FOIA Number: 2007-1550-F

FOIA
MARKER

This is not a textual record. This is used as an
administrative marker by the William J. Clinton
Presidential Library Staff.

Collection/Record Group: Clinton Presidential Records
Subgroup/Office of Origin:  National AIDS Policy Office

Series/Staff Member:

Subseries:

OA/ID Number:
FolderlD:

Folder Title:
Background for Report [Folder 2] [1]

Section:

1

Position:

2




HIV/AIDS Care and Support for Persons Living in Developing Countries
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HIV/AIDS care and support entail a set of interventions whose purpose is to mitigate the impact of the
epidemic on individuals, families, communities, and nations. This includes activities such as
protection of human rights, access to voluntary counseling and testing, psychosocial support, basic
medical and palliative care, treatment and prevention of opportunistic infections, (especially
tuberculosis), and community-based support for children affected by AIDS. It is increasingly clear that
selected care initiatives substantially enhance efforts to prevent HIV transmission

In the last five years, advances in HIV/AIDS therapy have made it possible to halt and reverse the
damage caused by HIV. This is accomplished by combining of two or more classes of antiretroviral
drugs into a “cocktail” referred to as Highly Active Anti-retroviral Therapy (HAART). The cost and
complexity of HAART cast doubt on its suitability for use in many developing countries. It also raises
fears that scarce resources will be diverted from prevention programs and care activities that could
substantially prolong and improve the quality of life for many persons living with HIV/AIDS (PLHA).
This document summarizes these issues and suggests an alternative approach lor improving care and
support for persons in developing countries.

HAART is a very expensive therapy that is unaffordable for most persons in developing
countries. In the US the price of HAART ranges from $10,000 to $15,000 per person per year. Even
with a one hundred-fold decrease in price, annual drug expenditures to treat PLHA in sub Saharan
Africa would exceed $2 billion. To contrast this figure, UNAIDS estimates that total annual
expenditure for HIV prevention in sub Saharan Africa is only $140 million per year.

Use of HAART requires access to trained healthcare workers and properly equipped labs.
HAART is complex. Treatment failures are common and are often due to poor prescribing practice.
Health care workers caring for persons using HAART require specialized training and access to
laboratories that are able to monitor viral load, CD4 counts and signs of drug toxicity. Few health care
systems in developing countries have the capacity to provide basic care to people with HIV/AIDS.
Even fewer have the capacity to effectively use HAART.

Use of HAART requires access to a sustainable supply of drugs. HAART does not cure AIDS; it
only suppresses viral activity. Treatment is for life and must not be interrupted since stopping and
starting therapy results in resistant virus and treatment failure. Provision of HAART from
unpredictable sources (donations of surplus drug or one time funding mechanisms) will do more harm
than good. In fact misuse of HAART could lead to widespread multi-drug resistant virus rendering the
therapy ineffective.

HAART does not reduce the number new HIV infections. Data from the US Centers for Disease
Control confirm that while deaths due to AIDS have declined sharply in the U.S., the number of new
HIV infections occurring each year has stayed the same. Recent studies suggest that even those who
achieve excellent results with HAART may still be able to transmit HIV through sexual contact.
Clearly the need for prevention activities is unchanged even in settings with excellent access to
treatment.
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The biological suitability of HAART in developing countries is unknown. Because the drugs used
in HAART were developed in and for northern markets, there are almost no data on the efficacy of
these drugs for people infected with the subtypes of HIV predominant outside the U.S. and Europe.

A comprehensive approach to improving HIV/AIDS care and support is called for. Because of its
cost and complexity it is unlikely that HAART will benefit more than a small fraction of the world’s
34 million PLHA. However by supporting interventions that have broad impact it is possible to
substantially prolong and improve the quality of life for a large proportion of the world’s PLHA. This
approach supports a wide spectrum of activities aimed at mitigating the impact of the epidemic at all
levels. This includes efforts to

o Expand voluntary HIV counseling and testing. Only 5 to 10% of all PLHA have ever been
tested. Identifying persons for care interventions is an essential first step in a care program.

e Support and strengthen home based care. Home based care provided by NGOs and church
groups is a cost-effective way to provide care to PLHA and their families. Staff and volunteers

provide HIV/AIDS psychosocial support, education, and training to PLHA and their family
members. They also play a key role in community based prevention activities.

o Support and strengthen clinic-based care. Health systems in developing countries especially
those in high-prevalence countries need additional training and resources to provide basic health
care and palliative care to PLHA.

e Prevent and treat tuberculosis and other opportunistic infections. TB is the most common
opportunistic infection in the world and the leading cause of death for PLHA. Because TB deaths
often occur early in the course of HIV disease, preventing TB death results in substantial
prolongation of life. Treating TB also has an enormous public health benefit by reducing the
spread of new infections.

e Reduce Stigma and Discrimination of PLHA. Programs to reduce the stigma associated with
HIV/AIDS are essential to the success of both care and prevention activities. HIV
disproportionately burdens the poor, minorities, and marginalized people. Prejudice makes health
care providers less sensitive to the needs of PLHA, while stigmatized people fear disclosure,
violence and loss of livelihood. This makes them unwilling to participate in both prevention and
care programs.

e Strengthen Families and communities to care for vulnerable children including orphans. In
the developing world children often are care takers to sick parents and become heads of households
to younger siblings after their parents die. Access to education is limited and orphaned children
often migrate to urban centers where they are at high risk for sexual abuse and HIV infection.
Programs that strengthen the extended family and the community make it possible for children to
receive the assistance they need to stay in school and be appropriately socialized.

e Link HIV prevention programs to care and support programs. Care and support activities
improve the ability of prevention programs to reach infected and vulnerable populations; give
credibility to prevention programs and to the leaders who advocate for them; and by strengthening
communities create a sense of ownership for the solution as well as the problem.

USAID is directly supporting this comprehensive approach to HIV/AIDS care and support by funding
expanded voluntary counseling and testing; NGO programs which provide psycho-social and home
based care; policy reform to protect PLHA; and operations research to test and evaluate innovative
strategies for care and support.
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Qs and As on NIH Response to the AVAC report, "Eight Years and Counting"”

What is the NIH response to the report?

Developing an AIDS vaccine is a priority for us all and AVAC should be
commended for its rigorous advocacy for research and development of an AIDS
vaccine.

Q. Where are we on developing an AIDS vaccine?

A. This Administration has responded aggressively to the significant threat posed by
HIV/AIDS with increased attention to research, prevention and treatment.
Significant progress has been made in the federal vaccine effort: Since May 18,
1597, when President Clinton challenged the nation to commit itself to the goal of
developing an AIDS vaccine within the next ten years, a number of important
steps have been taken to help fulfill this commitment, including:

e Doubling the funding for AIDS vaccine research since FY 1995. NIH
plans to spend $194 million on AIDS vacceine efforts in FY 1999, up 30%
from FY 1998.

* A dedicated rescarch center for AIDS vaccine research at NIH is being
established.

¢ As of May 1999, NIH-supported researchers had evaluated 27 vaccine
candidates and 12 adjuvants (substances incorporated into a vaccine that
boost specific immune responses to the vaccine) in more than 3,000
volunteers in 49 phase VII clinical trials.

e Three key leaders have been appointed to help shepherd the aggressive
federal efforts.

e InJune 1998, FDA approved the first large-scale efficacy trial of an AIDS
vaccine in the United States.

e Continued high-level international collaboration and outreach to
scientists, pharmaceutical companies, and patient advocates to maximize
the involvement of both private and public sectors in the development of
an AIDS vaccine.

Q. Are we on track for an AIDS vaccine within the next decade?

A Federal research programs are fully committed to developing a safe and effective
AIDS vaccine. While we can't always predict where the science will take all
partners in this important effort, we have put into place research, development and
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management strategies to seize the most promising advances and translate them
expeditiously into potential products, including:

New initiatives have been launched to enhance opportunities for vaccine
discovery and to help move vaccine concepts from basic research through
clinical trials with the goal of increasing the number of new, innovative and
promising vaccine concepts flowing through the pipeline.

Three key leaders have been appointed to help shepherd the aggressive federal
effort,

Several scientific advances in basic immunology and new vector development
have greatly enhanced our research efforts.

More than 3,000 non-HIV -infected volunteers have enrolled in 52 NIAID-
supported preventive vaccine studies involving 27 vaccines.

In June 1998, FDA approved the first large-scale efficacy trial of an AIDS
vaccine in the Unites States. The trial for AIDSVAX will include at least
5,000 volunteers from the U.S., Canada and Europe and will last up to five
years. A separate Phase III trial of AIDSVAX in Thailand will enroll 2,500
volunteers.

While considerable progress has been made, progress cannot simply be measured
by the number of products passing specific milestones because quality of vaccine
products is much more important than the number tested. Since advancement of
new candidate vaccines into phase 1 trials is an important milestone in vaccine
research, we envision periodic review, at least yearly and with input from the
AIDS Vaccine Research Committee, of potential candidates that might be
considered for high priority advancement to phase 1 trials.
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HIV/AIDS IN ASIA: Without Further Action, A
Looming Public Health Crisis

With 60 percent of the world's population, Asia will come to
dominate the HIV picture in terms of total numbers infected

The HIV/AIDS pandemic's focus is shifting from Africa to Asia, the world's most
populous continent.! According to UNAIDS data, an estimated 5.3 million people
were infected with HIV/AIDS in Asia as of the end of 1996. Current trends
suggest that Asia may have surpassed Africa, in terms of the highest number of
new infections per year.

In most Asian countries for which there is information, the HIV/AIDS epidemic
has reached a concentrated stage either nationwide or at least in some states or
provinces, meaning that HIV has risen to high levels among those practicing the
riskiest behaviors and is set to spread more widely in the rest of the population,
according to a World Bank report, Confronting AIDS: Public Priorities in a
Global Epidemic.

This includes regions of the world's two most populous countries, China and
India, most of Indochina, and Malaysia. Despite some bright spots on the map in

. terms of effective government and non-government action, without further

interventions targeted at the populations at risk-such as sex workers,
homosexuals, and injecting drug users-the epidemic in these countries hold the
potential to dwarf the health crisis through which Sub- Saharan Africa has suffered
for the past decade.

In the remaining Asian countries, the epidemic is nascent, meaning HIV
prevalence is very low; infection among those presumed to practice high-risk
behavior is less than 5 percent. In these countries, investing in effective
prevention now can keep infection rates very low and at relatively low cost.

East Asia

Patterns of infection in east, south, and southeast Asia have been greatly
influenced by the proximity of many countries to the "Golden Triangle" of heroin
production located at the border between Lao PDR, Myanmar, and Thailand, and
to its distribution routes. HIV infection was first detected among those who inject
drugs in Bangkok in 1987; during the next year it spread rapidly among injecting
drug users in the Thai capital. The pattern was quickly repeated among injecting
drug users in northern Thailand and along the border areas between southern
Thailand and northern Malaysia. In 1989, HIV infection was identified in
Myanmar, Yunnan Province in China, and in Manipur State in northeastern India.
HIV was detected among injecting drug users in Singapore in 1990.

Injecting drug use has been the main mode of transmission in China, where the
most highly infected province, Yunnan, is adjacent to international drug routes.
Male injecting drug users in Yunnan account for 78 percent of HIV infections in
China. In other Chinese provinces, infection rates are thought to be low, even
among those who practice high-risk behavior.

Economic reforms that have helped to reduce the number of people in poverty in
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epidemics will remain at low levels once prevalence plateaus in
urban centres or whether the rural areas will cause a second
increase in incidence that carries total prevalence to higher levels
than those projected by the United Nations.

On balance it seems that the most likely scenario is one combining
the higher base- year prevalence estimates of the Census Bureau
with more moderate prevalence projections, following the UN
pattern. Combining these assumptions with a perinatal transmission
rate of 39 per cent and a median incubation period of 7.5 years
produces a projection of 1.35 nullion annual AIDS deaths for the
period 2000-2005 in sub- Saharan Africa. This projection is about
one-third of the way between the UN projection (1.01 million) and
Census Bureau projection (2.16 million).

Future projections may have to expand the geographic coverage.

By 2005 there may be as many AIDS deaths in Asia as in Africa.
The country with the largest number of HIV infections today is
probably India, where there are 2 million to 5 million HIV
infections. Although the number of deaths is still small in India, since
the increase in infections is recent, it will increase substantially in the
"coming years. HIV prevalence also seems to be increasing rapidly-

in China and Indonesia.

Although the levels are still low, the rapid rate of increase and the
large populations in these.countries make. it necessary to consider
“them in any future projections of the demographic impact of AIDS.
Since our knowledge of national prevalence rates in these Asian
countries is limited, future estimates of AIDS deaths may vary even
more in the future as demographers struggle to-understand the
scope of the epidemic in this new region.
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IV drug users (IDUs) present a major problem in the State of Manipur which comprises part of the
Golden Triangle, the source of the world's supply of pure grown heroin, 55% of the users are
HIV-infected. HIV infection among IDUs jumped from zero to nearly 70% in 1992, according to the
U.S. Census Bureau.

In India, there are an estimated 1-2 million cases of tuberculosis every year. TB is the most prevalent
form of POI (opportunistic infection) in over 60% of AIDS cases. In Bombay alone, 10% of the patients
with TB are HIV-positive.

Tibet

The Central Administration of the Tibetan government in exile, under the leadership of His Holiness, the
Dalai Lama, is located in Dharmasala, India. A Department of Health was established in 1981 to serve
the needs of of all Tibetan refugees in India and Nepal and has set up 67 health centers, 8 hospitals and
employs 255 field staff, most of whom are Community Health workers. Because of the HIV/AIDS
situation in the host countries of India and Nepal, the Department declared 1997 as Tibetan AIDS
Awareness Year. The year began with a public speech by the health minister and a series of workshops
on AIDS prevention were held at various refugee settlements. The Department is now in the process of
producing a short video on AIDS in Tibetan to be distributed to all of the health centers, hospital, and
schools.

Kalsang Norbu, the Training and Reproductive Health Officer of the Department of Health is the
coordinator of a training program for nurses and health workers which addresses the topics of HIV/AIDS
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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+iamivudine 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 wornan (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 l1&1ll: Demographic indicators by major area, region
and country)

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



DRAFT

HIV/AIDS Care and Support for Persons Living in Developing Countries
v (:@

Discussion Paper on Mother to Child Transmission of HIV

Sub-Saharan Africa is suffering tremendously from the HIV/AIDS epidemic. Since the beginning of the
epidemic, about 35 million Africans have been infected. - As of 1998,-there were about 22'million 'Afﬁc"an.s—“‘ _
“living with HIV,; including about 1 million children. “In-1998:alone;-abotit 4 million ‘Africans became infected
-with HIV. This means that every day about 10,000 men, women, and children are contracting the virus.

Although the vast majority of people with HIV are adults who have contracted the virus from an infected

partner, the problem of mother-to-child transmission has.become increasingly important, and is estimated to be
.the cause.of about 10 percent of all new infections and nearly 100.percent of all cases of pediatric HIV. In other

words, about-a half-a-million African babies become infected with-HIV every year: Mother-to child infections:

are.likely to increase because of the growing epidemic among women, particularly women less than'25 years of - .
. ager Data suggest that about 55 percent of all new infections in Africa occur among women. A startling 70

‘

[percent of these occur in women between 15 and 24 years of age - these are new infections among women who
are beginning their reproductive lives.

Mothet-to-child transmission of HIV can occur during preghancy, at the time of-delivery, and after birth through -

. breastfeeding. In Africa, of 10 children born to HIV infected mothers, it is estimated that 2 will be infected
during pregnancy or delivery, 1 will be infected through breastfeeding, and 7 will remain uninfected, even with
continued breastfeeding. There are several conditions that make a mother more likely to transmit HIV to her
baby. These include:

high viral load (amount of virus in the body) due to recent HIV infection or advanced disease (AIDS);

maternal malnutrition (e.g., vitamin A deficiency);

untreated sexually transmitted infections;

prolonged rupture of membranes during labor;

invasive delivery procedures that increase the likelihood of blood interchange between mother and

baby;

. non-exclusive breastfeeding during the first months of life (i.e., breastfeeding with additional milk,
formula, water, solid foods, etc.); and

. breastfeeding while experiencing breast infections, such as mastitis and abscesses.

A combination of interventions are needed to reduce mother-to-child transmission of HIV:

. Primary prevention of HIV among women, including behavior change interventions; decision making
and negotiation skills; early diagnosis and treatment of sexually transmitted infections; and increased
condom use are important strategies for preventing HIV infections in mothers.

) HIV voluntary and confidential counseling and:testing servicés must be available-and accessible to
pregnant women and their partners so that families can make informed choices about their reproductive
lives.

. Health workers and other care givers need to be skilled in counseling HIV-negative women and their

partners about how to avoid risky behaviors, and in counseling HIV-positives on how to discuss their
situation with their families and to live positively with the disease.

. Health workers need to understand the risk factors and practices that increase the likelihood of mother-
to-child transmission of HIV; they must be able to follow safe birthing practices; and they must be able
to counsel women about infant feeding options, including safe breastfeeding and appropriate
replacement feeding during the first two years of life.

. A package of antenatal interventions, including essential drugs and nutritional supplements, must be
available for all women without discrimination.
) Antiretroviral drugs, if available, should also be given according to locally agreed upon protocols.
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Key Issues Regarding the Use of Anti-retroviral Drugs To Prevent Mother to Child Transmission of HIV
(MTCT)

Recently released scientific study results show that a short course of oral antiviral medication can significantly
reduce HIV transmission from mother to infant during gestation and birth.

However these interventions still have significant safety, cost, capacity, social, and ethical implications, and
their ability to provide true public health impact remains in doubt. USAID is now devoting approximately $6
million to answering key questions surrounding MTCT interventions. The following issues need to be
addressed:

Potential for increased deaths from the use of breast milk substitutes: Breast feeding by HIV positive
mothers accounts for about one third of all MTCT. In Sub Saharan Africa, where diarrhea is the leading cause
of death for children under 5, more children could die from the misuse of breast milk substitutes than would die
from AIDS. Also, not breastfeeding carries other health risks, including from 2 to 20 times the risk of infant and
child mortality, as well as significantly increased fertility among the mothers.

High costs in addition to the cost of AZT: Drug prices are only a small fraction of the cost of MTCT
interventions. The actual cost of preventing one HIV infection could reach as high as $5000 depending on the
cost of breastmilk substitutes and the proportion of pregnant women who are infected. In poor countries, health
planners face difficult decisions over the best use of scare funds.

Lack of HIV testing in most of the world: More than 90% of all persons infected with HIV have never been
tested. MTCT programs will need to include a substantial investment in voluntary counseling and testing
programs in order to have a true impact.

Marginal health systems: Antenatal care programs are often overburdened. MTCT interventions need to be
carried out in ways that do not threaten the quality of antenatal care for all women.

High risk for discrimination: Women who are infected with HIV are at great risk for discrimination, rejection,
and violence by their families and communities. MTCT interventions have the potential to disclose a woman’s
HIV status. This could happen in the health care setting but also could result from other components of MTCT
interventions. For instance taking AZT during labor essentially discloses one's HIV status to those present. In
many communities breastfeeding is the norm. To be seen giving breastmilk substitutes also discloses one's HIV
status.

Need for additional research: There are many unanswered questions regarding MTCT interventions. The
programs involving drugs are largely untested. Some of the issues include: how prenatal clinics can best absorb
new, technically complicated tests and service delivery; how best to safely inform or advise women, and the
general public, about infant feeding for children with HIV positive women; how to safeguard confidentiality of
participants (childbirth is a social event in many societies, with many family members in attendance, and not
breastfeeding can create suspicions); how best to deal with the ethical issues of treating some women only,
and/or of treating HIV positive only for a short period of time (birth of child) only; and., assessing the true cost
of MTCT interventions to ensure that they are affordable and sustainable.
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ﬁ:ﬁ:ﬁ; Discussion Paper on Linking HIV Prevention to Care and Support

HIV/AIDS care and support entail a set of interventions whose purpose is to reduce the impact of the
epidemic on individuals, families, communities, and nations. This includes activities such as
protection of human rights, access to voluntary counseling and testing, psychosocial support, basic
medical and palliative care, treatment and prevention of opportunistic infections (especially
tuberculosis), and community-based support for children affected by AIDS. It is increasingly clear that
selected care initiatives substantially enhance efforts to prevent HIV transmission. Prevention is
the only sure means of reducing the numbers of persons with HIV/AIDS and thus alleviating the
suffering and burden of this terrible disease.

HIV/AIDS care and support reduce the effect of HIV on individuals by providing physical,
psychological and spiritual assistance, and on affected communities by reinforcing existing systems
and creating new systems for coping.

Care and support for affected individuals. Country experience shows that a combination of
interventions is very effective in reducing the impact of HIV on HIV positive persons. These include:
protecting their human rights and reducing stigma and discrimination; providing psychosocial support
to them and their care givers; providing palliative care to control pain and the symptoms of
opportunistic infections (such as tuberculosis); and preventing and treating opportunistic infections to
reduce suffering and prevent and delay deaths.

Reducing the effects on the community. HIV/AIDS affects an entire community—families, extended
families, villages, and cities. The toll of HIV/AIDS includes orphans, disruption of village and
community life, and ultimately disruption of civil and political order. To reduce these effects,
providing psychosocial support to families, friends, caregivers, and communities is essential. To do so,
strengthening existing community resources such as churches, NGO’s, schools, and community
institutions are required. Empowering communities to identify and implement the solutions is
necessary—they know what works best. Creating new community-based resources to respond to the
changes brought about by the epidemic such as reduced farm output, loss of teachers, and children
caring for adults.

Care and Support Enhance Prevention. Protecting human rights improves the ability of prevention
programs to reach infected and vulnerable populations. Care and support activities give credibility to
prevention programs and to the leaders who advocate for them. Strengthening communities creates a
sense of ownership for the solution as well as the problem.

