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TRIP REPORT -- DRAFT
Alex Ross, MSPH
USAID/Bureau for Africa,
Office of Sustainable Development, Human Resources Division
May 15 — 20, 1999 Accra, Ghana

Vth African — African American Summit, Special Session on HIV/AIDS and
African Development

Purpose of Trip: To participate in the Vth African — African American Summit,
Accra Ghana May 15-20, 1999. To serve as a resource person and facilitator in
the invitation only “Special Session on HIV/AIDS and African Development”
convened to advise Rev. Leon Sullivan and IFESH/OIC on actions to reverse
HIV transmission in Africa. In addition to my participation, Dr. Barbara de
Zalduondo, G/PHN/HIV-AIDS, also attended the special session.

Results of Trip: The group convened as part of the Special Session
successfully identified a set of recommendations for Rev. Sullivan to use in his
efforts to seek resources for HIV.AIDS in Africa, to assist in identifying next steps
to integrate HIV/AIDS into IFESH, and to lay the foundation for Rev. Sullivan’s
continued advocacy efforts to increase attention to HIV/AIDS in Africa.

Rev. Sullivan has made HIV/AIDS a major platform for his IFESH. He also
raised the level of attention of HIV/AIDS in the Summit by making it one of his
two principal priorities for the Summit (along with banking). By pubiicly stating
the need to address HIV/AIDS in his plenary address to the 20 assembled
African heads of state and audience of key ministers and African and African-
American leaders, Rev. Sullivan successfully raised the profile of the issue.
Moreover, Ms. Thurman’s presence also represented President Clinton’s
commitment to the issue and to the Summit. lt also allowed her significant
access to African and American leaders to discuss HIV/AIDS.

Participants in the Summit: 20 African heads of State (majority were heads of
state, with additional Vice Presidents or Prime Ministers); US leaders (Secretary
of Labor Alexis Herman, Rev. Jesse Jackson, Ms. Sandy Thurman, USAID --
Singleton McAllister and Keith Brown, representatives from USDA and Dept. of
Energy, and others); 22 US Mayors representing a delegation of the US
Conference of Mayors; over 100 African Mayors; African ministers; as well as
numerous high profile African American leaders (Mr. Mfume, Jack Kemp, Coretta
Scott King, and many others). Representatives of the UK, France, and the EU
were in attendance as well. Overall conference attendance was approximately
5000; a large percentage of this attendance were Ghanian.

At the opening ceremony, the following leaders were represented:



Ghana: President Rawlings and Ghana'’s Vice President
Benin: President Kerekou

Botswana: President Mogae

Burundi: Vice President Simanenye

Cote D’lvoire: President Bedie

Gabon: Vice President Mathogo

Guinea: Head of State

Kenya: Vice President Saitoti

Lesotho: Deputy Prime Minister Moape

Senegal: Head of State

Sierra Leone: Head of State

Sudan: President Omar Hassan Ahmed Al Bashir
Suriname: Head of State

Swaziland: King of Swaziland

Togo: President Eyadema

Tanzania: Head of State

Zambia: Vice President Taombo

Zimbabwe: President Mugabe

United Nations: Representative of the Secretary General
U.S.: Secretary Alexis Herman, Rev. Jesse Jackson, and the Mayor of Denver
(representing the US Conference of Mayors)

BACKGROUND

The Vth African-African American Summit in Accra Ghana marks the latest effort
of Rev. Sullivan and his IFESH to increase linkages between Africans and
African Americans, as well as to increase trade and investment between the US
and the African continent. In regard to the latter, Rev. Sullivan has recognized
the great threat that the HIV/AIDS epidemic poses to the future of Africa and its
ability to grow economically.

Rev. Sullivan asked Dr. Jacob Gayle, UNAIDS, to organize a special, invitation
only session to develop a series of recommendations for Rev. Sullivan to act on.
Rev. Sullivan has indicated his great willingness to be a spokesperson for
HIV/AIDS control and containment in Africa. Although he wishes to be a voice
for AIDS control, Rev. Sullivan recognized his need for information and thus
requested advice on what he should do and say. The group concluded that they
wished to focus on leadership issues and segmented that audience into political
leaders, the business community, and the community (which included relgious,
community and traditional leaders). The two-day timeframe (Monday and
Tuesday) only permitted a thorough discussion of these issues and target
audience. The emphasis chosen was selected to coincide with Rev. Sullivan’s
requests as well as the principal audiences present at the Summit (namely trade
and investment theme). In addition, the group felt Rev. Sullivan’s strength



particularly lay with his remarkable access to leaders.

In addition to the special session, Morehouse University organized an open
health session, which also included HIV/AIDS issues. Dr. Soulemane Barry,
USAID manager of the regional Family Health and AIDS project in West Africa,
organized the HIV/AIDS component of the health session. Dr. Peter Lamptey,
Director of the USAID funded Impact Project and Dr. Helene Gayle, CDC,
presented in the session. Having attended that session, | do not expect that
there will be concrete actions nor controversial issues raised as part of the final
Summit’s work.

OBSERVATIONS

In the context of the Summit, and our participation in it, | identified the following
observations or possible issues:

The Dellums proposal. We are aware that Rep. Barbara Lee’s office sent a
letter to Rev. Sullivan outlining her plans to submit legislation on the AIDS
Marshall Plan inspired by former Rep. Dellums. During the conference, Rev.
Sullivan did not publicly state the AIDS Marshall Plan. In addition, it was not
discussed in the Summit’s normal health session, other than in passing along
with a dozen other recent developments in AIDS. The letter also did not outline
any details of the legislation.

Summit Special Session on AIDS. On Wednesday, May 20, 1999, 8:00 am -
10:00 am, Rev. Sullivan scheduled a plenary special session on HIV/AIDS. Rev.
Sullivan opened the session with a statement indicating his commitment to
fighting AIDS in Africa, as well as outlining his planned actions to mobilize his
IFESH and OIC resources to integrate AIDS activities, as well as to advocate for
increased action by African leaders and for increased resources for AIDS. He
also outlined his plan to target a country, region and district for piloting efforts to
contain and then reverse AIDS.

Approximately 100 people attended the session. Dr. Helene Gayle, CDC
presented on the epidemiology of the epidemic in Africa. The Honorable Manuel
Pinto, Member of Parliament, Uganda, reported on the findings and
recommendations of the special session on HIV/AIDS. Mr. Moses Mukasa,
UNFPA and UNAIDS Theme Group chairperson in Ghana, presented on the new
UNAIDS led African Partnership. Mr. Peter Harold, World Bank, Ghana, who
outlined how the Bank was responding to HIV/AIDS in Africa, followed him.
Finally, Ms. Sandy Thurman, Director, White House Office of National AIDS
Policy, reviewed a number of key HIV/AIDS issues facing Africa, the President’s
commitment to fighting AIDS in Africa, and her recent trips (and upcoming report
to the President).



At the conclusion of the session, | learned that the Editor of Essence Magazine
went up to Jacob Gayle and reported that the session had “changed her life” and
that she would return to the US with the intent of writing more about AIDS in
Africa.

Special Session on HIV/AIDS and African Development Recommendations.
The final report of the session (Appendix A) contains the key recommendations
that this multinational and agency group concluded. Some of these
recommendations are more macro in scope, and others are more difficult to
achieve. In addition, the group identified additional sets of activities that were
not included in the report. One example is an upcoming multi-naticn African
meeting in Mauritius that will discuss/finalize the Cross-Border Initiative, an effort
to develop a free trade zone among 17 nations in Africa. The World Bank
representative indicated that it could be useful for someone like Rev. Sullivan to
attend the meeting and discuss AIDS issues.

No Discussion of Pilot Countries for HIV/AIDS. The members of the Special
Session group decided not to discuss or plan for efforts to pilot large scale
HIV/AIDS prevention activities in a country, region and district during the
Summit. Rev. Sullivan has publicly discussed this concept with a 10 year goal of
reversing HIV/AIDS in the pilot areas. There are numerous issues ranging from
selection criteria to implementation mechanisms. Discussions of these ideas will
occur at a later time, most likely at a special meetlng of selected individuals in
Arizona.

Opportunities for U.S. Officials to Learn More About AIDS in Africa. As a
result of this Summit, a number of U.S. leaders were either exposed to or spoke
out about AIDS in Africa. Rev. Jackson discussed the issue at length with his
peers. Sec. Herman apparently spoke publicly about AIDS for the first time in
the session on women. Ms. Thurman was instrumental in discussing AIDS with
high level African leaders and US present at the Summit.

Opening Plenary Discussion. The key themes of the opening plenary where
the 20 heads of state were first assembled included trade and investment in
Africa, the ability of Africa to compete, recognition of what Rev. Sullivan has
accomplished thus far, and HIV/AIDS. During the plenary, there was boisterous
applause for a number of statements and accomplishments related to economic
growth and opportunity. When Rev. Sullivan discussed AIDS, there was a
distinctly less enthusiastic applause. Other than Rev. Sullivan, only two other
leaders mentioned AIDS and very much in passing (President Mugabe and
President Diop of Senegal). The other speakers did not mention it (of which
there were at least 5 or 6 in total). As we did not attend the follow up sessions,
we do not know whether other leaders mentloned AIDS and how the subject was
treated in the closing plenary.



In addition, it is worth noting that President Rawlings made extensive and
supportive comments as concerns the role of women in Africa. He called for
efforts to raise the status of women in Africa to that of equality and paid homage
to their role in African society. He did not mention AIDS in his opening remarks
(that | can recall).

President Mugabe, after discussing his emotional link to Ghana where he spent
many years and where he met his wife, continued with a long speech attacking
the IMF. Many of the following speakers (Cote D’lvoire, Senegal, others)
similarly had harsh words for the IMF.

In this plenary, Rev. Sullivan announced the new Sullivan Principles—however,
no one has yet seen them. We requested a draft from Rev. Sullivan to work with
in the Special Session on HIV/AIDS (as we had in Washington), but a copy was
never provided.

AIDS Discussed in the Summit’s Sessions. To my knowledge, AIDS was
discussed in the Summit's Women, Education, and Health Sessions, as well as
in the opening plenary. In the latter case, Rev. Sullivan discussed AIDS as part
of his keynote address (see below). These presentations reflect a broader base
for AIDS activities—although the effect of the discussions is not yet known.

On another level, my discussions with a U.S. journalist in attendance indicated
that as far as that person was concerned, they did not hear Rev. Sullivan or
others discuss AIDS in quasi-public or private conversations. Whereas this is
only one person’s report, it will be important to gauge the degree to which AIDS
was discussed by Rev. Sullivan and others outside the plenary session.

Next Steps. Rev. Sullivan intends to invite some members of the special
session to Arizona to further discuss what can be done to integrate HIV/AIDS
into IFESH/OIC, what more Rev. Sullivan can do on the advocacy front, and
what actions should be taken to pilot HIV/AIDS activities in Africa. |n addition,
the Special Session made a recommendation to establish a standing advisory
committee to Rev. Sullivan to assist him in his anti-AlIDS efforts. The draft
resolution for the Summit and talking points in Appendices B and C delineate
additional activities and timeframes.

CONCLUSION

The meeting by all accounts was a success from the point of view of HIV/AIDS.
Rev. Sullivan forcefully discussed HIV/AIDS issues in a plenary of 20 African
leaders and he lent his credibility to the issue. We raised awareness of
HIV/AIDS issues in a special plenary session. By making it a high profile issue,



we hope that African and African-American leaders will take this as one more call
to action. Moreover, Secretary Herman’s, Rev. Jackson’s, and Ms. Thurman’s
discussion of the issues also represent additional landmarks for increased
attention to HIV/AIDS issues in Africa.

We will coordinate with Rev. Sullivan and Jacob Gayle to identify next steps and
ways in which we can assist.

Rev. Sullivan will be meeting with the Président in the near future.
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Vth African — African American Summit
Report of the Special Session on HIV/AIDS and African Development

Plenary Presentation, Wednesday, May 19, 1999, 8:00 am — 10:00 am

Co-Chairs: Dr. Jacob Gayle, UNAIDS and Ms. Musa Njoko, NAPWA/South
Africa

Speakers: Reverend Sullivan — Introductory Comments

Dr. Helene Gayle, U.S. Centers for Disease Control and
Prevention, HHS - Status of HIV/AIDS in African

Populations

Hon. Manuel Pinto, MP, Republic of Uganda --Summary of expert
Group on HIV/AIDS

Dr. Moses Mukasa, UNFPA — Partnership Against AIDS in Africa

Mr. Peter Herold, World Bank

Ms. Sandra Thurman, Director, White House Offlce of National
AIDS Policy

Expert Group Members:

M. Arlette Campbell White, Ph.D.
Senior Population and Reproductive Health Specialist
Human Development and Group, World Bank Institute, The World Bank

Eka Esu-Williams, Ph.D.
Program Associate, Population Council/ HORIZONS
President and Co-Founder, Society of Women and AIDS in Africa (SWAA)

Ruth Engo
Senior Economic Affairs Officer
UN Development Programme (UNDP) — OSCLA/DESA

Barbara O. de Zalduondo, Ph.D.
Senior Technical Advisor, Division of HIV/AIDS
US Agency for International Development

Cynthia Eledu
Country Programme Adviser
Joint United Nations Programme on HIV/AIDS (UNAIDS)/Ghana

Helene D. Gayle, MD, MPH
Director, National Center for HIV/STD/TB Prevention



U.S. Centers for Disease Control and Prevention/HHS

Jacob A. Gayle, Ph.D.
Technical Advisor/Liaison to the World Bank
Joint United Nations Programme on HIV/AIDS (UNAIDS)

Noerine Kaleeba
Community Mobilization Adviser
Joint United Nations Programme on HIV/AIDS (UNAIDS)

Kofi Awity

Executive Director

Support For Integrated Development
Africa-America-institute

Ron Macinnis
Director, Global AIDS Program
The Global Health Council

Moses Mukasa
Resident Representative, UNFPA/Ghana
Chair, UN Theme Group on HIV/AIDS/Ghana

Fisho Mwale
Former Mayor of Lusaka, Zambia

Musa Njoko
HIV Program Coordinator
ESKOM

Hon. Manuel Pinto, MP
National Assembly, Uganda

H. Alexander Robinson
Chair, Prevention Subcommittee
U.S. Presidential Advisory Council on HIV/AIDS

Alex Ross

Deputy Director

USAID Bureau for Africa, Office of Sustainable Development
Human Resources Division

Roger Salla-Ntounga, MD
Programme Development Officer



Joint United Nations Programme on HIV/AIDS (UNAIDS)

Renee J. Saunders . :
Office of Director HIV Prevention/Intervention Research and Support
US Centers for Disease Control and Prevention (CDC)

Pernessa C. Seele
Founder/CEO -
The Balm in Gilead

Liz Thebe
Senior Advisor, EAP
ESKOM

Sandra L. Thurman
Director, Office of National AIDS Policy
White House

Yusuf Walakira, MD
Training Manager
Islamic Medical Association of Uganda '

IFESH Secretariat:
Cap Dean
Heidi Winkels

INTRODUCTION

On May 17-18 of the V African-African American Summit, Reverend Leon
Sullivan convened a group of 22 experts to advise him on priorities for action to
turn the tide of the HIV/AIDS epidemic among African peoples. Participants
were called to represent a broad range of dedicated and skilled people who are
working in the campaign against HIV/AIDS, to advise Reverend Sullivan on a
vision for action on HIV/AIDS in African populations.

We represent Africans, African Americans, and other péople dedicated to health
and development of African peoples; We are people living with HIV, people
affected by HIV, and activists, in our communities and countries, and
internationally. We represent communities, NGOs, governments, donor
agencies, the United Nations system, and the business sector,

The magnitude of the HIV/AIDS epidemic on the African continent and in African



communities worldwide has exceeded our grimmest fears. On this day alone,
11,000 African men, women and children will be infected, and 5,500 will be
buried. More people have died of HIV/AIDS than in all the great wars of the 20"
century put together. HIV/AIDS has become the leading cause of death among
African adults — and also among African American men, leaving orphans and
other family members struggling behind.

