 when AZT and Crixivan drugs first hit
the world drug market.

The latest addition, Hydroxyurea, reduces chances of infection of newborns during birth.

"The new drug 1s safe and it will help further, especially in children. It may not help the adults
much, but if well-used, the rates will go down," Sensasi said.
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Infectious diseases on the rise in Zambia

The Post of Zambia (Lusaka)
July 21, 1999
By Reuben Phiri

Lusaka - Infectious diseases like HIV/AIDS, tuberculosis and diarrhoea accoun
for 80 per cent of medical problems in Zambia, disclosed University Teaching
Hospital (UTH) head of virology project Dr. Francis Kasolo yesterday.

Briefing visiting president of the Japan International Cooperation Agency (JICA
president Kimio Fujita when he toured the Infectious Diseases Control Project
at UTH, Dr. Kasolo said there was a requirement for good laboratory facilities
with hlghly trained staff.

"These are essential in order to control these diseases," he said.

UTH managing director Dr. Elewyn Chomba called on JICA to assist in the
maintenance of equipment at the project.

She said the laboratory had been designated a World Health Organisation
(WHO) facility because of its high standards.

Fujita said Japan had come from a background of being a recipient country of
aid after the Second World War and has in the last decade given out over US
$10 billion to 170 developing countries.

He said medicare, education, water supply and human development sector
were some of their priority areas as adopted by the Tokyo Agenda for Action fo
African Development.

Fujita, briefing the press at Pamodzi Hotel, said the primary theme of the Toky
Agenda for Action is "poverty reduction through accelerated economic growth
and sustainable development and effective integration of African economies
into the global economy".

Fujita who was in the country on a two day official visit also met some cabinet
ministers and paid a courtesy call on President Frederick Chiluba yesterday.

He departed for Tokyo, Japan later in the evening.

Copyright (c) 1999 Post of Zambia. Distributed via Africa News Online
(www.africanews.org). For information about the content or for permission to
redistribute, publish or use for broadcast, contact the publisher.

7/22/99 10:36 AM
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Infectious Diseases on the Rise in Zambia

Africa News Online (07/21/99)
Reuben Phiri

Dr. Francis Kasolo, head of the virology project at Zambia's University Teaching
Hospital (UTH), discussed this week Zambia's top medical issues. According to Kasolo,
80 percent of Zambia's medical problems are due to infectious diseases such as HIV,
tuberculosis, and diarrhea. Kasolo also asserted that the country needs a good
laboratory with highly trained staff.

Kasolo made his comments during a briefing with Kimio Fujita, the visiting president of
the Japan International Cooperation Agency. Fujita noted that Japan has given over $10
billion to 170 developing countries in the past decade, and he said that education, clean
water supply, and human development were among the key issues in the Tokyo
Agenda for Action for African Development.
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White House 'friends’ tightfisted with AIDS help

Business Day (Johannesburg)
July 21, 1999

Johannesburg - On Monday US Vice-President Al Gore staged
an event to unveil a new Bill Clinton administration "action plan”
to confront AIDS in Africa. As much as anything the purpose was
to vaccinate presidential candidate Gore against charges by a
handful of activists that he has been indifferent to the pandemic.
In that respect the event probably succeeded.

Archbishop Desmond Tutu, quoting St Augustine, delivered a
wonderful sermon on the inherent goodness of man and, by
implication, Gore. The podium was then handed to Olivia
Nantongo, a young woman flown in from Uganda to put a human
face on the awful statistics.

She wept as she described how her mother had been stricken
with HIV, then ostracised by her community, and how she herself
had been cared for, when her mother could no longer look after
her or pay her school fees, by a local support group funded in
part by the US Agency for International Development.

Gore stood on one side of the distraught Nantongo and Sandra
Thurman, director of the White House office of national AIDS
policy, on the other. They whispered encouragement and
consoled her until she finished her tragic narrative and turned to
prepared text. Evidently someone other than herself prepared the
remarks, which thanked the vice-president for his leadership on
behalf of all sub-Saharan Africa.

One could understand the Gore team hauling in Tutu and
Nantongo as props if their intention was to sell a reluctant public
on the notion of spending a few billion dollars on fighting AIDS
and caring for its victims in Africa. Or, in other words, intervening
on a scale warranted by current data and projections that sugges
that by 2005, 13000 Africans will be dying of AIDS every day.

7/22/99 10:32 AM
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In fact, as far as one could determine from the fuzzy numbers in
the press releases, all Gore was doing was re-announcing the
administration's unopposed request to increase funding for
international AIDS programmes by $100m in the coming fiscal
year. That is nearly double the current budget, to be sure, but stil
only a fraction of what it is going to cost to build a new bridge
over the Potomac for the benefit of Washington commuters.

Consider these statistics: indeed, 22-million African adults and
1-million children already are HIV-positive and thus.under

sentence of death within a decade; new infections in the '
continent are being added at the rate of one every eight seconds -
and this plague threatens to reduce African output by 25% over

the next 20 years.

All these statistics are contained in a new report by the White
House AIDS office. If they are true, then one might think the
administration, nominally besotted as it is with Africa, could be a
little bolder in its allocation of resources. '

The report makes the case that AIDS poses the single greatest
threat to President Thabo Mbeki's dream of an African
renaissance and to the Clinton administration's own mercantilist
vision of the continent becoming a great new market for US
goods and services. You think crime is now a problem. Wait until
millions of young AIDS orphans are fending for themselves on th
streets or seeking to eke out livings as militiamen.

Harvard economist Jeffrey Sachs is quoted as saying "a frontal
attack on AIDS may now be the single most important strategy fo
economic development”. ' '

Grant there is some truth in that, then consider the following fact.

The US government, new initiative included, spends less on
international programmes to prevent, mitigate and treat AIDS
than US middlemen generate in revenues - $242m last year -
from exporting, mostly to Africa, used clothing Americans have
dumped at institutions like the Salvation Army. The tax
deductions alone that Americans take from donating their old
knickers to charity could fund African AIDS relief more generousl
than what Gore preened himself on this week.

There is nothing especially generous, or even politically bold,
about the Clinton administration wishing to spend an amount
equivalent to the market capitalisation of a website that has yet to
turn a cent in profit on combating a cataclysmic pestilence that
the administration compares with the plague.

The "extra" $100m announced by Gore, and blessed by Tutu and
Nantongo, will at best be a palliative, at least the portion that is
left over after paying the overheads - salaries, travel and
conferences - of the organisations to which the money is
dispensed. The organisations' attitude towards AIDS tends,
logically enough, to be that of Fabian socialists who longed for
the revolution so long as it did not occur in their lifetimes.

7/22/99 10:32 AM
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The revolution, in this case, would be a vaccine, a cure or at leas
a survivable and affordable treatment. But Africans apparently ar
not worth the expense of finding same. The real money is in
caring for them and their orphans and trying to alter their
behaviour - not healing them.

Copyright (c) 1999 Business Day. Distributed via Africa News Online
(www.africanews.org). For information about the content or for permission to
redistribute, publish or use for broadcast, contact the publisher.
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THE WHITE HOUSE

WASHINGTON

Wmmm
MEMORANDUM FOR THE VICE PRESIDENT ~

THE SECRETARY OF STATE

THE SECRETARY OF DEFENSE

THE SECRETARY OF THE INTERIOR

THE SECRETARY OF AGRICULTURE -

THE SECRETARY OF COMMERCE

THE SECRETARY OF HEALTH AND HUMAN SERVICES -
THE SECRETARY OF TRANSPORTATION '

THE SECRETARY OF ENERGY

THE SECRETARY OF EDUCATION ..