Care and Support Enhance Sustainable Development. HIV/AIDS care and support activities
enhance sustainable development by shoring up fragile infrastructures, and retraining personnel to take
over key positions such as teachers and health care workers. Moreover, care and support activities
must be conducted in the context of the existing health and social services capacity in developing
countries, as well as institutional capacity, and their limitations.

The Prevention and Care Continuum. Prevention and care and support are part of a broader
continuum. Care and support activities are added to, not substituted for, prevention. Decision makers
must strike a balance between the need for prevention and the need for care and support. Care and
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support activities become imperative as the epidemic progresses but they can be started at any stage of
the epidemic. A comprehensive approach to care and support builds upon a base of activities which
support the community as a whole, reaches the most people, and creates the foundation for more
advanced care strategies '

How USAID is supporting HIV/AIDS care and support. USAID has supported HIV/AIDS
prevention for the past decade. USAID is directly supporting a comprehensive prevention and care and
support approach to HIV/AIDS by funding expanded voluntary counseling and testing; NGO programs
which provide psycho-social and home based care; policy reform to protect PLHA; and operations
research to test and evaluate innovative strategies for care and support. By supporting this program,
USAID is enhancing the lives of many persons living with HIV/AIDS as well as those families and
communities affected.

Availability of Anti Retroviral Drugs. In the last five years, advances in HIV/AIDS therapy have
made it possible to halt and reverse the damage caused by HIV. This is accomplished by combining of
two or more classes of antiretroviral drugs into a “cocktail” referred to as Highly Active Anti-retroviral
Therapy (HAART). The cost and complexity of HAART cast doubt on its suitability for use in many
developing countries. It also raises fears that scarce resources will be diverted from prevention
programs and care activities that could substantially prolong and improve the quality of life for many
persons living with HIV/AIDS (PLHA). This document summarizes these issues and suggests an
alternative approach for improving care and support for persons in developing countries. The costs are
very high: in the US the price of HAART ranges from $10,000 to $15,000 per person per year. Even
with a one hundred-fold decrease in price, annual drug expenditures to treat PLHA in sub Saharan
Africa would exceed $2 billion—and this figure excludes the cost of testing for HIV and the medical
infrastructure to deliver the drugs. To contrast this figure, UNAIDS estimates that total annual
expenditure for HIV prevention in sub Saharan Africa is only $140 million per year. Moreover, only a
few developing countries have the trained personnel and infrastructure to use AVR. In all likelihood
would benefit only a fraction of persons with HIV infection.
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DRAFT

HIV/AIDS Care and Support for Persons Living in Developing Countries
CXXXEEX]
angis’
HIV/AIDS care and support entail a set of interventions whose purpose is to reduce the impact of the
epidemic on individuals, families, communities, and nations. This includes activities such as
protection of human rights, access to voluntary counseling and testing, psychosocial support, basic
medical and palliative care, treatment and prevention of opportunistic infections, (especially
tuberculosis), and community-based support for children affected by AIDS. It is increasingly clear that
selected care initiatives substantially enhance efforts to prevent HIV transmission. Moreover,

prevention is the only assured means to reduce the number of persons with HIV/AIDS, and thus
prevent the suffering and burden of this terrible disease. :

Discussion Paper on Access to Antiretroviral Drugs

In the last five years, advances in HIV/AIDS therapy have made it possible to halt and reverse the
damage caused by HIV. This is accomplished by combining of two or more classes of antiretroviral
drugs into a “cocktail” referred to as Highly Active Anti-retroviral Therapy (HAART). The cost and
complexity of HAART cast doubt on its suitability for use in many developing countries. It also raises
fears that scarce resources will be diverted from prevention programs and care activities that could
substantially prolong and improve the quality of life for many persons living with HIV/AIDS (PLHA).
This document summarizes these issues and suggests an alternative approach for improving care and
support for persons in developing countries.

HAART is a very expensive therapy that is unaffordable for most persons in developing
countries. In the US the price of HAART ranges from $10,000 to $15,000 per person per year. Even
with a one hundred-fold decrease in price, annual drug expenditures to treat PLHA in sub Saharan
Africa would exceed $2 billion—and this excludes the cost of testing and of the medical infrastructure
to deliver the drugs. To contrast this figure, UNAIDS estimates that total annual expenditure for HIV
prevention in sub Saharan Africa is only $140 million per year.

Use of HAART requires access to trained healthcare workers and properly equipped labs.
HAART is complex. Treatment failures are common and are often due to poor prescribing practice.
Health care workers caring for persons using HAART require specialized training and access to
laboratories that are able to monitor viral load (the amount of virus in one’s body), CD4 counts and
signs of drug toxicity. Few health care systems in developing countries have the capacity to provide
basic care to people with HIV/AIDS. Even fewer have the capacity to effectively use HAART.

HAART requires that people know their HIV/AIDS infection status. It is estimated that over 95%
of Africans do not know their HIV infection status. Developing large scale voluntary testing and
counseling programs will be expensive and take time. In addition, key obstacles such as stigma and
discrimination, and the lack of basic care and support, will need to be overcome in order to encourage
people to get tested.

Use of HAART requires access to a sustainable supply of drugs. HAART does not cure AIDS; it
only suppresses viral activity. Treatment is for life and must not be interrupted since stopping and
starting therapy results in resistant virus and treatment failure. Provision of HAART from
unpredictable sources (donations of surplus drug or one time funding mechanisms) will do more harm
than good. In fact misuse of HAART could lead to widespread multi-drug resistant virus rendering the
therapy ineffective and possibly creating an even worse epidemic.
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HAART does not reduce the number new HIV infections. Data from the US Centers for Disease
Control confirm that while deaths due to AIDS have declined sharply in the U.S., the number of new
HIV infections occurring each year has stayed the same. Recent studies suggest that even those who
achieve excellent results with HAART may still be able to transmit HIV through sexual contact.
Clearly the need for prevention activities is unchanged even in settings with excellent access to
treatment.

The biological suitability of HAART in developing countries is unknown. Because the drugs used
in HAART were developed in and for northern markets, there are almost no data on the efficacy of
these drugs for people infected with the subtypes of HIV predominant outside the U.S. and Europe.

A comprehensive approach to improving HIV/AIDS care and support is called for. Because of its
cost and complexity it is unlikely that HAART will benefit more than a small fraction of the world’s
34 million PLHA. However by supporting interventions that have broad impact it is possible to
substantially prolong and improve the quality of life for a large proportion of the world’s PLHA. This
approach supports a wide spectrum of activities aimed at mitigating the impact of the epidemic at all
levels. This includes efforts to:

Expand voluntary HIV counseling and testing. Only 5 to 10% of all PLHA have ever been tested. Identifying
persons for care interventions is an essential first step in a care program.

Support and strengthen home based care. Home based care provided by NGOs and church groups is a cost-effective
way to provide care to PLHA and their families. Staff and volunteers provide HIV/AIDS psychosocial support,
education, and training to PLHA and their family members. They also play a key role in community based prevention
activities.

Support and strengthen clinic-based care. Health systems in developing countries especially those in high-
prevalence countries need additional training and resources to provide basic health care and palliative care to PLHA.
Prevent and treat tuberculosis and other opportunistic infections. TB is the most common opportunistic infection
in the world and the leading cause of death for PLHA. Because TB deaths often occur early in the course of HIV
disease, preventing TB death results in substantial prolongation of life. Treating TB also has an enormous public health
benefit by reducing the spread of new infections.

Reduce stigma and discrimination of PLHA. Programs to reduce the stigma associated with HIV/AIDS are essential
to the success of both care and prevention activities. HIV disproportionately burdens the poor, minorities, and
marginalized people. Prejudice makes health care providers less sensitive to the needs of PLHA, while stigmatized
people fear disclosure, violence and loss of livelihood. This makes them unwilling to participate in both prevention
and care programs.

Strengthen families and communities to care for vulnerable children including orphans. In the developing world
children often are care takers to sick parents and become heads of households to younger siblings after their parents die.
Access to education is limited and orphaned children often migrate to urban centers where they are at high risk for
sexual abuse and HIV infection. Programs that strengthen the extended family and the community make it possible for
children to receive the assistance they need to stay in school and be appropriately socialized.

Link HIV prevention programs to care and support programs. Care and support activities improve the ability of
prevention programs to reach infected and vulnerable populations; give credibility to prevention programs and to the
leaders who advocate for them; and by strengthening communities create a sense of ownership for the solution as well
as the problem.

USAID is directly supporting this comprehensive approach to HIV/AIDS care and support by funding
expanded voluntary counseling and testing; NGO programs which provide psycho-social and home
based care; policy reform to protect PLHA; and operations research to test and evaluate innovative
strategies for care and support. "
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ENSURING CHILDREN'S RIGHTS IN AFRICA

) SUMMARY . |

The present repart was prepared in response to Exccutive Board decisioa 1997/19 (C/ICEF/1997/12/Rev.1), in which the Board
recalled the TNICEF commitment to Africa as the region of greatest need and highest priority, and requested the Executive
Director to report in 1999 on progress made in efforts to ensure children's rights to survival, development and protection in
Africa.

Following a review of UNICEF experience of support to Africa's children during the decadc of the 1990s, the report provides an
updatc of receat trends affecting the rights of children and women on the continent. It describes the current strategic focus of
1JNICET work in thc main subregions of greatest need, particularly sub-Saharan Africa, and assesses the key areas in which
1|Ef_f'c61iv¢ parnnerships and leadership will be needed if sustained progress is to be achieved.
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I A DECADE OF INVESTMENT IN AFRICA'S CHILDREN:
DIRECTIONS AND LESSONS LEARNED

1. Cluldhood in Africa has bccn in_jeopardy for most of this decade. As the commem preparcs for Lhe new century, cluld:en and

women, especially in sub-Saharan Africa, remain acutely vulnerable and exposed to the combined impact of economic crisis,
unserviceable intemational debt, armed conflicts, spreading violence and the unrcléntng HIV/AIDS pandemxc To varying
degrees, these crises have diverted attention and resources away from the longer-term’ developmem efforts of African
Governments for mvcsung m chlldrcn. and from their essential roles in the socnewl cﬁon to ensurc chnldrcn s and women's

i Tt

nanonal plans of acuon (NPAS) to uanCmL_,_m_ Lhcsc goals In the early 1990s, thcsc ax}d othcr xmuatﬁes enbOurag'ed_a_suonger

universal pnmarv edummn

3. In several cases such 1s‘Nngcna, South'-Africa and Uganda. the NPAs for cluld:en vrere extende o;:ll.govcrnmcnt-lcvels
as pant of national policies for devolunon ‘The NPAs also helped 1o suengthen the focus of UNICEF-assxstcd programmes of
cooperation in Africa on the. policy environment and intersectoral approaches to achieving résults for ctuldren ‘However, the
exient to which the NPA initiatives. were sustained vared greatly among countrics. In some cases. national goals for children,
and slralegies to achicve them, were mtegrated in overall development plans. NPAs were valuable for softie countries in
providing an analytical base for monitoring implemcentation of the Convention on the R.zghrs of the Child and in mobilizing
private sector partm:rs ‘Elsewhere, however; NPAs were affected by difficulties of costing, weak monitoring and lack of
mainstreaining in national planning, or were superseded by outbreaks ot conflict, .

4. The UNICEF contribution to the achicvenient of substantal results in some arcas of the World Sumimit goals, such as health.
cducation and clean water, was complernented, particularly in west and central Africa, by the introduction of the Bamako
Initiative as 2 means of addressing more systemic challenges in health service delivery and financing. However. duning this
period, more limited focus was devoted to growing challenges such as HIV/AIDS and malania.

e e —
5. A mid-decade review presented to the United Nations General Assembly by the Scerctarv-General in September 1996 showed
that, despite impressive progress in areas such as salt iodization, the use of oral rehydration therapy and the reduction of cases of
guinea worm, sub-Saharan Africa was generally lagging behind othcr regions. Immunization coverage rates, for example, had (L7
riscn rapidly in the early years of the 1990s but had then tended to stagnate. Little overall progress had been registered 1n goalsie) -
for school enrolment. sauitation access and the reduction of maternal monality. The rate of decline in child monalitv, while ,_;'1\7-.
significant, was slower than in other regions. The review also raised concerns on the sustainability of progress and the spread of
HIV/AIDS. '

6. The unevenness of progress in tnuch of Africa was a major rcason for the launching of a global initiative for accclerated
»\. achievement of programmc priorities within the scope of the World Summit as part of the current UNICEF medium-term plan
r\,ﬂ‘*(MT P) for the period 1998-2001 (E/ICEF/1998/13 and Corr.1). With support from the UNICEF regxonal offices, a glgarerser of
'{/ priorities has been establighed, for which it is considered both feasible and urgent that progress be made in sub-Saharan Afnica in
the remainder of the decade. T

7. Many of the tnid-term revicws (MTRs) of UN]CEL _ag,_lchd country programmes in the second half of the 1990s have resulted
in a morc balanced mix of strategies and a betterifocusin of objectives] New country programmes of cooperation designed with
Governments in sub-Saharan Africa since 1995, such as those in Ghana, Mali. Ug:mdg and the United Republic of Tanzania.
have incorporated greater agention to issues of capacity-building the promotion of positive behavioural change and community

panticipation. Thesc approaches recognize the need to combine continued suppon to delC services delivery. with improved
policics and systems for Sustmnmu progress, and with a more explicit focus on the p-ocrcsswc achieveinent of ch: ldrcn s and

women's rights, X C N e S el ool (e el (o
TS e " S A free

o Ve i

Strategies for capacity-building are gradually becoming mocc broad-basell. incorporaling participatory analysis of the problcmS

-—
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programme ‘they were often focuscd on centrally-based civil servants and less o local-le i
greater apprccmuon of the need for systematic preparation, follow—up and assessmignt o the unpact of training. This area
continues 1o face chiallenges of cost-effectiveness and coordination, as well as d.lfﬁculu&s posed by low levels of salarics among
govemment workers which result in, as well as reflect. low public sector productmg 2 ——

———

9. Support to socxa.l pohcy reform, social mobilization and community mpamty-bmldmg, lhrough promotlon of often innovative
modes of participation, is ta.kmg on increased significance in sub-Saharan Africa within the context of rights-based programming
(see the report on programrrung with a rights perspective (E/ICEF/ 1999/1 1) bcmg mbmmcd 1 the Executive Board al the
present session), UNICEF is also increasiugly providing assistance (o initiatives that address lcgnslauve and policy issues related
to children’ s and women's rights. Support to communication has been shlftmg from a cemrahzed approuch lowards activities
based on audlcncc research tcsung and feedback, with commumty and yout.h in Vol 'mcnt_

:of Afnca havc seeh sctbacks in their development progress and pro"pccts over lhe last two years. In many cases.
the recovery in économic performance and gains in political stability noted in 1997 have proven {ragile and vulnerable to both
short-run shocks and structural factors. The stalling of progress is seen in the contmued shortfalls in the achievenent of the goals
of the World Summn for Children ard the mtensnfvmg threats to the realization o[ chlldren sand women ‘s righis.

12, The resurgcncc of armed conﬂict is having a corrosivc cffcct on these human'righrs, as well as on the social and economic
structures that must sustain them. With an cstimated 7.2 million refugees and displaced people, Africa has experienced a
growing number of international conflicts. The most extensive of these, in central Africa. his been joined by ncw coaflicts in the
Homn of the continent. Civil strife has also spread in coastal west Africa, while individual countries: most dramatically Angola
and the Congo. have seen the revival of internal hostilities. Other countries have experienced political instability and widcspread
institutional weakness. These situations of wrmoil have led to wasted resources, destroved lives and shattered basic service
systems.

13. A particular fcaturc of several of these conflicts, such as that in Sierra Leone, has been the targeting of children, both as
victims of abusc and for abduction as participants in conflict itself. Shocking manifestations of brutality have been witnessed as
social structures have been undermined. Even societies not directly affected by conflict have witnessed growing levels of violence
against women and children, particularly in poor urban settlements. ¢«

\
14. A different kind of crisis, greater cven than war in its ultimate scope if not in immediate visibility. is that of the HIV/AIDS
pandemic and its conscquenees. December 1998 estimates by the Joint and Co-sponsored United Nations Programme on
HIV/AIDS (UNAIDS) confirm that gains over the last three decades in child survival and life expectancy are being undone wirh
unexpected rapidity. Some 83 per cent of all AIDS-telated deaths globally have occurred in sub-Saharan Africa. about one
quarter of them among children. Evidence of the startling impact of HIV/AIDS and of other adverse trends is accumulaling. The
most recent Demographic and Health Survey in Kenya, for examplc. suggests that child mortality increased by about 40 per cent
from the late 19805 to the mid-1990s and is continning to worsen. In Zambia, the under-five mortality rate is estimated o have
increased from 122 per 1,000 live births in 1990 10 202 in 1997. Meanwhile, particularly in parts of eastern and southern Africa.
health services are overwhelined with patients affected by ATDS-related condluons whilc health workers, teachers and their
families arc also personally affected,

15. While the impact of AIDS may not have shown up clearly in macroeconomic statistics, this should not lead to complacency:
the economic consequences of the pandcmic for millions of individual families are catastrophic. The deaths of productive adulis
results in loss of basic income. the sale of household asscts and often autright destitution. This greatly reduces the ability of
familics to contribute to realizing the rights of their children, Whether these effects widen existing disparitics or not. their impact
is to rapidly decpen the poverty of households and communities in large arcas of the poorest region in the world.
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16. Same pans of the continent, parucularly in the common currency zonc of west Afnca, have secn a modest revival of )
economic prospects duc to improved macroeconomic management. Mediwa-run | prospects for recovery in west Africa may also )
be strengthened by ! the current democratization process in Nigeria, its largest nation. For many African countries, however,

recent steep falls in world commedity prices are counteracting their improved policies. Very few of them have achieved the levels
of investment necessary to transform the production and cxport base, and for rates of economic growth which will bring more
jobs and better livelihoods. Following optimism in 1996, when continental gross domestic’ pmduct growth was esimated at 4.5
per cent, the llPeh‘hqod 1s that the growth of population once again outpaced that of income’in 1998. :

17. Mecanwhile, ovcr 8 million African children - the producers and entrepreneurs of the next decadcs - have already lost onc or
both parents 1o AIDS; and their numbers may grow to 10 million-14 million by the year' 2001, Orphaucd children and farmhcs
affected by the loss of breadwinners constitute one of the greatest social welfare challenges in Africa's history. The social.
psychological and cultural implications of the phenomenon of orphans in "Africa have not yet been well understood. The: Sdfew
nets requxred hy;af’fected children and families are, even in the best of cases only pamally--m placc

:scoursc.:.on the stark challenge of the AIDS pandc'
¢sponses. There is some evidence that Govcmmcn

o

"mman 'ocxallscmngs which hampers: j '
AL to.il ¢ir' COmumilments to investing’
in basic scmccs ing those related to AIDS awarencss and rcsponsc Howcver th _ I contmue to be undennined riot
only by low levels of eﬂimenc;. in the use of resources, but also by the lugh pmpomons ( _'uon_al budgcts devoted to debt
repayment Together with often'sluggish revenue performance, and some increases in the share'6f military spending in the 1ast
two years the contmucd burden of debt servicing reduces the scope for essé 'tml spendmcr o chlldren b;. Afnczm GOVCmmcnts

19. Itis not surprmng, thcrcfom that progress in olhcr arcas of soqal and hurnan dcvelopmcnt has also beea lunited.
Considérable success has’ beéen registered since 1997 in somc specific arcas;’ mcludmg raising’ “polio‘iimmunization rates,
mpported by the introduction by many countries of National Immunization Days; the wider usc of vitamin A supplements, which
are now received by about 60 per cent of young African children compared to onc ‘quarnter in 1994; the widespread iodization of
traded salt; and the dramatic reduction of guinea wonm cases, These achievements now need 10 be sustained and cxtended to
other key areas for human development. Maternal death rates in much of sub-Saharan Africa remain extraordinarily high, while
about one third of young children are under weight for their age and one sixth have low weight at birth.

20. The risks of maternity conunue to undermine the rights of African women to safc pregnancy and childbirth. This forms part
of a broader set of factors which cause the svstematic disadvantage of women, including: inferior social and often legal status;
neglect in national polxcy, lack of political participation: illiteracy; excessive workload; poor nutrition: gerital mutilation: early

marriage and pregnancy; and unequal access to already hl‘m[ed services. Such factors also put younger women at
disproportionate risk of HIV infection.

21. Sustaincd progress towerds the goals of the World Summit for Children is likely to require both improvements in gcndcr \
equity and a considerable strengthening of public institutions. complemented by community organization and partncrships with

civil society. The current chmtmgemwdenhmhef—arcns of basic services provision. Overall, less than two thirds of school-1 .
age children in sub-Saharan Africa are eryolled in primary education. 2 situation similar to that of 1990. Poor cducation quality: |
]

weak learning achievement and high drop-out rates are still major challenges despite eHors to adaETéJImcula. school timetables

and language policies 1o local needs. Meanwhile, the weakness of public health systems is illustrated by the resurgence, across

the continent, of malaria and chalera, as well as the greater incidence ofymeningitis. These trends also reflect the persistent lack

ot access among the majonry of families 1o safe water and sanitation, a problem which is rapidly intensifying in urban areas |
~— www

22. Inefficiencies in the use of public resources for social development are widely evident in the irregular payment of salarics,

unreliable supplies of essential drugs and limited support capacities for the decentralized management of services. Despite those

factors, the Bamako Initiative has had success in much of west Africa as well as in the Comoros, Madagascar and Mauritius as a

strategy for revitalizing primary health care (PHC) A number of other countries have now initiated systemic reforms as a way of

addressing these problems in social developmem While posittve results for children and women are yet 1 be reahized, thesc

sector-wide approaches may provide the starting Toint for building the capacity not anly to address the needs of individual

scclors, but Lo form swider partnerships for complex development challenges. Such partnerships will need Lo incorporate a vision

of the role and responsibilities of the State in realizing the rights of citizens and meeting the nceds of the most disadvantaged.

|
23. Sector-wide approaches, increased attention to public revenuc raising and civil service reforms leading o improved pay and |
performance management are among the initiatives being faken by Governments 1o begin to address the structural factors that ‘
underlie the weaknesses of human development in Africa. Intcrnational support is focusing increasingly on efforts io addr2ss
such threats (o children as malaria. unsafe water and HIV/AIDS. However, the key opportunitics for a major revival of the
prospects for Africa's new generations reside in the combined effortis of Governments and wider socicty. Such alliances. :
including for the sustained delivery of basic services and the protection of children and women, will need to be anchored in ‘
accountable relationships beuween the State and citizen's organizations, for which freedom of information and wider aceess 10
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tzchnology will be important condmons It isin such areas that, chpuc sclbacks in polmcal rcform and ccononuc PCrfOrmance :
in the late-1990s, the prospects for Africa's recovery-are possibly most cncouraging. -
HL UNICEF RESPONSE: NL‘.]NI‘AINTNG PRIORITY FOR AFRICA..