In the US death rates are being reduced in communities with access to HIV
therapies. This is sadly not the case in Africa. We need to work to that end. In
the meantime, there are great and pressing needs in Africa for basic care and
support; including access to safe, anonymous, voluntary counseling and testing,
home based care, treatment for tuberculosis and other opportunistic infections
such as pneumonia.

The OAU Heads of State met in 1992 in Dakar, Senegal, and committed to work
vigorously to prevent further spread of HIV/AIDS.

Nevertheless — HIV has continued to spread within our communities. No part of
society has been spared -- from those with the highest skills and expertise, to the
citizens whose labor is essential to the security of the state, to the rural
agricultural worker and others involved in production and economic growth.
HIV/AIDS has hit at the nerve center of our nations with grave consequences,
impacting on the very existence of our societies. Yet National AIDS Programs
are too often invisible and timid, or collapsing due to inadequate funding and
support, resulting in insufficient HIV/AIDS prevention and care services on the
ground. National capacity to plan, manage, and deliver interventions is weak.
Discrimination against Persons Living with HIV/AIDS (PLHA) continues---in our
homes, in our businesses, our schools, our churches and mosques, our health
services, and our government departments and agencies.

In some countries, political leadership has led the population into effective
action, and in some communities, individuals and groups have devoted
themselves selflessly and with meager resources to providing care and
prevention services for people affected and at risk. Clearly experience shows
that positive action has positive impact on the epidemic, and on the lives of
people affected.

However, positive interventions are too few, and have not matched the
magnitude of the epidemic. There is an urgent need to build on existing efforts
and to raise the response to a higher level, giving it greater visibility, greater
investment and greater commitment.

In light of these issues, Reverend Sullivan asked the Consultation to focus on
African and African American leadership and what it can contribute to averting
the relentless spread of the HIV/AIDS and associated TB epidemics.



Determined leadership and partnership across our societies (NGOs, private
sector, government, PLHA, government, PLHA, and others) have made and can
continue to make and extraordinary difference, and save millions of lives.

But signing declarations is not énough. Effective leadership means action at the
personal, professional and institutional levels.

Personally, leaders should be models of courage and compassion. They
should inform themselves about HIV/AIDS prevention and care issues, including
the devastating effect of stigma and discrimination. They should openly embrace
Persons Living with HIV/AIDS (PLHA), AIDS affected children and the
communities most affected. Indeed, when leaders remain silent about HIV/AIDS,
and about breaches of human rights, they enable stigma and denial.

Professionally, leaders are responsible for mobilizing and sensitizing their
communities about the risks of HIV and associated infections, and about
community needs and roles in prevention, care and support. This includes
creating a climate where difficult issues - gender and sexuality, tradition and
change, and resources and power -can be discussed and negotiated. Leaders
should applaud and reward those working in AIDS. They should help community
members see that taking responsibility for private and public HIV/AIDS work is
part of being a good citizen.

Institutionally, it is the leader's responsibility to assist their organizations or
networks, in partnership with other stakeholders, to take needed actions, to
make the most efficient use of existing resources, and to mobilize additional
resources when the AIDS challenge requires. Every institution should be
accountable for devoting time and energy to AIDS issues, commensurate with its
institutional role and the severity of the epidemic.

Leadership must come — not just from the health field - but from the political,
business and community sectors.

Political leaders

Heads of State or Government, members of the cabinet, and municipal, district
and other governing bodies, set the agenda for the nation. National and
international partners all follow this lead. Political leaders in the US and African
countries need to acknowledge the severe impact that AIDS is having on their
communities, and to set HIV/AIDS at the center of multi-sectoral development
strategies and action plans.

Where the epidemic is new, or its impact is still not great, political leaders face
the added challenge of mobilizing to fight something their constituents do not yet



see to act, before the epidemic gets out of hand.

BUSINESS COMMUNITY

Businesses around the world have recognized that investing in human resources
gives companies a competitive edge. HIV/AIDS has the potential to eradicate
this investment, yet business leaders have been slow to develop an adequate
response to the epidemic. Businesses benefit from a healthy work force and a
strong consumer base. |ts leaders have influence and resources that are critical
to the fight against HIV/AIDS.

Community Leaders

Community leaders include:

¢ Religious leaders, traditional leaders and healers/practitioners;

¢ Leaders of groups of people living with and affected by HIV/AIDS
o Leaders of organizations of women and youth

Community leaders are the backbones of society — they are trained in traditional
values and are knowledgeable about community responses that can enhance or
impede risk reduction and provision of HIV/AIDS care and support. Community

leaders serve as role models for their clients and followers.

The strength of Africa is its villages and communities. Community leaders have
access and influence both downstream to the grass roots and upstream that
enables them to advocate with leaders in politics and business to mobilize
resources for HIV/AIDS prevention and care in their communities.

RECOMMENDATIONS
Political Level

Recommendation: Political leaders at all levels (cabinet, governors, mayors,
legislators, district officials, and others) must publicly and repeatedly
acknowledge AIDS as a national problem and a dire threat to the development of
the nation. But, they must fight AIDS, not people with AIDS. In order to set the
appropriate tone in responding to the crisis, leaders must encourage the
inclusion, and support of persons living with HIV/AIDS and AIDS affected
children in national AIDS response programs. Leaders must demonstrate that
AIDS is a top governmental agenda issue. This commitment has to be reflected
in open discussions on the issues by political leaders and adequate allocation of
resources to implement the programs on a national scale. Such commitment
creates the positive environment that allows professionals and communities to



actively work on AIDS without stigma attached to their efforts.

Recommendation: Leadership in responding to HIV/AIDS is NOT just for
physicians and ministries of health. The governmental sector, the private sector,
non-governmental organizations, and non-health sectors must plan together to
scale up interventions to prevent HIV. Each of these sectors and levels need to
work -synergistically.

Recommendation: Heads of State should seriously consider declaring the
AIDS crisis as a state of emergency marshalling all significant national
resources, identify obstacles that impede the response (e.g., resource,
coordination, legal barriers, etc), and find solutions—and above all act quickly.
When there are hurricanes and monsoons in countries around the world, national
leaders call out to the international community for enhanced, efficient responses
to the crisis. This should be the basis for an emergency response to HIV/AIDS.

Recommendation: Moreover, donors, national governments, communities all
need to identify and prioritize resources to address HIV/AIDS prevention, care
and support. National budgets must include specific line item funding for
HIV/AIDS programs. Moreover, the international community should explore
innovative ideas such as debt relief to be used for AIDS to provide short-term
leverage of national resources. And, more resources from the international
community are required..

Recommendation: U.S. political leaders also need to acknowledge the severe
impact that AIDS is having on the African American community, as well as the
need for supporting AIDS issues in Africa. Americans who care about Africa
should assist to increase the US government leadership in providing resources
to the AIDS fight in Africa.

Recommendation: AIDS in the military poses a direct threat to nations. Heads
of state need to require the military to mobilize a major educational campaign,
along with counseling, appropriate policies governing HIV positive personnel,
condoms, and care and support for all of its personnel. This program also needs
to stress personal responsibility as regards the civilian population, not just
avoiding infection.

Business

Recommendation: AIDS is a key strategic issue for businesses. CEOs must
take the lead in conjunction with labor leaders to ensure that employee’s rights
are protected and access to care and treatment is guaranteed. HIV/AIDS should
be incorporated into contract and bargaining negotiations.

Recommendation: Businesses are critical partners in multi sectoral HIV/AIDS



efforts. They also benefit from forums where they can talk to and motivate each
other. CEOs working in Africa need to take the initiative to help establish
business councils against AIDS in countries, and where appropriate regionally.
These councils should coordinate and facilitate workplace AIDS policies and
programs.

Recommendation: CEOs and business leaders in African countries and the
USA should take every opportunity to discuss AIDS publicly as well as
collectively in organized settings. CEQOs are encouraged to discuss the issue
individually with African political and business leaders.

Recommendation: As incentives to business to support HIV/AIDS prevention
and care and to fight discrimination in the workplace, governments need to
develop tax and investment conditions that favor these companies. International
businesses are encouraged to offer preferential investments and interest rates to
countries that have implemented sound HIV/AIDS policies and medical schemes
that provide for HIV/AIDS prevention and management of HIV related
opportunistic infections (including TB) in their workforce.

Recommendation: World Bank and other donors as well as our U.S. based
organizations should conduct some form of AIDS impact assessments of their
diverse development projects. For example, do these projects potentially
contribute to the spread of the epidemic or can they help prevent it?

Community

Recommendation: Governments need to establish a legal and policy framework
to allow and encourage NGOs (e.g., civil society organizations) to work
effectively in AIDS prevention and care and support.

Recommendation: Implement community structures, such as village and
district AIDS committees, specifically designed to empower local organizations
and community members to mobilize for AIDS work, to include PLHAs and
affected persons, and to leverage resources in existing social and cultural
services, from education to sports.

Recommendation: Representatives of communities must be involved in
decision making at all levels. Also, support should be provided to communities in
a concerted manner by all sectors to cope with the epidemic and undertake
strong preventive measures.

Recommendation: All religious leaders, regardless of their denomination, must
be encouraged to work with their communities to face the AIDS crisis, to prevent
it, and to care for those affected in a humane, compassionate manner without
stigma or guilt. In order to help these leaders and congregations, education,



support must be organized and made available.

A campaign of a “week of prayer” and education on AIDS for religious
organizations to undertake to help communities understand AIDS .and its impact
should be organized in as many locales as possible. The spiritual energy of
religious organizations can be a great asset to fighting this terrible virus.

Recommendation: Government structures at all levels need to develop
meaningful partnerships with the private sector to leverage their involvement and
support. They and other non-governmental organizations are essential to
scaling-up successful pilot HIV/AIDS prevention programs at a rapid pace.

Recommendation: People worldwide turn to traditional leaders and healers first
in times of fear and crisis. Government services and NGOs should reach out and .
include them in the development of HIV/AIDS program design and
implementation.

CONCLUSION

We are not alone in this struggle — many other organizations are involved, and at
last, in 1999, they are beginning to get some national and international attention.
But this is not a struggle of organizations. The struggle against HIV/AIDS will be
won or lost at the community level.

Every one of us must redefine our relationship to AIDS from a distant threat that
other people should address, to: A.1.D.S.: AM | DOING SOMETHING?7??

We urge every participant in the V African-African American summit to go out
and raise the profile of HIV/AIDS work in the countries and communities where
you live and work.

Given the similarities in HIV trends in the escalating HIV trends in Africans in the
US and in African countries, we need to act in unison and in support of each
other. If we want to continue to celebrate our common history, we must ensure
we will have a common future.



Appendix B: Draft Summit Resolution Language

Vth African — African American Summit

Summit Resolutions of the
Special Session on HIV/AIDS and African Development

At a special session of the Vth African-African American Summit, held in Accra
Ghana, a group of 22 experts gathered to advise Reverend Sullivan on developing a
greater response to HIV/AIDS in Africa.

The 22 special session participants were Africans, African Americans, Africans in
the Diaspora other people dedicated to health and development of African
peoples; Among them were people living with HIV, people affected by HIV, and
activists in Africa, the United States and elsewhere. Their professional
affiliations included NGQOs, governments, donor agencies, the UN system, and
the business sector.

The Special Session on HIV/AIDS and African Development make the following
observations and recommendations to the summit:

1. Introduction

We recognize the magnitude of the HIV/AIDS epidemic on the African continent
and in African communities worldwide. Every day, 11,000 African men, women
and children were infected today, and 5,500 were buried. Every year 4 million
Africans are infected. More people have died of HIV/AIDS than in all the great
wars of the 20" century put together. HIV/AIDS has become the leading cause of
death among African adults — and also among African American adults.

Nevertheless — HIV has continued to spread within our communities. No part of
society has been spared -- from those with the highest skills and expertise, to the
citizen whose labor is essential to the security of the state, to the rural
agricultural worker, to those involved in production and economic growth.
HIV/AIDS has hit at the nerve center of our nations with grave consequences,
with impacts on the very existence of our societies and the state. Discrimination
against Persons Living with HIV/AIDS continues---in our homes, in our
businesses, our schools, our churches and mosques, our health services, and
our government departments and agencies.

We recognize that in some countries, political leadership has led the population
into action, and that in some communities, individuals and groups have devoted
themselves selflessly and with meager resources to provide care and prevention
services for people affected and at risk. We know it is true: positive action has
positive impact on the epidemic, and on the lives of people affected.



However, these interventions have not matched the magnitude of the epidemic.
There is an urgent need to build on existing efforts and to raise the response to a
higher level, giving it higher visibility, higher investment and higher commitment.

The Expert Group discussed these issues and focused on African and African
American leadership and what it could contribute to supporting communities and
nations to avert the relentless spread of the HIV/AIDS and the associated TB
epidemics.

2. Sector/Session Report: See attached presentation
3. Conclusions and recommendations
Short-term plan of action (90 days)

The special expert committee on HIV/AIDS will write an open letter of support for
Rev. Sullivan’s leadership in raising the profile of HIV/AIDS on the African
agenda.

Rev. Leon Sullivan should establish a formal advisory board to assist him in
achieving objectives set during the AAA Summit to push for a greater response
to HIV/AIDS in Africa. (Any advisory board should include a diverse group with
representation from communities in Africa and friends of Africa, people living with
HIV/AIDS, government and multilateral organizations, religious and development
institutions, corporate entities, and political offices).

The programs and activities of IFESH and ‘OIC should be assessed and
evaluated to determine how they will support Rev. Sullivan’s objectives in raising
the profile of HIV/AIDS in all areas.

Rev. Sullivan will use his personal access to community and political leaders,
national and international business leaders, and others, to raise attention to the
effects HIV/AIDS has on the economic, social and political stability of Africa.
This is an opportunity for Rev. Sullivan to use his influence in getting African and
African-American leaders to acknowledge their own responsibility in providing
immediate (but consistent) leadership to address the HIV/AIDS epidemic.

Long term:
In consultation with IFESH and OIC, the established HIV/AIDS advisory board

will advise Rev. Sullivan on appropriate and bold long term strategies that meet
his revolutionary vision of combating the HIV/AIDS epidemic in Africa.



Crucial next steps

By September 1999, a HIV/AIDS Advisory Board will be established, hold its first
meeting and develop its mandate.

By September 1999, IFESH and OIC will have completed evaluation and
assessment of their programs and will have reported on how HIV/AIDS
leadership programs can be added to their scope of work.

Rev. Sullivan will use his upcoming meetings with U.S. President Bill Clinton, UN
Secretary General Kofi Anan, World Bank President James Wolfenshon, and
other high level leaders to take bold leadership in committing greater global
resources and political leadership that allows Africans to rid the continent of
HIV/AIDS devastation.



Appendix C :Talking Points for Rev Sullivan

Talking points on HIV/AIDS for Dr. Sullivan
in his private meetings with AAA Summit delegates

with Political leaders

. Addressing HIV/AIDS is a critical component of national, economic,
political and social development.

. In order to provide effective leadership, the nation’s leaders must be well-
versed and knowledgeable, and vocal about HIV/AIDS.

= - African countries must invest time and resources into their own HIV/AIDS
programs.
. National HIV/AIDS strategies must be multi-sectorial and must include the

input of people living with HIV/AIDS.
with Community leaders

. Addressing HIV/AIDS is critical to protecting the survival of families and
communities in Africa.

. African and African-American religious leaders must play a role in
reducing the stigma and ensuring a compassionate response to people
living with HIV/AIDS.

" Community leaders in Africa must provide HIV/AIDS education and
services in their communities.