THE SECRETARY OF VETERANS AFFAIRS ~ =

THE ADMINISTRATOR OF THE BQVIRONMENTAL
PROTECTION AGENCY

THE DIRECTOR OF THE OFFICE OF MANAGEMENT AND
BUDGET

THE CHAIRMAN OF THE COUNCIL OF ECONOMIC
ADVISORS

THE DIRECTOR OF CENTRAL INTELLIGENCE -

THE ASSISTANT TO THE PRESIDENT FOR NATIONAL
SECURITY AFFAIRS

THE ASSISTANT TO THE PRESIDENT FOR DOMESTIC
POLICY

THE ASSISTANT TO THE PRESIDENT FOR ECONOMIC
POLICY

THE ASSISTANT TO THE PRESIDENT FOR SCIENCE AND
TECHNOLOGY

THE ADMINISTRATOR OF THE AGENCY FOR
INTERNATIONAL DEVELOPMENT

THE DIRECTOR OF THE ARMS CONTROL AND
. DISARMAMENT AGENCY

71003/0186
@003.0186
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THE CHAIRMAN OF THE COUNCIL ON ENVIRONMENTAL

QUALITY

THE CHAIRMAN OF THE JOINT CHIEFS OF STAFF

THE ADMINISTRATOR OF THE NATIONAL AERONAUTICS
AND SPACE ADMINISTRATION

THE DIRECTOR OF THE PEACE CORPS

THE DIRECTOR OF THE NATIONAL SCIENCE FOUNDATION
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THE DIRECTOR OF THE NATIONAL INSTITUTES OF
HEALTH
THE ADMINISTRATOR OF THE NATIONAL OCEANIC AND
ATMOSPHERIC ADMINISTRATION
THE DIRECTOR OF THE NATIONAL INSTITUTE OF
STANDARDS AND TECHNOLOGY |
THE DIRECTOR OF THE CENTERS FOR DISEASE CONTROL
AND PREVENTION .
THE COMMISSIONER OF THE FOOD AND DRU
ADMINISTRATION

SURJECT: Emerging Infectious Diseases

This Directive establishes national policy and implementing actions to address the threar of
emerging infectious diseases by improving surveillance, prevention, and response measures.

Background

Emerging infectious diseases — new, resurgent, or drug-resistant infections of which the
incidence in humans has increased within the past two decades or threatens to increase in the
near future — present one of the most significant bealth challenges facing the global
commuuity. Despite the major medical and scienrific advances of this ceatury, infectious
discase deaths have risen sharply over the past decade in the United States and globally.
HIV/AIDS has exploded into a global pandemic. while other diseases thought to be under
conuol, such as tuberculosis, cholera, and pneamonia, are reemerging worldwide. The
factors that contribute 1o the resurgence of these diseases, such as the evolution of drug-
resistant microbes, population growth and urbanization, unsafe hurnan behaviors, and
changes in ecology and climate, show no sign of abatement.

Diseases such as Hantavirus and Lyme disease bave emerged within the United States. At
the same time. there is a considerable risk of ifecdous agents entering unnoticed from
overseas. Most cities in the United States can be reached by commercial flight from any
area of the world within 36 hours — less time than the incubation period of many infectious
diseases. Furthermore, the United States is vulnerable to a release of biological agents
rogue nalions of texronists, which could result in the spread of infectious diseases. -

| have determined that the national and infernarional system of infectious disease surveillance,
prevention, and response is inadequate to protect the health of United States citizens from
emerging infectious discases. On the basis of the Nationa! Science and Technology Council
reports. "Infectious Disease — A Global Health Threat® (September 1995), “Meeting the
Challenge ~ A Research Agenda for America's Health. Safety Food™ (February 1996).
*Proceedings of the Conference on Human Health and Global Climate Change™ May 1996),
and the National Security Council (NSCYOffice of Science and Technology Policy (OSTP)
Tasker on emerging infectious diseases, I am calling for a series of acuons to improve our
surveillance, prevention. and response capabilit. Where relevant. these actions wil] be
coordinated with Presidential Decision Directive (PDD) 39/United States Policy on
Countenerronsm.
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I. Objectives

The United States will improve éomcstic and imematibnal infectious disease surveillance,
prevenuon, and response. Specifically, the United States will:

A.  Suengthen domestc infectious disease surveillance and response, both at the Federal,
State, and local levels and at ports of entry into the United States, in cooperation with
the private sector and with public health and medical communities.

B. Work with other nations and international organizations to establish a global infectious
disease surveillance and response system. based on regional hubs and linked by
modern communications.

C. Strengthen research activities to impm‘*e diagnostics, treatment. and prevention, and to
improve the understanding of the biology of infectious disease agents.

D.  Ensure the availability of the drugs, vactines, and diagnostic tests needed to combat
infectious diseases and infectious disease emergencies through publi¢-and private
sector cooperation. - Pt e gmen teaem mToemmoe T

E.  Expand missions and establish the authority of relevagt United States Government
agencies to contribute to 2 worldwide infectious disease-surveillance, prevention, and
response network. In some cases, this will require legislation to- extend agency .

E.  Promote public awareness of emerging mfecuous diseases. through cooperation with
nongovernmental organizations and the private sector. ... .. . .

JI. Implementing Actions

Departnents and agencies are directed as follows:

1. Enhance the surveillance and response components of our domestic and international
public health infrastructure. -

- Suengthen Federal and State laboratory and epidemiological response capabilities.
The Centers for Disease Control and Prevention (CDC) will coordinate Federal
government efforts to strengthen Federal, State and local health deparunents
surveillance and response capabilities.

- Stuengthen research, training, and techoology development for establishing new and
more effective interventions to combat emerging infectious diseases.

- The Federal government. in c&o;xmion with Siate and local governments.
international organizations. the private sector, and public health. medical and
veterinary communities. will establish a-national and international electronic
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network for surveillance and response regarding emerging infectious diseases.

2. Enhance biomedical and behavioral research efforts on emerging infectious diseases.

The National Institutes of Health (NTH) will lead Federal government efforts to
strengthen research on the development of new tools 10 detect and control
emerging infectious diseases and on the biology and pathology of infectious agents,
including antimicrobial drug resistance. . Research will include the development of
new mechanisms for the contro) and prevention of zoonotic infectious agents,
which are derived from domesticared and wﬂd animals; and the health effects of

. climate change.

Federal agencies will coordinate with the private sector, 8s . priate, including
representatives of the pnannace:mal mdmy and the-mdc - , medicaj, and
public health communites.

3. Expand formal u-ammg and outreach to bsa.lth care provlde:s

The Pubhc Health Service will streagthen efforts 1o work with professional
organizations and health care providers to reduce inappropriate e of antibiotics.

Before the end of June 1996, senior Unjted States Governme “cials will write
health care provider, health research. and professional organL S t0 urge that
emerging infectious diseases be given greater emphasis in fdloushnp programs and
on certifying and re-certifying examinations.

NIH will write appropriate medical college and public health school associations,
urging therm to advise their member instinations (o expand training in emerging
infectous diseases and antimicrobial drug resistance in smdent cuwrricula

4. Review and update regulations. procedures, and resources for screening and quarantine
at ports of entry into the United States.