24. During the decade of the 1990s, UNICEF has responded to Lhe orgunmuonal pnontv for Africa by streogthening its
deployment of key resources. Staff numbers in‘sub-Saharan Altica rose: rapidly after 1990 and peaked in 1995 at 42 per cent of
total staff. In 1998, some 2,620 UNICEF staff were working in sub-Saharan Africa; compared to a total omﬂmm
" numbers 1671998 comprised 37 per cent of all UNICEF staff MMM@ of the decade: In 1998, -
these numbers mcludc@cr cent of the organization's mtcrnanonal Professxonal staff, 40 per cent of the national officers and

38 per cent of the General Service staff. &, % d..-..* o T ——— J

25. Urider the modified system for allocauon of avaxlablc neral .r&soun:es approvcd in 1997 (E/1ICEF/ 1997/ 12/Re-v 1, deasnon
1997/18), the share of the two sub-Saharan Africa rchons in tofal gemeral resources allacated to country programumies Tose to 40;

. percentin 1999 and is pro;ettcd 1o increase furﬂler to _45 8 per'centby 2007 Thls'compares with an average of 37 per cen

L range of priority arcas in sub-Saharan Africa, mcludmg for the 'éradncmon of gumczgg_,rm and polio, the elimination of xod.me '
deficiéncies, girls' education and the reduction of child labour: Howevet, the direct availability of supplemenmry funds for
country prograrame budgets approved by the Executive Board rcmams hxghlv uneven among countries, and among programme
areas within overall country cooperation. :

A. UNICEF programmec gnonues in sub-Saharan Afnc:x

28. The uwo UNICEF regions in sub-Saharan Afnca have estabhshed clear sets of ovcrall prionities for UNICEF wnrk, wuhm the
scope and periad of the current MTP. These have emerged from the reality of the trends affecting children and their nghrs at the
country level. and will be adopted, in appropriate ways, through the country programming process in a majority of cases in each
region. They will be the subject of intensive regional efforts, including resource allocation, multi-counuy fund-raising, regional
office technical suppor, evaluation and monitering. These regional priorities are intended to respond to the complex challenges -
for children's and women's rights in sub-Saharan Africa in a strategic manner, taking into account the most urgent needs, the
underlying causes and UNICEF comparative advantage. This will continue to be bascd on an analysis of the factors affccting the
realization of children's and women's rights, and of priority actions, in each counuy context.

29. In west and central Afriza, the highest regional priority is given 1o the survival of children and improvements in child and
maternal health, centred atound the strategy of the Bamako Initiative for the revitalization of health systems and community
participation. lmmunization, vitamin A supplementation, safe motherhood. guinea worm eradication and local participation
activitics are major compaonents of the Initiative. Regional strategies have been developed for the reduction of maternal and
neonatal mortality. and will be supported in some 13 countries in con;tbomuon with the World Health Organization (WHO) ard
the United Nadens Population Fund if supplementary funding is secured. Activities for improved emergency obstetric care have
been piloted in six countries. Advocaly, in alliance with national NRdL; will promale increased commitment to maternal and
child mortality reduction across the region. 7~ - -

30. The second major priority in west and central Africa will be the continuation of efforts to 1mpro\e access to good qual

basic education, especially for gils Major achievements have been reg:stcred in specific areas in indivi ual countries, such
the training of teachcrs, the establishment of school committees, textbook revision and provision. incentive schemes for Lhe
recruitment of {cmale teachers, the training of educators on gender issues, social mobilization and policy dew:lopman These
will be built upon and extended, with support from funding partners, and further attention will be given to improving qualiry and
reducing drop-out rates. Innovative and non-formal miethods of extending education opportunitics will be sought, often as a /"
bridge to formal sysiems. Work in these areas will be pursued throughout sub-Saharan Afcica as part of the African Girls
Educallon [nitiative. /

{
| 31. In eastern and southern Africa, many country programumes are now being rcoricnted to give highest priority to meeting the

challcngc of controlling H[V/AIDS as a primary threat to sccuring human rights. and (o assisting chxldren and women affected
both dircctly and indirectly, The second area of major priority in this region will be intensified eflorts by UNICEF 10 support
Governments and other stakeholders in the contral of malaria as part of the "Roll Back Malaria™ alliance of intcrnational
~actneee Farh afithece nriority areas will orovide close links to the reduction of maternal deaths.



- ‘.solutions based in processes of social change as tvell as in scxence and technical interventions. These processes will néed to-

32. Bnngmg thc HIV/AIDS pandemic under control will be cssenual {0 the effectiveness of other key mtewcm;om; fotdl.scasc
control, the reduction of malnutrition, and securing rights to basic education and protection. Based on an assessment ofithe'
impact of HIV/AIDS on children and of UNICEF comparative advantage within the framewark of the UNAIDS allxam:e and :
country-level United Nations theme groups, the organization will focus its efforts in sub-Saharan Africa in five areas: preventicn
of HIV transmission amang young people through broadly-based mobilization, communication and life skills educzition effons in [
school and community settings; reduction of transmxss:on from mothers to babics involving, in about a dozen countries, the
provision of a2 minimum package of scrvices to pmgnant womcn, including voluntary and confidential counselling and lesung,
"aécess to short-course drugs and suppor for informed ‘choices in infant feeding: high-level advocacy for political acuion, -
including the mobilization of mass media, the disscminaton of available data, contacts with policy makers and a.llmnc:s_.wlm
UNAIDS partners; advocacy and, where necessary, technical support for public safety nets and community-led PrograImes to
cnsure carc and guaranteed access 10 basic services for orphans and children living in families affected by HIVIAIDS and -
assxstance to UNICEF stall members themselves Lhmugh mformatxon counsc!lmg and other forms of’ $upport_ L -

33. Eﬁ'ons in Liese arcas were mtcnSlflcd in emcm and southcrn Afrlcn zmd parts of west and central Afnca in lau: 1998, W‘lm | . e
.. ;the pmpamuon of pilot initiatives to reduce monher.;o-chxld_nansnussxon of HIV in several countries with the suppori '
"' from the United Nations Foundatian, At the. region tight to support the acceleration: of HIV.
""-cducauon in“schools and to assess options for replaccrncnt feed.mg:lmked {0 the reduction of mother-to-child’ transmission’-
Efforts will be made to engage religious, private sector and regional organizations in actions to address the pa.ndcnixc _._T r.m'ung
in the desxgn of prograrunc interventions and advocac»' to meet the 'challcngc of HIV/AJDS will be held dunng 199 for.- - -
UNICEF senior staff in Afnica. - . . : :

: '.'-'34 It 1s fullv recognized that HIV/AIDS, like malana.-. }*Lhrmtemng children's ngh[s w}uch rcqux
involve community-level analysis of the problem and will require the mobilization of facilitators and capacity-building’ for loal
action. The approach 1o exiernal support in these areas wﬂl not be standard, and its design will need to carefully mﬂect :md
respond to local needs and perceptions.

35. With regard 10 the control of malana thercis a more proven range of potential community-based acnons although thc
complexity of putting them in place on a sustained basis must also not be inderestimated. Actions in eastern and southern Afri
for which further resources are being sought, include: the supply of impregnated bednets; building systems for bednet distributio
and re-treatment; the waining of health workers for improved case management; the study of drug resistance; and suppdrt o
policv developmeat and conununity mobilization: In west and central Africa, improved case management and community actions
for malana control will be supported under the Bamako Initiative. -

36. A further priority for UNICEF in all parts of Africa will be to fully integrate preparedness and response to situations of '.'_
instbiliry and crisis in the regular country programming process. This is alrcady being pursued in countries such as Burundi,
Libcria and Somalia. Over the next few years, efforts for integration wil] include capacinv-building among UNICEF staff to be
ablc to mect 4 sei of core organizational commitments in ‘conditions of conflict to support the rights of children and women to
basic services dnd protccton.

37. Further support and advocacy will be necded for the demobilization and retumn to families and schools of child soldiers, and
10 raise awareness of the dangers of landmines and the trade in small arms. Support during and after conflict will continue to be
provided for the care and counselling of unaccompanied children; family tracing and reunification; and the restoration of basic
scrvices, including education. UNICEF will remain active in all these areas, but its actions in response to crisis will need to be *
more predictable and systematic. They will also nged to form part of longer-run efforts, within regular programme cooperation,
to assist countries in restoring the social fabric, where this has beenmimprovc emergency assessment and
preparedness planning; and to promote attitudes, practices and social institutions which recognize and protect the rights of
children and women in all situations. Further areas in which thcse approaches will be needed include the prevention of child
trafficking, drug abusc among young people and exploitative child labour. Morc broadly. UNICEF will seek to promote the
respect of children's rights as a lever for building a stronger ethic for peace and recouciliaton in societics recovering (rom the
trauma of war.

38. Among the ather programme priorities which form pan of lhc MTP. attention will bc given to the piloting of integrated
approaches to the management of childhood illnesses in some 20 counires in sub-Saharan Africa, This will include health
system interventions, communication for improved home care, case management training and planning for the availability of
essential drugs. Linked to this, pilot cfforts will be made to improve home and community carc practices for the survival, growth
and development of very young children in selected countries, including the.C_tc d'Ivoire, the Gambia, Malawi a ibia, |
and partnerships will be extended in this area with the World Bank. §usmlnmg immunization coverage, vilamin A
supplcmentation in high-risk arcas and the consumption of iodized salt. as well as support to breasifeeding and the reduction of‘
maternal monality. will all receivg widespreadsupport through country programmes, The Vaccine Independence Initiative.
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.42, With the limited resources avallablc -and _m:x_]or chajlcngcs ;ahcad for the realization of rights to basm sérvices, rgg./
cffcctive approaches will need to be pursued in'all areas of intervention. UNICEF regional offices and managemerit teamis in
Africa, as elsewhere, will have a key role to, play in the identification and verification of such approaches through suchy  °
mechanisms as budget reviews and pmgmmme evaluations. The dissemination of promising experiences, and support to African
countries and regional partners in gaining access to key sources of information and expertise on policy development for children,
will be a further key role of UNICEF. Regional training activities for UNICEF staff will place increased emphasis on integrated
planning approaches and the strategic role of operations functions in support of programme priorities. Greater sharing of
technical expertise and administrative capacity among UNICEF offices in Africa, and with United Nations partners, is nosw
waking place. Programme quality monitoring systems have been introduced in bath regions in sub-Saharan Affica, and a
procurement unit has been established in South Africa. ! '

@ Monitoring of progress in key areas of outcome for Africa's children will take place through a series of end-decade surveys.

some cases, they will form part of wider natiofial household survey exercises. (n other cases, a secorfmmmﬁa—_
indicater cluster surveys (MICS) is likely to be needed’ ‘In 2 number of sub-Saharan African countries lacking national data
collection systems, these surveys, held initially at the mid-decade, provide virtually the sole source of social and household
informanon. Additional indicators will be built into the new scrics of MICS. 10 be held in 1999-2000, to reflect netv priorities
and opportunities. In additian, a goal against which progress in the fight against HIV/AIDS can be readily measured will be
established, possibly relating to the reduction of new infections among teenage girls.

L~
)

44) Research and evaluation priorities for UNICEF in sub-Saharan Africa will also reflect the major priorities. Many of these will
pursued through periodic situation assessment and analysis of children’s and women’s rights, and in the context of MTRs. In
particular. studics of knowledge. attitudes and practices regarding the causes and treatient of malaria will be extended following
the striking results of the study in Zanzibar (reported 1o the Executive Board in document E/[CEF/1998/P/L.1). In collaboration

with WHO. support will be given (o Lraining {or controlled trials on decision-making for the use of anti-malarial drugs.
Meanwhile, an evaluation will be held in 1999 of the regional Sacra Communication Initiative, which incorporates support for
AIDS awarcness among older children.

httmn-/vamin aviranat vrimraf ~Ara/OTV/DDC INTQANATAADOONITANVEITLTC aNNA R dO NI A aa TV i am Nn</ITNA/1Q00



uons *Dcv;_l_opmcm Progmmmc "and othcrs in '.kzye
hed 1 in 1996. Effq'_ b

; ng?as R‘m
adoption by mitnisters of healm of Lh ﬁ-am

. and the lack of additiona! resourc
support for accelerated efforts by Af)
mcrcasulg adopu0u of Lhc Un.llcd

in pnont} areas for actmn such as- Lh"

47. There are promising signs that bllatcral axd donors may be increasing the priority given to Amca, crcaung funher

opportunitcs for parunerships. Emcrgmg uends also suggest that more emphasis will be placed by both bilateral and multilater .

agencies on longer-term and multisectoral as well 4s sector-wide approaches, and on interventions that assisf counlries in
building capacity for sustained access to basic services among families which are poor and marginalized These trends will crmu:
further opportunities for UNICEF ta provide value-added in the social development process based. for example. on its expenence
in support of participatory, community-led approaches and its cross-sectoral focus on the survival and growth of children.

‘

-
43. UNICEF has found a particular com‘crgcnce of concerns with OAU on tic anli-war agenda and issues of conflict resolution
and humanitinian assistance directly relevant to children and women. This partnership has provided important opporwnities fer

advocacy, particularly with African Heads of State at their annual summits. Follewing the adoption of an OAU resolution on the
use of landmines in Africa in 1998, UNICEF adviscd on a campaxgn foria total ban on landmines in Africa and advocated for
ratification of the Ottawa convention in a number of countries. OAU also passed in 1998 a resolution banning the use of children
as soldicrs, while collaboration with OAU enabled the relaxation of access restrictions for essential humanitariun supplics during,
the imposition of sanctions on Burundi. UNICEF contributed to the drafting of the plan of action for the Africar Decade for
Education, launched by QAU in 1997, and will support.ifs implementation. UNICEF is also giving increased priornity to
promoting the wider ratification of the African Charter on the Rights and Welfarc of the Child Mcanwhile, work has continued
with the Economic Commission for Africa in the production of a series of analyses of social develepment trends in Afnica.
Cooperation with specific s=ctors of the Southern African Development Community has also been increased through support 1o
policy design and capacity development in HIV/AIDS. sanitation and hygiene, Regular consultations sith the African
Detelopment Bank (AfDB). and collaboration with AfDB-funded projects. such as in the health sector in Senegal. will be
continued.

B. African leadership for children's rights

49. The strengthening of national administrative structures for the delivery of basic services will be a key element of developmeat
progress in many countrics of sub-Saharan Africa. Ar end o conflict, accountable political systems. a fair and functioning
judiciarv. open debate on policies and high levels of pamcxpauon of women and civil socicty will further support sustaincd
cconomic growth and broad-bascd human development. They will aiso provide a basis for more effective action against the
HIV/AIDS pandemic and its corrosive effects on children's rights. Responsibility will rest primarily with African leaders.

htp://www extranetunicef org/PD/PDC .../018d0c89988827428525675c004ebdf¥?QpenDocumen  05/10/1999
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50. Over the last few decades Afncan counmes which have giver prionity and consxsu:nt attenuon to mvesung in human
development have tended-to see the benefits of increased cconomic growth and, where these measures, havc been sustaineds
falling levels of houschold poverty. Recent reforms of healtli and education systems in countries such ag Ettuopla, Ghana and
Zambia, and initiatives to rapidly expand access to primary education in Malawi and Uganda, hold the promuse of improved care,
learning achievermnent and human dcvclopmcnt outcomes. Major efforts for awarcness-raising and pubhc eduamon on HIV/AIDS
have begun 10 make an impact in Uganda. Howcver, such approaches are not yet sufficicrly mde.sprcad in sub-Saharan Africa.
The more general pattern'temains that of declining levels of investment in basic services, with ofu,n drdmauc 'shortages of
funding at district and mumcnpal levels

51. The responsibiliues adopted by Statc Partics to the Convention on the Rxghts of the Ctuld are now wmely recogmzed and
understood. It seems not unreasoriable to suggest that a lack, in many countries, of public action to address ‘major shortfalls in the
rights of children, such as thc absence of primary school places and of protection from violence,; .and the' failure o openly -
confrant (hn:ats to hfc Such as I-HVIALDS are indications of inadequate political comnmmcn_t lo the' reahzauon of: rhtsu n,hls

framework, combined with mcasun:ﬁ to lmprove the qunhrv of, and access to education and heallh r. wxll provlde a kev
part of the foundation for the reahzatlon of human rights. e

C. Africa’s parnerg in ngclogmen

53. Althaugh the central task of Africa's 'development rests primarily with its people and icadcrs, the international community
bears a responsibility both to support the continert in its development efforts and to remove obstacles in the way of progress.
With a changing focus which places gre.ater emphasis on good government and stability. the potential masr.s for thosc countrics
which are reforming their political and social systems to achieve sustained growth with widespread benefits. For this to happen,
Afnca's partners must renew their support to the region and imprave the glabal conditions for its development.

54. A first component of this renewed support must be a reversal in the decline in official devclopment assistance (ODA), As a
proportion of the output of industrialized countries, ODA now stands at less than one third of the target of 0.7 per cent of gross
national product. The absolute amount of assistance has declined as well - by nearly 5 per cent per vear since 1992. At a time
when more sub-Saharan African countrics are taking reform initialives, opportunities are being missed for effective international
support to this process. :

53. Linked to the amount of ODA are the targeting and composition of assistance. The access of all people to basic education ,\
opportunities, health services and safe water is recognized as not only key to sustained human dcvcloPmcm and poverty

alleviation, but, increasingly, as a normative issue of human rights. Investment in such services is central to reducing the worst \
marufestations of paverty and breaking its vicious, inler-generational cycle. The 20720 Initative, agreed at the World Summit for |
Social Development in 1995, provides a framewerk for translating this need for increased resources into reality. With ;
commitment and better Largeting. including to strategies for national and local capacity-building, the contribution by both !
Governments and international pariners {o basicServices conld increase substantially in Africa. i

56. Increasing ODA and targeting it better will be of limited benefit, however, if African countries continue to be saddled with
large debt burdens. For every-doliar that sub-S3hatamAfrica received in ODA in 1996, it paid out $1.31 in debt service. The
external debt of A frican countries rose from $340 billion in 1996 to $349 billion in 1997. representing more than 200 per cent of
annual exports. Spending on debt servicing is higher than that on basic services in a number ot Aftican countrics, often by a wide
margin. An example is Zambia, where average annual spending on cducation amounted to S82 million between 1993-1996
compared to some $333 million per year in debt payments.

57. A further component of renewed support to sub-Saharan Africa is to cnable resources freed by debt rclief to be allocated in
favour of basic education, PHC, safe watcr and other povertv atleviation measures, The Heavily {ndebted Poor Countrics (HIPC)
initiative, developed under the auspices of the [nternational Monetary Fund (IMF) and the World Bank, aims to achieve
sustainable levels of debt service by providing relief not only of the bilateral debt burden. but also of debt owed to international
financial institutions. Two years afier the launch of the initiative, however, only Uganda has actually benefited from rclicf. IMF
and the World Bank recently decided to extend the HIPC inwtiative and to casc the eriteria for inclusion. There remains an urgent
htto://www extranet.unicef.ore/PD/PDC. . /018d0cR9988827428 5256 75¢004ehdf9?nenNacumen  05/10/1999
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need for these measures to be c'ctcndcd by grantmg deeper and earlier relief and (o frec additional national resources for human

developmem Suppon to local eﬂons to address the HIV/AIDS pandcmic would be 2 priorily use of such ﬁmds

58. Africa's share of wbrld-tr;\de continues decline, shrinking to 1.9 per cent in 1997, reinforcing the continent's

mirginalization in the global economy. Although past expericnce has not been encouraging, renewed efforts are needed to

diversify African ccononucs and both Governmehts and their international partners have important roles to play. [

mproving

market access for Africa's crports and investing in business skills and access to informarion technology among students are

relevant areas, which could involve the local private sector.

59. While the resolution of the conflicts affecting Africa is the primary respoasibility of African leaders, the international

community should not ignore the plight of millions of rclugees and displaced people ‘and the moral issues posed by

suffering and

insccurity on the continent. Political reform efforts can be facilitated thirough the building of experience among parliamentarians,
civil servants, civic leaders, soldiers and police, including for practical measures to safeguard the rights of both children and
women. The interational community can assist with technical expertise and funds to encourage the development of democratic
institutions, as seen in Mozamblque and Namibia. The international ban on landmines needs to be {ully enforced. while the

pmhferanon of weapons eeds to bc stemmed and sma[l arms everywhere kept out of Lhc ha.nd.s of cluld.rcrL

60. Lastly, thc lcsson.s f p:ut crpcncnc:: thc tn:nds towards sector-wide and riiore mteg'mlcd approaches [o dcvelOpmcm
assistance, and the éxistence of a scries of ratified international human rights conventons and world summit declarations from
the 1990s placea rsponsxbxhly on all devclopment partners, including UNICEF, o achieve well coordinated efforts in support of
the priorities and urgent needs of African countrics. There is a greater potential for success. when Govcnuucul and panners have
formed consensus on pnonue the strategies to address them and the most cffective roles ‘of dlfferent panners The ajor arcas

" of threat 1o the rights of African children and women described in the present report, incliding HIV/AIDS; malaria, conflict and
the persxstem weakmess of pubhc hca!th and bas1c education systems, provide critical tests for. cﬂ'cctwc and responsible

crstups in the years ahcad
V. CONCLUSION

61. The priority areas-identificd and being pursued for UNICEF work in sub-Saharan Africa in the period of the current MTP
also provide a link to the proposed new agenda for children in the next decade, which will be.based on human nghts principles
{see E/ICEF/1999/10 being submitted to the Executive Board at the present session). Conflict and insccurity, the weaknesses of
institutions, low acc hasic services. and the dramatic challenges of HIV/AIDS and malaria posc the greatest current threats

to children's and women's rights and well-being, In many countries and local contexts, the greatest priority actions

for UNICEF

and partners will be, for the forcseeable future, to ensure children's and women's survival. Conflict and HIV/AIDS are factors
that intensify that priority for action, while making it clear that sustained improvements will only be achieved through strategies

which address the deeper causes of childhood and maternal deaths and disadvantage.