. African American leaders should become aggressive advocates for
increased funding for US domestic and African HIVAIDS efforts.

with Corporate Business Leaders

. Addressing HIV/AIDS is critical to protecting human résources, corporate
investments, and corporate markets in Africa.

. Businesses operating in Africa must develop policies and programs to
protect and support employees who are already infected and affected by
HIV/AIDS.

. Businesses working in Africa should provide support to develop



partnerships with HIV/AIDS efforts in the communities where they reside and
market.
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Defining the challenge

Hoosen Coovadia, MD

have come here, not as a supplicant
from the Third World with cupped
palms asking for more, nor from
Conrad’s “heart of darkness™ seek-
ing light, but as a colleague, admirer,
and—1I hope—a friend, to the
uniquely vigorous academic institu-
tions of American society. I am here to
turn the hard light of scrutiny onto what
we ourselves in the poorer countries of
this world should be doing but have failed
to do, inasmuch as I wish 10 remind the
industrialized world of its responsibilities
for the control of the HIV/AIDS epidemics.

My task is to say that despite the fact
that the most recent figures reveal declining
numbers of AIDS cases in the US and
Western Europe, we remain inextricably
bound cach to the other in a global society
where diseases know no walls and we are
all threatened if a single one of us is in
danger. Jonathan Mann rightly observed
that “the epidemic cannot be stopped in
one country until it is stopped in all'”

The dialogue between North and South
on HIV/AIDS bears an exact likeness to

the broader discussions on the global
economy, world trade, the role of the UN
Security Council, and a host of similar
large scale issues. The idea of dialogue
between the rich and poor nations flows
mostly, though not exclusively, in one
main direction—from the former to the
latter. This generates a culture of medicine
in which the language of discourse is
dominantly the language of the industrial-
ized countries. This is true whether the
discussion is on health research, health
services, health economics or health
education. It is cruelly true for HIV/AIDS
where the overwhelming burden of disease
is borne by Africa, Asia, and Latin America.

This meeting is taking place at a critical
point when new combination therapies are
threatening to deepen the divisions among
people with HIV in the world: those with
access 1o triple therapy and those without.
I fear the language of HIV will shift to a
preoccupation with the drug management
of a chronic disease (such as TB, diabetes)
rather than an emphasis on prevention and
vaccination; will move to discussions on

what is good for a few rather than what -

can be of benefit to millions.
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of Africa

The following remarks are
abstracted from Hoosen
Coovadia’s keynote address at
IAPAC'’s First International
Conference on Healthcare
Resource Allocation

Sfor HIV/AIDS and Other
Life-Threatening Ilinesses,
November 10-11, 1997, in
Washington, DC. Readers are
invited to review the full text
and references on the IAPAC
Web site (www.iapac.org). These
remarks are as timeless as the
truth that underscores them
and provide a blueprint for
evaluating Bristol-Myers
Squibb’s Secure the Future.

A challenge to the world community
on the pandemic of HIV/AIDS is to
change the language of discourse, so that
the problems of the majority with this
dreadful disease, who happen to live n
developing countries, assume a primacy
they do not have at present. From HIV/
AIDS we will have to begin to transform
the culture of medicine for other diseases
so that global priorities carry the stamp of
universal agreement.

This culture of medicine has deep
philosophical roots and changing it will
be an enormous undertaking. Your history
and traditions have created a profound
respect for the individual, a healthy skep-
ticism of government and a lesser consid-
eration for the rights of collectives. We, on
the other hand, through circumstance and
inclination, have emphasized context and
therefore sought to protect the rights of
communilies to a greater extent than the
rights of the individual. We are motivated by
Bentham’s principle of the greatest good
for the largest number. When this convic-
tion comes together with our appreciation
of some fundamental social reasons for
the accelerated spread of HIV/AIDS in
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the Third World, we are keen to address
these social factors as a prionty.

The demographic and c¢conomic
impact of HIV/AIDS. the inferior social
status of women, the escalating unem-
ployment and the social disruption in sub-
Saharan Africa which has led to an
increase in commercial sex workers, huge
migrations of people within and across
national boundaries. rapid and chaotic
urbanization. a change in cultural values,
arise in STDs and drugs, and a fall in pro-
vision of health services, all demand more
than a medical response. D’Cruz-Grote
speaks of “Supportive Social and Economic
Environments™ which are critical for
establishing a receptive milieu in which
other interventions may succeed.

The economic environment in which
drug purchases and sales occur require
attention. A more flexible approach in
developing countries by pharmaceutical
companies, in which the US has such a
large interest, can make a sizeable impact
on HIV/AIDS. The increasing dominance
of [pharmaceutical companies] in South
Africa has narrowed options for access to
healthcare by those who need it and has
diminished the role government can play
in promoting health for all its citizens.

This is a challenge that has been taken
up by UNICEF and other international
agencies for vaccines and can be supported
and extended for HIV/AIDS through our
joint efforts. I have heard that some
moves, initiated by [pharmaceutical com-
panies] producing antiretrovirals, are
already under way in South Africa to
address this issue. Therefore, the challenge
and the task to combat the social and
economic foundations of HIV/AIDS are
nothing less than an undiminished quest
for the “development” of resource-poor
countries. By “development” | mean a
process of social change which advances
and improves the quality of life.

At the center of this transformation is
an increasing liberation of the individual
and community from a range of constraints,
an enhancing of the freedom of choice
between different options, and a strength-
ening of the capacity for self-reliance,
self-sufticiency and full participation in
social processes. It is heightened access to
employment, income, wages, education,
healthcare, and social security. Theodore
Schultz, the Nobel prize-winning econo-
mist, has summed this appropriately when
he comments that, “The wealth of nations

May 1999

has come to be predominantly the acquired
abilities of people-—their education, expe-
rience, skills, and health. The future pro-
ductivity of the economy will be deter-
mined by the abilities of human beings.”

Therefore, throwing money or drugs
alone at HIV/AIDS will not halt the epi-
demic. Global measures to reduce social
and economic deprivation will make a major
contribution. To illustrate this, the recent
experience in Cdte d’Ivoire in using ZDV to
reduce mother-to-infant (MTI) transmis-
sion of HIV revealed unexpected barriers
to success. The extremely wide range of
factors contributing to the AIDS epi-
demics require a broad comprehensive sct
of interventions—in all countries but espe-
cially in developing countries. This view
should shape the culture of medicine for
the years ahead. This approach accords with
the nature of HIV in Africa and elsewhere;
three concurrent epidemics are unfolding:
¢ Invisible HIV (asymptomatic)

e Visible HIV (symptomatic)
¢ Mortality

Accordingly, our interventions should
encompass a continuum from prevention
to care to development.

It is no use telling the people in Africa
that AIDS is another plague like other
plagues of smallpox, measles, and Black
Death, which have appeared as darkened
shadows on the landscape of human history.
It is no use reminding Africans that these
shadows have lengthened but have then
finally disappeared. This AIDS epidemic

is immediate and terrible and relentless,
and therefore it is pointless to anticipate
under such circumstances a “victory of
memory over forgetting.” Like no other,
this disease violates the most intimate pri-
vacies of man and woman, and pierces the
secret life of communities. Given the
intensely personal and often furtive nature
of this infection, access to individuals and
groups of people is critical. Access for pre-
vention, access for detection, access for
care and for support.

What shall we do when we reach the
people? We know of interventions that
work —aggressive treatment of STDs,
condom distribution, needle exchange
(where appropriate), and educational
efforts and mass awareness campaigns. It
is worth reiterating that one of the primary
challenges to the world community is to
promote and fund interventions which are
aimed not only at individual behavior
change but also at the social, economic,
and structural determinants of HIV/AIDS.
I have discussed this under the need for
broad development initiatives.

Mass awareness campaigns in sub-
Saharan Africa, Mexico, Thailand, and
India have increased knowledge but
behavior change has been disappointing.

So the challenge to the world community

is to uncover and support the most effective
methods which can initiate, promote, and
sustain healthy behaviors, especially sex
behaviors, at population level among at-
risk groups. I would like to dwell on one
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particular pathway to encouraging
changes in risky behavior which I believe
is worth exploring. This pathway is the
route through what we call civil service
organizations or community-based organi-
zations, more popularly NGOs (non-
governmental organizations).

South Africa has a rich heritage of
many thousands of NGOs—a heritage of
the years of anti-apartheid struggle. It was
these NGOs which drove the apartheid
government into retreat; the same NGOs
which mobilized millions in their schools,
unions, and in their homes; the same
NGOs which ensured an authentic
people’s victory over the forces of racial
oppression. We should support and
consolidate these same forces against this
different war against HIV/AIDS.

Throughout Africa these NGOs can
ensure an access to communities that
governments rarely achieve and their
prospects of success are higher because of
the confidence communities have in them.
They are close to communities, have
much local knowledge and experience,
can be innovative and flexible in their
responses and diverse in their programs.

There is wide acceptance of an
enhanced role NGOs can assume, inter alia,
in promoting healthy behaviors. A key
operational style of NGOs is the ability to
establish and work through civil society
networks. The participation of people in
informal and formal networks, encouraging
positive social norms and building high
levels of trust, can raise family values and
enhance social cohesion, can build what
has been termed “‘social capital.”

We are familiar with financial capital,
property capital, and political capital; all

these are important surrogate markers of
prosperity. However, for the many mil-
lions of poor who have to depend on the
reserves of their own capabilities, “social
capital” is particularly apposite to the
prevention and care for HIV/AIDS. It is
intuitively appealing but does it work?
Some evidence suggests it might!

These NGOs should be the focus and
catalyst for new partnerships between
government, the private sector, and civil
society. Indeed these partzerships should
extend to global forums such as this, inter-
national organizations such as the UN, and
national bodies. All these partnerships must
be based on mutual respect and an affirma-
tion of the sovercignty of local decisions.

What do the experiences of Africa tell us
about healthcare resource challenges which
have to be taken up seriously by the world
community? I am grateful to Quarraisha
Abdool-Karim who sits on the Intemational
AIDS Society for sharing the results of a
paper by her and her co-authors in AIDS.

National AIDS programs have been
established throughout sub-Saharan
Africa, usually within ministries of health.
This location of the programs has to be
examined carefully as AIDS requires the
cooperation of a wide range of nonhealth-
related institutions. Participation of civil
society and other ministries has been min-
imal. The principles of most of the pro-
grams are based on the Global Programme
on AIDS of WHO and have emphasized
prevention more than care and support.
Recently there has been further progress
in some countries: budgets for HIV/AIDS
have tripled in South Africa, female condom
use promoted in Zimbabwe, and STD treat-
ment aggressively pursued in Tanzania and
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Senegal. Screening ¢f-blood and voluntary
testing sites are becort:izig'more widespread.

Impediments to these AIDS programs
are considerable: political commitment
often wavers (except for Senegal, Uganda,
Cote d’Ivoire, and Zambia), broader devel-
opment stagnates, and the capacity to
respond to the epidemic is hobbled. For
example, annual government expenditure
on HIV/AIDS ranges from less than |
percent to about 15 percent of total health
expenditures, a pitiful US$0.30 is spent
per capita (range $2.96-0.04) and only 12
percent of planned activities on HIV/
AIDS were carried out in Tanzania.

In brief, Africa, which has about 13
million of the global total of 20 million
HIV infections, has acknowledged the
problem and responded—vigorously in
only a tiny fraction of countries, slowly
and feebly in most. Africa has to respond
by scales of magnitude higher if the
epidemic is to be controlled and the
human development gains of the recent
past protected. 1 cannot think of a more
compelling challenge to the World
Community than to participate in the pro-
tection of African health and the acceler-
ation of African development, both of
which are fundamental to the attainment
of not only continental but international
peace, democracy, and security.

As this millennium fades and a new
thousand years begin, I anticipate that this
conversation will continue without inter-
ruption between people from the hidden
corners of the world, which are nearly
always poor, and where HIV remains a
catastrophe, between them and you. And
in this conversation I would urge you to
make sure that while you hear the elo-
quence of the powerful, you listen atten-
tively to the subdued but insistent cries of
the weak, and are not deaf to the barely
audible sounds of the poor, the disabled,
and the disorganized. Listen to these voices
with your head and your heart, and let us
change the world, so that those in daily
danger of HIV and those already infected,
can believe there is hope for avoidance
and protection, there is hope for care and
support, there is hope for a cure, but most
of all, can say thank God someone cares. m
Hoosen M. Coovadia, MD, is the head of
the department of pediatrics and child
health at the University of Natal; chair of
the South African government’s AIDS
Advisory Group; and chair of the 13th
International AIDS Conference in 2000.

May 1999



“_ Bristol-Myers Squibb Rolls Out a
$100 Million AIDS Initiative to
‘Change the Course of the HIV
Pandemic in Five Southern African

e

Nations. Will Secure the Future '
Work or Is It Too Little Too Late?

Gordon Nary

hen the Bristol-Myers
Squibb (BMS) Secure the
Future initiative  was
announced May 6, 1999, at a
Washington, DC, press con-
ference, the response trom
v AIDS community representa-
tives was generally positive. Initial major
media coverage of the initiative was spotty.
The Wall Street Journal exclusive on the
BMS roll-out canceled out The New: York
Times's interest in the story. CNN was oo
focused on Yugoslavia and Jenny Jones.
Although there are some exceptions,
the US media in general does not have a
good track record on Afrocentric issues.
Compare the amount of space and time
devoted to the ethnic cleansing in Kosovo
to the space and time devoted to ethnic
cleansing in Rwanda. With the exception
of USA Today and Time, there has been
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little attention paid to the 11.5 million
AIDS deaths in Southern Africa. There
has been no Princess Diana or Mother
Teresa garnering world headlines about
the imminent death of the 20 million pco-
ple infected with HIV in sub-Saharan
Africa who have no access to AIDS
drugs. There has been little interest in the
nearly 8 million children orphaned by
AIDS in Southern Africa other than
President Clinton’s World AIDS Day
promise of US help that was never kept.
The lack of media attention to the pan-
demic in Africa is compounded by the gen-
eral cynicism about any story that portrays
corporate America, and especially the
pharmaceutical industry, as compassionate.
The fast time in memory that we heard
about corporate compassion, was in Miracle
on 34th Street when the Macy’s Santa Claus
referred Christmas shoppers to nival Gimble's
it they had better or cheaper merchandise.
But Macy’s had Santa arrested and made

him undergo a sanity hearing.

In a climate of public apathy and cyni-
cism. Bristol-Myers Squibb announced a
plan to invest US$100 million plus over
five years in a variety of Afrocentric pro-
grams designed to:

e reduce the transmission of HIV;

e provide medical training to physicians
to serve as clinical researchers and
clinicians;

e develop model programs for HIV/AIDS
management that are tailored to the
resource limitations within each of the
target countries:

o jump-start nvestigator-initiated trials of
AIDS drugs for South African women
and children as the primary source of
access o such drugs:

e provide care "g§ hundreds of thousands
of AIDS orphans; and

< support a wide range of initiatives through
local non-governmental organizations
(NGOs) designed to empower wornen.,
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The five countries targeted to benefit
from Secure the Future are Botswana,
Lesotho, Namibia, South Africa, and
Swaziland in which approximately two-
thirds of all new HIV infections globally
occur, but which most of us may never
have heard of previously, could not locate
on a map, or even spell (Figure 1).

In announcing its Secure the Future
initiative, Bristol-Myers Squibb also took
time to acknowledge the need for an orga-
nization to provide ongoing assessments
of the initiative’s objectives, activities in
and impact on the five participating
Southern African countries. The
International Association of Physicians in
AIDS Care (IAPAC) stepped up to that
challenge at the initiative’s roll-out May 6,
with an announcement that the association
will serve as a Secure the Future monitor.

“Our monitoring goals will include
recognizing objectives met, flagging
potential deficiencies, recommending
programmatic adjustments, and drawing
more widely applicable lessons to guide
decision-making around future initia-
tives,” said IAPAC Deputy Director
José Zuniga, who visits Uganda in
mid-May as an independent observer

of the Joint United Nations Programme -

on HIV/AIDS (UNAIDS) Drug Access
Initiative.