_ Au interagency group led by CDC will review and update current screening ‘and

” "quarantine regulations. procedures, apd resources aimed at mirimizing the threats
disease outbreaks can pose to national health and security. Issues considered
should include carly waming systems abroad, stricter controls at ports of eatry, and
improved surveillance after persons. animals, or materia) have entered the United
States.

NSC will ensure that any recommendations support the coupmemﬁsm fneasures
called for in PDD 39/United States Policy on Counterterrorism.

5. Make intormation about i}l intemational zavelers with communicable diseases more
accessible to domestic health authornities.
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7.

CDC will be t.hc l_.eﬁ_a_d agency in the development of cooperative arrangements with
the transportation industry to provide needed information when follow-up is
required of passengers' with communicable diseases arriving at United States ports
of enfry. ) '

Encourage other nations and international organizations to assign higher priority to
emerging infectious diseases. ' .

- The Department of State and OSTP. in‘consultation with other agencies, will
develop and coordinate 4 suswined effort @ enlist support from other mations and
international bodies. State will raise the issue of emerging infectious diseases in
bilateral, regional, and multilateral discussions and will negotiate cooperative
agreements with other nations w0 promote the establishment of a global
surveillance and response network.

‘Support the World Health Organizarion and other bodies in playing a stronger role in

the surveillance, prevention, and response to emerging infectious diseases.

- The United States will patﬁc_ip_ité in the WHO-proposed revision of the
~ Inrzermational Health Regulations to ensure improved screening and quarantine
capabilities.:

- The United States will urge the WHO to develop regional inventories of resources
for combating emerging infectious diseases and will explore joint steps 0
strengthen surveillance and response capabilities of WHO and other international
organizations, as appropriate.

Expand United States agency missions and mandates in order to ensure that responsible
agencies are provided with the authority. emergency procurement powers, and
resources to respond to worldwide disease outbreaks that have the potential to adversely
affect the United States. ' :

- CDC's mandate to protect the health of United States citizens will be more olearly
- stated to allow conduct of surveillance and response activities, including outbreak
investigations and selected responses to epidemics overseas in coordination, as
appropriate, with State and local health departments, the Departments of State and
Defense (DoD). the United States Agency for Intemational Development (USAID),
and other Federal agencies. In disaster relief operations involving infectious
diseases, CDC will operate as part of the United States effort. as appropriate.

- USAID will continue to address the root causes of emerging diseases through its
on-going portfolio of assistance to developing countries.

- The mission of DoD will be expanded to include support of global surveillance.
training, research, and response to emerging infectious disease threats. QoD_wnll
strengtl ~ its global disease reduction efforts through: centralized coordination:
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improved preventive health programs and epidemiological capabilities: and

enhanced involvement with military weatment facilities and United States and
overseas laboratories. :

]

- DoD will ensure the availability of diagnostic capabilities at its three domestic and
six overseas laboratories, using exising DoD resources. DoD will make available
its overseas laboratory facilities. as appropriate, to serve as focal points for the
training of foreign technicians and epideniologists. If necessary. DoD will seek
Chief of Mission concusrence 10 raise pérsonnel ceilings at overseas laboratories, in
accordance with NSDD-38 procedures. °

~

[1I. Coordinationt by a Standing Task Force

A standing Task Force of the Nadonal Science and Technology Council (NSTC) is hereby
established to provide strategic planning and further coordination on issues of emerging
infectious diseases. The Task Force will establish action groups as necessary 10 pursue

specific topics. In particular, the Task Force will act immediately to realize the objectives

and implementing actions described above. The Task Force will, as necessary and in a timely
manner. present to the NSTC issues requiring decision by Principals. '

The Task Force will be co-chaired by the Centers for Disease Control and Prevention and the
White House Office of Science and Technology Policy. Members of the Task Force will
include, but not be limited to, appropriate representatives of the Deparuments of Health ard
Human Services (including the National Institnes of Health and the Food and Drug
Administration), State, Defense, Justice, Commerce. Agriculture, Interior, and Energy, as well
as the United States Agency for International Development, the Narional  Aeronautics and
Space Administration, the Environmental Protection Agency, the Intelligence Comununity, the
National Security Council, the Domestic Policy Council, and the Office of Management and
Budgct. The Task Force will seek the views of the private sector a.nd hahh service pro\nders
in implementing this Directive. -

[V. Resources.

The Departments of Health and Humnan Services, State, Defense, Justice, Commerce,

Agriculare. Interior. and Energy, the United Sutes Agency for International Development,

the National ‘Aeronautics and Space Adminiszrazion, the Environmental Protection Agency, the
Intelligence Community, the White House Office of Science and Technology Policy, the

National Security Council, the Domestic Policy Council. and the Office of Management ind
Budget will take appmpmlr. actions t0 promote the objectives of this Directive. This requires
strengthened activities in appropriate Federal agencies. Agencies will seek o achieve the
objectives of this Directive with available resources. and to the extent necessary, new

resources. which will be determined during the normal budget process in the appropriate ,
fiscal year.
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V. Reporting

The Task Force will report to meithrough the NSTC and will provide me with annuai reports
on the progress realized, including recommendations for further action.

r
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THE WHITE HOUSE
Office of the Vice President 7> / 9&

IFOR IMMEDIATE RELEASE CONTACT: 202-456-7035
WEDNESDAY, Junce 12, 1996

VICE PRESIDENT ANNOUNCES POLICY ON INFECTIOUS DISEASES
New Presidential Policy Calls for Coordinatcd Approach to Global Issue

WASHINGTON - Calling emerging infectious diseases a growing global health
threat, Vice President Gore today (6/12) announced President Clinton’s new policy to
establish a worldwide infectious discase surveillance and response systent, and expand
ccriain federal agency mandates to betier protect American citizens. -

“LEmerging infectious diseases present one of the most significant health and
security challenges facing the global community,” Vice President Gore said during
remarks to the annual meeting of the National Couiicil for [nternationat Heaith in Crystal
City, Virginia.  “Through President Clinton’s leadership, we now have the first national
policy to deal with this serious international problem.

“We are committed to ensuring that American citizens Have the best protection
possible {rom emerging infectious diseases, and that mcans a coordinated, comprehensive
approach at both the national and intemational levels,” Vice Prestdent Gore said.

In the United States, the death rate ftom infectious discases, excluding HIV/AILS,
rose by 22 percent between 1980 and 1992. Contributing factors include climate change.
increased movements of people and goods, and the detcrioration of public health
infrastructures. Since most cities in the United States are within a 36-hour commercial
flight of any area of the world — less time than the incubation period of many infectious
diseases -- addressing the ptoblan of emerging jnfectious diseases requires a global
strategy.

Specifically, the presidential polic;L announwd by Vice President Gore today
(6/12) calls for improved domestit and intemational surveillance, prevention and
response measures to emerging infectious diseases.

For example, the policy directs the United States government to work with other
nations and intemational organizations to establish a giobal infectious disease
surveillance and response system, based on regional hubs and linked by ‘modern
communications technologies, It also expands designated federal agency missions and
mandates in order t0 ensure that they have the authority, emergency procurement powers
and resources to respond to worldwide disease outbreaks that have the potentlal to impact
the United States.
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[n addition, the policy calls for strengthening rcsearch activities to improve
diagnosis, trcatment and prevention of emerging infectious diseases; ensuring the
availability of the drugs, vaccines, and diagnostic tests needed to combal emerging
infectious diseascs; and promoting public awareness of emerging infectious diseases
through cooperation with nongovernment organizations and the private sector. The
policy establishes a standing Task Force of the National Science and Technology Council
(NSTC) to provide strategic planning and further coordmauon on issues of emerging
infectious discases.