62. Al the same time, the basis for future recovery and sustained development must be laid through intensified and

morc effective

cfforts, by a dvnamic range of partners. toinyest in the capabilities of Africa's children. The priority given by UNICEF in Africa

will be tomnghéﬁing of basic health care systems for child and maternal survival: the access of all ¢

hildren,

especially girls. to good quality basic education and learniag opportunities; the strengthening of community capacity and

practices for the protectiofl of wornen and children; the proraotion of non-violence, gender equity and post-conflict

recoverv; and

the identificalion of viable approaches to improved tamily and community care for the survival and development of young

children. including those affected by HIV/AIDS. All these provide butlding blocks for Africa’s panticipation in 2 ne
on ethical principles and responsible partnerships, which place the righjs of children and women first.
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Executive Summary

Health improvements are desirable in themselves, in terms of the improvements they bring in
well-being, but they also have a direct impact on productivity and economic performance.
Health improvements are not a luxury good that should await economic development; rather,
they are a major factor in determining economic growth. Increased life expectancy and
reduced fertility rates have a large positive effect on the growth rate of GDP per capita.
Likewise, Health improvements have the potential to make a major contribution to a
successful economic growth strategy in Africa.

The attached table sets out our estimates of the effect of health improvements on the growth
rate of GDP per capita in each African country. We find large effects of increasing life
expectancy from current levels to the world average of 65 years. This would increase the
growth rate by more than 2 percentage points per year in some countries. Even in countries
that are already above the world average level of life expectancy, further improvements
would continue to have significant effects.

Lower fertility rates increase economic growth through increasing the ratio of working-age
people to dependents. The attached figure plots the ratio of workers to dependents in Africa
based on different United Nations population projections. In the table we report the estimated
size of the effect on economic growth using United Nations projections assuming low,
medium and high fertility. If fertility can be reduced to the level assumed in the United
Nations low fertility projection the demographic gift can be quite large, adding over |
percentage point per year to the growth rate in some countries.

These results imply the existence of a “demographic gift” to countries which achicve low
fertility rates, but such a gift is not automatic. First, of course, it requires policies that
encourage fertility to fall. In addition, economic policies must be formulated so as to allow
the potential effects of demographic change to be realized. In the table we compare the
effect of the “demographic gift” if a country sets policies that are as good as the world
average values with the effect assuming the continuation of the policies that have been in
place for the last 25 years. We find that poor policies can lead to the dissipation of most, or
all, of the demographic gift.

The feedback from rising living standards to further improvements in health and reductions
in fertility sets up the possibility of a virtuous cycle of cumulative causation.

We conclude that improvements in both general health and reproductive health are likely to
be important parts of a successful growth strategy in Africa. Policies may include public
health measures such as providing clean water and sanitation and inhibiting the transmission
of malaria and HIV/AIDS as well as from improvements in the clinical health care system.
The economic benefits from improved health are likely to be realized only if general
economic policies are growth oriented.



Discussion

There is no doubt that good public health measures, a high quality health care system,
and the benefits of a healthy population are desirable goals in all countries, including those in
Africa. The difficulty 1s that in developing countries there is a tension between spending scarce
resources on welfare projects, aimed at increasing well-being today, and investing in projects
aimed at economic growth, which may increase the capacity to deliver welfare improvements in
the future. In such an environment health care may be assigned a relatively low priority.

Recent economic research challenges this assessment.  One of the most robust findings
in economics is that, holding everything else constant, countries with higher lifc expectancy have
significantly higher rates of growth of GDP per capita. We will discuss below why this is so by
looking at the mechanisms through which higher life expectancy can increase economic activity.
However, the main point is that increases in life expectancy, usually thought of as an indicator of
the general health status of the population, are associated with subsequent long-run economic
growth. This raises the prospect that a healthy population is not a luxury good, to be achieved
when 1t can be afforded, but 1s, rather, a major determinant of economic growth and may be
considered more as an investment good.

A similar story can be told for family planning activities and reproductive health. In the
1960s there was a general consensus on population pessimism, based on the idea that a high rate
of population growth puts pressure on resources within a country and leads to a decline in the
rate of economic growth. However, a large literature in the 1970s and 1980s largely failed to
find a link between population growth and economic growth, leading to a significant weakening
of the argument that family planning 1s an essential tool for generating growth in developing
countries. Instead the policy emphasis has shifted to reproductive health as a way of directly
increasing well-being, particularly women’s wellbeing, with less weight being placed on the
possible effects on economic growth.

Why Health and Demography Matter for Lconomic Growth

The rejection by most economists of population growth as a determinant of economic
growth may have been premature. The problem is that the old literature failed to take account of
the fact that there are two sources of rapid population growth, high fertility rates and low
mortality rates. Low mortality rates lead to higher life expectancy, and have a beneficial effect
on economic growth. On the other hand, a high fertility rate increases the youth dependency rate,
the ratio of dependents to those of working age, and tends to reduce the rate of economic growth.
Thus, it is not the total population growth, but the source of the growth that matters.

The important feature 1n population growth is not the overall rate of population growth
but changes in the age structure of the population. Low mortality rates tend to increase
population growth but the primary effect is to raise the numbers at older ages and to increase life
expectancy. Improved health, as indicated by an increase in life expectancy, can increase
economic growth by directly affecting labor productivity. In ‘addition, a longer life expectancy
can generate a need for retirement income, increasing savings rates during the working life.



Further, lower mortality rates increase the expected duration of working life and can raise the
return to, and demand for, education. These effects all combine to encourage economic growth.
Although there 1s clear evidence for such a growth effect, it is not yet possible to pinpoint which
mechanism is most important empirically.

Eventually an increase in life expectancy raises old age dependency rates and may put a
burden on social security systems. This problem is still remote in Africa and is just beginning to
emerge in East Asia. To a large extent this issue only arises under a pay-as-you-go pension
system in which the dependent old are reliant on the payments of current workers. In fully
funded systems the old get retirement income from their accumulated savings. Channeling
retirement savings into productive investment may not only be a good growth strategy, it may
also avoid the financial problems a transfer-based pension system faces when the old age
dependency rate increases.

Column 1 of the attached table shows the estimated impact on growth rates of GDP per
capita 1f countries in Africa manage to raise their life expectancy levels to 65, the current world
average. The effects in some countries are very large, giving an increase in growth rates of GDP
per capita by around 2 percentage points a year. Some African countries have already achieved
life expectancy in excess of 65. For these we do not report an impact figure but empirical results
suggest that the growth effects of raising life expectancy persist even at high levels of life
expectancy.

Reductions in fertility slow the rate of population growth but more importantly they
lower the ratio of the voung to the working age. The attached figure plots the ratio of working-
age to non-working-age population in Africa using different population projections from the
United Nations based on different assumptions about how fast future fertility rates in Africa fall
The ratio of working-age population to dependents 1s set to nise in Africa from now onwards,
giving a boost to per capita incomes. If fertility rates fall as fast as 1s assumed in the United
Nations low fertility scenario, the ratio of workers to dependents is set to rise from 1.15 today to
around 1.7 in 25 years time.

The table at the end of this summary shows the effect of the “demographic gift” on
economic growth for the low fertility, medium fertility and high fertility United Nations
projections for African countries. The predicted effect depends on how fast the age structure of
each country 1s projected to change. In addition, the growth impact 1s estimated to be larger than
the pure accounting impact of the reduced dependency rate. This may occur for several reasons.
For example, less time is required for child care, perhaps leading to increased labor force
participation, and smalier families may allow greater investment in education per child, raising
average human capital.

In addition to these effects of health and the demographic transition on economic growth
there is reverse causality: economic growth, higher income levels, and higher levels of education
(particularly female education) affect health, life expectancy, and fertility rates. At a technical
level this raises a problem: we must be careful to establish the direction of causation, as well as a
simple statistical correlation, in our analysis. Taking account of this requires that we isolate the
feedback pathways in each direction.



More importantly, the presence of positive feedback raises the possibility of a virtuous
growth spiral, with cumulative causality. Improvements in health lead to increased life
expectancy. In addition, reductions in infant mortality can reduce the desired fertility rate due to
higher survival probabilities and to a lower risk of being without care in old age. Provision of
reproductive health services can help to ensure that these reductions in desired fertility lead to
reductions in actual fertility. These changes in health, mortality rates, life expectancy, and
fertility can be powerful forces in favor of faster economic growth. In turn, economic growth,
coupled with increases in education, can promote improvements in health and reductions in
fertility. This can give rise to another round of growth, and so on.

Policy Effects

The demographic gift 1s not automatic; 1t requires health improvements, including
improvements in reproductive health, to generate demographic change. The effects of
demographic change are largely seen in people’s increased destre to work, to save, and to be
educated. To realize the potential of these effects appropriate polices and institutions must be in
place. Labor markets must be capable of absorbing an increasing labor force. Financial markets
must be able to channel savings into productive investment. The education system must meet the
demand for increased education.

The estimates of the effects of the demographic gift in columns 2, 3, and 4 of the attached
table are based on each country having polices and institutions that are as good as the world
average The policies we focus on are openness (a measure of tariff rates, etc.) and government
deficits. We use as a measure of institutional quality a composite index (representing the rule of
law, lack of corruption, etc.). In column 5 we report our estimate of the impact of the
demographic gift (United Nations medium projection) if countries follow the same policies as in
the past. For all the African countries for which we have data the demographic effect 1s smaller,
sometimes much smaller, assuming the continuation of the policies and institutions that have
been employed over the last 25 vears, than if policies were changed to the world average levels.
Note that the difference between columns 3 and 5 1s due to the impact of the demographic gift
under different policy scenarios. Improving policies and institutions will have a large positive
effect on growth on their own, independently of the effect of the demographic gift. Good policies
are always beneticial, but they are particularly important during the demographic transition from
a low life expectancy, high fertility country to a high life expectancy, low fertility country.

Conclusion

It is important to take a balanced view of economic growth and development. It is highly
unlikely that there is one single factor that drives the growth process. Health, and its impact on
age structure, can be an important factor, but it is not the only one. A growth policy that focuses
only on one mechanism is certain to be too narrow. The argument for putting some emphasis on
health and age structure as factors that afféct growth is the large magnitude of the growth
impacts we find from these variables in empinical studies.



‘Africa’s demographic transition is just beginning and presents countries with an
opportunity to accelerate their economic growth. The picture we see of rising life expectancy in
Africa and falling fertility rates, together with increases in the working-age to non-working-age
ratio, presents an opportunity to generate substantial improvements in Africa’s economic
performance. To take advantage of this opportunity countries must have appropriate public
health policies and reproductive health policies. In addition, the “demographic gift”. such
policies generate can only be realized fully if labor, financial, and educational markets and
mstitutions function well.

The appropriate health policies to generate the demographic transition are not entirely
clear cut. It may be that large-scale health improvements are more closely connected to public
health projects such as the provision of clean water and sanitation than to direct provision of
health services. In addition, Africa faces two infectious diseases on a large scale, malaria and
HIV/AIDS. Although HIV/AIDS may not be projected to have a large impact on total population
numbers, it may have an effect on economic growth by removing prime-age workers from the
labor force and increasing dependency rates. Tackling these diseases may require international
coordination of research and of containment strategies given the obvious problem of
international spillovers. It may be very difficult for one country to make much headway in
combating these illnesses unless neighboring countries are also active in the effort.
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THE DEBT RELIEF INITIATIVE TO COMBAT HIV/AIDS

WHAT IS DEBT RELIEF?

e Developing country governments have borrowed billions of dollars from
the multilateral institutions, bilateral assistance organizations and from
private sources.

e This debt has to be repaid, and where the borrower has not used the
loans to grow its economy, the debt service payments (interest and
repayment of principle) become onerous in two ways: (1) they use up
scarce foreign exchange needed for imports and (2) they use up scarce
government revenues needed to provide critical services.

e Debt relief can come in the form of writing off debt or rescheduling
(postponing) debt payments.

WHAT IS THE DEBT INITIATIVE PUT FORWARD BY THE ZAMBIAN
GOVERNMENT?

e The Zambian Government proposes an agreement with its creditors to
use the resources that would have been used to pay creditors (now
averaging about $120 million per year) to combat the HIV/AIDS
epidemic.

HOW WOULD THIS WORK?

e There are a number of possible mechanisms. For the U.S., the Treasury
would write off the amount of debt service expected. This might or
might not involve a budgetary cost, but the Treasury has authority and
has some resources available in FY 99 to do so. In return, the U.S. (or
the donor community) would negotiate over the use of the freed-up
resources.

WOULD A DEBT SWAP BE A BETTER MECHANISM?

e Debt swaps usually involve a PVO buying private debt on a secondary
market (where, because full payment of the debt is not expected, the
IOUs are heavily discounted to 5-10% of their face value).

¢ The PVO would then sell the debt back to the debtor government for local
currency at some value between the face value of the debt and the actual
amount paid for the IOU (say 25%).

e The PVO would probably have received the dollars to purchase the debt
from a donor; its agreement with the borrower government would include
how the local currencies could be used to deal with a development
problem (in this case, combating HIV/AIDS).



ARE DEBT SWAPS TO BE PREFERRED TO DEBT RELIEF?

Debt swaps have many disadvantages as compared to debt relief:

They are complicated

They require USAID funds

They have high overhead costs

They take time

They exacerbate a country's budgetary problems (because they require
local currency transfers equal to a percentage of the debt that is probably
much larger than the debt service which the government is probably not
paying anyway)

HOW DOES ALL THIS FIT IN WITH THE DEBT RELIEF INITIATIVES BEING
DISCUSSED FOR COLOGNE?

There will probably be some progress made around the HIPC (Heavily-
Indebted Poor Country) Initiative, which will broaden and deepen the debt
relief, make it more flexible, and reduce the waiting period.

HIPC is an economic growth initiative and its parameters do not center on
debtor country abilities to provide social services.

Given the difficulties of negotiation, the result is not likely to be radical

WHAT COULD/SHOULD THE U.S. DO?

The U.S. could unilaterally adopt a debt relief initiative to combat
HIV/AIDS by negotiating relief of African debt owed the U.S. for both
concessional debt (largely PL480) and for non-concessional debt {largely
EX-IM). The table on the next page presents the possible scope of such
relief.

For HIPC countries, the debt relief--AIDS nexus is strongest in Cote
d'lvoire, Ethiopia and Zambia, while two of the non-HIPC countries
(Nigeria and Zimbabwe) might be interesting if their economic policies
improve (budget scoring for South Africa and Botswana would probably
be one-for-one).

Neither DROC nor Sudan would be eligible for any debt relief.

More generally, the U.S. could shape its proposals for the G-7 to focus
more on government expenditure targets and providing debt relief tied to
both economic policy and a strong commitment to investment in human
resources -- education, health and especially HIV/AIDS.



DEBT OWED THE U.S. BY HIPC AFRICAN COUNTRIES

DEBT NUMBER OF PEOPLE
(millions of US$) WITH HIV/AIDS
ANGOLA 35.0 111,000
CENTRAL AFRICAN REPUBLIC 9.4 180,000
COTE D'IVOIRE 378.2 700,000
DROC 2,079.6 950,000
ETHIOPIA 90.1 2,600,000
GHANA 16.0 210,000
KENYA 126.1 1,600.000
MADAGASCAR 32.6 8,600
MALAWI 0.0 710,000
MALI 0.0 89,000
MOZAMBIQUE 49.3 1,200,000
RWANDA 1.3 370,000
SENEGAL 17.3 75,000
SUDAN 1,202.1 140,000
TANZANIA 34.9 1,400,000
UGANDA 2.6 930,000
ZAMBIA 278.0 770,000
DEBT OWED TO THE U.S. BY NON-HIPC AFRICAN COUNTRIES

BOTSWANA 24.0 190,000
NIGERIA 897.4 2,300,000
SOUTH AFRICA 143.6 ?

ZIMBABWE 204.6 1,500,000
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comprise a separate docnmmt developed by NIAID )

.TheNamwhsuumomelth(Nﬂﬁsuppmmcompthwsmegmmofbwqchmml

and behavioral resemch on HIV infection and its associated opportunistic infections and
malignancies. The globl nature of the HIV AIDS epidemic underscores the critical need to

* identify interventions that will be of use in developing countrics. In this regard, the NIH

supponsavmietyofteseachcﬂ'oﬁscondumdmAﬁma,wh:reﬂ:eepidanmbeganandxs
continuing to revage many nations. Accarding to the UNAIDS statistics released today,

34 le in sub-Saharan Africa have been infected and almost 12m11110nofthmhav::ahcady
died. Last year alonethere wmov«erfumm:ﬂmnncwmﬁacuous

- Ongomg:mdplannedNIH suppcu:wdsmdxwmmmrspamofﬁsﬁlmarefocusmgonpenmm

imervention studies, testing of potential microbicides and behavioral interventions, protection of
the blood supply, 2nd training and infrastructure development. Most of these studies are -
conducted esllaboratively between U.S. and African investigators. In ad.dﬂ:on, the NTH -

o ,hsuMesmdcumwmkazbomnvdymﬁmdMsmm

Mo.t&r._ﬁhdihm&m

- Pmﬁng transmission from HIV-infected mother to child is 2 priority of NTH intervention

research. Ihitlation of treatment with zidovudine prior to hirth, during delivery, and to the infant-

" has significantly reduced the incidence of maternal-fers! HIV transmission in the United States,

However, this protocol is not easily applied in developing countries because of cost factors and
lack of health care infrastructure. Simpler and less expensive anftiretroviral mg;mms for

interruption of vertical transmission are being tested byNIAID

' OngomgNIH efforts are designed toxdenufyandwtoﬂm'mlcwmuons thztcanbcused
. effectively and easily in diverse cultural and economic settings to firther reduce the incidence of ,

mother to child transmission. These include studies in several countrics in Africa:

. NCI-ﬁmdedsmdymMalawitodem!mmcthemleofvagmallavageandbabyv.'ashmgm 

_ deczeasmg HV transmmsmn dunng bu.tﬂ:,

. NICHD-fundcd studies in Tanzania eand Malawi on the effects of vnsmin A and
maultivitamins on decreasing vertical transmission and in Rwanda on whethcr vitamin A
supplemcnmncn can effect outcomes for infected children;
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' NICHD-ftmded studies mKenyarelaIed to provention oftransmlssxon through breast-

milk, inclading use of formula compared to breastieeding, early weaning, sctive/passive
immunization during breastfaedmg and the relationship between HIV viral load and

u'ansxmssmn

NICHD ﬁmdcdstudymSounhAfucaonthemleofnmcosalmmtympmermng

transm:ssmn through brastfeedmg,md .

NICHD and NIAID-finded study mKenyato deﬁenninethe relaﬁonshlp betwm gemtzl
sheddmgofHIV andumapa:unntransmxsmon ofHIV

NIH sponsors an extensive biomedical and behavioral program for the discovery, development,
preclinical testing, and clinical evaluation of topical microbicides and other femalc~controlled
barrier methods for prevention of HIV transmission. Population-based research is essential to
cosure both the efficacy and acceptahility oftbwemmwntxonstodecreaseordlmmalemv
- transiission. It is an NIH priotity to develop saft, reliable, acceptable, and inexpensive
contraceptive and non-contraceptive microbicides for the prcvmtmn of HIV and othet STDs.
NIH activities in this area mclude

NICI-ID-s\q:pom sevcral phase 1-3 chnica.l mals in African natians to determine the
safety and efficacy of potential microbicidal substances in various populations including,
a study of new foxmulauons of Nanoxynol-9 in Kenya.

InFY 1999, NICHDmummatencwandexpandemsmxgpmmtoaccalmtcthe

testing of potential spermicidal microbicides as well as other female~coritrolled physical
barrier methods. SevemlofthcscstudlwwmbeconductedinAﬁma. _

NIMH is supporting a smdy in Ugenda an the relaﬁonslnp between sexual behaviors,
education, work histories and HIV status in adolescent women. The study will help o
_develop more eﬁ’echve Hv mtuvennons for this target group in Uganda.

In FY 1999, NIAID will establish the HIV Prevennon Trials Network that will fo‘cus on -
the testing at U.S. and inteinaticna) sites including Africa of varicus interventions :

‘including microbicides. Other ICs will co-fund studies conducted et thess sites. NIAID

also will expamd the Topical Microbicide Program Projects involving muludlsciphna:y '

research to develop and test new ageuts such as PRO2000, lactobacillug and PMPA.

The NIH is developing with WHO and other Federal government agencies 2 new initiative
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targeted to improve the safety of the blood supplyto reduce the incidénce of blood-bome
transmission of HIV. Whilcthié:ﬁ'bﬁ_is still in the early stages of plagning, it is hoped that NTH
‘supparted efforts to provide appropriats training for blood transfusion center petsonnel in HIV

L  testing; including the rap;d HIV assays, can ultimately result in protecting the blood supply of

Africar pations.