Zuniga explained that as a monitor,
IAPAC will provide independent, objec-
tive evaluations of the context, frame-
work, objectives, activities, impact
and, ultimately, sustainability of this
model drug access and medical education
initiative.

IAPAC will make Secure the Future
monitoring reports available to Bristol-
Myers Squibb; to the partners advancing
the initiative; to the governments of
Botswana, Lesotho, Namibia, South
Africa, and Swaziland; and to IAPAC’s
morc than 6080 members in 43 countries.
Secure the Future monitoring reports and
independent observer features about the
UNAIDS Drug Access Initiative will be
featured in the Journal of the International
Association of Physicians in AIDS Care
and, subsequently, on IAPAC’s Web site
at www.lapac.org.

Possibly the most challenging feature
of Secure the Future is an absence of
structure. There is no master plan
in place designed to reach the specific
objectives of the initiative. The reason is
simple—there is no model to follow.

. in the Secdk

Map and data courtesy of UNAIDS.

Botswana

In a country of 1.5 million people,
190,000 (13 percent) were infected
with HIV as of year®nd 1997. Of
these, just under half (93,000) were
women ages 15-49. More than a third
of the pregnant women were HIV-
positive. There were 28,000 living
children who had been orphaned by the
disease, and another 7300 children

“infected by HIV.

Lesotho

In a country of 2.1 million people,
85,000 (4 percent) were infected with
HIV as of year-end 1997. Of those,
41,000, or just under half, were women
ages 15-49. One in five pregnant
women were HIV-positive. There were
8500 living children who had been
orphaned by the disease, and another
3100 children infected with HIV.

Namibia

In a country of 1.6 million people,
150,000, or nearly one in 10, were
infected with HIV as of year-end 1997.
Half of those were women ages 15-49.

Roughly a quarter of pregnant women
were HIV-positive. There were 7300
living children who had orphaned by
the disease, and another 5000 children
infected wath HIV.

South Africa

In a country of over 43 million peo-
ple, an estimated 2.9 million (7 per-
cent) were infected with HIV as of
year-end 1997. Of those, half were
women ages 15-49. Among pregnant
women, 16 percent were HIV-positive.
There were 200,000 living children
who had been orphaned by the disease,
and another 80,000 children infected
with HIV.

Swaziland

In a country of just under a million
people, nearly 9 percent (81,000) were
infected with HIV as of year-end 1997.
Of those, more than half (41,000) were
women ages 15-49. More than a quarter
of pregnant women were HIV-positive.
There were 7200 living children who
had been orphaned by the disease, and
another 2800 children infected with HIV.

However, there is a blueprint for action as
laid out by Hoosen Coovadia (see pages -
38-40) that could be used as a checklist to
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assess whether Secure the Future is on
the right track.
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Medical education

The culture of medicine

has deep philosophical

roots and changing it
will be an enormous
= undertaking.

The minimal structure that is in place

is the lynchpin upon which the entire

program rests—the medical education of

African physicians and other healthcare

professionals. Baylor College of

Medicine/Texas Children’s Hospital in

Houston, Texas, was named as a Secure

the Future partner whose initial responsi-

bility is to train South African physicians
and nurses in HIV disease management.

Heading the Baylor College/Texas

Children’s Hospital project is Mark

Kline, MD, professor of pediatrics at

Baylor and chair of IAPAC’s Pediatric

AIDS Committee; Kline's team will

replicate and expand the successful men-

tor program models in Mexico and

Romania. The African model will

include:

e conducting educational seminars for
physicians and other healthcare profes-
stonals in the target countries;

e providing fellowships to 100 African
infectious disease specialists, pediatri-
cians and OB/GYNs to study HIV man-
agement at Baylor and Texas Children’s
Hospital;

eestablishing collaborative clinical
research studies with US researchers
and African physicians trained as
researchers in the target countries; and

¢ providing opportunities for up to six pedi-
atric and infectious disease trainees per
year to work side-by-side with their col-
leagues in the care of HIV-infected women
and children in the five target countries.

Other BMS partners in Secure the

Future include Morehouse School of

Medicine in Atlanta, Georgia; the Medical

University of South Africa (MEDUNSA);

Harvard AIDS Institute, the Medical

Research Council of South Africa, and

UNAIDS. Although some of the partners

such as Morehouse and MEDUNSA have

some specified responsibilities in training
public health specialists, and Harvard

AIDS Institute will be providing reference

lab support through a new facility being

constructed in Botswana, all of the part-
ners are expected to have their roles
expand as new opportunities present
themselves that help advance Secure the
Future’s primary goals.

May 1999

On the World Wide Web

For more information on Secure the

Future, including applications for grants
and fellowships, fink to:
hitp: //www.securethefuture.com

Drug access
' " The economic environ-
ment in which drug pur-
chases and sales occur
require attention. A more
flexible approach in
developing countries by pharmaceutical
companies... can make a sizable impact.

Antiviral drug access in Secure the
Future will be limited to approximately
20,000 women and children who are
enrolled in investigator-driven antiretrovi-
ral clinical trials. BMS funds will be used
to support clinical trials in women and
children of antiretrovirals (not restricted
to BMS drugs), drugs that target oppor-
tunistic infections, the role of nutrition in
HI1V progression, and other challenges in
the clinical management of HIV/AIDS in
Southern Africa.

According to Mark Ahn, BMS’s senior
director of operations and planning, the
emphasis on BMS drugs will allow the
company to guarantee the patient a con-
tinuation of any drug after the trial is
ended for as long as the drug is medically
necessary for the management of the
patient’s HIV disease. This is a precedent-
shattering decision, the cost of which is
above and beyond the US$100 million
dollar pledge. The use of antiretrovirals and
other drugs by other drug manufacturers
in the Secure the Future clinical trial/drug
access component is a complex issue. No
decision has been made on the mechanism
for securing such drugs (ie, direct purchase,
a requirement that the drugs be donated,
etc.) and whether an equivalent of the BMS
commitment to keep providing the drug
after the tnal concludes would be required.

This qualified lifetime guarantee may at
first glance dissuade other pharmaceutical
manufacturers from actively participating
in such trials because of the theoretical
long-term liability if they match the BMS
guarantee. However, the anticipated limit-
ed number of antiretrovirals available will
diminish the long-term options for maxi-
mum suppression of viral load and increase

the risk of therapeutic failure and the sub-
sequent medical necessity for long-term
continuation of ineffective therapy. A
classic catch 22. The more drugs made
available for clinical trials, the greater
opportunity for increased survival. This
will require BMS and any other company
that matches the BMS-qualified lifetime
guarantee to be on the hook to underwrite
drug costs for a longer time.

Investigator-driven clinical trial pro-
posals will be reviewed by an independent
scientific advisory committee funded by
BMS as part of the Secure the Future ini-
tiative and includes some of the principals
in the BMS partner organizations.

We know of interventions
that work—aggressive
treatment of STDs, con-
dom distribution, needle
exchange (when appro-
priate), and educational awareness and
mass campaigns.

Secure the Future includes a
Community Outreach and Education
Fund underwritten by the Bristol-Myers
Squibb Foundation to support a wide
range of community-based organizations
(CBOs) and non-governmental organiza-
tions that will include HIV prevention
programs. Proposals will be reviewed by
an international community action advi-
sory committee which includes some of
the principals in the BMS Secure the
Future partner organizations. The
Community Outreach and Education
funds also supports the public health
fellowship exchange program, estab-
lished and administered by Morehouse
School of Medicine and the Medical
University of Southern Africa and its
National School of Public Health.

Participation of NGOs
B N Throughout Africa,
these NGOs can ensure
an access to communi-
ties that governments
rarely achieve and their
prospects of success are higher because of
the confidence communities have in them.
They are close to the communities, have
much local knowledge and experience,
can be innovative and flexible in their
responses and diverse in their programs.
These NGOs should be the focus and
catalysts for new partnerships between
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government, the private sector, and civil
society,

The BMS Foundation’s Community
Outreach and Education Fund is designed
to empower South African NGOs to max-
imize the potential of their mission. BMS
is developing a model program to help
South African NGOs write proposals
since many of the organizations have had
minimal experience in competing for
funding in the past. Proposals will be
evaluated by the International Advisory
Community Outreach Committee that
BMS has established to review NGO pro-
posals community outreach programs.
Consideration is also being given to the
establishment of computer literacy pro-
arams for participating CBOs and NGOs,
and exploring the possibility of the dona-
tion of computer hardware and software.

Status of women

(T)he inferior social
of
demand(s) more than a
ﬁ% medical response.

< A primary focus of
the Community Outreach and Education
Fund component of Secure the Future is
the empowerment of women—especially
those who are HIV-intected. Proposals
designed to increase acceptance of HIV-
infected women in their community will
be encouraged as part of the Secure the
Future’s commitment to the women of

status women. ..

Southern Africa, so that never again will a
woman die as Gugu Dlamini did by mem-
bers of her own community as reported in
the March 1999 issue of the Journal of
the IAPAC in Peter Piot's guest editorial.

Economic issues

(T)hrowing money or
drugs alone at HIV/IAIDS
will not halr the epi-
demic. Global measures
to reduce social and
cconomic deprivation will make a major
contribution,

The sustainability and expansion of
Secure the Funure is ultimately dependent
on the viabitity, vitality, and expansion of the
cconomies of Botswana. Lesotho, Namibia,
South Africa, and Swaziland. the portent of
the tuture of these economies are scheduled
to be divined at a June meeting of BMS
prognosticators in Johannesburg. If the
portent are positive and there is a potential
for expansion of the pharmaceutical market
in Southern Africa, BMS will most likely
continue some elements of Secure 1he
Future beyond their five-year commitment.
The promise of profits may be a more
dynamic motivating factor for the pharma-
ceutical and other industries whosc capital
investment in these countries will have a
greater impact than compassion or the ethi-
cal obligations of beneficence and social
justice. It remains to be seen whether BMS
will also tuke a lead in pressing for devel-

R
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opment assistance and deht relief which is
central to rebuilding the
nations of Southern Africa.

~conomies of the

Compassion

(L)isten attentively to
the subdued but insis-
tent cries of the weuak...
and to the barely audi-
ble signs of the poor, the
disabled, and the disorganized. Listen 1o
these voices with your heart, and let us

change the world so that those in daily
danger of HIV and those already infected,
can believe there is hope for avoidance
and protection, there is hope for care and
support, there is hope for a cure, but most
of all, can say thank God someone cares.
Thank God, Charles Heimbold, Jr., and
the BMS Secure the Future project team
leaders care. However, the lives of the
people of Southern Africa are more
dependent on aggressive developmental
assistance and debt reliet than compas-
sion. Secure the Future is an important
first step, and one which holds the first
real promise of change. However, the next
steps will have to be taken by the interna-
tional financial community. They must
forgive Africa’s debt and invest in her
industrialization, to allow her to be a part-
ner in the global community and not a
supplicant. Only with such partnership can
Africa secure the future of all her people. m
Gordon Nary is the editor of the Journal.
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Epidemic: An Overview TIMELINE
The AIDS
By ABIGAIL ZUGER, M.D. Epidemic
or an epidemic that would explode to claim | * 1988-
hundreds of thousands of lives, AIDS :ﬁ_l_lgglz lgg 37
surfaced very quietly in the United States, « T998-1999 .
with a small notice on June 4, 1981 in a weekly -
newsletter published by the Centers for Disease Selected Articles
Control in Atlanta, alerting doctors to five From Each Year
unusual cases of pneumonia that had been :%
diagnosed in Los Angeles residents over the - 7983
previous few months. - 1984
* 1985
All the patients were homosexual men who had .gg—g
come down with PCP (Pneumocystis carinii « 1988
pneumonia), a lung infection usually seen only « 7989
severely malnourished children or adults + 1990
undergoing intensive chemotherapy. But until . %’ﬂ
they got sick the California men were well ::—gg
nourished, vigorous adults, whose immune + 1994
systems should have protected them from the - 1995
infection. » 1996
* 1997
Within the year, similar cases were reported from :}9—92
all over the country: apparently healthy adults -
who were suddenly getting sick with rare Additional
infections and malignancies that healthy people Information
should not get. Most were from New York City, | p. .o

California, Florida and Texas, and not all were
homosexual men. Men and women who used Video Index
intravenous drugs were also getting sick, as were
men with hemophilia, the male and female sexual | Acknowledgments
partners of people in these risk groups, )

immigrants from Africa and the Caribbean, and E%?%ﬁz_?

some of the infant children born to women at

i Back to Lookin
riske forthe Light
All these varied people had one thing in
common: almost absent levels of the white blood cells called T
helper cells that keep the immune system functioning properly.
Their defective immune systems left them vulnerable to one serious
health problem after another. Although many problems could be
treated, and even cured, others immediately arose. After their first

serious problem, people were said to have AIDS, and once
diagnosed with AIDS most survived for only a year or two.
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diagnosed with AIDS most survived for only a year or two.

By 1984, the virus called H.I.V. was firmly established as the cause
of the mysterious syndrome. H.1.V. can pass from one person to
another through sexual contact or contact with infected blood, settle
into their T helper cells, and progressively destroy them.

A blood test to detect carriers of H.I.V. was released in the spring of
1985. For the first time people could be tested to see if they were at
risk for developing AIDS, and scientists could get some idea of the
form the epidemic, if unchecked, might grow to take in the USA
and around the world.

The news was not good. The epidemic was shaped like an iceberg,
with a small visible tip and a huge invisible base. For every person
who was sick with AIDS, thousands of others were infected with
H.L.V. but were still entirely well, and often not even aware that
they were infected and able to transmit the virus to others.

At the end of 1988, for instance, almost 90,000 Americans had been
diagnosed with AIDS, and almost 50,000 had died of the illness, but
public health officials were estimating that close to a million might
carry the virus. By the peak of the epidemic in 1995, 476,000
Americans had been diagnosed with AIDS, more than half of whom
had died.

Fortunately, though, the discovery of H.I.V. also let scientists begin
to make progress in preventing and treating the disease. For the first
time units of donated blood could be tested to make sure they were
free from infection before being transfused, and drugs could be
tested in the laboratory to see if they could kill the virus and keep
the infection from progressing.

The first drug found to have activity against H.I.V. was AZT, which
was released for widespread use in 1987. Even used at high doses
that came with many side effects, the drug by itelf did not work
very well to treat people sick with AIDS, or to prevent healthy
H.LV.-infected people from getting sick. But it did prove to be
extremely important in slowing one phase of the epidemic: in 1994
a study showed that AZT was very effective in keeping H.I.V.
infection from passing from mother to baby, and numbers of H.I.V.
infected newborns began to decline.

Meanwhile, other anti-H.1.V. drugs slowly followed AZT onto
drugstore shelves, and doctors began to treat patients with
combinations of the most potent ones. In 1996, a set of powerful
drugs called the protease inhibitors was released, and the picture of
AIDS in the United States began to change.

Terminally ill people treated with combinations of protease
inhibitors and older drugs -- a medication "cocktail" that often
required them to take dozens of pills and capsules a day at precisely
timed intervals -- suddenly began to regain their health, and the
statistics of AIDS in the United States began to change
dramatically.

In 1996 the death rate from AIDS in the US was 23% less than in

http://www.nytimes.com/library/nati. .science/aids/sci-aids-overview.htm
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1995, and in 1997 it fell again by more than 40%.

The new drug combinations could also stop healthy people who
were H.I.V. infected from getting sick with AIDS, and rates of new
AIDS cases began to fall--by 6% in 1996, 15% in 1997, and about
25% in 1998.

The new drug combinations have worked so well in some people
with AIDS that doctors predict they may survive for years or even
decades despite their disease, living normal lives as people do with
other chronic treatable conditions like diabetes or high blood
pressure.