“The Clinton Administration has made the war against emerging infectious
diseases a priority,” said Health and Human Services Secretary Donna E. Shalala who
joined the Vice President at today’s announcement. “These diseases know no boundarics,
and our international pursuit of them must know no end.”

Dr. John H. Gibbons, President Clinton’s Science and Technc 7 Advisor, ‘said.
“This is yet another instance where we must pull together our full ranze of capabilities —
- research, the global information infrastructure, international engageme:" - to meet the
challenge to the security and health of our society.”

#H
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THE WHITE HOUSE
Office of Science and Technology Policy
FOR IMMEDIATE RELEASE

June 12, 1996 Contact: (202)456-6020
FACT SHEET
ADDRESSING THE THREAT OF EMERGING INFECTIOUS DISEASES

The President today established a national policy to address the threat of emerging infectious
diseases through improved domestic and international surveillance, prevention, and response
measures.

Background

Emerging infectious diseases such as Ebola, drug-resistant tuberculgsis, and HIV/AIDS
present one of the most significant health and security challenges facing the global
community. Deaths from infectious disease have risen sharply over the past decade in the
United States and globally. In the United States alone, the death rate from infectious
diseases, excluding HIV/AIDS, rose by 22 percent between 1980 and 1992. Coatribudng
factors, such as climate change, ecosystem disturbance, increased movement of people and
g0ods, and the deterioration of public health infrastructures, show no sign of abatement.
Addressing this challenge requires a global strategy as most cities in the United States are
within a 36 hour commercial flight of any area of the world — less time than the incuhation
period of many infectious diseases. Furthermore, the United States is vulnerable to a release
of biological agents by rogue nations or terrorists, which could result in the spread of
infectious diseases,

The National Science and Technology Council (NSTC) has determined that the national and
international system of infectious disease surveillance, preveation, and response is inadequate
to protect the health of U.S. citizens.. The NSTC reports, “Infectious Disease — A Global
Health Threat" (September 1995), "Meeting the Challenge — A Research Agenda for Health,
Safety, and Food® (February 1996), and “Proceedings of the Conference on Human Health
and Global Climate Change® (May 1996), make a number of recommendations to improve

~ our surveillance, prevention, and response capabilities which are reflected in this policy.
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Policy Goals

1. Strengthen the domestic infectious discase surveillance and response system, both at
the Federal, State, and local levels and at ports of eatry into the Upited States, in
cooperation with the private sector and with public health and medical communities.

2. Establish a global infectious disease surveillance and response system, based on
regional hubs and linked by modern communications.

3. Strength'en research activities to improve diagnostics, treatment, and prevention, and
to improve the understanding of the biology of infectious discase agents.

4, Ensure the availability of the drugs, vaccines, and dm'gmcuc tests needed to combat
infectious diseases and infectious disease emergencaes through public and private
sector cooperation.

S. Expand missions and establish the authority of relevant United States Government
- agencies to contribute to @ worldwide infectious disease surveillance, prevention, and
response network.. : S .

6. Promou: public awareness of emerging mfeeuous diseuu through eoopemimx with
: nongovernmental orgnmuuons and the pnvane aeaor

l. Enhance the surveillance and response components of our domestuc and international
public health infrastructure.

- Strengthen Federal and State laboratory and epidemiological response capabilities.
The Centers for Disease Control and Prevention (CDC) will coordinate Rederal
government efforts 10 strengthen Federal, Stats and local health departments
surveillance and response capabilities.

- Strengthen luwch. training, and technology development for establishing new
and more effective interventions to combat emerging infectious diseases.

- The Federal government, in cooperation with State and local governments,
internstional organizations, the private sector, and public health, medical und
veterinary communities, will establish a national and international electronic
network for surveillance and response regarding emerging infectious diseases.



06/24/99

17:03 2202 219 0507 AFR SD ¢ 0147016

Enhance biomedical and behavioral research efforts on emerging infectioys disezses.

The National Institutes of Health (NIH) will lead Federal government efforts o
strengthen research on the development of new tools to detect and control
emerging infectious diseases and on the biclogy and pathology of infectious
agents, with particular emphasis on antimicrobial drug resistance. Research will
include the development of new mechanisms for the control and prevention of
zoonotic infectious agents, which are derived from domesticated and wild animals,
and the health effects of climate change.

Federal agencies will coordinate with the private sector, as appropriate, including
representatives of the pharmaceutical industry and the academic, medical, and
public health communities. .

Expand formal training for health care providers.

Senior United States Government officials will work with health care provider,
health research orgamzauons, and professional organizations to urge that emerging
infectious diseases be given greater emphasls in fellowship programs and on
certifying and re-certifying examinations.

NIH will work with appropriate medical college and public health school
associations, urging them to advise their member institutions to expand training in
emerging infectious discases and antimicrobial drug resistance, in stdent
curricula.

Review and update regulations, procedures, and resources for screening and quarantine
at ports of entry into the United States.

CDC will lead an interagency group to review and update current screening and
quarantine reguladons, procedures, and resources aimed at minimizing the threats
disease outbreaks can pose to national health and stcurity. Issues considered |
should include early warning systems abroad, stricter controls at ports of eniry,
and improved surveillance after persons, animals, ar mmrhl have entered the
United States.

- The National Secunty Councul (NSC) will ensure that any recommendations

ﬂMﬂ COUNTErterTorism measures.
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Make information about ill international travelers with communicable diseases more
accessible 0 domestic health authorities.

- CDC will be the lead agency in the development of cooperative arrangements with
the transportation industry to provide needed information when follow-up of
passengers with communicable discases arriving at United States ports of erury is
required. :

Encourage other nations and international organizations to assign higher priority to

emerging infectious diseases.

- The Department of State and Office of Scxence and Technology Policy (OSTP), in
consultation with other agencies, will develop and coordinate a sustained effort to
enlist support from other nations and international bodies. State will raise the
issue of emerging infectious diseases in bilateral, regional; and multilateral
discussions and will negotiate cooperative agreements with other nations to
promote the establishment of a global surveillance and response network.

Support the World Health Organization (WHO) and other bodies in playing a stronger |
role in the surveillance, prevention, and response to emerging infectious diseases.

- The United States will participate in the WHO-proposed revision of the
International Health Regulations to ensure mproved screening and quarantine
capabilities.

- The United States will urge the WHO 10 develop regional inventories of resources
. for combating emerging infectious diseases and will explore joint steps to
strengthen surveillance and response capabnhues of WHO and other international
organizations, as appropriate.

Expand United States agency missions and mandates in order to ensure that responsible
agencies are provided with the apthority, emergency procuremest powers, and
resources to respond to worldwide disease outbreaks that have the potentia) © adversely
affect the United Sutu.

- CDC's mandate to protect the health of United States citizens will be more clearly
stated 60 allow conduct of surveillance and responss activities, including outbreak
investigations and selected responses to epidemics overseas. In disaster relief
operations involving infectious discases, CDC will opcm: as part of the United
States effort, as appropnate
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MACRO POINTS

1) Your efforts, and those of your colleagues with the CBC, have produced a significantly
higher level of engagement and awareness on this issue; we agree that there is a severe and
ongoing crisis which requires both immediate measures and a long term sustained commitment

2) Within this Department, we’ve looked from top to bottom, and continue to look, at the
issues you’ve raised and it’s helped us ask better, more penetrating questions and think more
strategically so that we move resources and target them most effectively.