- Itis critical 10 the success of international studies that foreign scientists be full and equal partners
. in the design and canduct of collabarative studics and that they have full responsibility forthe
conduct of studies in-country. To help build research capacity in developing countries, the FIC
funds the ATDS Interpational Training end Research Program (AITRP). The AITRP provides
research training to foreign scientists through grants to U.S. umiversities. During the first nine
years of the AITRP, more than 450 scientists from Aftica were trained through the program. ©
ATTRP is active in Botswana, Cameroon, Cote d'Tvoirs, Bthop:a,K:nya,Ma.law:,Moumbiquc, _
"Senegal ScuﬂxAﬁ'xaTanma, Ugmda. Zambla, and Zimbabwe.
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From: Anthony Faud <AFAUCI&flash niaid.nth.gov>
To: '"Varmus, Harold <hv2b>" <hv2b@nih gov>

7 Cc Anthany Fauci <AFAUCI@flash.niald.nih.gov>,

Neal Nathanson :
<nathansn@mail.med.upenn.edu>
Subject: White House request
Date: Tue, 24 Nov 1998 13:11:18 0500
MIME-Version: 1.0

Harold: :
[ am listing below some areas of NIH AIDS research in Africa

that can be submitted to Chris Jentungs for the President. These all

relate predominantly to NIAID activities. I spoke with Neal Nathanson
and he will be sending you separately some items that encompass some of
the other NIH ICs. If you have any questions, please give me a call.

Tony

Background:

Over the past decade the NIH has supported HIV research in more than 15
African countries. Injtial projects focused on development of
infrastructure and studies on the epidemiology and the regional
characteristic of HIV/AIDS. More recently the research has emphasized
—~ the development of cost-effective interventions to control the spread of

' HIV/AIDS. The targeted interventions include development of HIV
vaccines, physical barriers, microbicides and behavioral interventions

to prevent sexual transmission, drugs and microbicides to prevent
perinatal transmission, and treatment of sexually transmitted diseases
(STDs) to reduce susceptibility to HIV infection

Several important large-scale prevention trials of HIV interventions
have been undertaken or completed, such as the following:

* Evaluation of the effect of commumity treatment of STDs on
sexual transmission of HIV. This may provide an inexpensive way to
decrease sexual transmission of HIV.

* Studies on the effect of washing the birth canal and the newbom
with the common antiseptic chlorhexidine to prevent perinatal
transoussion in Malawi. Although this study did not have an effect on
HIV transmission, it demonstrated a substantial reduction of neonatal
bacterial infecHons.

* Demonstration that peer counseling reduces the risk of ¥IV
- infection in factory workers in Zimbabwe. '

Printed for Harold_Varmus@uih.gov



4-21-199839 8:814aM FROM MICHAEL I15KUW] 14 282 200 Bob/Z2 F.o

"11/25/98 08:43 FAX @oo7
Ty—au—;::c Leg« e INLP kel UK . 291 40 ul e F. b/

Anthony Fauci,11/24/98 1:11 PM -0500,White House request

New African Projects that could be highlighted:

* First clinical trials of candidate HIV Vaccine to begin in

Africa next year. NIAID/NIH supported sdentists, in collaboration with
Ugandan scientists, UNAIDS and other groups plan to initiate clinical
trials of a candidate HIV vaccine early next year. If results from this
one-year study are encouraging, they could speed the development of
vaccines for Africa. :

* NIH has significantly enhanced the research infrastructure in
Central Africa. This effort includes the establishment of a reagent
repository for HIV/AIDS, training facilities for regearchers and public
health specialists, as well as enhanced research laboratory capedity in
the region. This NIH contribution has greatly assisted local public
health authorities to confront the epidemic. This is especially so in
countries such as Uganda where control of STD and HIV has improved
through the introduction of improved STD control efforts (use of

- condoms), documentation of cases and behavioral interventions. This
effort will have important spillover effects on other important
infectious disease problems in the region, especially for tuberculosis.

* Established an HIV Vacdne Initiative in Southern Africa. NIH

efforts have led to the establishment of a consortium of investigators

: from South Africa, Zambia, Malawi, Zimbabwe and thejr US collaborators
~~ 1o canduct the necessary baseline studies to develop a vaccine to combat
the subtype of HIV that causes AIDS in this region of Africa. The
project includes the support of a regional African laboratory to conduct
the critical immunologic and virologic studies.

* Supported Clinical Trials of Topical Microbicides to Prevent HIV
Transmisgion. In 1999 the NIH, through the HIVNET, will support a

series of clinical trials of microbicide products that women can use to

prevent sexual transmission of HIV. Investigators from Malawi and
Zimbabwe will determine the effectiveness of common spermicide Nonoxynol -
9 in a high dose gel formulatian. Early dinical studies of a new

generation microbicide, Pro 2000, that blocks binding of HIV to vaginal

mucosal cells are scheduled to begin in South Africa in mid-1999.

* New Studies on Prevention of Mother-Child Transmission of HIV.
In 1999 the HIVNET will undertake several new cdlinical studies in

Uganda, Malawi, Zarmbia, Zimbabwe and South Africa that are aimed at
identifying simple, inexpensive methods to prevent transmission of HIV
from mother to child. The intexrventions include ant-HIV drugs,
microbicides and HIV vaccines. Studies in Ethiopia, South Africa and
Zimbabwe will also evaluate methods that prevent transmission by breast
milk

Printed for Harold_ Varmus@nih.gov

TOTAL .05
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Sandy,

Cheryl called me this evening to say that treasury had called and
wanted to meet on friday at 11:00am. Unfortunately, I had just
told Marian that I would do a “where do we go from here on
juvenile justice” meeting at CDF from 10:30-12:30. I dont really
think it is worth having Cheryl try to get them to change it -- if it
is going to just be me anyway. Hard for me to go on about how
important this is to the prez. Perhaps you could call him from
the plane during that time. What do you think?

Attached is the stuff from AID. We did not actually get this
officially from them -- but from our friends in Zambia. It is
circulating internally at AID. If you talk with the treasury guy, it
seems worth talking both about debt forgiveness and about what
the US might encourage the World Bank to do -- given that that is
his official role over there, right?

Call me if you get the chance. I'll be on the hill most of the day.

- Cheers,
Love, Michael
X0
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Accelerating the Implementation of HIV/AIDS
Prevention and Mitigation Programs in Africa

EXECUTIVE SUMMARY

This paper' summarizes the lessons leamed and experiences of USAID operations, and
perspective on newer issues, regarding the implementation of HIV/AIDS programs in Africa.
The problem in most African countries in dealing with the disease is not what to do, as there are
proven packages of interventions, but how to provide them on a large enough scale and in a
concerted manner to make a difference. The attached paper and appendix contain approaches for
scaling up interventions and ensuring an expanded response to HIV/AIDS. The appendix also
focuses on suggestions specific to the World Bank and donors. The paper is largely based on
feedback from USAID’s country missions, particularly in East and Southern Africa,

The purpose of this paper is:

¢ To share experiences and lessons learned based on USAID's work in the field over the
past 15 years, regarding constraints to expanding and improving HIV/AIDS prevention
and mitigation program implementation. It is this area of implementation where USAID
can be most helpful, by assisting to focus attention, energy and resources on real on-the-
ground obstacles facing countries and programs.

« To identify new issues in developing a bolder response commensurate with the
seriousness of the expanding HIV/AIDS pandemic in the region.

The information contained in the paper may not be new, but it may underscore some of the
priorities that have emerged in the process of program implementation thus far. There is
widespread agreement among those involved in program implementation that high level
commitment, increased local capacity to implement HIV/AIDS prevention and control programs

on a national scale, and stronger coordination among donors and other agencies for concerted
actions are essential for a successful initiative. Yet their realization still eludes most countries,

' This is an evolving paper. The United States Agency for International Development (USAID) developed this
paper initially to share lessons leamned from USAID HIV/AIDS programming with the UNAIDS program and the
World Bank as they developed new initiatives for Africa.

Please forward your comments and suggestions to Dr. Ishrat Z, Husain, Senior Technical Advisar for HIV/AIDS,

USAID Bureau for Africa at jhusain@afr-sd.org or by mail to 1325 G Street, NW, Suite 400, Washington, DC
20008, USA :
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The suggestions for improving implementation include:

¢ Bilateral and multilateral donors work together in a strong coalition, both centrally and at
the country level, over the next five to ten years.

» Concerted actions, applying all possible interventions in one area, be taken to ensure
synergy and maximum impact. Fragmented actions are responsible for wasted efforts.

¢ Donors providing substantial funding enhance their capacity in the field to provide
necessary technical and administrative support to the local agencies in a timely manner,

» Tocal agencies and donors together develop an operational strategy to generate and
strengthen commitment to the prevention and mitigation of HIV/AIDS at all levels.

» Together, country HIV/AIDS programs and donor coalitions ensure that increased funding

- and technical assistance are in place to enable implementation of proven packages of
interventions by public and private sector partners on a national basis. These include
access to condoms, STD drugs, information, testing and counseling; community and home
based care and support, including care of orphans.

¢ Special emphasis in both prevention and mitigation is given to women and youth. This
should include measures to reduce poverty.

¢ Governments, with the support of donors, not only strengthen the capacity of the public
sector, but also fully utilize the available capacity in the private sector and non-
govermmental organizations.

* Governments and donors put all their efforts into mobilizing communities and all relevant
sectors in the program through the formation of village and district AIDS committees.

e In-country policy dialogue at the highest levels includes specific actions that will improve

and expand program implementation, as identified through in-country formative research
and feedback from implementers and clients.

= Programs address the interactions between prevention and care, and involve infected and
affected individuals and communities.

= Actions are designed and based on the voices and wisdom of local people and comrmunities,

» Donors together establish fund for massive training of managers, professionals, community
leaders, youth and others involved in the program.

» Commodities are procured and made available in a timely fashion. Management and
technical assistance.is provided to ensure that countries meet donor requirements.

2
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INTRODUCTION

Africa is sitting on the brink of disaster given the current and potential rate of HIV infection.
Countries with high and rising infection rates among youth will face the loss of at least one if not
two generations, in the future. The gravity of the situation dictates actions as if in a war setting.
This includes strong commitment at the highest levels to stem the tide of the epidemic as well as
measures to reduce the stigma associated with the disease. Speedy program implementation will
require involving communities by forming community, villager and district AIDS committees at
an accelerated pace, establishing a rapid or emergency response team for resolving
implementation problems, and utilizing all possible resources to deal with the epidemic,
including the military. This disease is both a health and development problem. It 1s not enough to
treat it as only a health issue as it amounts to treating the symptoms and not the causes of the
disease. In this context, a renewed effort has to be made to make different sectors work together.
Intensive efforts will mean an unconventional mobilization of all sectors of society and the
economy in the fight against the discase.

ADDRESSING THE IMPLEMENTATION PROBLEMS

The experiences with the implementation of HIV/AIDS programs in a2 number of countries in
Africa indicate the following basic requirements for its success:

Commitment on the part of policy makers, implementers, civic society and donor agencies to
prevent the disease and mitigate its impact in a defined period. Reducing the stigma associated
with the disease often is the most important element in generating and monitoring country
commitment. Commitment is critical for mobilizing financial and human resources that are
grossly inadequate to implement most programs. It is important for stimulating behavior change
and for creating a supportive environment. A comprehensive and well-coordinated operational

strategy for systematically generating and sustaining commitment can be developed and applied
on the basis of experiences thus far.

Capacity to plan, manage and provide a set of interventions proven to be effective on a smaller
scale on a country-wide basis. The scaling up of these interventions, experience shows, will be
% possible only by tapping the organizations, agencies and sectors that have not yet been fully
utilized for implementing key components of HIV/AIDS programs. These include private sector,

non-governmental organizations, non-health sectors and non-formal community and youth
groups.

Coordination among the donors and agencies involved in implementation to make best use of
resources for meeting the priority needs. Resource shortages are exacerbated by economic
decline and underscore the importance of and need for coordinated actions. A consortium of both
bilateral and multilateral donors for HIV/AIDS at the country level may be an effective
mechanism for such coordination. Similarly, coalitions of NGOs and of other implementers

3
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could also be formed to help coordinate actions. They may need financial and technical support
of donors for making these coalitions work.

Furthermore, the programs are being implemented in a fragmented manner. For example, social
marketing is carried out in one area and community mobilization in another area. Concerted

application of interventions will provide the necessary synergy and better results for given
resources. :

The following sections elaborate on the above points,
Strengthening Country Commitment

USAID field missions have consistently reported that the existing level of country commitment,
with the exceptions of Uganda and Senegal, does not match the seriousness of the situation.
Commitment is singularly important to mount the type of effort that is required at this stage.
While the political will at the highest level is critical, commitment at all levels and by all
agencies is important. These include governmental and non-governmental agencies responsible
for different sectors, opinion leaders, community leaders, business and labor leaders,
parliamentarians, religious leaders, and youth and women groups. In addition, the commitment
must be sustained so that it continues until the disease is well under control.

Despite the importance of commitment, there are few operational strategies in any country to
systematically generate it. Experience has shown that dedicated individuals and agencies can and
do generate commitment. For example, non-governmental orgenizations influenced the thinking
of policymakers, as well as policies in South Africa and Kenya. Peers among policy makers and
politicians in regional and sub-regional settings have influenced each other’s thinking, as in the
case of the South African Development Community. Adequate experiences within the country
and among countries and donors exist to develop an operational strategy to strengthen
commitment at all levels. USAID can possibly take a lead in organizing sharing of experiences at
country and sub-regional levels as a first step in the development of this operational strategy.

A major impediment to commmitment to fight HIV/AIDS, as observed by Missions and other
partners in the field, is the stigma associated with the disease. Concerted actions to reduce stigma
(see next section) have to be an important element of the operational strategy to generate
commitment. In addition, the processes and elements of generating commitment that can be a
part of an operational strategy are:

» Support to Local Advocacy Groups

Providing information, technical support and resources to local groups and organizations has
been effective in building constituencies, influencing policies, developing regulatory
mechanisms, as well as in promoting and monitoring implementation. These processes work as
they foster local ownership, engage groups that know the internal processes and dynamics of
target audiences and are able to expand visible national constituencies. They can organize rallies

4
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and marches and mobilize grass-root support. USAID/Kenya consistently supported the Kenya
AIDS NGO Consortium and MAP International with resources and technical assistance to
promote policy change. Both organizations have been acknowledged, inside and outside the
country, and for their role of sensitizing political and religious policy makers and achieving
significant policy openings. In South Africa, coalition building through NACOSA (a coalition of
NGOs, unions, community groups and political parties) resulted in a draft strategy for kick-
starting the new government's national HIV/AIDS preventive efforts. The strategy with few
modifications became the national policy. More recently, USAID-supported advocacy training is
helping provincial and national leaders mobilize interest and action in HIV/AIDS efforts. The
tools that USAID made available to these leaders include repackaged advocacy materials that
summarize the best evidence available and make specific action recommendations for selected
audiences (e.g. An Introduction to Advocacy produced by SARA project).

» Policy Dialogue Between the Country Officials and Donors

Given the seriousness of the HIV/AIDS situation, a strong and sustained commitment is needed
from the top leaders of the country. It has been USAID experience that ambassadors, UN agency
representatives, and other high level officials can be effective in continuously communicating the
need for natjonal governments and civil society to address HIV/AIDS. Further, where the
dialogue is confined to the Ministry of Health it is less effective than when all relevant ministries
(Finance, Labor, Education and others) are drawn into the discussion. Analyses contained in
USAID’s AIDS Impact Model, and the World Bank’s economic reports showing the devastating
impact of AIDS have been used to sensitize country leadership. While these have generated
temporary increases in attention at the policy level, too often they fail to translate into actions on
budgets and program implementation. The reasons for this failure need to be reviewed.
However, USAID’s experience shows that additional measures that could make this dialogue
more fruitful are:

v/ Agreement with country officials on specific actions towards accelerated
implementation of key program components with definite monitoring indicators.

v Consistent and regular high level dialogues using surveillance data to review progress
at frequent intervals.

v Policy dialogue based on consultation with other donors and implementers and
highlighting the disastrous irnplications of inaction for the country and different
sectors. In addition, senior donor representatives working with various sectors should
actively work with their counterparts to determine actions to be taken through sectoral

programs.

» Establishment of Surveillance System

Local capability for systematic surveillance, impact analyses and monitoring/evaluating program
progress is a necessary complement to the above efforts. Policy makers and donors need to know
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how effectively and at what pace policies are being implemented. For appropriate decision
making about the use of limited resources, information on the effectiveness of interventions and
their costs is essential. These data can be the most effective tool for policy analysis.

Surveillance efforts are ad hoc at present. The USAID mission in Kenya recently organized an
Africa-wide workshop on monitoring and evaluation, A manual is under preparation and USAID
would like to suggest a common approach among the countries and donors in this respect.
USAID is also working to improve surveillance frameworks and evaluation methods as part of its
MEASURE project and has also worked with CDC. In addition, it is in the process of

undertaking a sub-regional initiative in Southern Africa to help standardize the system among
countries,

There are a growing number of tools for these forms of surveillance (or monitoring) which can
be applied. An example is the policy implementation-monitoring tool that the Corumonwealth

Regional Health Community Secretanat (CRHCS) has developed for its member states in East
and Southern Africa.

» Reducing the Stigma Associated With the Disease

Our missions have reported that the stigma associated with HIV/AIDS has hindered both
individual and collective prevention and mitigation responses. Fear of rejection, discrimination
and exploitation have kept many people from being tested or, if HIV positive, from discussing
the implications of their infection with their families and/or communities. USAID and other
donor programs have begun to break down some of the barriers by:

¢ Engaging Religious Leaders

Statements by religious leaders that provide correct information about the disease and promote
behavior change are considered effective in preventing the disease, For example, a study in
Uganda reported that people who were exposed to a trained religious leader or trained
community worker were more likely to have correct AIDS information, less likely to report
extra-marital partners and/or multiple partners and more likely to use condoms. The religious
leaders in Uganda also showed continued commitment to deal with the problem even after
funding of their work expired. Training, information exchange, and study tours for religious

leaders were also effective in desensitizing controversial family planning programs in the
seventies,

¢ Voluntary Testing and Counseling |

In Africa, where men are reluctant to use condoms with their wives, the message to use condoms
does not have an impact unless people know their HIV status. Well over 95% of people in Africa
do not know their sero-status. Large proportions of those who are infected do not take

precautionary measures, Paradoxically, a substantial proportion of those not infected believe that
they are and engage in risky behaviors. Another very important issue involves couples where one
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partner is infected and the other not, but where neither knows their sero-status and present
potentia] risk to each other.

To counter this lack of perceived personal risk USAID is now using what is called a "second
generation" of behavior change tools. These include social mobilization, skill building, intensive
interpersonal counseling, and increasingly the addition of HIV testing. The knowledge of sero
status helps in direct preventive measures such as transmission to partners as well as from mother
to child. In addition, large scale testing and counseling itself leads to more open discussion and
reduction of stigma. For example, the diffusion effect of testing and counseling of close to
400,000 persons has significantly contributed to the prevention successes in Uganda. Similar
success is reported from Tanzania where HIV testing and counseling resulted in behavior
changes of individuals and couples. Obviously, voluntary testing and counseling needs rapid
expansion beyond the currently limited scale.

¢ HIV/AIDS Information Centers

Adequate information on HIV/AIDS is not available even in many urban areas. The HIV/AIDS
information centers have made a difference in selected urban areas of Uganda. They are now
being expanded to other parts of the country. Still even in Uganda the services are not able to
meet the demand. Establishment of these centers should be a high priority in an effort to reduce
stigma.

¢ Attention to Special Problem of Stigma for Wormen, Youth, and Orphans

HIV/AIDS presents a number of issues specific to women, their role in society, as well as
relationships to men. In Africa, the state of women is a disenfranchised one as concerns their
relative risk for HIV. In addition to their increased risk for transmission, they are at great risk for
increased poverty given their lack of inheritance rights and overall social standing, As such,
special emphasis is needed to address the issues facing women including the implications of the
stigma associated with the disease. Women at the brink in economic terms in several countries
have strongly expressed the intense desire and readiness to undertake economic activities to
improve their status. Organizations like Foundation for International] Community Assistance
(FINCA) have responds to these demands and have successfully provided seed money and
training in a few countries on a limited scale. These activities have a much larger demand. They
have potential to prepare women to deal with the stigma.

The focus of economic activities should be young men and women who are unemployed and do
not have access to information and counseling. They are especially vulnerable and do not seek
information due to fear of stigma. They are frustrated and angry. The private sector-both
commercial and industrial can help train the youth in information technology and other areas of
high demand for the mutual benefit. The multi-nationals may consider establishing a special fund
for youth training. USAID has prepared briefing material for private businesses, A cadre of youth
can be trained to provide information and advice on HIV/AIDS to communities, Few micro-
enterprises, at present, cater to youth. USAID has a special project to analyze the problem of
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youth called FOCUS. It also proposes to encourage expansion of micro-enterprises for youth
and make of HIV/AIDS education as part of the training.

Ten million dollars has been obligated by the United States government for the care of orphans,
of which 7 million dollars has already been allocated to several African countries. Additional
funds have been made available by USAID through displaced children and orphans fund
(DCOF). DCOF has thus far supported a number of community level activities for the care of
orphans and displaced children. These activities have been useful not only for the care of orphans
but also help reduce the stigma by involving communities and their leaders. (See next section on
commuuity involvement) '

¢ Expanding the Environment in Which Prevention Information is Disseminated
HIV/AIDS prevention messages, in USAID’s experience, have greater receptivity by:

¢ Conveying preventive messages by all sectors of the economy: HIV/AIDS has an
impact on all sectors therefore prevention messages have to be part of their services,

¢ Integrating Health, Family Planning and HIV/ AIDS education: Health education
systems have to be strengthened on an urgent basis in order to provide adequate
health related education.

¢ Combining Mitigation and Prevention; The infected person particularly at the
community level can effectively convey important preventive messages.

¢ Strengthening the Capacity of the Media to Cover HIV/AIDS: Saturation of the
HIV/AIDS topic by the media particularly with the objective to convey correct
information and facilitate open discussion contributes a great deal to reducing the
stigma. The training of the media officials and writers has been instrumental in
extending the coverage in a few countries.