But for many other infected people, the new drugs are only a
beginning. H.I.V. is a virus with thousands of different strains and
mutations, and it can develop resistance to drugs very quickly.
About half the people who initially respond to drug combinations
may stop responding because the virus in their bloodstream has
grown tolerant to the drugs they are taking.

And, more importantly, while the new anti-H.1.V. treatments have
made a big difference in the shape of the AIDS epidemic in the
United States and Europe, at $15,000 or more a year they are far too
expensive for use in the impoverished countries of Africa and Asia,
where the vast majority of the world's H.I.V. infected people live.

For these countries, the best hope against AIDS lies in the
development of a vaccine that can prevent people who are exposed
to H.I.V. from acquiring the infection. But the same variability that
allows H.I.V. to elude drugs also makes it a very difficult to trap the
virus into a vaccine.

So the challenges of AIDS research now lie along two lines. First,
new drugs must be devised to keep people who are already infected
with H.L.V. from getting sick, drugs that are safer and easier to take
than the older ones and active against virus that has grown resistant
to the older drugs. Second, H.I.V. must be stopped from passing
from person to person and causing new infections. Until an effective
vaccine is developed the best methods of preventing new infections
seem to be relatively old- fashioned ones: educating people about
the disease, encouraging those who may be infected to get tested,
and developing effective ways of discouraging illicit drug use and
encouraging condom use to prevent sexually transmitted infections.
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In Africa, a Deadly Silence About AIDS Is
Lifting

Related Articles
The Dead Zones: AIDS in Africa
Looking for the Light: The AIDS Epidemic

Forum
Join a Discussion on AIDS Epidemic

By LAWRENCE K. ALTMAN, M.D.

arlier this year, AIDS became the leading killer in Africa, a
mere 18 years after theinfection was first recognized. But if
political and religious leaders had responded with effective
public health programs much earlier, they might have prevented -
hundreds of thousands, if not millions, of deaths.

Some leaders simply denied the scientific evidence that H.I.V. was
being transmitted in their countries. Others mistakenly believed they
had more pressing health problems to address.

Now, as the epidemic in Africa becomes
an even greater catastrophe, Dr. Peter
Piot, Assistant Secretary General of the
United Nations and head of its AIDS
programs, says he sees signs of
momentum among African leaders to
fight the disease. The momentum
promises to slow the relentless
transmission of H.1.V ., conveyed on the
continent primarily through heterosexual
sex, Dr. Piot said 1n an interview.

Nelson Mandela, the former President of
South Africa; his successor, Thabo
Mbeki, and Dr. Negasso Gidada, the
President of Ethiopia, are among the
leaders of countries with high infection

rates to speak out on AIDS for the first ~ Dr. Peter Piot, the Assistant
Secretary General in charge of
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to put more money into prevention program, said he is finding a

efforts. new attitude toward the
disease among African

And, in May, at their annual meeting in  leaders.

Addis Ababa, Ethiopia, African finance

ministers for the first time called AIDS a major threat to economic

and social development.

The United Nations General Assembly recently called for a 25
percent reduction in new H.I.V. infections among young people
over the next five years in the countries most affected by AIDS.

And the Clinton Administration, appalled by the staggering
dimensions of the African AIDS epidemic, is planning an initiative
to help, Dr. Piot said.

Large-scale efforts clearly are needed. In sub-Saharan Africa,
H.I.V. has infected 34 million people and killed 11.5 million since
1981, dwarfing malaria and tuberculosis. Last year, AIDS
accounted for 1.8 million deaths in sub-Saharan Afiica, nearly
double the 1 million deaths from malaria and about nine times the
209,000 deaths from tuberculosis, according to Dr. Piot's agency,
which has headquarters in Geneva.

ased on meetings with leaders of 10 African countries this
year, Dr. Piot says he has noted a striking change in attitudes
toward AIDS: at earlier meetings, he initiated discussions
about AIDS; at the recent sessions, African leaders admitted their
problems and asked for help.

"It 1s such a big change," Dr. Piot, a 50-year-old Belgian and a
pioneer in AIDS research in Africa, said in a brief visit to New
York. In years past, Dr. Piot said, even meeting with an African
head of state was difficult.

He recalled an incident about 15 years ago when he and another
AIDS expert waited nearly a day in the office of the Kenyan
Minister of Health while officials debated whether to expel the two
because they had talked to reporters about AIDS in Kenya.

In 1985, Zaire refused to give me a visa to repoit on AIDS, and the
Government of Kenya confiscated issues of The International
Herald Tribune, which carried my articles, because of its
displeasure with my coverage of AIDS there.

African political leaders remained silent even when AIDS was
killing members of their own families.

In 1985, the press secretary to Kenneth D. Kaunda, then the
President of Zambia, denied my request for an interview about
AIDS. The press secretary threatened to expel me for reporting on
what he called an American disease. A year later, Kaunda lost a son
to AIDS.
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In 1989, Kaunda was one of the first to speak out. In describing his
family's loss at an international AIDS meeting in Montreal, Kaunda
said that if scientists failed to cure AIDS, the epidemic would
become "a soft nuclear bomb on human life." But in the years of
Kaunda's silence, hundreds of thousands of Africans became
infected.

Yet even now realism has not fully set in. Dr. Piot still encounters
government officials who "ask why 1 use the word epidemic," he
said.

B t takes an average of nine years for H.I.V. to progress to AIDS,

| and the virus spread widely and silently for a decade before

" being discovered. Yet even with the undetected early spread,
there was time to initiate programs to prevent subsequent infections,
as was done effectively among gay men in the United States and
other developed countries.

In South Africa, H.I.V. rates soared during Nelson Mandela's

- Administration, a fact that he later acknowledged.

"It's the silence that is letting this disease sweep through the
country," Mandela said on World AIDS Day in December. "It is
time to break the silence.”

Dr. Piot applauded Mandela and Mbeki, his successor, for calling
national attention to AIDS, but said, "It took a long time, and a lot

~ of deaths could have been prevented if they had spoken out earlier."

Today, AIDS continues to thin the ranks of Africa's small middle
class, killing at least one teacher a day in Malawi and the Ivory -
Coast. It is devastating already weak economies across Africa and
forcing children to drop out of school to till the farms and care for
sick parents.

Dr. Piot challenged African finance ministers at their annual
meeting in Addis Ababa in May to learn more about how AIDS was
devastating their economies.

"After my speech, there was dead silence," Dr. Piot said. "I thought,

another of those moments of supreme denial.”

But then, he added, "One after the other, the finance ministers
spoke, often making personal references to AIDS in the family or a
colleague."

That evening, many joined him for a drink.

"The problem was how to stop the discussions," Dr. Piot said.
"That was a great moment for me."

The next day, Dr. Gidada, the President of Ethiopia, and His

Holiness Abune Paulos, the Patriarch of the Ethiopian Orthodox
Church, shook hands as they met publicly for the first time with
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H.1.V -infected Ethiopians, Dr. Piot said.

"That may have been a small thing, but it was highly symbolic in
Aftica," he added. Yet it was a gesture that political leaders
elsewhere had made in the 1980's. '

Uganda, which acted early, showed that educational programs could
change sexual behavior after AIDS had struck in vast numbers.

Senegal and Brazil also thwarted the assault of AIDS, Dr. Piot said,
taking "vigorous action" on sex education, AIDS prevention and
condom promotion to keep the infection rate below 2 percent. "It is
a major political challenge to invest in AIDS prevention when there
is not a huge problem," Dr. Piot said, "yet that is exactly what
Senegal has done."

Through programs that political and religious leaders encouraged,
the Senegalese postponed having first sexual intercourse, used
condoms more often and had sex with fewer partners and less sex
with prostitutes, surveys there showed.

Nigeria, Africa's most populous country, stands in stark contrast,
with an infection rate of about 9 percent and rising. A new regime
appears to be willing to tackle the AIDS problem in Nigeria, which
the previous regime denied, Dr. Piot said.

® 1. Piot's team has a budget of $60 million a year, only enough
§ to act as a catalyst for others to undertake prevention efforts.

His AIDS team, for example, calls on African leaders to urge
drastic efforts to fight the epidemic.

The latest figures show that international aid paid for $150 million
of the $165 million spent on AIDS prevention in Africa in 1997.
Uganda accounted for much of the $15 million that the African
countries spent.

"It's a scandal that African countries have not spent more," Dr. Piot
said. -

Although the World Bank and other international agencies make
money available for projects in Africa, much of it goes unspent
because of bureaucratic complexities and other problems.

Dr. Piot said his agency was trying to identify untapped funds to
direct toward prevention efforts, while recognizing that those
nations "cannot afford everything for AIDS, certainly not lifetime
anti-retroviral drugs."

Taken in combination, those drugs can cost $15,000 a year for a
single patient, require adherence to rigid schedules, and often
demand sophisticated monitoring tests unavailable in developing
countries. That means few Africans can benefit from the drug
cocktails, which are prolonging lives and often restoring health
among H.1.V -positive people in developed nations.
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To reach a largely captive audience, and one in its sexual prime, Dr.
Piot is encouraging governments to spend more of their military
budgets, which usually receive high priority, on AIDS prevention.

In Uganda, the infection rate is about 10 percent in the general
population and up to 30 percent in the military. "There are African
countries where it is said that more than 50 percent of all the
military are H.I.V. infected," Dr. Piot said, "and that is a problem of
national security." '

It also means that many spouses and children are infected. So Dr.
Piot's team aims to encourage teachers' unions, school systems and
youth groups to join prevention programs in Africa.

In some West African countries, for example, Scouting groups have
created an AIDS badge for those who do good deeds for people
with H.1.V., Dr. Piot said.

His agency has also teamed on AIDS efforts with Caritas, a Catholic
health agency based in the Vatican that is responsible for health care
in many African countries, Dr. Piot said.

Although the Vatican does not approve of the use of condoms, Dr.
Piot said that he had seen many Catholic priests, nuns and
organizations promote condom use in Africa.

2 n June 1998, Dr. Piot's agency issued the first
country-by-country analysis of H.I.V. It showed that one in four
adults was infected with H.1.V. in certain parts of Africa and that
AIDS was hitting so fiercely“that 1t compared to the greatest
epidemics of history. The report was a crucial factor in changing
political attitudes, Dr. Piot said.

Dr. Piot said he was criticized for the report by many Western
eptdemiologists and health workers, who called the figures
exaggerated.

"A lot of the criticism had to do with turf battles, from scientists
who believe their disease is more important than someone else's,"
Dr. Piot said, "and it's the type of nonsensical competition that
exists in all countries."

But now, the criticism has come full circle. In 1992, a team headed
by the late Dr. Jonathan M. Mann at the Harvard School of Public
Health, published estimates of H.I.V. infections in sub-Saharan
Africa ranging from 20.8 million to 33.6 million by 2000.

The World Health Organization criticized Dr. Mann's estimates as
excessive. Now, academic scientists are criticizing the figures of Dr.
Piot's team. "When we look at the figures today, they are worse than
the scenarios Jonathan had published," Dr. Piot said.
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arger budgets are needed. But pumping money into a country
where AIDS is a low priority will not end the epidemic. "If a
country does not recognize that it has an AIDS problem, then
it 1s not willing to take on the tough questions," Dr. Piot said.
"Outside support for something that can only be solved from the
inside will not work.

"We can only win," he added, "if there is a mass movement."

Better answers.
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Trends in USAID HIV/AIDS Funding
Obligations vs Congressional Levels (FY 88 - FY 96)
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CONG. LEVEL
OBLIGATIONS

DIFFERENCES

Note: From 1988-1993 obligations levels clearly exceeded congressional levels. Thus supporting the theory that congressional levels were used as floors.

USAID HIV/AIDS FUNDING (Levels vs Obligations)

1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996
N/A N/A N/A 30,000 § 40,000 § 42,000 52,000 65,000 120,000 § 20,0004 121,000 117,000
N/A 2,000] 16,400 | 40,700 | 49,800 | 51,300 | 68,200 | 95,720 | 124,489 ] 136,600) 125800] 116,337
N/A N/A N/A 10,700 | 9,800 | 9.300| 36,200 | 30.720 4,489 16,600 4,800 (663)

Source: USAID'S Report to Congress, CIHI Subject Files and AC/SI System.

Center For Intemational Health Information
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Cytomegalovirus Retinitis in Maryland Patients With AIDS,
1887-1994"

American Journal of Health-System Pharmacy

(07/01/99) Vol. 56, No. 13, P. 1314; Wutoh, Anthony K.; Hidalgo,
Julla; Rhee, Watter; et al.

In a study sponsored by Roche Pharma Business, researchers
compared the efficacy of ganciclovir, foscamet, and a
combination of the two in the treatment of AIDS patients with
cytomegalovirus (CMV) retinitis. Researchers reviewed the
medical records of adult AIDS patients with CMV retinitis who
sought treatment at a Maryland inpatient facility between
September 1987 and September 1994, and they evaluated predictive
factors of survival, including demographic characteristics and
treatment with ganciclovir, foscamet, or zidovudine. Of the 212
patients included in the study, 123 used ganciclovir alone, 55
used foscamet alone, and 34 used both. Patients who received
both drugs survived an average of 464 days after diagnosis of CMV
retinitis, compared with 225 days in those who received
ganciclovir alone and 202 days in those who received foscamet
alone. Other factors Identified as predictors of longer survival
were male sex and the use of zidovudine. Not only was
ganciclovir the most common treatment for CMV retinitis in
Maryland during the study period, but it also was the most
effective treatment.

GENERAL MEDIA

“Airline Passenger Being Tested for TB"
Washington Post (07/12/99) P. B3
Officials from Reagan National Airport said that a 61-year-old
man who flew into the airport is being tested for tuberculosis.
The man flew In from New York on a Trans World Express flight on
Saturday night. As a precaution, airline officials are waming
the crew and all passengers about their possible risk of
infection.

"Number of Chinese With HIV Rises, State-Run Paper Reports”
Dallas Moming News Online (07/10/99)
China's Yangcheng Evening News reported Friday that the number of
HIV-infected people In the country has passed 400,000. The
paper, citing Health Ministry sources, said that many of the
patients are drug addicts living in rural areas, and the number
of sexually transmitted diseases is also on the rise. A total of
83 percent of the HIV cases are among men, with more than 50
percent between the ages of 20 and 30.

"South Africa: AIDS Causing Drop in Life Expectancy"
Boston Globe (07/10/99) P. AS

South Africa's Department of Welfare and Population Development
announced Friday that unless the AIDS epidemic is slowed, the
average life expectancy in the country will fall to 40 years by



2008, down from 680. According to the government's estimates, 3.6
million South Africans carry HIV, with up to 25 percent of adults
infected in some regions.

"France: Paper Cites Coverup on HIV-Tainted Blood"
Boston Globe (07/10/99) P. AS

A Paris newspaper reported last week that French officials
covered up a contaminated blood scandal for fear of lawsuits
spurred by media pressure. According to Le Parisien, which
reprinted an intemal memo from the Health Ministry in 1989, a
top official cautioned against publicly warning transfusion
recipients that some blood stocks were tainted before a new
testing method was launched in 1985. Then-health minister Claude
Evin, the reciplent of the memo, said he was only trying to avert
a panic reaction from the patients.

"World Bank iIntensifies African Action Against AIDS"
Reuters (07/09/99)
The World Bank plans to take more aggressive action against AIDS
in Africa, spending $8 million a year for five years, officlals
sald Friday. Bank official Robert Calderisi noted that AIDS is
no longer solely a health problem, but a development crisis that
is particutarly affecting Africa. Working with governments and
other groups, the World Bank will review its existing efforts in
Africa and plans to redirect funding, if needed.