3) To make the significant progress we need to achieve, all sectors of the African-American
and minority communities need to be pulling together; your efforts to generate and build this
momentum and awareness to mobilize this response have been critical, and we want to work with
you to maximize these efforts in every way possible.

4) I know that you have viewed the declaration of a public health emergency as an important
element of this effort -- and I need your help in understanding all aspects of this request,
particularly the unique contributions such a declaration would make. (Try to get as many
specifics as possible) In some respects, I believe we’re striving for the same things but we’re
using different terms

A) substantive contributions (e.g., dollars, changes in programs, etc.)
B) symbolic importance

S) Let us explain the concept of a public health “emergency™ and how this concept has been
used within HHS (and understood by others) in the past (e.g., Ebola virus, Hantavirus); in these
cases, rapidly emerging infections of unknown cause trigger a rapid public health
investigation/response which subsides when the etiology is defined (Dr. Satcher will have
additional talking points)

6) This also needs to be seen in the context of the President’s seven month-old Initiative

to Eliminate Racial and Ethnic Disparities in Health. When the President announced this effort
last February, he identified HIV/AIDS as one of the 6 areas of emphasis. It is, and will continue
to be, an urgent issue in this context.

7) Because certain communities are in crisis situation with the burden of HIV/AIDS, I want

to work together to address these overwhelming needs to produce a “win win” situation for the
community, for us, and for you

Yvd 1$:60 3A0L 8§6/10/60
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8) My goal in working with you is to achieve effective short-term and long-term sustained
IESpOnses

A) short termn

1) identify and target fy ‘98 and fy ‘99 resources (moving real resources around)

2) implement structural changes in programs through administrative actions

3) pursue strategies to provide immediate and meaningful tcchmcal assistance to help
hard hit communities

B) long term

1) legislative changes to provide greater flexibility for moving dollars to track the
epidemic

2) continued top to bottom review of how we address the urgent situation

3) regular, periodic reviews/consultations of institutional changes and progress

4) continuing to ramp up resources, especially dollars

9) There is too much to accomplish for us to not be working together, speaking with similar
voices, and continuing to push for concrete substantive results for which we all will be, and must

be, held accountable

A) I hope we can leave here agreeing on our goals, on a strategy for achieving those
goals, and on language we would use to describe our efforts

B) I also hope we can continue to hold the details of these discussions in conﬁdence until
we're ready to make an announcement.

200 Xvd 1¥:60 A0L 86/10/60
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Subject: MTCT intervention cost figures for Peter's meeting
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Date: 5/27/99 2:49 PM

Jacob,
Below are the figures for Peter's meeting.
Regards,

Brian Pazvakavambwa
Jos Perriens

1. Unit cost of MTCT intervention

Unit cost of MTCT intervention (zidovudine+lamivudine from 36 weeks + 1 week
post partum + zidovudine/lamivudine to baby for 1 week - including all costs

like VCT, follow-up, etc) = US$90 per pregnant woman (Wilkinson et al, South
Africa).

This cost however excludes breastfeeding replacement, 6 months of which costs
US$48 at the UNICEF negotiated price going up to US$150 on the open market.

There are other estimates, most in the realm of speculation, such as US$20 from
study by Mansergh et al {using only zidovudine as in Thai Study), or Elliot and
Kalin (US$48 to US$60 for drugs only).

2. MTCT Programme in South Africa (country-wide)

Expected pregnant women in 1999 = 1,327,800 (UN World Population Prospects,
1996)
Cost of intervention (not including replacement feeding = US$90 x
1,327,800
= US$120 million (assuming 100% coverage).



Experience in Cote d'lvoire Thailand suggests that a good programme might reach
about 40% of the potential beneficiaries (Payo paper). This would bring down the
approximate cost of the intervention to about US$50 million or over US$240
million if replacement feeding were included.

3. References:

Wilkinson D, Floyd K, Gilks CF. Antiretroviral drugs as a public health
intervention for pregnant women in rural South Africa: an issues of
cost-effectiveness and capacity. AIDS 1998;12:1675-1682.

Mansergh G, Haddix AC, Steketee RW, Nieburg PI, Hu DJ, Simonds RJ et al.
Cost-effectiveness of short-course zidovudine to prevent perinatal HIV type 1
infection in a sub-saharan African developing country setting. JAMA
1996;276:139-145.

Extrapolations from 5-Year aggregated expected births in "UN World Population
Prospects: 1996 Rev. Ann 11&lll: Demographic indicators by major area, region
and country)

Payo et al. Attrition in the MTCT intervention Programme in Topogon in CI.
Presented by UNICEF in formulation meeting of FSTI intervention, March 1999,
Abidjan



MICELLANEOUS POINTS CONCERNING ORPHANS
CONCEPTUALIZING THE PROBLEM
The Big Picture

The scale of the social and economic impacts of the HIV/AIDS pandemic are large and getting
larger. Problems will grow and be with us for a long time. In the most seriously affected
countries, the proportion of children who have lost one or both parents exceeds 20 percent and is
expected to continue increasing. The number of orphans in the countries already most affected
by AIDS are not expected to peak until after the year 2030.

How HIV/AIDS is different from other emergencies and epidemics and disasters:
* very large scale

*  “invisibility” due to its slow onset

» still increasing and the full impacts are not yet clear

= affects and kills many more parents than children

* does so in the parent’s most economically productive years

* does so during the period when their children need them the most

The issue of the impacts of AIDS includes the social, economic, demographic, and other impacts
on children, families and communities. Ignoring these issues would undermine the effectiveness
of development activities throughout much of sub-Saharan Africa.

The impacts HIV/AIDS constitute a disaster, but the advantage that we have in responding is that
this is a slow onset disaster. It is imperative that we use the time effectively and mitigate
problems before they reach a critical mass and undermine development generally. Well thought-
planned, planned responses can be made to mitigate impacts. An HIV/AIDS epidemic seems to
follow a relatively predicable course, at least in the short term. It does not cause immediate,
widespread devastation. Impacts occur one household at a time, and over time many affected
households are able to incorporate new members and make economic adjustments.

The downside of this slow onset pattern is that since the effects are not dramatic and,
consequently, do not draw the attention of rapid-onset emergencies. Changes happen slowly,
one household at a time, but over a period of years the cumulative impacts are profound and
wide reaching.

i~ The overall scale of the impacts of HIV/AIDS morbidity and mortality, however, is greater than
all other disasters in Africa combined, and we have yet to see the worst of this disaster.

.~ The humanitarian consequences of the increasing proportion of children who are orphaned are
very disturbing, as growing numbers drop out of school, are pushed deeper into poverty, seek to
survive living on the street, and suffer increasing threats to their health and nutrition. But the
societal impacts and reasons for concern potentially go much further.



.~ As the growing number of disaffected, undereducated, inadequately nurtured and socialized,
young people grows, the most-affected countries may face serious threats to their social and
political stability and their economic functioning. Finding effective ways to mitigate the impacts
of HIV/AIDS on children and families must become a top regional priority.

"We now know that despite these already very high levels of HIV infection the worst is still to
come in southern Africa. The region is facing human disaster on a scale it has never seen
before."

speech by Dr Peter Piot, November 30, 1998, Johannesburg.