¢ Using the Private Sector to Convey Messages: Private sector companies such as
Coca-Cola and beer marketers have the capacity to reach the remote areas, These
organizations can be utilized to convey HIV/AIDS messages.

o Identifying and Supporting Champions

Individuals who are well respected and admired by the public such as noted celebrities, sports
figures, film actors, and others could make a difference by speaking out and championing the
cause of fighting the disease. Infected individuals are even more compelling.

The ability of infected and affected individuals to speak out is directly related to their feeling safe
to do so. As such, regulations, laws, public leaders statements, and other steps to protect those
infected is vital to encouraging their disclosure.
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Expanding the Local Capacity for HIV/AIDS Prevention and Mitigation

In USAID experience mobilizing the power of the people or the communities is the most potent
and expedient means of expanding implementation capacity. It is equally important to utilize the
under-utilized capacity of the private sector (sce next section), non-governmental organizations,
local research institutions, informal community groups and the military. Strengthening the
capacity of governmental agencies for implementing HIV/AIDS efforts is an imperative
particularly through providing management training and adequate budget. In general, there are
shortages of technical and professional leaders in governmental and other sectors.

The National AIDS control programs have been criticized since the mid-1980s as managerially
weak and without bureaucratic influence. NGOs often have been criticized as lacking in-depth
technical skills. Community groups often do not have adequate managerial or technical support
due to weak local government structures and limited capacity of NGOS to undertake strong
preventxon and mitigation efforts.

» Formation of District and Village AIDS Committees

The only way HIV/AIDS prevention and mitigation efforts can be sustained on a long haul is
through the involvement and ownership of the communities. A number of examples of successful
pilot efforts exist but they have not been scaled up for different reasons. One of the reasons being
that these pilot program have been funded by donors who have not disseminated the results or
mobilized support for scaling up.

The usefulness of community involvement is exemplified by a project in Malawi called
Community-based Options for Protection and Empowerment (COPE). COPE, funded by USAID,
is implemented through Save the Children Federation. It is a systematic approach to mobilize the
community-based responses to the care of orphans and other people affected by HIV/AIDS, It
works through the multi-leve] and multi-sectoral structure established by the Government and
UNICETF for prevention of HIV/AIDS and mitigation of its impact. The multi-level structure
comprises district, community and village HIV/AIDS committees. The multi-sectors included
governmental and non-governmental organizations, religious groups, the business community
and other relevant community members. Working with the individual community members
COPE strengthened their capacity to implement activities that assisted families in home-based
care and trained youth and other high-risk groups in HIV prevention. It also assisted families and
community members in mobilizing internal and external resources to sustain the activities. COPE
is in the process of linking with other programs like LIFE (Local Income and Food

Enhancement) and FINCA where members of the Community AIDS Committee (CAC) will be
eligible for loans to start income generating activities.

An interesting feature of this experience is that CACs are putting pressure on District level
Committees to work inter-sectorally to provide comprehensive support. Also COPE is

advocating for and influencing national policies on behalf of HIV/AIDS affected families and
children.
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Similar successes in community efforts have been achieves in selected communities of Zambia
and Uganda through USAID supported projects. There are examples of successful projects
funded by other donors or communities themselves in other countries notably in Zimbabwe.

» Strengthening the NGOs for Community Outreach

The most effective prevention and mitigation efforts at the community level are being carried out
through the NGOs as mentioned above. Further, groups like TASO in Uganda illustrate other
possible approaches. These types of NGOs deserve support for expanding their capacity and
creating a network of them in Africa. In addition, all NGOs with outreach capability, irrespective
of whether their primary function is health, should be trained to deal with HIV/AIDS. In
Zimbabwe, over sixty NGOs came forward to request capacity building for dealing with
HIV/AIDS. Effective program implementation in Africa will be contingent upon strengthening

the capacity of NGOs, coordination of activities among them, as well as building partnerships
between them and government.

» Establishing Mechanisms for Multi-Sectoral Program Implementation

Donors, such as the World Bank and USAID, with broader development agendas have the
capacity and legitimacy to help different sectors in assessing the impact of HIV/AIDS on the
respective sector and in defining the measures that can be included in the activities of that
particular sector. Collaboration between agencies in developing a protocol in this respect may
help in making the multi-sectoral approach work.

Further, income-generating activities for the youth, an extremely important element in HIV
prevention, require a mechanism for different sectors to work together, It exists in the form of
Ministries for Youth, etc., but by and large they are non-functional due to the difficulty in
obtaining the collaboration of other ministries. USAID has launched a skill development project
for youth in Mali. The project is in the process of carrying out a study and testing mechanisms
for different sectors to work together. Similar efforts are underway in other countries. These
experiences need to be reviewed and discussed with the government and among donors.

It may also be useful to review what factors determine the collaboration among different sectors
at the community level. USAID has successful experiences in this collaboration in the context of
community care of orphans and sick in Zambia, Malawi and Uganda.

» Supporting the Local Institutions for Analytical Work and Generating New Idcas

Local research institutional capacity in most countries need rapid expansion through training and
partnership with outside institutions to undertake analytical work in priority areas, These include
assessments of the impact of AIDS, analyses of surveillance data and development of the
understanding of determinants of risky behavior. In addition, these institutions ¢can provide new
ideas for improving program implementation by conducting focus group discussions. Supporting
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ideas coming from the respective affected populations may be the most valuable contribution of
donors.

» Targeting and Prioritizing

In view of the limited national implementation capacity, priority actions and of groups for
priority support is critical for making an impact. Among the priority groups for providing
services are the young, women, orphans, vulnerable populations (e.g., certain industrial workers
such as transport and mining, etc), and those already infected. Transparent policies are needed to
determine which services should be available and to whom, and how to provide them.

» Mobilizing Military Personnel

USAID supported a Geneva based organization called Civil-Military Alliance to Combat HIV
and AIDS. The idea is that countries have mobilized the military in the past to help in natural
disasters. HIV/AIDS could be treated as a disaster in the making and it might be useful to think -
of similar actions. These could include using military personnel on a rotation basis to deliver
government commodities and services. This involvement could have a double advantage of
educating military personnel where the rate of infection is quite high and improving the
availability of services to people.

» Massive Training Program

African countries as it is have been suffering from shortage of trained personnel. The situation is
exacerbated by the high death rate among the educated and trained due to AIDS. Thus the
immense requirements for training and retraining of all types of workers.

A large part of the success of population programs can be attached to generous donor, university
and private foundation resources made available for training. A similar, or even larger, effort is
needed for HIV/AIDS. Assessments of training needs of different implementing agencies are
required. Training should be on the job to the extent feasible. In this respect the capacity of the
local institutions to provide quality-training need to be expanded perhaps through collaboration
with outside institutions. Donors could create a large fund dedicated to training and orientation of
personnel from key agencies and of the community leaders and change agents.

» Improving Commodity Procurement and Distribution

Inadequate availability of condoms, STD drugs and testing agents for nationwide programs is the
most serious problem. It is both a problem of lack of resources and of administration bottlenecks
when resources are available. For example, in Kenya donor funding has been available and yet
the shortages of commodities have seriously hampered program implementation. In many
countries, STD drugs and condoms arrive late (sometimes three years after the donor funding is

made available). In addition to general shortages of commodities other problems noted by our
Missions include:
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s Drugs and equipment that are needed together for a program arrive at different times.

e Oversupply of commodities, in some cases disrupts donor-funded social marketing
programs.

¢ Quality problems resulting from procurement based on low cost only.,
* Payment delays lead to non-participation by suppliers.

* Commodities provided are not on the approved essential drug list.

Commodities "brands" provided is not known or acceptable to consumers.

Details of problems reported by our missions appear in the appendix. USAID has launched a
program to improve public sector logistic systems, called the Regional Logistics Initiative (RLI),
[t was found to be useful by the Kenyan government and has now been implemented on a -
regional basis. In Zambia, the government is using RLI to ensure that it obtains commodities
under the World Bank health program. USAID intends to brief the World Bank on this initiative.

» Greater Involvement of the Privatc Sector

Private industrial, commercial, and service sectors have tremendous stakes in preventing the
disease. Evidence has surfaced, as is now being reported in the press (e.g., New York Times),
that banks, insurance companies and mining companies in certain countries are hiring extra
employees, at added cost to doing business, to protect productivity as employees fall sick.

In an USAID-assisted project in Tanzania, a national trade union was able to persuade businesses
not only to host HIV/AIDS programs at the work place but to contribute to the cost of running
those programs. In Kenya, another USAID-supported project with a small number of large
businesses stimulated demand from other companies for preventive services with the
understanding that the companies will pay for services. In South Africa, USAID assistance to
the national trade union federations has led to the development of a common HIV/AIDS policy,
which will now be implemented. Similarly, work with a mining cormapany to prevent STDs and
implement HIV/AIDS has led to requests for replication across other mining companies.

‘Moreover, it has been USAID's experience that in some sectors, such as business and labor, only
peers can influence their actions to undertake more HIV/AIDS efforts.

Apart from the involvement of large businesses in preventing the disease, the non-profit private
sector has shown its potential in social marketing of commodities and behavior change. USAID
has seen that social marketing not only provides important commodities to consumers at
reasonable prices, but also stimulates the growth of commercial marketing for condoms.
Working with the private sector affords an important additional benefit for HIV/AIDS
prevention: it is an effective way of working with men.

12
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Thus, countries and donors should strengthen the programs by:

« greater involvement of the industrial and commercial sectors in HIV/AIDS
prevention.

e contracting nation-wide expansion of the social marketing and behavior change
programs including health education out to the private sector.

¢ using the private sector for organizing skill development and income generating
activities for the youth. '

As a first step, countries and donors should organize a meeting of representatives of local

businesses and their foreign counterparts to discuss their involvement on a large scale, determine
their interest and capacity.

Expanding Field Capacity of Donors to Coordinate, Monitor and Facilitate
Implementation

As the World Bank and UNAIDS are in the process of strengthening their capacity to deal with
the problem of HIV/AIDS in Africa it is important for them to undertake similar strengthening in
the field by assigning administrative and technical resident staff in the field.

Large donors like the World Bank can help accelerate implementation by having staff on the
ground to provide both administrative and technical support to implementing agencies. For
example, the procurement of condoms and STI drugs in Kenya would not have experienced
delays of two years if there were adequate Bank staff in the field to help in trouble shooting and
training the locals in procurement and disbursements. The World Bank is addressing these
problems as part of its decentralization process and is assigning staff to the field,

Programs work best when strong National AIDS Control bodies or other designated government
offices provide leadership in coordinating donor assistance and program implementation.
Notwithstanding the coordination by government, donors could organize to exchange
information, experiences, and ideas among themselves, It will also ensure coordinated policy
dialogue with the government and that all-important aspects of the program are funded and
technical assistance provided. Therefore, it is useful to consider formation of a donor consortium
in all countries with the purpose of jointly programming and monitoring and carrying out policy
dialogue in a more systematic way. The consortium should include multi-lateral as well as bi-
lateral domnors.

13
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The following actions by countries and donors have the potential to contribute to 1mproving and

ACTIONS FOR ACCELERATING PROGRAM IMPLEMENTATION

accelerating implementation:

Establish a rapid or emergency response team

Such a team suited for severely effected countries should include the most
influential and dynamic persons from the public, governmental and non-
governmental organizations, and private sector. Possible functions of the team
could include identifying the bottlenecks to implementation and then following up
with respective agencies in a collegial and cooperative manner. Another
responsibility could include monitoring the impact of the epidemic on various
sectors and identifying strategies to intervene and cope.

Form donor consortia in selected countries to help accelerated implementation:

The consortia should ensure countrywide availability of condoms and STI drugs,
voluntary counseling and testing, dissemination of information on prevention,
stigma reduction, social mobilization, multi-sectoral planning and program
implementation, and strengthening mitigation efforts. Special attention needs to
be paid to the procurement and availability of commodities.

Establish a training fund jointly fanded by the donors:

To rapidly train and orient different categories of workers including advocacy
groups, managerial and professional workers of relevant agencies, community
level leaders and others generous amount of resources are needed, therafore a

massive training fund has to be created.

Develop operational strategies to implement advocacy efforts:

Countries and donors organize sharing of experiences with local advocacy groups
on strengthening of commitment at different levels to implement HIV/AIDS
prevention and mitigation. This will allow for developing an operational strategy
to systematically generate commitment.

Stimulate private sector interest:

As a first step a meeting of private sector groups should be organized to discuss
the ways of enlarging their role in the program. This should include in- country
businesses and interested multi-nationals,
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Intensify efforts to make multi-sectoral programs work:

The multi-sectoral work is particularly important in the context of implementing
youth, women, and orphan-related policies and conveying HIV/AIDS prevention
messages. Particular attention needs to be focused on the link between HIV/AIDS
and poverty, including the development of income generating activities for those most
vulnerable. '

Formulate a well defined agenda for analytical work:
Analytical work will yield immediate results by providing new ideas from the
people themselves on how to implement the program effectively, by giving new

insights into the determinants of risky behavior and by continuously analyzing
progress through surveillance data,
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AIDS IN AFRICA IS A SERIOUS CRISIS
BUT OPPORTUNITIES EXIST FOR HELPING TO SAVE MILLIONS OF LIVES

AIDS IN suB-SAHARAN AFRICA IS A GROWING DISASTER

% In sub-Saharan Africa, between 16% (South Africa) and 32% (Zimbabwe) of the adult
population (15 to 49) is already HIV+,

% UNAIDS has declared HIV/AIDS in Africa an “epidemic out of control.” Each and every
day, more than 16,000 additional people become HIV+; most live in sub-Saharan Africa.
In South Africa alone,.each day 1,500 people become HIV+.

% 83% of AIDS deaths to date -- nearly 10 million -- have been in sub-Saharan Africa.
% There are over 5,500 funerals a day in Africa for people who have died of AIDS.

% By 2010, more than 40 million children will be orphaned by AIDS; 95% in sub-Saharan
Africa.

AIDS is REVERSING DECADES OF PROGRESS IN SUB-SAHARAN AFRICA AND STANDS AS AN
OBSTACLE TO ALMOST EVERY DEVELOPMENT OBJECTIVE.

. In the coming decade, AIDS will reduce life expectancy in sub-Saharan Africa by 20 years,
bringing life expectancy in South Africa from 60 to 40 years, in Zimbabwe from 65 to 39
years, in Uganda from 54 to 43 years, and in Zambia from 56 to 37years.

% In the coming decade, AIDS will double infant mortality (infants under the age of 1) in
many sub-Saharan Africa countries and triple child mortality (children ages 1 to 5).

AIDS WILL NOT ONLY BRING UNFATHOMABLE HUMAN SUFFERING BUT WILL JEOPARDIZE THE
ECONOMIES, THE STABILITY, AND CIVIL SOCIETY OF MANY SUB-SAHARAN AFRICAN NATIONS.

% According to The Economist, a recent study in Namibia estimated that AIDS cost the
country almost 8% of GNP in 1996. Another analysis predicts that Kenya's GNP will be
14.5% smaller in 2005 than it would have been without AIDS, and the per capita income
will be 10% lower.

% A report released by the World Bank last week states: “The question is, will this pandemic
destroy the developing nations’ hard earned economic gains or will governments get their
act together in time? Clearly time is running out.”

% Reports are that HIV/AIDS has hit professionals hard in sub-Saharan Africa, with a serious
impact on civil servants, engineers, teachers, miners, and military personnel. According to
one World Bank study, 34% of people with post-secondary education were HIV+,
compared to 18% of those with a primary education, and civil servants were more than
three times more likely to be HIV infected as farmers. Increased insurance and training
costs, and disruption due to sick and bereavement leave is seriously affecting both the
private and public sectors. Because advancement into management often requires an
HIV test, fear of being fired often makes skilled workers remain in low level positions.

0
0.0

It has been reported that most sub-Saharan nations have a high HIV prevalence in their
militaries, including an estimated 80% in Zimbabwe. US military officials have raised this
as a serious stability concern. Uganda, the AIDS success story, turned its epidemic
around because President Museveni realized during the revolution that a high percentage
of his soldiers were HIV+. When he became President he lead an all out war on the virus.



%+ A South African anti-crime institute has linked the growing number of children orphaned by
AIDS to future increases in crime and civil unrest. Without appropriate intervention, many
of the 2 million children projected to be orphaned by AIDS in South Africa will raise
themselves on the streets, often turning to crime, drugs, commercial sex, and gangs for
survival. This not only effects social stability but dramatically increases their risk of HIV.

THE AIDS PANDEMIC IN SUB-SAHARAN AFRICA FORESHADOWS WHAT LIES AHEAD IN ASIA,
INDIA, AND THE NEWLY INDEPENDENT SOVIET STATES.

% According to UNAIDS, the worst is yet to come -- and sub-Saharan Africa provides a
window on what that other parts of the world will look like. Given that the virus takes
about nine years to develop into full blown AIDS, Asia and India are seen as harboring
time bombs just waiting to explode.

DETERMINED LEADERSHIP AND PARTNERSHIPS HAVE MADE, AND CAN CONTINUE TO MAKE, AN
EXTRAORDINARY DIFFERENCE -- AND SAVE MILLIONS OF LIVES.

% Uganda has been the world leader in demonstrating that even a country with limited
resources and low levels of literacy could turn the tide on a burgeoning epidemic.
President Museveni demonstrated bold leadership early on and made every government
ministry take the problem seriously, and develop and implement its own plan for reducing
stigma and transmission, and caring for those who become sick.

% Uganda created an enabling environment for donors, such as the US, to assist in this
effort. The US invested $40 million in HIV prevention in Uganda and HIV rates among
pregnant women dropped from 30% in 1991 to 15% in 1995 to 8% in 1998. Thisis a
result of education from top officials (called the big noise in Uganda); sex/health
education (peer counseling) in the schools, churches, everywhere else; the availability of
HIV counseling and testing; and the aggressive treatment of STDs.

% Countries such as Zambia, Malawi, Uganda, and Kenya have begun to develop initiative
programs to care for the growing number of children orphaned by AIDS. In the
longstanding African tradition, communities are finding creative ways to support the village
in its efforts to raise its children, but many of these villages are already overwhelmed by
the growing number of orphaned children.

% Through micro-finance programs like FINCA ( Foundation for International Community
Assistance ), women are receiving loans, starting small businesses, and with increased
household incomes, taking in children orphaned by AIDS. With support of non-
governmental organizations, communities are coming together to deal with school fees,
nutritional assistance, immunization and oral hydration, counseling, and the range of other
needs that arise for orphaned children. These efforts are low cost strategies designed to
empower women, protect children, and support extended families and communities in
carrying for their own. For a small fraction of the cost of one orphanage bed an entire
community of vulnerable children can receive care. The problem is that only a very small
number of children receive even this modest level of support.

% Luckily, as captured in song by young AIDS educators in Uganda, It is never too late to
lead. The crisis of children orphaned by AIDS is a horrible but still unfolding tragedy. It will
continue to worsen throughout the next decade even if there are no new infections. We
know this is coming, we know what works, and this knowledge beckons us to act.
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SUMMARY
|

The present report was prepared in response to Exccutive Board decision 1997/19 (I/ICEF/1997/12/Rev. 1), in which the Board
recalled the [NICEF commitment to Africa as the region of greatest need and highest priority, and requested the Execurive
Director 1o report in 1999 on progress made in efforts to ensurc children's rights to survival. development and protection in
africa.

Following a review of UNICEF experience of support 10 Africa's children during the decadc of the 1990s, the report pravides an
updatc of recent trends affecing the rights of children and women on the continent. It describes the current strategic focus of
NICEL work in thc main subregions of greatest need, particularly sub-Saharan Africa, and assesses the key areas in which
@fcaim partnerships and leadership will be needed if sustained progress is to be achieved.
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I A DECADE OF INVESTMENT IN AFRICA'S CHILDREN:
DIRECTIONS AND LESSONS L-EARNED

1. Childhood in Africa has bcen in_jeopardy for most of this decade. As the continent prepares for the new century, children and
women, especially in sub-Saharan Africa, remain acutely vulnerable and exposed to the combined impact of Economic Crisis,
unserviceable international debt, armed conflicts, spreading violence and the unrelénting HIV/AIDS pandemic. To varying
degrees, these crises have diverted attention and resources away from the longer-term’ development efforts of African

Govcmments for mvesung m chlldrcn -and from their essentizl roles ia the socnexal e.ffort to ensum chxldren s and women's

3. In several cises, such 25 Nigeria,: ‘Affica and Uganda. the NPAs for childrer were exte vernment levels
as part of national policies for devoluuon ‘The NPAs also helped to stengthen the focus of UNICEF-assxstcd progmmmes of
cooperation in Africa on the. policy environment and intersectoral approaches to achieving results for children: However, the.
extent to which the’ NPA initiatives. were sustained varied greatly among countrics. In some cases. national goals for children.
and strategies to achieve them, were mtegra(ed in overall development plans. NPAs were valuable for softie countries in
providing an analytical base for monitoring implementation of the Convention on the Rxghts of the Child and in mobilizing
private sector paruu:rs ‘Elsewhere, however, NPAs were affected by difficulties of costing, weak monitaring and lack of
mainstreaming 1n national planaing, or were superseded by outbreaks of conflict. .

4 The UNICEF contribution to the achicvenient of substantial resuits in somc arcas of the World Summit gq;lls, such as health.
cducation and clean water, was complemented, particularly in west and central Aftica. by the intraduction of the Bamako
Initiative as a means of addressing more systemic challenges in health service delivery and financing. However. during this
period, more limited focus was devoted to growing challenges such as HIV/AIDS and malaria.