“HIV Patients' Names Would Be Coded for Privacy”
Everett Daily Herald Online (07/12/99)

The Washington State Board of Health is considering a plan to
change the way in which HIV infections are reported in the state.
Under the proposal, physicians and other healthcare workers wouid
have to report new HIV infections to the iocal health district
within seven days, while patients who had already been diagnosed
with the virus would have to be reported within seven days of
their most recent doctor's visit. The local health districts or
departments would hold the names of the patients for 90 days,
after which time they would be converted into a code. Names
would not be passed on to the state Department of Health. The
changes—which take effect September 1, if approved--would still
allow for anonymous HIV testing.

"Sclentists Sues U. of C."
Chicago Sun-Times Online (07/09/98), Lawrence,
Curtis

A former University of Chicago researcher has filed a
multi-million-dollar lawsuit, alleging that one of the school's
professors stole her work for a herpes simplex vaccine. The suit
claims that Joany Chou identified a previously unknown herpes
simplex gene and then developed a mutant of that gene that was
then employed in the vaccine. The suit also contends that Chou
was not credited for her work in patents relating to the product.
The vaccine, which is not on the market, works against herpes
simplex | and herpes simplex Il, which is also known as genital herpes.
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Response of the South Africa Government to the AIDS Epidemic

South Africa has the fastest growing epidemic in Africa with up to 1600 new infections occurring
daily. One out of every 10 new infections worldwide occurs in South Africa — nearly two thirds of
whom are under the age of 25. The most recent annual survey demonstrates raging epidemics

in the provinces of Kwazulu-Natal, Mpumalanga, Free State, Gauteng and Northwest where 20

to 35% of pregnant women are infected with HIV. HIV prevalence has doubled since the post .
Apartheid era was ushered in.

The former apartheid government of South Africa had turned a blind eye to the epidemic.
Furthermore many of the structures of the old apartheid government continue to fuel the
epidemic. The system of migrant labor in particular separates men from their families and
creates conditions that support the rapid spread of HIV. In the communities surrounding South
Africa’s gold mines the HIV prevalence has reached shocking levels. For example, in
Carletonville more than 65% of women 20 to 24 years old are infected.

The post apartheid government response to the HIV/AIDS epidemic in South Africa has
been silent, slow, mis-directed, and marred by political controversy.

Silent: The new Mandela government was particularly silent on the epidemic. In fact it
wasn't until the most recent World AIDS Day (Dec 1, 1998) that President Nelson
Mandela finally made his first public statement (in South Africa) on the epidemic.

Slow: While the Mandela government took official action right away creating a National
AIDS Plan, the plan floundered in the new decentralized health care system. The
effectiveness of the national Department of Health to impose policy at the Province and
District level was severely limited. Furthermore, the monetary and human resources
required to make the plan real never materialized.

Mis-directed and controversial actions: The South African Department of Health,
under the leadership of Dr. Nkosazana Zuma devoted millions of dollars to an anti AIDS
play (Sarafina Il) and the promotion of an ineffective AIDS cure. Her decision not to
provide AZT to pregnant women and support of the Medicines and Related Substances
Act has resulted in controversy that has diverted the government's attention away from
the enormous tasks it faces.

New Minister of Health: Under Dr. Manto Tshabalala-Msimang, it is hoped that the silence and
indecision will subside. Already President Mbeki has spoken out strongly about the need to act.
This is to be commended and encouraged. But the constraints of the last five years still
exist. These include the weak management capacity and commitment at the provincial
level that led to the failure of previous plans; budget limitations that reduce the government's
ability to act; the extreme stigmatization of people with HIV/AIDS which culminated in the
stoning death of an AIDS activist last year. '

RECOMMENDATION: The Mbeki Administration needs to be pressed to truly make AIDS a
national priority commensurate with the magnitude of this emergency. They need to understand
that a “business as usual” approach threatens the future of South Africa. Strategic plans exist,
but it is long past time to move from paper to practice. This will require the full weight of the
Mbeki Administration and a firm commitment of the resources, personnel and political will to get
the job done. This must also include the launching of an effective multi-sectoral response
(education, business, trade, communications, etc.).
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NAME

CHILDREN AFFECTED BY AIDS FOUNDATION
BOARD OF DIRECTORS
ADDRESS - PHONE NUMBERS

COMPANY/ADDRESS

PHONE/FAX/E-MAIL

HOME

Elena R. Baca
Partner

Matt Bousquette™
President, Boys/Entertainment Business

Paul, Hastings, Janofsky & Walker
Attorneys At Law

555 S. Flawer Street, 26th Floor
Los Angeles , CA 90071-2300

" Matiéi, Inc.

Mail Stop M1-0835
333 Continental Bivd.
El Segundo , CA 90245-5012

John Chiang*
Board Member

Yo Comer T
Attorney

Tel: 213 683-6306

Fax: 213 627-0705

E-Mail: erbaca@phjw.com

Sec E-Mail: vallen@phjw.com
Sec: 213 683-5601 Virginia Allen

3816 Marron Avenue

Long Beach , CA 90807-3612
Tel: 562 595-7605

Fax: 562 595-7605

Tel: 310 252-3730

Fax: 310 252-2111.

E-Mail: bousquem@mattel com
Sec E-Mail: gibbsdar@mattel.com
gitbert2@mattel.com

Sec: 252-4979 Darla Gibbs and
252-4572 Jenny Gilbert

Call to confirm meeting

~ B538 Hollywood Blvd.

Hollywood , CA 90069-1414
Tel: 213 656-4213
Fax:

State Board of E-(;L_Ja-li"zation

15350 Sherman Way #10
Van Nuys , CA 91406-4203

* Keesal, Young & Logan

400 Oceangate
Long Beach , CA 90801-1730

Tel: 562 436-2000

Tel: 818-901-5733
Fax: 818-901-5744
E-Mail:

Sec E-Mail:

Sec:

Fax: 562 436-7416

E-Mail: jodi.cohen@kyl.com

Sec E-Mail: jodi.cohen@ky!.com
Sec:

joe Cristiha, Charr
Vice President, Inventor Relations

Mattel, Inc.
Mail Stop M1-1204

333 Continental Blvd.

E! Sequndo , CA 90245-5012

Wednesday, June (09, 1999

~ 122 Palm Drive

10406 Owensmouth Avenue
Chatsworth , CA 91311

Tel: 818-341-5345

Fax: 818-341-0436

Hermosa Beach , CA 90254
Tel: 310 376-9163
Fax:

Tel: 310252-2916
Fax: 310 252-2998
E-Mail: cristinj@mattel.com
Sec E-Mail: bowensha@ mattel.com
Sec: 310 252-2604 Sharon Bowen

63 Argonne Avenue
Long Beach , CA 90803-3213
Tel: 562 433-5545
Fax: 562 433-7586

Page lof S
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* = Contact at home

CHILDREN AFFECTED BY AIDS FOUNDATION

BOARD OF DIRECTORS
ADDRESS - PHONE NUMBERS

** = Messages w/Admin Asst. always
NAME COMPANY/ADDRESS PHONE/FAX/E-MAIL, HOME
Kevin Farr, Treasurer Mattel, Inc. Tel: 310 252-3611 310 378-5639 734 Esplanade, #B

Senior Vice President & Corporate Controller

Frank F oréti-ch

Senior Vice President, Worldwide Creative
Services

Mattel, Inc."

Mail Stop M1-1422
333 Continental Blvd.
El Segundo , CA 80245-5012

Mail Stop M1-0816

333 Continental Blvd.
E! Segundo , CA 90245-5012

Fax: 310 252-3048

E-Mail: farrkevi@mattel.com

Sec E-Mail: colecole@mattel.com
Sec: 310 252-3661 Colette Cole

Tel: 310-252-2739
Fax: 310-252-3009

E-Mail: foreticf@mattel.com
Sec E-Mail. roulettp@mattel.com
Sec: 310-252-2738 Peggy Roulette

£3_746?r;zer River Ci}cle

Redondo Beach , CA 90277-4633
Tel: 310 540-7454
Fax:

Fountain Valley , CA 92708

Tel: 714-963-8921
Fax: 714-964-8201

Robert E. Frahgenberg'
Director of Public Health Programs

Samuel A. Fusco*
Senior Vice President, Marketing

David Haddad"
President, Mattel Media

Wednesday, June (19, 1999

County of Los Angeles, Dept of Health Services
Public Health Programs & Services

241 N. Figueroa, #348

Los Angeles , CA 90012-2693

335 N. Maple Drive, Suite 352 W
Beverly Hills , CA 90210-3857

Mattel, Inc.
Mail Stop M1-0908

333 Continental Bivd.

El Segundo , CA 90245-5012

-E;stle Rock_ "E"ntena_i;{r'n‘é;wt

Tel: 213240-7710

Fax. 213 481-1406

E-Mail: ABBA@earthlink.net

Sec E-Mail:

Sec: 213 240-7710 Lydia Martinez
Tel: 310-205-2751

Fax: 310-205-2763

E-Mail: sam_fusco@castle-rock.com

Sec E-Mail: pam_singleton@castle-
rock.com

Sec: 310-205-2732 Pam Singleton

Tei: 310 252-5430

Fax: 310 252-3701

E-Mail: haddadda@mattel.com

Sec E-Mail: lemoimau@mattel.com
Sec: 310 252-5898 Maureen Lemoi

Callto conﬁrm__att_endance

" 16688 Oldham Street

11937 Euclid # 5

Encinco . CA 91436-3706
Tel: 818 981-5599
Fax:

Santa Monica , CA 90404
Tel: 310-399-5724
Fax: 310-399-3624

2439 Ronda Vista Drive

Los Angeles , CA 90027-4658
Tel: 213 660-6039
Fax:

Page 2 0f 8



P.O3

34A

Jun-09-99 08

= (Contact at home

CHILDREN AFFECTED BY AIDS FOUNDATION
BOARD OF DIRECTORS
ADDRESS - PHONE NUMBERS

** = Mcssages w/Admin Asst. always
NAME COMPANY/ADDRESS PHONE/FAX/E-MAIL HOME
Meryi Holland The M. Company & Friends Tel: 310 450-4691 2029 Ashland Avenue
President Fax: 310 450-4692 Santa Monica , CA 90405-5931

éarérTFT Ingrarh T
Vice President

2029 Ashland Avenue
Santa Manica , CA 90405-5931

Rogers and Associgtgs"

1875 Century Park Eas!, Suite 300
Los Angeles , CA 90067

David James
Director, Private Client Division

E-Mail: meryif@aol.com
Sec E-Mail:
Sec: 310 450-4691 Will Caperton

Tel: 310 552-6922 x114

Fax: 310 552-9052

E-Mail: singram@rogersassoc.com
Sec E-Mail:

Sec:

Tel: 310 399-5983
Fax:

2521 6th Street

Santa Monica , CA 90405-3707
Tel: 310 452-4574

Fax:

ciBC Oppehhé-imer Corporatiah—

10880 Wilshire Bivd.
Los Angeles , CA 90024-4101

Tel: 310-446-7327  B00-421-4314
Fax: 310-446-7109

E-Mail: Davidsanford@msn.com

Sec E-Mail;

Sec: 310-446-7219 Chris Toth

M'ércy E. Kaplan
Director

Robert A. Kors
Senior Vice President & Chief Financial
Officer

Wednesday, June 09, 1999

Los Angeles Farr:ily AIDS Network

6430 Sunset Bivd., Suite 1202
Los Angeles , CA 90028-7901

Roll International Corporation

11444 Olympic Blvd., 10th Floor
Los Angeles , CA 90064-1549

3611 Alma Avenue
Manhattan Beach , CA 90266
Tel: 310-546-4767

Fax:

Tel: 323 669-5616
Fax: 323 461-1394
E-Mail: marcyinla@aol.com
Sec E-Mail:

Sec:

 Tel: 310966-5709

Fax: 310 914-4747

E-Mail: rkors@worldnet.att.net
Sec E-Mail:
Sec:

1020 Gfanville Avenue, #305
Los Angeles , CA 90049-6065
Tel: 310 207-6705

Fax:

232 Quadro Vecchio Drive

Pacific Palisades , CA 90272-
3112

Tel; 310 459-0203

Fax:

Page $of §
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* = Contact at home
* = Messages w/Admin Asst, always
NAME

CHILDREN AFFECTED BY AIDS FOUNDATION

BOARD OF DIRECTORS
ADDRESS - PHONE NUMBERS

COMPANY/ADDRESS

PHONE/FAX/E-MAIL

HOME

John Maceri*
Executive Director

Homestead Hospice & Shelter

PO Box 931179
Los Angeles , CA 80083-1179

Tel: 323-466-5411

Fax: 213-388-3905

E-Mail: homested@soca.com
Sec E-Mail:

Sec:

Bob Nori'nileu; Secrelary

Senior Vice President, General Counsel &
Secretary

Mattel, Inc.
Maif Stop M1-1516

333 Continental Blvd.
El Segundo , CA 90245-5012

8931 Kester Avenue
Panorama City , CA 91402
Tel: 818-891-3509

Fax:

Tel: 310252-3615
Fax: 310 252-2567

E-Mail: normiler@mattel.com
Sec E-Mail: craigmar@mattel.com
Sec: 310-252-3608 Mary Craig

Eary Paulsen”
Regional Marketing Director

Esfeé Lauder

-308 N. Sycari-wére-Ave..Ur;il"-d.”()B.

Los Angeles , CA 90036-2672

Tel: 213 938-8547
Fax:

Tel: 323 299-0011
Fax: 323 299-2047

907 S. Spauldiné?\;éhue o
Los Angeles ., CA 90036

5110 West Goldlead Circle E-Mail: Tel: 323-525-0527
Los Angeles , CA 90056-1273 Sec E-Mail; Fax: 323-525-0926
Sec:
Voice:1-800-944-3200 Ext. 2374
Dale Riley Tel: 8033 Sunset Blvd., #485
Senior Vice President/General Manager, Fax: Los Angeles , CA 90046-2427
Packaging Barbie
E-Mail: Tel: 310 358-7588
Sec E-Mail: Fax:
Sec:

JerryJRmz e e
Vice President & Senior Counsel

Wednesday, June 09, 1999

Wells Fargo Bank

333 S. Grand Avenue, Suite 1040
Los Angeles , CA 90071-1504

Tel: 2132536246

Fax: 213 628-9918

E-Mail: ruizj@wellsfargo.com
Sec E-Mail:

Sec:

357 S. Curson Avenue #10H
Los Angeles , CA 90036-5201
Tel: 213 936-1377

Fax:

Page 4 of 3
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* = Contact at home
** = Messages w/Adinin Asst. always

NAME

CHILDREN AFFECTED BY AIDS FOUNDATION

BOARD OF DIRECTORS
ADDRESS - PHONE NUMBERS

COMPANY/ADDRESS

PHONE/FAX/E-MAIL

HOME

Ken Weikel
Vice President, Finance & Administration

Wilshire Court Productions, Inc.

1840 Century Park East, # 400
Los Angeles , CA 90067

Tel: 310-557-2444

Fax: 310-553-5441

E-Mail; wcpken@aol com

Sec E-Mail: monasue@aol.com

Sec: 310-557-2444 Mona Anderson

6884 Alta Loma Terrace
Los Angeles , CA 90068

Tel: 323-851-2855
Fax:

Judy Wiliis
Senior Vice President, Business Affairs

Mianel, Inc.
Mail Stop M1-0920

333 Continental Blvd.
El Segundo , CA 90245-5012

" Tel: 310252-3748

Fax: 310 252-5249
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Fax:

Rick Zbur, Vice Chair
Partner
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E-Mail: rick.zbur@Iw.com
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MEMORANDUM
TO: Sandra Thurman \
Director, White House Office of National AIDS Policy
FROM: Philip A. Hilton
' Vice President for Fund Development &
Communications, National BLCA
SUBJ: International Summit on the Children Left Behind
DATE: July 6, 1999

I want to thank you for taking the time to meet with Mrs. Howze and
me on Friday, July 2™ to discuss our plans for the international
summit on AIDS orphans. Your comments and recommendations
were invaluable to us. | am exiremely grateful to you for your
friendship and support. :

I want to provide you with additional background information on the
National Black Leadership Commission on AIDS’ (BLCA) Children
Left Behind Initiative which is designed to identify and help meet
the special needs of children orphaned because of the global AIDS
pandemic. As discussed, BLCA will execute an international
summit on AIDS orphans on December 1, 1999, World AIDS Day.
The United Nations has enthusiastically agreed to host the summit
at its headquarters in New York City. We would be honored to
have our First Lady and South Africa’s former President, Nelson
Mandela, serve as co-chairs for the international summit. We
would also like to invite Mrs. Clinfon and President Mandela to
deliver keynote addresses during the summit.