At Individual and Family Levels

HIV/AIDS is causing unprecedented threats to child welfare and there is no road map to guide
our action in response. Children’s vulnerability begins to increase long before their parents die.
The impacts include the consequences of economic decline (reduced access to school, food
insecurity, reduced access to health services, deterioration housing conditions, etc.) as well as
psychosocial distress (anxiety, reduced capacity of parents to care for and nurture their children,
grief, separation of siblings, etc.).

HIV/AIDS threatens children’s safety and well being in unprecedented ways. In the most
seriously affected countries, the proportion of children who have lost one or both parents is at or
above 20 percent in nine countries and is expected to continue increasing in each of them.

In households affected by HIV/AIDS children begin to experience serious problems long before
they become orphans. There is serious economic hardship and material deprivation, but there are
also serious psychosocial problems of emotional distress, grief, depression, and a lack of parental
love and nurture.

Children’s vulnerability begins to increase long before their parents die. These include the
consequences of economic decline as well as psychosocial distress.

[The problems chart with all the arrows could be used to give an overview of problems at
individual and family levels.]

SITUATION ANALYSIS

The nature and intensity of the family and child welfare problems caused by HIV/AIDS vary
among communities and countries. Situation analysis and ongoing monitoring are essential to
plan and implement effective interventions.

Factors that require attention in situation analysis include:
* the nature and pattern of the epidemic

* demographic factors

» social, cultural and religious factors



attitudes and knowledge about HIV/AIDS

economic factors

the availability and accessibility of services, including education, health, and social services
relevant laws and policies.

NEED FOR A STRATEGIC RESPONSE

The most important responses to the impacts of HIV/AIDS on children are being made by
families and communities. Not only are they on the front line of the impacts of HIV/AIDS, they
are the front line of response to the impacts of the pandemic. The overwhelming majority of the
children who have been orphaned by HIV/AIDS are living with family members in their
communities. The foundation of an effective response must be to strengthen the capacities of
families and communities in the geographic areas where HIV/AIDS has made children especially
vulnerable. Action by governments, service providers, and others who respond to the impacts of
HIV/AIDS essentially will be effective to the extent that they strengthen the capacities of people
on the front line to cope.

Families and communities are the two most important social safety nets for affected children.
The foundation of an effective response must be to strengthen the capacities of families and
communities in the geographic areas where HIV/AIDS has made them especially vulnerable.

Taking into account the magnitude of the problems resulting from the pandemic and the
anticipated duration, "Children on the Brink" identifies basic response strategies. The
fundamental strategies it describes involve strengthening the capacities of the two primary social
safety nets on which people in the region depend, the extended family and the community.
While these two areas of action may not be in themselves sufficient, they can reduce to a
potentially manageable level the number of truly vulnerable children that government and NGO
social services can realistically assist.

Five basic intervention strategies are needed to mitigate the impacts of:

1. Increase the capacity of families to care for vulnerable children.

2. Increase the capacity of communities to support vulnerable children and households.

3. Increase the capacity of children affected by HIV/AIDS to support themselves and younger
siblings. :

4. Increase the capacity of the government to protect vulnerable children and provide essential
services.

5. Build and enabling environment in which it becomes easier for children and families to cope.

“Building an enabling environment” can include increasing the awareness and commitment of
leaders and the public generally concerning children who are especially vulnerable, establishing
laws and policies that protect children and widows, reducing stigma and discrimination
associated with HIV/AIDS, improving the effectiveness and coordination among key actors
NGOs and CBOs, monitoring the epidemic’s impacts.



The issue of the impacts of AIDS is not just orphans, but it includes the social, economic,
demographic, and other impacts on children, families and communities. Ignoring these issues
would undermine the effectiveness of development activities throughout much of sub-Saharan
Africa.

Collaboration

There is growing recognition across Africa that HIV/AIDS is much more than a health issue.
Agriculture, education, community development, and business sectors are being affected as well.
In the most affected countries, the scale of the impacts of HIV/AIDS are far too large and varied
and interrelated for any single organization, government, international body, or NGO to address
unilaterally. Coordination and collaboration are essential among all relevant actors. HIV/AIDS
is a development issue, not just a health issue.

The scale of the impacts of HIV/AIDS on children and families is too extensive for any
organization or body concerned with development to ignore, and they great for any single body
to address them unilaterally and effectively at scale. To be effective on a sufficient scale the
response must mobilize the commitment and resources of many different actors. This includes
government ministries, bi-lateral development bodies, international organizations, religious
networks, the private sector, NGOs, and community-based groups. To be effective USAID must
actively seek ways to collaborate with other organizations and to help mobilize relevant actors
that are not yet engaged with these issues.

National governments must play crucial role regarding the protection and placement of children
who are abused or neglected, establishing and monitoring compliance with policies to guide
action, and delivering such essential services as health care, education, and access to clean water.

Orphans as a Starting Point

One of the lessons that PCI has learned from its experiences with community mobilization is that
strongly felt concerns about orphans and other vulnerable children can be the catalytic issue that
brings communities together and that, once organized, that some communities decide to address
other shared concerns as well. The OVC project has potential as a cost effective way of
mobilizing communities around shared community concerns about orphans, and it can also be
the starting point for community problem solving around other issues such as health, sanitation,
nutrition, support for home-based care, and HIV/AIDS educational and prevention activities. It
may also facilitate the introduction of solidarity-based microfinance services. For example, one
community-based group in Zambia not only started a community school for orphans and other
vulnerable children, they went on to organize residents to widen footpaths so vehicles could
enter the community, arranged for the Ministry of Health to carry out an immunization
campaign, and improved sanitation and drainage.



INTEGRATING CARE AND PREVENTION

If families and communities affected by HIV/AIDS are the front line of response to the impacts
of the pandemic, programs must be designed to make sense within the realities of their lives.
The relevance and effectiveness of programs can suffer where their funding, approaches, and
expertise separate them into such boxes as: HIV prevention, voluntary testing and counseling,
home-based care for people living with AIDS, care and protection of orphans, and income-
generating activities. People living with or affected by HIV/AIDS do not segment their lives in
this way, and better integration within and among programs can improve the relevance and
effectiveness of interventions.

The care of those infected and affected by HIV/AIDS should be linked to efforts to prevent the
epidemic’s spread. Becoming involved with the care of people living with or affected by AIDS
can help establish this link in the minds of community care providers.

Interventions related to HIV/AIDS must be integrated in ways that make sense to the affected
families and communities. The care and support of people living with AIDS should be linked
closely with efforts to mitigate the economic and psychosocial impacts on their families. Care
and prevention should also be used to reinforce each other. The care of those infected and
affected by HIV/AIDS appears to be linked to efforts to prevent the epidemic’s spread.
Becoming involved with the care of people living with or affected by AIDS can help establish
this link in the minds of community care providers.

There is growing interest in ways that orphans activities and other kinds of care activities can be
an entry point for promoting HIV prevention. One of the main reasons why HIV has spread as
extensively as it has throughout the world is the long lag between infection and illness. The link
between change in sexual behavior and avoidance of illness is less obvious, for example, than the
reduction in malaria and the use of treated bed nets. It may be that engagement in care activities
can help make a cause and effect link in participants' experience that will reinforce prevention
messages. The OVC program and elements of the Zambia Integrated Health Program (ZIHP)
can be mutually reinforcing, particularly in relation to HIV/AIDS prevention and control
activities. This potential should be given particular attention with regard to youth, who, on the
one hand, can help support orphans and help people living with HIV/AIDS with basic household
tasks and, on the other, are making decisions about their own sexual behavior and face risks of
HIV infection.