B ——
5. A mid-decade review presented to the United Nations General Assembly by the Sceretarv-General in September 1996 showed
that, despite impressive progress in areas such as salt 1odization, the use of oral rehvdmation therapy and the reduction of cases of
ghinea worm, sub-Saharan Alfrica was generally lagging behind othc regions. Immunization coverage rates, for example, had £/
risen rapidly in the early ycars of the 1990s but had then tended to stagnate. Little overall progress had been registered in goals:i)
for school enrolment. sanitation access and the reduction of maternal monality. The rate of decline in child morality. while (< 1\7
significant, was slower than in other rcgions. The review also raised concerns on the sustainability of progress and the spread of
HIIV/AIDS. '

t.. The unevenness of progress in fmuch of Africa was 2 major rcason for the launching of a global initiative for accelerated
1.} . achievement of programmnc privritics within the scope of the World Summit as part of the current UNICEF medium-term plan
Yo J*(MTP) for the period 1998-2001 (E/ICEF/1998/13 and Corr.1). With support from the UNICEF regxona! offices. a glgaggrser of
& _“nrigrities has been established, for which it is considered both feasible and urgent that progress be made in sub-Saharan Africa in
- the remainder of the decade.

7. Many of the mid-term revicws (MTRS) of UN[CETF -assisted. country programmes in the second half of the 1990s have resultad
it 2 more balanced mix of strategies and a better:focusing of objectives) New country programumes of cooperation designed with
Goveraments in sub-Saharan Africa since 1995, such as those in Ghana, Mali. Uganda and the United Republic of Tanzania.
have incorporated greater aggention to issues of capacify-building. the promotion of positive behavioural change and community
participation. These approaches recognize the need 1o combine continued st 1pport 1o basic services delivery. with improved
palicics and systems for sustaining progress, and with a more explicil foca; on the p: oorcsswe achievewnent of chi 1d'cn s and

women's rights. TGN L‘k_,-\-,,.‘.—- O P L PO I LAt {
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Strategies for capacity-building are gradually becoming moce broad-base

. Incorporating participatory analysis of the problcms
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~and sr.ra!eglc uceds uf msmuuons Wtule trammg acuvmes have been unplcmcnlcd b
programme,’ t.hf:y ‘were often focused on centrally-based civil servants-and less orf local-leye
greater apprccmuon of the need for systematic preparition, follow—up and assessme&nt o the unpact of training. This area
continues Lo face challenges of cost-effectiveness and coordination, as well as difﬁculues posed by low Jevels of salaries among
govemmem workers which resull in, as well as reflect. low public sector pmducuvxg > e

3

——

9. Suppon to somal pollq ‘reform, social mobilization and community capacxty-bulldmg_ Lhrough promouon of often innovative
modes of participauon, is taking on increased significance In sub- Saharan Africa within the context of rights-based programming
(sec the report on programrmng with a rights perspective (E/ICEF/1999/1 1) bcmg submmcd to the Executive Board at the
present session). UNICEF is also increasiugly providing assistance Lo iritiatives UIdl address Icglslauvc and policy issues relatcd
1o children's: and women’s nghts Support to commumcanon has been Shlftmg'from a cemralxzed approuch lowards activitics

1. CURRENT 'I'HREATS AND CHALLENGES TO THE RIGHTS OF AFRICA'S CHILDREN

1. Large pans of Afnca havc sech sctbacks in their development progress and prospccts over the last two years. [n many cases. -
the recovery in econamic performance and gains in political stability noted in 1997 have proven {ragile and vulnerable to both
short-run shocks.and structural factors. The stalling of progress is seen in the continued shortfalls in the achievermnent of the goals
of the World Summn for Children and the mtensvamg threats 1o the realization ol' chlldren s and women's rights.

12, The rcsu:gcncc of armed con.ﬂict is having a corrosive cffcct on these humzh"r_igh'ts, as well as on the social and economic
structures that must suswain them. With an estimated 7.2 million refugees and displuced people, Africa has experienced a
growing number of international conflicts. The most extensive of these, in central Africa. has been joined by new coaflicts in the
Horn of the continent, Civil strife has also spread in coastal west Africa, while individual countries: most dramatically Angela
and the Congo. have seen the revival of internal hostilities. Other countries have experienced political instability and widcspread
institutional weakness. These situations of urmoil have led to wasted resources, destroved lives and shattered basic service
systems.

13. A particular feature of scveral of these conflicts, such as that in Sierra Leone, has been the targeting of children, bath as
victims of abuse and for abduction as participants in conflict itse!lf. Shocking manifestations of brutality have been witnessed as
sacial structures have been undermined. Even societies not directly affected by conflict have witnessed growing levels of violence
against women and children. particularly in poor urban settlements. ¢

[4. A different kind of crisis, greater cven than war in its ultimate scope if not in immediate visibility, is that of the HIV/AIDS
pandemic and its consequences. December 1998 estimates by the Joint and Co-sponsored United Nations Programme on
IIIV/AIDS (UNAIDS) confirm that gains over the last three decades in child survival and life expectancy are being undone wirh
unexpected rapidity. Some 83 per cent of all AIDS-related deaths giobally have occurred in sub-Saharan Africa. about one
quarter of them among children. Evidence of the startling impact of HIV/AIDS and of other adverse trends 15 accumulating. The
most recent Demographic and Health Survey in Kenya, for examplc. suggests that child mortality increased by about 40 per cent
from the late 1980s to the mid-1990s and is continuing to worsen. In Zambia, the under-five mortality rate is estimated to have
increased from 122 per 1,000 live births in 1990 1o 20’J in 1997. Meanwhile. particularly in parts of eastern and southern Africa,
health services are overwhelmed with patients affected by AIDS-related condmons whilc health workers, teachers and their
families arc also personally affected.

15. While the impact of AIDS may not have shown up clearly in macroeconomic statistics, this should not lead (o complacency:
the economic consequences of Lhe pandemic for millions of individual families are catastrophic. The deaths of productive adulls
resulis in loss of basic income. the sale of household assets and often outright destitution, This greatly reduces the ability of
famnilics to contribute to realizing the rights of their children, Whether thesc effects widen existing disparitics or nof. their impact
is 10 rapidly deepen the poverty of households and communities in large arcas ol the poarest region in the warld.
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16. Some pans ol' Lhe continent, pamcularly in the common currency zonc of wesx Afnca., havé seen a modest revival of
economic prospects due'to improved macroeconomic management. Mediwm-run prospects for recovery in west Alrica may 3155 )
be strengthened by the current democratization process in ngena its largest nation. For many African countries, however,

recent steep falls in world commodity prices are counteracting their improved policies. Very few of them have achieved the levels
of investment necessary to transform the production and cxport base, and for rates of economic growth which will bring more
jobs and better livelihoods. Following optimism in 1996, when contincntal gross domestic pmduct growth was estimated at 4.5
per cent, the hPehhqod is that the growth of population once again outpaced that of income in [998. ¢

17. Meanwhile, over 8 million African children - the producers and emrepreneurs of the next decadcs ~ have already lost onc or
borh pareats 1o AIDS, ‘and their numbers may grow to 10 million-14 million by the year 2001, Orphancd children and families
affected by the loss of breadwirnuners constitute one of the greatest social welfare challenges in Africa’s history. The social. .
psychological and cultural implications of the phenomenon of orphans in Afnca have not yet been well understood. The safetv
nets reqmred by aﬁ'ected children and families are, even in the best of cases; only pa.mally n placc '

only by low leve]s of etﬁcnency in the use of resources, but also by the lngh proporuons'of nat:o-nal budgcts devoted to debt
repayment Togcther with often sluggish revenue performance, and some increases'in the 'of mxhtmy spending in the last
two years the contmucd burden of debt servicing reduces the scope for essential spending on cluldren. b} Afncan Govcmmcnts

19. It is ot surpnsmg, thcrcfor: that progress in othcr arcas of social and human dcvelopment has also been limited.
Considérable success has’ been registered since 1997 in-some specific arcas; mcludmg raising’ palio‘immunization rates,
supported by the introduction by many countries of National Immunization Days; the wider usc of vitamin A supplements, which
are now received by about 60 per cent of young African chxldrcn compared to one quarter in 1994; the widcspread iodization of
traded salt; and the dramatic reduction of guinea worm cases. These achievements now need to bc sustained and cxtended to
other key areas for human development. Maternal death rates in much of sub-Saharan Africa remain extraordinarily high, while
about one third of young children are under weight for their age and one six‘lh have low weight at birth.

20. The risks of matemnity continue to undcrmmc the rights of African womcn to safc pregnancy and childbirth. This forms pant
of a broader set of & factors which cause the systematic disadvantage of women, including: inferior social and often [cgal status;
neglect in national policy; lack of political participation: illiteracy; excessive workload, poor nutrition; genital mutiladon: early
marriage and pregn:mm' and unequal. access (o already hmtted services. Such Tactors also put yvounger wormen at
disproportionate risk of HIV infection.

21. Sustained progress towzrds the goals of the World Summit for Children is likely to require both improvements in gender
equity and a considerable strengthening of public institutions, complemented by community organization and partacrships with
civil society. The current ch?ﬂmrgw‘meﬂdemMet—arcas of basic seryices provision. Overall, less than twa thirds of school- \
age children in sub-Saharan Africa are eryolled in primary education, 2 situation similar to that of 1990. Poor cducation quality” \
weak fearning achievement and high drop-out rates are still major chalmmcula_ school timetables |
and language policies to local needs. Meanwhile, the weakness of public health systems is illustrated by the resurgence, across 1
the continent, of malaria and chelera, as well as the greater incidence ofymeningitis. These trends also reflect the persistent lack
ot access among the majonry of families o safe water ard sanitation, a problem which is rapidly intensifying in urban areas |

h—
21. Inefficiencies in the use of public resources for social development are widely evident in the irregular payment of salaries,
unreliable supplies of essential drugs and limited suppoit capacities for the decentralized management of services. Despite those
factors, the Bamako Initiative has had success in much of west Africa as well as in the Comoros, Madagascar and Mauniuus as a
strategy for revitalizing primary health care (PHC). A number of other countries have now initiated systemic reforms as a way of
addressing these problems in social developmcm While positive results for children and women are yet 1o be realized, these
sector-wide approaches may provide the starting point for building the capacity not anly to address the needs of individual
scclors, but o [orm wider partnerships for complex development challenges. Such partnerships will need Lo incocporate 2 vision
of the role and responsibilities of the State in realizing the rights of citizens and meeting the needs of the most disadvantaged.

|
23. Sector-wide approaches, increused attention (o public revenuc raising and civil scrvice reforms leading to improved pay and |
perforinance management are among the initiatives being taken by Governments 1o begin to address the structural factors that 1
underlie the weaknesses of human development in Africa. Intcrnational support is focusing increasingly on efforts io addrzss
such threats © children as malaria. unsafe water and HIV/AIDS. However, the key opportunitics for a major revival of the
prospects for Africa’s new gencrations restde in the cambined efforts of Governments and wider socicty. Such alliances.
including for the sustained delivery of basic services and the protection of children and women, will need to be anchored in }
accountable rclauon hips between the State and citizen's erganizations, for which freedom of information and wider access Lo
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technology will be lmportant condmons Itisia Such areas that, despllc sctbacks in polmcal reform and cconormc pcrfonnance '
in the late-1990s, the prospects for Africa's recovery are possibly most cnéouraging.
1 UNICEI-‘ RESPONSE: W.INTAINING PRIORITY FOR AFRICA.

24. During the decade of the 1990s, UNICEF has responded to Lhe orgumzauonal pnontv for Africa by strengthening its

deployment of key resonrces. Staff numbers in‘sub-Saharan Alfrics rose. rapudly after 1990 and peaked in 1995 at 42 per cent of

total staff. In 1998, some 2,620 UNICEF staff were working in sub-Saharan Africs; compared to a total of 1,533 11 1950 The——
" number§ 1671998 comprised 37 per cent of all UNICEF staff, W beginning of the decade: In 1998,

these numbers mcludc@pcr cent of the organization's mtcmauonal Professxonal staff, 40 per cent of the natianal officers and
38 per cent of the General Secvice staff. (4 % a&: o —e—

25. Urider the modified system for allocauon of avallablc c.ncral‘ "mourcs approvcd in 1997 (ENCEF/1997/ 12/Rev. 1, decmo
1997/18), the share of the 1wo sub-Saharan Africa regions in total gemeral tcsources allocated to couritry programmes rose to a0

per cent in 1999, and is pro;ectcd to increase further 1o _4_5 g pcr-‘cent by 2002. Thlé ‘compares with an average of 37 per’ c:h

Ve

e agreement with funding partners, during 1997- 1999 su : ¢ allocated on a multi-country basis for a |

_range of priority arcas in sub-Saharan Affica, including for the' eradlcahon of gumcwo_n_g and polio, the elimination of 1od.me '
deficiéncies, girls' education and the reduction of child labour However, the direct availability of supplemenmry funds for

1, country programme budgets approved by the Executive Board: rcmauu lughlv uneven among countries, and among progr‘lmme

areas within overall country ¢ooperation.

A. UNICEF programme gnonues in sub-Saharan Afnca

28, The uvo UNICEF regions in sub-Saharan Afnca h:we established clea: sets of ovcrall prionites for UNICEF work, within the
scope and period of the current MIP. These have emcrged from the reality of the trends affecting chiidren and their rights at the
country level. and will be adopted, in appropriate ways, through the country programming process in a majority of cases in each’
region, They will be the subject of intensive regional efforts, including resource allocation, muiti<ounury fund-raising, regional
office technical support, evaluation and monitering. These regional priorities are intended 1o respond to the complex challenges-
for children's and women's rights in sub-Saharan Africa in a strategic manner. taking into account the most urgent needs, the
underlying causes and UNICEF comparative advantiage. This will continue to be bascd on an analysis of the factors affecting the
realization of children's and women's rights, and of priority actions, in each country context.

29. In west and central Afriza, the highest regional priority is given 10 the survival of children and irprovements in child and
maternal health, centred miound the strategy of the Bamako Initiative for the revitalization of health systems and community
participation. Immunization, vitamin A supplementation, safe motherhood, guinea worm eradication and local participation
activities are major components of the Initiative. Regional strategies have been developed for the reduction of maternal and
nconatal mortality. and will be supported in some 13 countries in collpboration with the World Health Organization (WHO) and
the United Nadons Population Fund if supplementary funding is securcd Activities tor improved emergency obstetric carc have
been piloted in six countries. Advocammm will pramole increased commitment to maternal and
child monuality reduction across the region. .

30. The second major priority in west and central Africa will be the continuation of ¢fforts to lmpron‘: access 1o good qu.:h

basic emmm»e been registered in specific areas in individual COUNTAES, such

the training of teachcrs, the establishment of school committees, textbook revision and provision. incentive schemes for Lhe

recruitment of (cmale teachers. the training of educators on gender issues, social mobilization and policy development. These
. will be built upon and extended, with support (rom funding partners, and further attention will be given to improving qualiry and_
| reducing drop-out rates. [nnovative and non-formal miethods of extending education opportunities will be sought, often as a i
\bridge to formal systems. Work in these areas will be pursued throughaout sub-Saharan Africa as part of the African Girls /

lFiducaliOn [nitiative. [
: {
- \__ 31. In eastern and southern Africa, many country programumes are now being rcoriented to give highest priority to meeting the
! challenge of controlling H(V/AIDS as g primary threat to sccurm;,. human rights, and (o assisting chxldmn and women affccted
both directly and indirectly. The second area of major priority in this region will be intensified efforts by UNICEF to suppont
Goveraments and other stakeholders in the control of malaria as part of the "Roll Back Malaria” alliance of international
~~mtnere Rash af theer nrinritv aveas will orovide close links 1o the reduction of maternal deaths.
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32. Brlngmg the HIV/ALDS pandemic under control will be essenual to the eﬁ'ccuveness of other key interventjons. for d.lscase
control, the reduction of malautrition, and securing rights to basic education and protection. Based on an assessment of the
impact of HIV/AIDS on children and of UNICEF comparative advantage within the framewark of the UNAIDS alliancs and.;
country-level United Nations theme groups, the organization will focus its efforts in sub-Saharan Africa in five areas:. revennon
of HIV transmission among young people through broadly-based mobilization, communication and life skills education effons in
schoal and community scttings; reduction of transmission from mothers to babics involving, in about a dozen counmc; the
prowslon of a minimurm package of services to pregmnt women, including voluntary and confidential counsclling and tesung
' access to short-course drugs and suppont for informed choices in infant feeding, high-level advocacy for political action, .
including the mobilization of mass media, the dissemination of available data, contacts with policy makers and alhanccs wuh
UNAIDS partners; advocacy and, where necessary, technical support for public safety nets and community-led pmgmmmcs to
cnsure carc and guaranteed access 10 basic services for orphans and children living in families affected by HTV/AIDS and
' assxstance o UNICEF stall members themselves Lhmugh mformatlon counscllmg and ather forms of mpporr_ i

33. Effons in hiesc arcas were mtensxﬁcd in ezstem and southern Afnca a.nd pars of west and central A.fnca m Iau: 1998 wuh fo

Eﬂ'ons wul be made ta engage rehglous private sector and rcglona.l orgam.muons in actions to add:e the pa.ndctmc Tmrung
in the dcsxgn of prograrunc interventions and advocacv to meet theé challcngc of HIV/A.IDS will be held dunng 1999_for
UN'ICEF senior staff in Afnca. . - .

3 It is fullv recognized that HIV/AIDS, like malana. isa problem }"mmatemng children's ngh[s whxch rcqum:s

; solutions based in processes of social change as well as in science and technical interventions. These processes will néed: s
involve comnmunity-leve! analysis of the problem and will requm: ‘the mobilization of facilitators and capacity- building: for loczl
action. The approach o external support in these areas vnll not be standard, and its design will need 10 carefully mﬂact zmd
respond to local needs and pereeptions. - .

35. With regard 10 the control of malana there is a more pmven range of potential community-based actions. ahhough r_hc
complexity of putting them in pliace on a sustained basis must also not be inderestimated. Actions in eastern and southern Afri
for which further resources are being sought, include: the supply of impregnated bednets; building sysiems for bednet distributio
and re-treatment; the training of health workers for improved case management: the study of drug resistance; and support (o
policv development and conununity mobilizadon: In west and central Africa, improved case management and community actions
for malana control will be supported under the Bamako Initative. “

36. A further priority for UNICEF in all parts of Africa will be to fully integrate preparedness and response to situations of *y
instability and crisis in the regular country programming process. This is alrcady being pursued in couniries such as Burundi,
Liberia and Somalia. Over the next few years, efforts for integration will include capacity-building among UNICEF staff to be
ablc o mect 4 st of core organizational commitments in ‘conditions of conflict w support the rights of children and women to
basic services di prolccuon.

37. Further support and advocacy will be necded for the demobilization and return to families and schools of child soldiers, and
10 raise awareness of the dangers of landmines and the wrade in small arms. Support duning and after conflict will continue to be
provided for the care and counselling of unaccompanied children; family tracing and reunification; and the restoration of basic
scrvices. including education. UNICEF will remain active in all these areas, but its actions in response 1o crisis will need to be *
more predictable und sysiematic. They will also nged to form part of longer-run efforts, within regular programime ceoperation,
to assist countries in cestoriug the social fabric, where this'has beenmimpmvc cmergency assessment and
preparedness planning; and to promote atlitudes, practices and social institutions which recognize and protect the rights of
children and women in all situations. Further areas in which Lhese approaches will be needed include the prevention of child
trafficking, drug abusc among young people and exploitative child labour, Morc broadly. UNICEF will seek to promote the
respect of children's rights as a lever for building a stronger ethic for peace and recouciliation in sociclics recovering from the
trauma of war.

38. Among the other programme priorities which form pan of the MTP. auention will be given 1o the piloting of integrated
approaches to the management of childhood illnesses in somg 20 countries in sub-Saharan Africa. This will include health
system interventions, communication for improved home care, case management training and planning for the availability of
essential drugs. Linked to this, pilot cflorts will be made to improve home and community carc practices for the survival, growth
and development of very young children in selected countries, including th ¢ d'Ivoirc, the Gambia, Malaw a ibia, |
and partnerships will be extended in this area with the World Bunk. Susmlnmg immunization coverage, vitamin A
suppicimentation in high-nsk arcas and the consumption of iodized salt. as well as support to breasifeeding and the reduction of
maternal monality. will all receiv@ widespreadsupport through country programmes. The Vaccine Independence Initiative.

XA NN A NaTalal
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pohcj development, including in thc'c' _ 1ng-and. o
“often less discriminatory social, legal and iy n.al emxronmcm for cl’uldrcn and women within whxch community initidtives’
‘can talfe place. : o S

: 42. With the limited resourccs availablc; ‘major cha]lmgcs ahcad for the realization of rights to bas:c sérvices, ¢
cHective approaghes will need to be pursued in all arcas of intervention. UNICEF regional offices and managemerit teams in /q
Aftica, as elsewhere, will have a key role o play in the identification and verification of such approachcs through suchy  °*
mechanisms as budget reviews and programme evaluations. Thie dissemination of promising experiences, and support to African
countries and regional partners in gaining aceess to key sources of information and expertise on policy development for children,
will be a further key role of UNICEF. Regional training activities for UNICEF staff will place increased emphasis on integrated
plarnning approaches and the strategic role of operations functions in support of programme priorities. Greater sharing of
technical expertise and administrative capacity amoeng UNICEF offices in Africa, and with United Nations partners, is now
taking place. Programume quality monitaring systems have been intreduced in both regions in sub-Saharan Africa, and a

procurement unit has been established in South Africa .

Q}/- Monitoring of progress (n key areas of outcome for Africa's children will take place through a series of end-decade surveys. )

some cases, they will form part of wider natiofal household survey exercises. [n other cases, a second rouna oY multple
indicator cluster surveys (MICS) is likely to be needed. In a number of sub-Saharan African countries lacking national data
collection systcms, these surveys, held initially at the mid-decade, provide virtually the sole source of social and household
informanon. Additonal indicators will be built into the new scrics of MICS. 1o be held in 1999-2000, to reflect netv priorities
and opportunities. In additian, a goal against which progress in the fight against HIV/AIDS can be readily measured will be
established, possibly relating to the reduction of new infections among teenage girls.