In 1995, BLCA unveiled an initiafive to focus public attention on the
needs of the estimated 125,000 American children who will be
orphaned due to the AlDS-related death(s) of one or both parents
by the dawn of the 21 century. BLCA calls these children “The
Children Left Behind.” According to a 1993 study commissioned by
the United Hospital Fund of New York, “A Death in the Family -
Orphans of the HIV Epidemic,” over 80 percent of these children
are Black and Latino. In an effort to alert the nation as a whole and
our indigenous Black leaders in particular to this looming tragedy,
BLCA developed plans to execute a “national summit” of noted

experts to develop programs and initiatives to benefit American
AIDS orphans.

Fromoung Health
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As BLCA proceeded with its plans for the national summit, the United States
Agency for International Development (USAID) released a report, “Children on
the Brink: Strategies to Support Children [solated by HIV/AIDS,” which indicated
that an estimated 41.6 million children will be orphaned because of AIDS by the
year 2010. As you know, this number only reflects children left behind by AIDS
in the twenty-three countries that were the subjects of the USAID’s report.
Nineteen of these countries are in sub-Saharan Africa. The remaining nations
are Brazil, Guyana, Haiti and Thailand. Ammed with the USAID’s alarming
statistics, BLCA broadened the scope of the initiative to include the development
and execution of an intemational summit. The Los Angeles-based Magic

Johnson Foundation has agreed to be a collaborative partner with BLCA on the
intemational summit initiative,

| am especially pleased to inform you that the United Nations has designated the
international summit as the official United Nations World AIDS Day observance.
Such a designation for an international gathering spearheaded by an

organization outside of the United Nations’ organizational structure is historically
unprecedented.

The day-long summit will open with welcoming remarks from His Excellency, the
Secretary General of the United Nations. Four panels, two during the morning
session and two during the afternoon session, will provide an in-depth
examination of the most important issues impacting the lives of the orphaned
children. Special emphasis will be placed on assessing the needs of orphaned
children in sub-Saharan Africa and the Americas. Plans are underway to invite
world renowned members of the media, among them Peter Jennings, Ed
Bradley, Charlayne Hunter-Gault, and Totm Brokaw, to serve as panel
moderators. The panels will be comprised of noted experts on the priority issues
identified by the Joint United Nations Programme for HIV/AIDS (UNAIDS),
UNICEF, the United Nations Office of Public Information, BLCA and you, Sandy.
Mrs. Clinton and President Mandela will be invited to deliver the keynote
addresses during the summit.

The United Nations will invite the ambassadors of the United Nations missions of
its 187 member nations, all twenty-five senior United Nations officials, and
renowned experts in the fields of medicine, the law, sociology, public health,
mental health and child weifare. BLCA will invite hoted American experts in the
aforementioned diverse fields, Clinton Administration officials, members of
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Congress, distinguished civic leaders, eminent clergy, and media
representatives. :

At the conclusion of the summit, the participants will present ‘an-international
action plan that can be replicated in each participating country to begin the
process of designing a safety net for our children. A key aim of the international
summit is to present recommendations that will assist the Clinton Administration
in the development and implementation of its intemational AIDS orphans
inttiative. ) '
On the eve of the summit, Tuesday, November 30, 1999, BLCA will host a star-
studded black-tie fund-raising gala in Harlem. The gala will provide an excellent -
networking opportunity for members of the intemational diplomatic community,
honored guests, corporate sponsors and conference participants.

If you need additional information about the Children Left Behind Initiative and
the summit, please contact Mrs. Howze or me at (212) 614-0023.

Cc: Debra Fraser-Howze
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BEfdional aids trust

leading partnerships to fight HIY

Kofi Annan calls for companies
to lead fight against AIDS

at Diana Memorial Lecture

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

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

with action.”

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

come as AlDS siphons off its resources.”

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

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

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

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

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

2/ DIANA MEMORIAL LECTURE

Derek Bodell, Dircctor of the National AIDS Trust, responded, “We arc privileged that
the first Memorial Lecturc in Princess Diana’s name should be given by Kofi Annan.
Our message to companies today is: make AIDS your business. For every company
that embraces the issuc there are many others that feel that ATDS is not their

problem.”

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

corporatc involvement in awareness campaigns.”

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

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

Mr Annan highlighted that, while new drug treatments had improved prospects for
people with 1V in the West, the rate of new inlcctions was not being reduced. “For
most people living with HIV/AIDS today, the $10-60,000 annual price tag of an anti-

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

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

a threat to human civilization as a whole.”

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

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

ENDS

Notes to Editors:

1. The National AIDS Trust (NAT) is dedicatcd to research and policy work to
improve the UK’s prevention cfforts and the quality of life of people with HIV/AIDS.
NAT also has specific projects working to promote: the employment rights of pcople
with [1[V; vaceines development, support services for families and carers of people

with HIV; and World AIDS Day.
3/ DIANA MEMORIAL LECTURE

2. The United Nations Information Centre (UNIC) London is the primary
source of information about the UN in the UK and Ireland and is the focal point for
coordination between the UN and its agencies funds and programmes, and various
scctors of society. UNIC-London also plays a represcentational role for the Sccretary-
General and 1s active in promoting tho programmes and activitics of the organization
including peace and security, economic and social development, human rights and
humanitarian assistance.

Further Information:

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

Tina Jorgensen, Senior Information Officer, UNIC-London, 0171 630 1981

HHH
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GORE STUMPING DISRUPTED FOR SECOND TIME
AIDS Activists confront VP on African drug policy during live broadcast

June 17, 1999 . Manchester NH

AIDS activists took over Vice President Al Gore's second campaign slop this moming in Manchester,
New Hampshire. The activists were protesting Gore's instrumental role in preventing AIDS
medications from reaching people in developing countries, including South Africa and Thailand.

‘I'he protesters, organized by the local chapter of AIDS Drugs for Africa, disrupled Gore’s campaign
spcech with noisemakcerg, chants and banners reading "GORE'S GREED KILLS; AFRICA NEEDS
AlDS DRUGS.“ T'he five protestors were scated directly behind Gore in an audience of 300.

"Gore said that AIDS In Africa is an issue he'll addrees in his campeign. However, Gore is personally
standing io the way of cheap, life-saving treatment for Africans with HIV®, said Mashe Mizrahi, a
protester. *I guess Gore docs have strong family vajues aftcr all: he has family ties to the
pharmaceutical lobby and he's kitling people on their behalf."

Gore's' domestic policy advisor, David Beigr, is the former head lobbyist for Genetech, 2 major U.S.
pharmaccutical company. Tony. Podcesta, top Gore advisor and brother of Clinton's chief of staff, is
cumcntly the contracted lobbyist for PARMA (Pharmaceutical Manufacturer's Association) and most
other U.S. drug interests. Tom Downey, close Gore associatc and former congsessman, lobbies for
Merck pharmaceuticals. Gore fundraiser Peter Knight i a former Schering-Plough lobbyist.

QGore Iias vchementy opposcd the practice of "compulsory licensing”, which allows companies in other
countries to produce cheap, gencric AIDS drugs. He has threatened sanctions against the South African
goverment uniess President Thabo Mbeki calls a hall to gencric dug production. Compulsory
licensing is legal under currcnt international trade agrecments, and provides royalties to patent owners.
AIDS8 medicalions would be available at 10% of their American price.

i
Currerily, 22, § million Africans are HIV-positive, including up to 26% of young adults, and totaling
67% of the world's HIIV+ population. Virtually all are poor and unable to afford treatment at American
prices.| Most AIDS dcaths in developing countrics result from lack of access to drugs far treatable

infcctions. Average income in South Afriea is $2,600/year, and naine-bmnd AIDS drugs cost around
$12,000/year.

!

Pharmaceutical companies bascd in the U. 8., long under attack for pricc-gouging at the expcnse of
human lives, have claimed that the high cost of treatment reflects their production expenscs. These
compelnics stand to losc credibllity as peneric drug licensing exposes the true fow cost of AIDS drug
production; which may prevent them from continuing to drastically overcharge in first-world markets.
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GORE SUPPORTERS ROUGH UF AIDS DEMONSTRATORS
AIDS PROTESTS WILL CONTINUE

CARTHAGE TN: A dozen AIDS protesters, interrupting Vice President Al Gore's
announcement of his presidential candidacy in his hometown, were physically
atlacked today by the crowd of Gore supporters. The protesters were haulcd

out of the crowd by law coforcement officers, who releascd the

demonstrators. No charges were lodged ugainst either the ATDS protesters or

the attacking crowd membeyss.

The protesters, members of‘an ed hoc group, AIDS Drugs for Africa, charge
Gore and the Clinton administration with preventing those sufferinp from
AIDS in countries around the world from getting the drugs they nced Lo keep
them healthy and alive, all because Gore wants to protcct the profits of

lurge pharmmaceutical companics, who we major contributors to him and the
Democratic Party.,

The ATDS epidcmiic is raging in southcast and southem Asia, and in Jucpgc
swaths of Africa where, for instance, one out of eight adult South Africans

is infected with H1V. Intemationat law allows countrics beseiged by an
epidemic like this to manufacture their own versions of proven drugs they
cannot af{ord to buy. Lurge pharmaceutical companics, on the other hand,
waot ta prevent this because they don't want these cheaper vorsions to
become available, thereby deereasing their own sales. So the drug companies
put pressure on the Clinton administration which sent Vice President Gore to
South Africa to tcll President Mandela and the South African government that
the United States would punish them scvorely with trade sanctions if they
dared exerclsce their Icgal right to make drugs for their own people.

At Gore's announcement today, demonstrators (visible on CNIN's live
coveruge), blew uir horns, causing Gore (o stop in confusion for several
sccands, and causing crowd members 1o try to shout down Lthe protest. Gare
then resumed his spcech; the demonstrators waved larpe yellow signs saying
"Gore's Greed Kills” and "AIDS Drugs for Africe” and yelled "Gorz kills
Africans” and crowd members punched and kicked the protesgters

Members of ATDS Drugs for Africa said protcsts will continue against Vice
Prosident Gore,

HHEHH
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Eric Sawyer. 212-864-6672

AlDS ACTNIST&DISRUPT AL GORE'S ANNOUNCEMENT OF PRESIDENTIAL CANDIDACY:
PROTESTORS FROM AIDS DRUGS FOR AFRICA DEMAND GLOBAL ACCESS TO ANTIHIV DRUGS AND
AN END TO VICE-PRESIDENT'S BULLYING OF SOUTH AFRICA

Cartharge, TN-Wednesday, June 16-AIDS activiste disrupted Vice President Al Gore's announcement of his
presidential candidacy today on the steps of the Smith County Courthouse. 15 protestors blew air homs
and chanted "Gore is killing Africans-AlDS drugs now” at the moment of Gare's announcemant , calling
altention to the plvotal rale tha Vice President hag pleyed in preventing HiV positive South Africana fram
obtaining the drugs they need (o survive.

Gare has been widely criticized for his central role In promoting controversial US trade policy on South
African and other developing natlons. AIDS activists and trade experis charge Gare with prioritizing the
profit motives of the pharmaceutical industry above the needs of 22.5 million people tiving with AIDS in
Africa, virtually all of wham have no access to affordable medications.

"Al Gare's devout loyaity to the drug industry is literally costing milflons of lives," said Emty Winkelstasin
from AIDS Drugs for Africa, the grassroots activist group that erganizad today's event.

Most people with AIDS in developing nations die of treatable, preventable infections such as tuberculosis
and pneumonia, because medications are priced out of thelr reach, and out of the reach of their domestic
governments. The average annual income in South African is US 52600, while an estimated cost of one
manth's supply of AIDS druge s US $1000,

South Africa and other developing counkries hava sought tools ta respond to the crisis in medication
access, lacluding "compulsory licensing"-the granting of local licenses to produce generic equivalents of
patented medications when the public health |g threatened by lack of medication access. This practice
could fower drug priceg as much as 30%. Compulsory licansing is legal under the terms and conditions of
current international trade agreements, and includes provisions for royaltias for the patent holder.

Gore has publicly threatened severe trade sanctiona against South Africa in response ta the governments'
efforts to enact 2 domestic law to allow production of essential AIDE drugs through compulsory licensing.

"At the expense of human life, Gaore Is protecting the mufti-biffion dollar drug industry he and his
presidential campalgn hape to benefit from. His actiohs against South Africa are moraliy reprahensible,"
sald SharonAnn Lynch, an activist who confronted Gaore today. "! am outraged that Gore is giding with tha
drug caompanies on an issue, where the moral imperative is clearr South Alfricans must be aliowed to take
tha necessary steps to address the AIDE crisis in their naton.”

20-26% of young aduits are infected with HIV In most of southern Africa. In the Saouth African military,
45% of ranks are living with HIV or AIDS.

"Gore has sald that the international AIOS pandemic must be a top priority for developing nations as the
Chair of the South African Bi-national Commission,” sald Anna Kramarsky, also of AIDS Drugs for Africa.”
And all the while he has been using his position to bully South African Deputy President Thabo Mbeki,
thrleatanltng trade sanctions if the South African governmant dares respond to tha needs of its milliona of
dylng ¢itizens."

“Developing nations are being faced with an unprecedented health emergency, and they must bes allowed
to use the range of tools available to them, including compulsary licensing of necessary drugs." said Mark
Milano from AIDS Orugs for Africa.

"I am outraged that Gore Is using his clout as the Vice Fresident to squelch the llife-saving efforts of the
South African government,” sald Mel Stavens. "We will follow Gore every atep of his campaign, until he
staps doing the dirty work of the drug cempanies for them.”
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From: aidsact@CritPath.Org on behalf of Eric Sawyer {[esawyer@igc.org)
Sent: Monday, June 14, 1999 1:29 PM
To: Multiple recipients of list
Subject: FW. $2.6 to $5 million: 1888 NIH estimate of cost of developing new drug

So you buy the line that the drug companies pay hundreds to deveiop each
drug. Read this then think again. Eric Sawyer

————— Original Message--—---

From: ip-health@essential.org [mailto:ip-health@essential.org] On Behalf
Of James Love

Sent: Thursday, June 03, 1999 12:13 AM

To: Multiple recipients of list IP-HEALTH

Subject: $Z2.6 to $5 million: 19848 NIH estimate of cost of developing new
drug

In looking over some older documents, I came across this interesting
information from an Rugust 23, 1988 petition by Public Citizen Health
Research Group and the American Public Health Association. The Petition
asked the US Department of Health and Human Services to adopt a policy
of non-exclusive licensing, with price constraints, for all AIDS-related
products developed in US government institutions.

On page 7 of the petition is this quote:

Based on estimates from the division

of Cancer Treatment at the National

Cancer Institute their costs of developing

a single drug and taking it through Phase Il
trials are approximately $1,040,000. Total
costs through Phase III trials would range
from $1.6 million to $4 million.

(See annex #2)

This would put the NIH's costs at about 1
percent of the numbers typically used by
PhRMA. I'm looking around for this Annex #2.

This petition was full of good ideas, such as

requirements that companies disclose costs to )
the public. BAlso, that the US government

"take into consideration the international

magnitude of [the AIDS] epidemic in

the development of its patent policies abroad,"

and "assure accessibility at the lowest

reasonable cost in poor national currently

combating this epidemic."