Community mobilization around the situation of orphans and other vulnerable children may be
an effective entry point into communities for promoting HIV prevention. The problems faced
by orphans are immediate and compelling, but the cause and effect relationship between risky
sexual behavior and AIDS is an abstract concept. The spread of HIV is greatly facilitated by the
long time period between infection and illness. An hypothesis worth testing is whether people’s
engagement with the needs of orphans or those of people living with AIDS can make the
consequences of HIV infection more concrete in their experience and, thereby, contribute to
behavior change. The sense of empowerment that comes from joining with others to make have
an impact on immediate problems may also stimulate a sense of hope that it is possible to have
greater control over one’s own life and increase receptivity to prevention messages.



These ideas seem particularly attractive for promoting prevention among children and
adolescents. Young people have shown frequently that they can organize to address community
problems. Promoting the engagement of youth anti-AIDS clubs, for example, in the emotional
support and daily living needs of orphans or people living with AIDS can have direct benefits for
those assisted, and it may reinforce the prevention messages that young people have been told.

There has been a lot of sound and fury about increasing the access of people in the developing
world to anti-retroviral medications, but many people in Africa living with HIV/AIDS do not
have access even to aspirin. Often their family members may not know how best to care for
them, what foods they can more easily tolerate, or how to ease their discomfort. Many national
health care budgets are in the range of $?7-? Per year. Expanding training for home-based care,
improved nutrition, and access to basic medical services and a few inexpensive medications is
feasible and could have significant benefits for parents and their children. Such interventions

could enable parents to live longer and more comfortably.

Criteria for Interventions

In the developing countries most heavily affected by HIV/AIDS, a majority of activities dealing

with mitigating the disease’s negative consequences has fallen into two categories:
NGO programs whose paid staff deliver direct relief and development services to affected
children and families, sometimes using trained community volunteers. Many of these have
produced good results, but with relatively limited geographic coverage and a cost per beneficiary
too high to reach more than a tiny fraction of families and communities made vulnerable by
HIV/AIDS; and
Community-based initiatives that have produced good results at a low cost per beneficiary but
whose geographic coverage have also been very limited.

The proportion of Zambian children affected by HIV/AIDS is extremely large, more than one in
three, so it is essential to identify approaches whose effectiveness is good and whose cost per
beneficiary is low enough that they could conceivable be scaled up to make a significant impact.
Children on the Brink Projects that by next year there will bel.7 million orphans in Zambia.
Children made vulnerable by HIV/AIDS also include a large additional group, not yet orphaned
but one or both of whose parents have HIV. An additional number of children are affected as
their families over-stretch their limited resources to take in orphans. The cost of programs that
depend on paid staff to deliver services would be far too great to implement on the scale at which
children are being put at risk. Neither would it be realistic to assume that because some
community groups have spontaneously addressed the needs of orphans that all communities will
eventually do this on their own. The broad base of responses must depend on action at family
and community levels and that ways must be found to support and mobilize these systematically.

A basic step is systematically to review current policies and procedures in health, education, and
social services to identify ways to improve access by HIV/AIDS-affected children and families.



To date projects responding to the needs of orphans and other children made vulnerable by AIDS
have been very limited. Cost effective, sustainable interventions must be scaled up to match the
scale of the impacts that are occurring. We need cost-effective interventions that can be
implemented and produce sustainable impacts at scale

Interventions by NGOs and ministries and government policies can significantly benefit children
and families affected by HIV/AIDS largely to the extent they strengthen the capacities of the
affected families, communities, and children, themselves to cope with their problems. When
considering possible interventions, a principle criterion to consider is how significantly each can
improve on an ongoing basis the coping capacities of families, communities, or vulnerable
children.

The fundamental approaches must be to strengthen capacity at family and community levels and
among vulnerable children themselves to more adequately meet the needs of the most vulnerable
children. The majority of resources available to benefit orphans and other vulnerable children
should be directed to the most vulnerable among the much larger group of children living in
families. Most assistance provided to vulnerable children and families must be provided by
community volunteers and, as much as possible, they must use resources from within their
communities to provide this assistance. The cost per beneficiary of NGO programs through
which paid staff deliver direct services to orphans are too expensive to reach more than a tiny
fraction of children made vulnerable by HIV/AIDS. Because of their higher cost per beneficiary,
such programs must concentrate on the relatively small number of Zambia’s most vulnerable
children, those without adult care who are unable to provide for their own needs.

We need interventions that are effective in protecting, ensuring adequate care, and promoting the

healthy development and social integration of children and adolescents made vulnerable by
HIV/AIDS.

These interventions will need to be tailored to the particular problems of affected children and
adolescents and to the particular circumstances in which they are living.

These interventions will need to be sustained for a very long time.
They must also produce sustainable impacts.

These interventions must be implemented on the same scale at which children’s survival, well
being and development are being threatened.

The criteria below will be used to identify approaches and interventions that have the potential of
being implemented at scale. They should be:

. targeted to the most vulnerable geographic areas, communities, and population groups
. targeted by each community to its most vulnerable children and households

. have a low cost per beneficiary

. effective in reducing the vulnerability of orphans and other vulnerable children

J sustainable or achieve sustainable impacts

. widely replicable



. coordinated.

Available resources must be multiplied by using them to mobilize voluntary community
responses, for generation of resources at the household and community levels, and for securing
contributions and other support from better off individuals and households and the private sector.
NGO programs that depend on paid staff making direct interventions are likely to be much more
expensive that this.)

Considering scale, cost, and potential sustainability, there are advantages to working through
organizations that already exist in many communities. Examples include:

J churches and other religious bodies
. health services

. neighborhood health committees

. schools

J civic organizations

J women’s associations

. cooperatives.

To date projects responding to the needs of orphans and other children made vulnerable by AIDS
have been very limited. Cost-effective, sustainable interventions must be scaled up to match the
scale of the impacts that are occurring. They must produce sustainable impacts on the same scale
at which problems are occurring.

The kinds of interventions appropriate vary from one stage of an HIV epidemic to the next as it
evolves, expands and intensifies.

The child welfare challenges posed by HIV/AIDS impacts are unprecedented and daunting, but
failure to address them would seriously undermine development efforts generally. How to do
this is the critical question for the countries most seriously affected by HIV/AIDS. The
magnitude and anticipated duration of the epidemic's impacts dictate that interventions must
satisfy at least four criteria. Interventions must:

* have significant impacts on the safety, well-being, and development of very large numbers of
children and adolescents

* be possible to implement on a very large scale in all parts of the country where the capacity
to protect and care for children has been seriously undermined by HIV/AIDS

* be sustained or produce sustainable results for at least two decades

* involve and draw on the resources of a wide range of governmental, non-governmental and
inter-governmental organizations and the private sector.



International experience to date indicates that two complementary types of interventions show
promise for meeting these criteria. These are the mobilization of communities to respond to the
needs of their most vulnerable children and state of the art microfinance services.

Community Mobilization

There is an extensive body of development literature that indicates that communities can be
mobilized when residents come together and collectively define strongly felt common concerns
and identify ways that they can address these, themselves. In some other countries there have
been encouraging indications that communities seriously affected by HIV/AIDS can be
systematically mobilized to address the most urgent needs of orphans and people who are
seriously ill. Several community-based programs in Zambia, Malawi, Zimbabwe, and elsewhere
in Sub-Saharan Africa have shown that people at the grassroots are not only concerned about the
impacts of HIV/AIDS, but also prepared to take leadership, demonstrate ownership and devise
ways of sustaining the activities they initiate. Communities are key stakeholders in HIV/AIDS
programs. They are the main beneficiaries of such programs, and are potentially major
contributors to the success (or failure) of prevention, care and support efforts.