L0
N ~
1 \

44) Research and evaluation priorities for UNICEF in sub-Saharan Africa will also reflect the major priorities. Many of these will
pursued through periodic situation assessment and analysis of children’s and women's rights. and in the context of MTRs. In
particular. studies of knowledge, attitudes and practices regarding the causes and treatment of malaria will be extended following
the striking results of the study in Zanzibar (reported to the Executive Board in document E/ICEF/1998/P/L.1). In collaboration

with WHO. support will be given 1o Lraining for controlled trials on decision-making for the use of anti-malarial drugs.
Meanwhile, an evaluation will be held in 1999 of the regional Sara Communication Initiative, which incorporates suppon for
AIDS awarcness among older children.
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45. As dnscusscd throughout thc presen[ repon,'_ effecuveness in partnerships will be :m essenual aspect of short-._ ,
sustainablc dcvc10pmcn[ outcomes for Afncas ch.lldren bolh as a means of maxxmlzmg rcsourccs a.nd Io SU’EI_I '
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‘ aruspfactmty:"' g

-

conccnlratc mtcr-agcnq effom. help'imp;

31"“.

cdunu'_\' theme groups, will SUppdr'i"_U_
in priority areas for action such as-th'

47. There are promising signs that btla al axd donors may be increasing the priority given to Ajncl. crcaung Eunher _ .
opponumuc: [or parinerships. Emcrgmg'irends a.lso suggest that more emphasis will be placed by both bilateral and multilater
agencies on longes-term and multisectoral zs well s sector-wide approaches, and on interventions that assisf ¢ountrics in
building capacity for sustained access to basic services among families which are poor and marginalized These trends will create
further opporwunities for UNICEF ta pmwde value-added in the social development process based. for example. on its experience .
in support of participatory, community-led approaches and its cross-sectoral focus on the survival and growth of children.
. -~
48. UNICEF has found a panicular convergence of concerns with OAU on the anli-war agenda and issues of conflict resolution
and humanitarian assistance dizectly relevant o children and women. This partnership has provided important opportunities fer
advocacy, particularly with African Heads of State at their annual summits. Following the adoption of an OAU resolution on the
use of landmines in Africa in 1998, UNICEF adviscd on a campaxgn fora total ban on landmines in Africa and advocated for
rtification of the Ottawa convention in 2 number of countries. OAU aldo passed in 1998 s resolution banning the use of children
as soldicrs, whilc collaboration with OAU enabled the relaxation of access restrictions for essential humaniwrian supplics during
the imposition of sanctions on Burundi. UNICEF contributcd to the drafling of the plan of action for the Afncar Decade for
Education, launched by QAU in 1997, and will support.its implementation. UNICEF is also giving increased priority to
promoting the wider ratification of the African Charter on the Rights and Welfarc of the Child Mcanwhilc, work has continued
with the Economic Commission for Africa in the production of a series of analyses of social development trends in Africa.
Cooperation with specific sectors of the Southern African Development Community has also been increased through support to
policy design and capacity development in HIV/AIDS, sanitation and hygiene. Regular consultations with the African
Development Bank (AfDB), and collaboration with AfDB-funded projects, such as in the health sector in Senegal, will be
continued.

B. Alfrican leadership for children's rights

19_ The strengthening of national administrative structures foc the delivery of basic services will be a key elernent of developmeat
progress in many countrics of sub-Saharan Africa. Ar end to conflict, accountable political systems. a fair and functioning
judiciarv, open debate on policies and high levels of participation of women and civil socicty will further support sustained
cconomic growth and broad-based human development. They will also provide a basis for more effective action against the
HIV/AIDS pandemic and its corrosive effects on children's rights. Responsibility will rest primarily with African leaders.

htrp://www extranet.unicef org/PD/PDC..../018d0c89988827428525675¢c004ebdf9?QpenDocumen  05/10/1999
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deémm ents and ?:"i{ri'l 's‘aaeiy'iaa&n"taa-aea‘s such conditions.

50 Over the last few decade.s Afncan counmes which have giver priority and cons:su:m attenuon to mvesung in huma,n
development have tended to see the benefits of increased cconomic growth and, where these measures. havc been sustained’
falling levels of houschold poverty. Recent reforms of health and educarion systems in countries such'as Ettuopla, Ghana and
Zambia, and initiativcs to rapidly expand access to primary education in Matawi and Uganda, hold the promise of improved care,
learning achievement and human development outcomes. Major efforts for awarcness-raising and pubhc education on HIV/AIDS
have begun 10 make an impact in Uganda. Howcver, such approaches are not yet sufficienuly widespread in sub-Saharan Afnica.
The more general pattern'remains-that of declining levels of investment in basic services, with often Hmmzuc shortages of
funding at district and mu.mcxpal levels :

51. The responsibilites adopted by Statc Partics to the Convention on the Rights of the Ch.:ld are now wxdely rccogmzed and
understood. It seems not unreasonable to suggest that a lack, in many countries, of public action to address major shortfalls in the
rights of children, such as the absence. of primary school places and of protection fror violende, and the: failire to openly _
confront threats 1o life such : as HIV/A].DS are indications of inadequate political commitment 10 the; rcahuuon of: [hcm. n,hts
Fun.hermore: wuhout a norm of peace and freedom from conﬂch gunmmeed by polmcal wxll and unde

part of the foundation for the reahzatlon of human nghls

C. Afnca’s partners in dovelopment

33. Although the central task of Africa's development rests primarily with its people and icadcrs, the international community
bears a responsibility both to support the continent in its development efforts and to remove obstacles in the way of progress.
With a changing focus which places greater emphasis on good government and stability. the potential exists for thosc countrics
which are reforming their political and social systems to achieve sustained growth sith widespread benefits. For this to happen,
Afnca’s partners must renew their support to the region and imprave the global conditions for its development.

54. A first component of this rengwed support must be a reversal in the decline in official development assistance (ODA). As a
proportion of the output of industrialized countries, ODA now stands at less than one third of the target of 0.7 per cent of gross
national product. The absolute amount of assistance has deciined as well - by nearly 5 per cent per vear since 1992. At a time
when more sub-Saharan African countrics are taking reform initiatives, opportunities are being missed for effective internationat
support to this process. .

53. Linked to the amount of ODA are the targeting and composition of assistance. The access of all people to basic cducation f\
opportunities, health services and safe water is recognized a5 not only key to sustained human development and poverty
alleviation, but, increasingly, as a normative issue of human rights. Investment in such services is central to reducing the worst \
manifestations of poverty and breaking its vicious, inter-generational cycle. The 20/20 Initiative, agreed at the World Summit for '-\
Social Development in 1993, provides a framcwork for translating this need for increased resources into reality. With ]
commitment and better Largeting. including to strategies for national and local capacity-building, the contribution by both
Governments and inlernational pariners to basic Services conld increase substantially in Africa. i

36. Increasing ODA and targeting it better will be of limited benefit, however, if'Afncan countries continue (o be saddled with
large debt burdens. For every-doTrar that sub-S3haramAfrica received in ODA in 1996, it paid out $1.31 in debt service. The
external debt of African countries rose from $340 billion in 1996 to $349 billien in 1997. representing mare than 200 per cent of
annual exporis. Spending on debt servicing is higher than that on basic services in a number of African countries, often by a wide
margin. An example is Zambia, where average annual spending on education amounted to $82 million between 1993-1996
compared to seme $3335 million per year in debt paymeats.

57. A further component of renewed support 10 sub-Saharan Africa is (0 cnable resources freed by debt relief to be allocated in
favour of basic education, PHC, safe walcer and other poverty alteviation measures, The Heavily [ndebted Poor Countrics (HIPC)
initiative. developed under the auspices of the [nternationtal Monetary Fund (IMF) and the World Bank, aims to aclueve
sustainable levels of debt service by providing relief not only of the bilatcral debt burden. but also of debt owed to international
financial institutions. Two years after the launch of the initiative, however. only Uganda has actually benefited from relief. IMF
and the Warld Bank rccently decided to extend the HIPC iniuative and to casc the eriteria for inclusion. There rewnains an urgent
htio://www extranet.unicef ore/PD/PDC..../018d0c89988827428525675¢004ehdfB2OnenNacumen  05/10/1999
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need for these measures o be c'<tcndcd by grantmg deeper and earlier relief and o frec additional national resources for human
dcvelopmem Suppon to local Pﬁ'ons to address the HIV/AIDS pandemic would be 2 priorily use of such funds

58. Africa's share of world n:\de conunues to decline, shnnkmg 1o 1.9 per cent in 1997, reinforcing the contnent's
marginalization in the global economy. Although past expericnce has not been encouraging, renewed efforts are needed to
diversify African cconomies, and both Governments and their international partners have important roles to play. Impraving
market access for Afnca's cwcpom; and mvcstmg in business skills and access o information rechnology among students are
relevant areas, which could involve the local private sector.

59. While the resolution of the conflicts affecting Africa is the primary respoasibility of African leaders, the international
community should not ignore the plight of millions of refugees and displaced people and the moral issues 'posed by suffering and
insecurity on the continent. Political reform efforts can be facilitated through the building of experience among parliamentarians,
civil servants, civic leaders, soldiers and pohce including for practical measures to safeguard the rights of both children and
women. The mlemauonal community can assist with technical expertise and funds to encourage the development of democratic
institutions, as seen in Mozambique and Namibia. The international ban on landmines needs to be {ully enforced. while the
prohfemtlon of wea eeds o bc stemmed :md srn.all arms everywhere kept out of lhc h:mds of cluldn:xL

60. Lastly, thc lcssons past cv:pcncnce the trends towards sector-wide and more mteg'mcd approclches ) dcv:lOpmcnt
assistance, and the éxistence of a scries of ratified international human rights conventions and world summit declarations from
the 1990s place a responsibility on all development partners, including UNICEF, 10 achieve well coordinated efforts in support of
the priorities and urgent needs of African countrics, There is a greater potential for success when Goverunent and panners have
formed consensus on priorities, the strategies to address them and the most cffective roles of dxffen:nt partners The major arcas

* of threat to the rghts of African children and women described in the present report, mcludmg HIV/AIDS; malaria, conflict and

the persistent weakniess of public hcalth zmd basic education systems, provide critical tests for. cﬂ'ccuvc and rcspormblc
erships in the years’ ahcad '
- V. CONCLUSION

61. The prionity areas identified and being pursued for UNICEF work in sub-Saharan Africa in the period of the curreat MTP
also provide a link to the proposed new agenda [or children in the next decade. which will be_based on human rights principles
(see E/TCEF/1999/10 being submitted to the Executive Board at the present session). Conflict and insccurity, the weaknesses of
"institutions, lou&g;t;s.siohmi_c_sendcgs, and the dramatic challenges of HIV/AIDS and malania posc the greatest current threats
to children's and women's rights and well-being, In many countries and local contexts, the greatest priority actions for UNICEF
and partners will be, for the forcsceable future, to ensure children's and women's sunvival. Conflict and BIV/AIDS are factors
that intensify that priority for action, while making it clear that sustained improvements will only be achieved through strategies
which address the deeper causcs of childhood and maternal deaths and disadvantage.

62. At the same time, the basis for future recovery and sustained development must be laid through intensified and more effective
cfforts. by a dvnamic range of partners. toinyest in the capabilities of Africa's children. The priority given by UNICEF in Afnica
will be tomngthfﬂing of basic health care systems for child and maternal survival: the access of all children,
especially girls, to good quality basic education and learniug oppertunities; the strengthening of community capacity and
practices for the protectiofi of women and children; the proraotion of non-vialence, gender equity and postconflict recovery; and
the identification of viable approaches to improved familv and community care for the survival and development of young
children. including those affected by HIV/ATDS., All these provide building blocks for Africa’s panicipation in a new era bascd
on ethical principles and responsible partnerships, which place the righ,.& of children and women first.

hito #/www. extranet.unicef.ore/PD/PDC .. /018d0c89983827428525675c0042hdfO2OnenDacimen  05/10/1999
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FINAL DRAFT (26.5.1999)

MEETING STATEMENT ON
THE AFRICA PARTNERSHIP AGAINST HIV/AIDS
23/24" April 1999

1. Preamble

On the basis of new evidence it is now apparent that the impact of the HIV/AIDS
epidemic has reached far beyond that initially recognised. The response of the past
decade has not been commensurate with the scale of the problem and falls far short of
current needs. Transmission of HIV and its devastating personal and social
consequences, are preventable with tools available today. HIV/AIDS can no longer be
seen as 3 health issue alone, but must be recognised as a critical development problem
threatening the economic and social development of African nations and communities.

For many countries in Africa HIV/AIDS become a complex epidemic, building on and
exacerbating the severe poverty crisis that grips most of the continent, and reversing
decades of progress in social and economic development. More than 23 million people
are currently living with HIV and AIDS and UNAIDS estimates that 150 million Africans
are directly or indirectly affected by the epidemic. AIDS has now become the number
one killer in Africa with 2 million deaths in 1898. Four million new HIV infections
occurred in Africa last year. [n the most severely affected countries, a quarter of the
adult population is infected.

By killing large numbers of productive and reproductive adults AIDS:

e erodes human, social, economic and infrastructure development

s increases health and welfare demands, adding to the cost of providing services

« increases the total number of children orphaned or living in families profoundly
disrupted by AIDS

» reduces formal and informal sector productivity

e increases labour costs due to staff turnover, absenteeism, loss of skills, and
increased recruitment and tralning costs

As the epidemic unfolds, it places new burdens on countries, peoples and their
development partners. The consequences of these burdens are felt today 'and will be
present for years to come. Yet the ultimate human, socletal, and economic toll of this
epidemic depends on actions taken or not taken over the next two to five years. In order
to meet this challenge, there is a need for an improved, broader, intensified and more
substantia! response from all actors and at all levels.

At a meeting held in Annapalis in January 1999, the UNAIDS Cosponsoring agencies
and Secretariat resolved to martial local and international forces to develop an Africa
Partnership Against HIV/AIDS. As the next step eleven donor countries, UNAIDS and
six cosponsors met informally in London, from 23™-24™ April 1999 and expressed a
commitment to actively participate in the further development of the Africa Partnership.
Subject to endorsement by all actors involved, the Partnership will endeavour to pursue
the vision, principles and next steps described in this document.



2, Partnershlp Vision and Goal

The overarching goal of the Partnership Is to save the lives of millions by halting the
spread of HIV/AIDS and sharply reducing its devastating impact on human suffering and
social and economic development. The vision of the Partnership is that within the next
decade African nations will be implementing larger and more effective national
responses to HIV and AIDS that will: substantially reduce new HIV infections; provide a
continuum of care and support to people living with and affected by HIV and AIDS;
counteract the negative effects of HIV/AIDS on individuals, communities and socleties;
and support the human rights of all those affected. '

The Partnership will enable national governments, international development agencies,
civil society, and the private sector to work together effectively, within common strategic
frameworks to support sustained national responses.

At the international and regional level the Partnership will work together to create a
policy and social environment conducive to successful action with national and regional
leadership, and to mobilise the additional human and financial resources naecessary for
impact on a bigger scale and in a more strategic and focused manner. The Partnership
will provide relevant, accessible and high quality technical and logistical support to
natlonal level responses. It will also support networking, Joint advocacy and sharing of
lessons learned. _

3. Principles

The following core principles of the Partnership were identified:

o placing HIV/AIDS high on the political agenda

 recognising that HIV/AIDS is a development problem not just a health issue

¢ national commitment and ownership

» implementation plans based on local contexts and priorities

» supporting the development and Implementation of joint national strategic action
plans involving all relevant sectors

« intenslfying and expanding efforts and improving quality and effectiveness of
responses while not creating new structures

e improving co-ordination among all partners

¢ bullding on the comparative advantages of actars in the Partnership

« utilising and reinforcing existing mechanisms and structures

¢ UNAIDS (secretariat and co-sponsors) taking the leading role in moving the

Partnership forward in collaboration with international development agencies, NGOs,
private sector and national govemment partners

2



4, What's ditferent about the Partnership?
in responding to HIV/AIDS in Africa the Partnership:

e provides a common framework for re-vitalised action by all partners at national,
regional and global levels

» validates the need for an expanded, multi-sectoral and multi-partner effort in order to
make significant gains

« galvanises the political support required to commit increased resources

« sets common targets for which partners at all levels are accountable, and establishes
monitoring systems to measure progress and resources

« facilitates new partnerships such as with religious leaders, military and the private
sector

e offers each partner feasible opportunities for concrete actions to advance toward the
goals

« enables better and more timely exchange of information among and between
partners _

¢ links regional resources and networks to national efforts in 2 more concerted manner

» develops the Partnership in an interactive manner consulting all partners

5. Mechanisms for sustalning partnership

We agree :

That the Africa Partnership will be sustained over five to ten years through both
short-term and long term actions which will be developed over the course of 1999 and
beyond, and will be characterised by :

At the internatlional/reglonal level:

An international coalitlon which sets out our intentions to achieve the goal and
vision of the Partnership including:

= More effective use of existing co-ordination mechanisms and initiatives to act
as a platform for advocacy and improved co-ordination for national
programmes. These include mechanisms such as the EU; G8; OECD;
UNAIDS and its co-sponsors; UNDAF; UNDG, the Pan African arg, OUA and
ECA . Existing sub-regional mechanisms should aiso be explored.

» A consultative mechanism for UNAIDS to draw on and interact with in the
evolution of the Partnership, through an informal and inclusive contact group
of partners.

» Mechanisms to maximise the existing technical resource platform coupled
with improved systems and to build additional technical and institutional
capacity to make this expertise available to national programmes.



« Mechanlsms to co-ordinate, and build upon existing regional initiatives and
fora to act as platforms for advocacy, and improved co-ordination for country
programmes.

At country level:

A partnership between external stakeholders and national govemments and key national
stakeholders (including people living with HIV/AIDS, civil society, private sector, military,
religious groups) characterised by

statement of intent

shared analysis, including priorities for action

nationally negotiated, costed, joint action plans

agreed milestones and indicators of achievement

agreed working arrangements and responsibllities such as national co-

ordination mechanisms; common design and appralsal; implementation;

monitoring and evaluation; use of technical collaboration; and mechanisms for

resource transfer; communications

e machanisms for expanding the Partnership to include diverse and non-
traditlonal partners

e commitment to additional resources from host country governments

At all lavels:

Secretariat functions, performed by UNAIDS, to ensure maximum
communication, co-ordination, facllitation, standard setting and impartial
information and advice to all actors with the Africa Partnership.

Mechanisms for channelling resources at regional and country level

6. Targets and resources
Targets:

The meeting agreed on the need for measurable targets/indicators for the Africa
Partnership. It was recognised that measurable targets will need to be defined and
agreed in the process of consultation with all actors In the Partnership. However some
initial targets for particlpating countries were suggested, including:

¢ the incidence of HIV among those 15-24 years old should be reduced by 25% by
2005

+ atleast 75% of all HIV-positive persons will have access to basic care at home and
community leveis and drugs for common opportunistic infections (TB, pneumonia,
diarrhoea etc.)

e orphans will have access to education and food on a equal basis with their non-
orphan peers



« by 2002 domestic and external resources available for HIV/AIDS responses in Africa
will have increased significantly

e existing initiatives, (such as the 20/20 Initiative) be used as tools to involve donors
and countries to commit themselves to the Partnership

Resaurces

Current spending on AIDS in Africa, estimated at about $150 million a year, needs to be
increased substantially. Reliable estimates of the funding requirements for an intensified
effort need to be developed as soon as possible. Current estimates range from betwesn
$500 to $800 million, into the billlons of dollars.

To meet the current challenges in Africa, the meeting recognises the need to

(i) identify and use existing resources more effectively; including such
resources not primarily earmarked for specific HIV and AIDS activities but which
contribute to achieving the goals of the Partnership

(i} eliminate duplication

(lii) increase synergy

(iv) alm for consistent funding over a long period of time

(v) increase the volume of aid, inter alia by non-traditional partners such as

the business community, foundations and local communities

(vi) increase the predictability of aid, and flexibility in the allocation of aid

7. Next Steps

1. The meeting participants agreed that the issus of HIV/AIDS should be recognised as
having catastrophlc social and economic implications for Africa, and as a human
rights issue requiring a complex strategic response. HIV/AIDS In Africa should
therefore be made one of the highest priorities of the UN and all governments of the
members of the General Assembly.

2. The meeting agreed that all participants (bilaterals, multilaterals and UNAIDS) would
pursue contact with national governments committed to placing HIV/AIDS high on the
development agenda, and to communicate the outcomes of the meeting to country
governments, and to donor headquarters and regional and country officas by the
June PCB meeting.

3. UNAIDS is tasked to share the outcome of the meeting with other bilateral partners,
the EU, and other interested partners to enlist their participation in the Africa
Partnership Against HIV/AIDS.,

4. UNAIDS Is tasked to facilitate a further series of consultations to broaden
commitment to and participation in the Partnership by govemments, African
governments, international donors, other regional and multilateral partners (e.g. FAO,
ILO, ADB, UNHCR), civil society and the private sector.
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In co-ordination with UNAIDS, intemational development agencies should actively
take opportunitles to discuss with govemment representatives, civil society, regional
project teams, private sector and other representatives how to rapidly expand the
response to AlDS at country or sub-reglonal ievel, The Africa Partnership will
continue to be developed through such initiatives.

During the meeting each participant was asked to consider a matrix of specific
actionable items to which they will contribute in furthering the Partnership's
development. The foilowing categories requiring bilateral inputs were identified:
partnership deslign; regional technical platform; advocacy strategy: resource
mobilisation; and technical gaps.

in the evolution of the Partnership UNAIDS will have the following tasks, and in the
process of developing the Partnership will draw upon an informal and inclusive
consultative group of partners who wish to contribute to:

Drawing up clear and transparent Terms of Reference for, and setting up the
consultation mechanisms '
Developing a draft concept paper elaborating on the design of the partnership to be
used in up-coming consultations

Elaboration of regional technical platform

Advocacy strategy

Resource mobilisation (and streamline procurement procedures)

Identify and develop strategy for addressing gaps (costing, cost- effectiveness,
national programme management, training and basic care).

Social and economic analyses

6) The UN Theme Group on HIV/AIDS should be expanded immediately to include
broader participation at the country level, including people living with HIV and AIDS;
NGOs, host country governments, and bilateral donors.