The strongly felt concerns among community residents are the driving and potentially sustaining
force behind the community mobilization. These concerns are not generated by the community
mobilization process, but that process brings people together and produces a shift in perception
from the needs of orphans being individual and family issues to these being recognized as shared
community issues that can be more effectively addressed through cooperative efforts than solely
through individual efforts. Because the motivation to participate comes from personally and
community-recognized concerns, it is essential to recognize that communities must define for
themselves which children and which threats to their current and future well being they are most
concerned about. This precludes the community mobilization process generating standard
responses.

Each community that is mobilized can only be expected to address on an ongoing basis problems
for which they have assumed responsibility and to carry out activities that they, themselves, have
decided upon.

Microfinance

HIV/AIDS is having profound economic impacts at family and community levels. Communities
have been mobilized to provide assistance to their most destitute members, but how can these
efforts be sustained over time and how can the number of households slipping into destitution be
kept to a minimum? The most encouraging approach to shoring up household resources and,
thereby, strengthening community resources, is state of the art microfinance programs. In
Uganda, for example, DCOF funds were used to enable the Foundation for International
Community Assistance (FINCA) to initiate a village banking program. Not only is this program
growing (20,000 current) and maintaining loan repayment rates above 98 percent, when
members of these banks were asked, three quarters reported that they were caring for orphans.

If community-based projects grounded in participatory development techniques can be scaled up
effectively and sustained, this approach may provide a cost-effective way to address the crisis.



There do not appear to be viable alternatives, so approaches must be identified and developed to
make this happen.

Education

Paying school expenses can be a prohibitive financial burden for poor families. Girls are
generally forced to drop out before boys.

A recent controlled study on the situation of children orphaned by HIV/AIDS carried out in four
districts in western Kenya found that children one or both of whose parents had died of
HIV/AIDS were significantly disadvantaged compared to other children. The study included
646 children one or both of whose parents had died of HIV/aids and a matched control group of
1239. Among children in the control group, 73 percent had both parents living and 27 percent
had lost one or both parents from causes other than HIV/AIDS.

The study found that 52 percent of the children orphaned by HIV/AIDS were not n school
compared to two percent of the control group. Among the children orphaned by HIV/AIDS who
were not in school, 56 percent of the girls and 47 percent of the boys. Also, school performance
was poorer among the children orphaned by HIV/AIDS.

Targeting Responses

Orphaning is not the only factor causing vulnerability among children affected by HIV/AIDS.
There are a host of poverty-related factors that determine the level of welfare or vulnerability of
children. Decisions about which children and households are the most vulnerable in a given
community must be made by the people of that community taking into account local risks and
capacities. In addition to orphanhood, factors communities have considered when assessing
vulnerability of children and include:

» age and sex a child

= health problems

" quality and frequency of meals

» the economic activity lost and that of a surviving parent

household size

access to arable land

loss of home or possessions

separation of siblings

whether in or out of school

Why Institutional Care Is Not the Answer
Placement in residential institutions is best reserved as a last resort for the care of vulnerable

children. Generally, family-based care better meets children’s developmental needs, including
those for attachment, social integration, and acculturation. It is best used as a temporary measure
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until a family placement can be arranged, and for some children, it may be the only alternative to
the street.

Uganda, where in the early 1990’s a study found a country total of approximately 2,500 children
living in institutions, about one third of a percent of the country’s total child population. This
was in the wake of both years of armed conflict and increasing deaths from HIV/AIDS. The
same study also found that the large majority of children in institutions had a parent or relative
with whom they might be united. This is consistent with what is found in residential institutions
throughout the developing world. In Uganda, using the survey findings, a multi-year effort by
the Ministry of Labor and Social Affairs, supported by Save the Children (UK) and DCOF
funding, reduced substantially the n'umber of children in residential care as well as closing a
number of sub-standard institutions.’

As a strategy to respond to the growing number of children orphaned by HIV/AIDS, providing
more places in institutional care is an expensive way to increase the problem. In communities
under economic stress, the more places that become available in residential institutions, the more
children are likely to be pushed out of households to fill them. In many parts of the world, very
poor families have often used the option of institutional care as a household economic coping
strategy and a way to secure for the child access to services or better material conditions. As was
the case in Uganda and throughout the developing world, it is very likely that the overwhelming
majority of children in Kenya’s residential institutions are there for economic reasons, and not
because they do not have a living parent or relatives.

The cost of supporting a child to live in an institution is substantially higher than that of
supporting care by a family. The World Bank reported that the annual cost of residential care in
the region was about $1,000 or about 10 times the cost of supporting one child in a foster home.
Resources will not be available to sustain a large number of children in institutional care at
anything approaching an acceptable standard, and institutions will both consume resources and
good will that could produce much greater impacts through community-based efforts.

Apart from the costs, there are other good reasons to use institutional care as a last resort for

children. One study on orphans summarized these by saying:
Orphanages generally do not do a good job of meeting children's developmental
needs. The younger that children are placed in institutional care, the more likely
they are to be damaged by the experience. Children need to be able to establish an
ongoing, trusting, caring relationship with an adult. The inevitable turnover in
institutional staff makes this very difficult to achieve. A distinct disadvantage
children face who grow up in an institution separated from family and community
is that as adults they may lack a place in the society and will not have a network
of relationships which they will need as they seek ways to support themselves or
when they need help.

For children who are living on the street, residential care, if they want and are able to find a

place, is often the only immediate alternative. They often see the street as preferable to living in
an abusive situation.
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Alternatives to Institutional Care

Much more attention is needed to alternatives to institutional care. Foster care by neighbors, with
the support of the community, is one possibility. Such an option is likely to be more viable in
communities that have been sensitized and mobilized around the needs of vulnerable children or
where members share strong religious or other ties. Another intermediary possibility to consider
for the care of orphans is establishing small group homes within children’s own communities
through a religious body, NGO, or CBO.

Sometimes a group of siblings decide to remain in their home after the death of both parents.
With adequate support from the extended family or community members, this can be an
acceptable solution because it enables the children to maintain their closest remaining
relationships. In rural areas, it may also enable them to retain the use of their father’s land. A
study in Zambia found that separation of siblings after the death of their mother was a major
factor contributing to their psychosocial distress.

Monitoring, Evaluation and Research

The unprecedented nature and impacts of the HIV/AIDS pandemic necessitate ongoing
monitoring of impacts, evaluation of interventions, and research on strategic issues. Identify
within the country research capabilities that can be called upon to undertake short term,
operational research and produce quick, practical, easy-to-understand reports. A related activity
would be identifying participatory appraisal methods that communities can use to measure
impacts of HIV/AIDS and the effectiveness of responses.

Information is needed on trends in orphaning, coping strategies, and community support for
AIDS-affected households, especially those with orphans and HIV positive children.

Examples of possible strategic monitoring and research issues include:

» Development of child and community vulnerability indices to use in mapping and setting
geographic priorities for interventions

» Identification of which processes, approaches and models are more effective in urban, peri-
urban, or rural communities

* Impacts of HIV/AIDS on family and community economic coping strategies

Notes

% This resettlement project was funded by DCOF, and copies of its final report are available on
request.

3 1.S. Alden, G. Salole, and J. Williamson, "Managing Uganda's Orphan’s Crisis," PRITECH,
August 1991, p.40.
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