Jamie Love <lovefcptech.org>

James Love

Consumer Project on Technology
http://www.cptech.org
love@cptech.org

202.387.8030; fax 202.234.5176



Before he ascended to the Vice Presidency, from 1983 to 1990
Congressman and Senator Al Gore raised at least $18,650 in PAC
contributions from pharmaceuticals, according to the Center for
Responsive Politics. The Clinton-Gore campaigns of 1992 and 1996
brought in $582,945 from Squibb, Glaxo-Wellcome, Pfizer and the PhRMA,
including individual hard and soft money contributions to the
Democratic party committees. Big drug companies also gave or lent
another $250,000 to pay for Clinton-Gore's 1993 Inauguration. In
1997-98, Gore's "Leadership 968" PAC, the staging ground for his 2000
cahpaign, raised another $51,000 from pharmaceutical interests, and
the four groups cited above gave another $276,850 in soft and hard
money to Democratic party committees.

The Gore campaign is also well-positioned to reap a bumper crop of
pharmaceutical cash. Anthony Podesta, a close friend and top advisor
to Gore, is one of the PhRMA's chief lobbyists. His firm was paid
$160,000 by PhRMA to lobby on patent issues, among other matters,
between January 1997 and June 1998. He was also retained by Genentech,
a major biotech firm with an intense interest in protecting its
patents, at the tune of $260,000 for the same period. (Genentech
supplied $229,225 in soft and hard money contributions to Clinton—-Gore
and Democratic party committees between 1991 and 1998.) Former
congressman Tom Downey, Gore's "First Friend" since their days
together on the Hill, 1is a lobbyist for Merck., Peter Knight, Gore's
head fundraiser, made $120,000 lobbying for Schering-Plough, another
deep-pocketed drug company, in the first half of 1998. And Gore's

chief domestic policy adviser, David Beier, was previously the top
in-house lobbyist for Genentech.

These people know who to dial for dollars.

One last sign that the pharmaceutical lobby is warming to Gore:
$11,000 in contributions to Gore 2000 from PhRMA, Pfizer,
Bristol-Myers Squibb, Genentech and Glaxo—Wellcome lobbyists in the
first three months of 1999, including a thousand-dollar check from
Glaxo-Wellcome's Director of Government Relations on March 31. Most of
this money rolled in after consumer and AIDS activists started putting
pressure on Gore's office to change his South Africa policy. Instead,
.at the end of April, he ordered a special full review of South
Africa's trade policies, further ratcheting up the pressure on

Pretoria to abandon its efforts to bring affordable AIDS drugs to its
people. - . -7 - -
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GORE 'S PATENTED MONBY MOVES

#hy is Vice President Al Gore leading the Clinton Administration's
efforts to prevent Third World countries like South Africa from
producing or buying affordable generic versions of critically needed
AIDS drugs? The answer: there's a presidential campaign on, and
literally millions of dollars in hard and soft money contributions to
be had by merving the interests of the 0.S. and European
pharmaceutical industry.

Right now, the epicenter of the AIDS crisis is in the Third World,
where most pecple cannot afford the sophiaticated drugs that have
proven helpful in slowing the progress of the disease. South African
officials estimate, for example, that 20 percent of pregnant wcmen
there are HIV-positive, and a total of 3.2 million out of 40 million
people are infected. In response, the country passed a law in 1997
allowing the licenasing of domestic production of genexic versions of
AIDS drugs as well as the purchasing of cheaper versions on the world
market. Many other countries are considering similar steps.

But the pharmaceutical industry is worried that if Third World
countries go ahead with these plans, their ability to charge vastly
inflated prices back home in the U.S. may be undercut. While AZT, fozx
example, can be purchased on the world market for 42 cents for 300 mg,
it retails in the U.S. for nearly $6 a pill.

In response, the Clinton Administration, taking ita lead from tha
Pharmaceutical Research and Manufacturers of America (PhRMA) and
companies like Bristol-Myers Squibb, Glaxo-Wellcome, and Pfizar, which
make the most widely used AIDS drugs, hes charged South Africa with
violating the World Trade Organization's rules regarding patents and
intellectual property. Despite the fact that the WIO explicitly allows
members to take such steps in the face of a national emergency or for
public non-commercial use, the U.S. has placed South Africa on a
"watch”™ list as a free-trade violator and denied it special tariff
breaks on ita exporta. As co-chair with South African Deputy President
Thabo Mbeki of the main U.S.-South Africa trade commisaion, Vice
President Gore has been at the forefront of this push, making the
igsue of "pharmaceutical patents in particular a central focus of his

discussions with Deputy President Mbeki,” according to a recent State
Department report.

At first glance, Gore's assiduous efforts seem counter-intuitive,
gince campaign contributions from the pharmaceutical lobby have tilted
mostly to Republicans, eapecially since President Clinton's ill-fated
effort at health care reform. But Gore, who has boasted of his goal to
ralse a record-breaking §$55 million in 1999 for his presidential
campaign, ia clearly building on a long-standing foundation and series
of relationships. And he has good reason to expect that the flow of

pharmaceutical dollars will increase in his direction in the coming
months.
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*Qorc's abuse of power is 2 campaign issue,” said Anna Janssen, s local ATDS activist. "He's taken s
position, for the sake of carning points with lobbyists, that absolutely guarantecs millions of deaths.
Now he wants us to place our fete ia his hands as President. Personally, I don't dare.”

Local ¢chapters of AIDS Drugs For Africa have vowed to confront Gore at every campaign stop.
\END - END . OND
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DRAFT WHITE HOUSE LEVEL HIV/AIDS INITIATIVE
Update, 6/17/98

As discussions with the White House continue on the development of a possible HTV/AIDS initiative, there
is beginning to be a fair amount of cooiusion, particularly over numbers. No ane at USAID has seen drafts
of the draft Reposl Lo Lhe President as it curvently exists. Some of the issues described below may, and
probably will, change over lme.

BACKGROUND

Ms. Sandy Thurman, Director, Office of Nutional AIDS Policy, The White House, led two trips to Alfrica
this year. The President as part of his public World AIDS Day 1998 speech requested both. The first uip
in January 1999 scrved as a fact-finding trip to four countries: South Africu, Zumbia, Zimbabwe, and
Uganda. No Congressional membcrs were present on that trip. Ms. Thurman, some of her staff, USAID
statf, as well as a USA Today reporter and photographcr went. The reporter has since filed his Jasge exposc
in the May 24 edition of USA Today. Ms. Thurman then led a sccond trip to Africa that was desigoated
as a Presidential Mission. Reps. Barbara Lee, Sheila Jackson Lce, and Carolyn Kilpatrick, as well as senior
Senate and House committee staff, participated in this trip to three countries: South Africa, Zambia, and
Uganda in late March. The emphasis of both trips was to look at AIDS orphans end vulncrable children
(and by extension families) issues.

Upon her return, Ms. Thurman drafted a report to the President. A first draft (no recommendations) was
submitted to the President who received it well. Ms. Thurman was asked to develop a series of
recommendations.

Ms. Thuwmean has been 4 champion for AIDS in Africa issues, as well as for USAID and its role in
implementing AIDS prevention und basic care/support programs.

THE DEVELOPMINT OF AN INITIATIVE

Ms. Thurman was charged to develop a series of ideas and recommendations. This ilcrative process over
the past 2-3 months has led to evolutions in thinking as to what recommendations could look like as well as
ta what would be most effective. In discussions with USAID staff, a variety of scenarios have been
discussed. As these different scenarios were reviewed, different sets of targets and figures were used.
This has led 1o various interpretations. At first, two scenarios were discussed: a onetime $100 million
initiative vs. a five year $100 ruillion target (i.e., $20 million per year). These scenarios at first were used
to cxplare what USAID and others could use as well as what was needed. One problem became that these
initial sels of scenarios became targets (or were interpreted as such). However, this was not intended. In
addition, some discussions Look place outside the agency and led to misinterpretations that 2 $20
million/year level was the mosl that USATD could absorb. Ms. Thurman had jpdicated her intention all

along that she was stjvine to obtain pew fumds. Others were not sure whether OMB or the Hill would go
along. Ms. Thurman and her swaff continued to ¢volve their thinking.

More recently, Ms. Thurmsn has crystallized her plans. She has stressed that no set [igures should he used,
Rather, she was pushing for additional resources in the FY 2000 budget, but that specifics to any onc
agency were not identified. In discussions, however, a $100 million target (total) was being considered for
additional resources. Such an initiative would involve a combination of several components: additional
resources for USAID for HIV/AIDS programming; use of other USG agencies (such as HHS, DOD, State,
etc) resources for AIDS in Africa work; and debt relicf bencfits accruing to IIIV/AIDS programs in
respective countries (Treasury Department). Individual amounts for cach of these components have varied
over time. In discussiong with USAID staff, some targets were mentioned over time. They included
upwards of $50 million being designated in FY 2000 for USAID with the remainder coming from the other
two components. One scenario could have USAID redirecting part of such an amount (i.e., $50 million),
with additional new funds for FY 2000. Also, uncertam at this time is whether this will be a five year
initiative? We have recently heard that it is supposed to be. Prospects for new maney in FY 2001 and
beyond are greater as the agency budgets have not been developed as yet.



Mcanwhile OMB is sending several messages a) there will be no new money for FY 2000 b) what is it that
USAID wants for AIDS in FY 2000? ¢) how much can it redirect if there are no new funds?

There are several outstanding issues that we need to be concerned with as we enter discussions with OMB:

1. The Hill will ultimately decide whether there will be any supplemental FY 2000 funds for HIV/AIDS
for USALD above and beyond what the original USAID budget contzined.

2. If there are any new addifional to the USAID line ilem HIV/AIDS fund, and there are no

. carmmensurate increases in USAID budget overall, how will this increase in HIV/AIDS funds be
offset? See below.

3. AsMs, Thurman submits her proposal to the President, he in turn may instruct OMB o make this their
number one priority. What bappens next is uncertain. OMB and the Hill inay hold to the caps and still
Ty o offset the new initislive against existing programs in FY 2000.

4.  The yuestion of whether the caps will come off this summer is still open. Undoubtedly how the
politics of the AIDS issue will also play a role.

5. TIs thero room for compromisc IF there arc really no new funds for FY 2000 (although we won't know
that for a whilc, particularly until Congress gets done with the budget and the report to the President
would have been submitted)? Such a compromise would include for example, that USAID redirect
$20 or $30 million in FY 2000 and then ghoot for $50 million or more in new funds in FY 2001?

6. How to resolve the tension between Sandy not specifying actual budget numbers by specific agency vs.
USAID’s agency need to plan using concrete numbers?

1 USAID has to redirect existing funds (whatever the arnount), what arc the oplions from which it could
-come from? This in the context that a number of other budget line itemis are protected by earmarks as well
(e.g., pop, nalional resource managemient, microenterprise, etc).

1. Offset from existing health budgets. Transfer of somc child survival, TB and other funds to be used for
AIDS. Only 10% of TB cases are HIV/AIDS infected.  Would there be countervailing Hill interests
prevendng the use of CS (unds [or example (e.g., Rep Callaban)?

2, Instruct existing programs such as education, D/G. cconomic growth ctc to allocate some percentage or
amount of their existing funds to be used for AIDS in the respective sector. This would advance the policy
goal of AIDS as a development issue, as well as keeping the resources within the respective sector
(although not used for originally intended purposes).

3. ldentify ESF and other sources of funds for HIV/AIDS?
4. Counting some activitics related to ALDS as AIDS (always an issue).

5. Using offsets from countries embroiled in conflict where obligated funds are not being used?

FUTURE

Clearly, we are in a delicate position. On the onc hund, USAID wants to plan to deal with expected
realities of having to redirect. If it happens, then how much? On the other hand, Congress, the President
may come up with additional resources and unexpected ways of dealing with this. Docs USATD want to
coustrain the possibilities?

Brian has indicatcd the need to split any agency-wide messages: a) USAID can and will absorb (ie.
program) any new funds for HIV/AIDS that come our way and b) if USATD has to pay for it itseif, then
that is a different issue. Brian has instructed that the agency speak with one voice on bath issues.

Plan of action? USIAD will have to deal with the consequences of a new Presidential, and subsequent Hill,
initiative regardless. Do we ask many questions and wait or proactively do something else? In addition,



we also need to realize that Sandy's report will probably not contain specifics for the $100 million other
than a broad outline. If so, how will the President, OMB, and the Hill use this?
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A Decade of an Effective National Response to AIDS:
A Review of the Ugandan Experience

authors: Elizabeth Marum and Elizabeth Madraa " QAF “(/

Introduction
Ten years ago, Uganda was thought to be thc “epicenter’ of the AIDS epidemicin Africa. Rates
of HIV infection were estimated to be the highest in Africa and indeed, probably the highest in
the world. Today, however, Uganda is recognized as Africa’s showcase for an effective response
to the AIDS epidemic. Ugandan programs both for III'V prevention and for care of persons living
with HIV/AIDS are models being adopted in many other countries.

After more than a decade of 2 comprehensive, concerted national response to the epidemic,
Uganda has recorded a number of “firsts:” the first national leader to take a candid and .
aggressive stance; the first program for voluntary HI'V counseling and testing; among the first
AIDS prevention projects working with rcligious leaders, military groups, and in the workplace;
some of the first mutual support groups for people living with AIDS; and as of February 1999,

the first AIDS vaccine mal in Africa.

Many countries in southern Africa, which previously had much lower rates of HIV prevalence
than Uganda, arc now cstunated to have significantly higher rates. At the end of 1997, UNAIDS
estimated that 9.5% of Ugandan adults are HIV infected. In contrast, rates of infection in adults
in South Afnca are estimated at 13%, in Malawi at 15%, Namibia at 20%, Botswana at 25% and
Zimbabwe at 26%. ! UNAIDS projects that HIV has now infected over 47 million persons, with

"33.4 million currcntly living with HIV infe¢tion, and 13.9 million persons worldwide have died

as a-resultf of ATDS. Those countries with the least resources o cope with the epidesnic are the
hardest hit. UNAIDSprojects that 95% of all HIV infected persons live in the developing world
and 95% of all deaths [rom AIDS have occurred in the developing world. ? Such horrifying
statistics have the potential to create a sense-of hopelessncss about the course of the epxdemlc
especially in the poor nations of Africa. - ' '

~ In this context, it is importantto ask: ‘Whatcnabled Uganda to mount such an aggressive, and
“‘mnow apparently successful, campaign ag'ains't AIDS; especially at a difficult time in Uganda’s
: }ustory'? What havc bccn thc kcy clcmcnts in Uganda s response to the epxdemxc"

" Thisarticle will describeand analyze the ‘various components of Uganda’s response, mcludmg
"""'-"':_lhe résponse of the' Govcmmem of- Ugandd., non-govcmmcntal ‘and religious orgamz.atxons and

the lntematlonal donor commumty, in pamcul.xr the response of the U.S. govcmmcnt

:-'Caudld Consistent, and Strong Political Support

President Yoweri Museveni came to power in 1986 aftcr a successful military campaign. It is
particularly noteworthy that in 1986, when the extent of the epidemic was being realized,

Uganda was emerging from 15 ycars of civil strife.

On several occasions, Museveni has described a phone call he received in 1986 from medical
authorities of the Cuban military, whére Ugandar soldiers had been sent for training, giving him
the shocking information that “most” of the Ug=:: {an soldiers were testing positive for the HIV



virus; Havmg led a succcssful mxhtary campaxgn agamst thc prcvxous government, . .Museveni

Sey il

has stated thathe rcalwed hc would have o lead a sumla.rily a%gmsswe campaign against this new i §

disease. He adopted & stinée "of candor and acuvxgm ‘Whichi hidscontinded to the present. He
also instructed government officials, not just those working in health but also those in all
branches of governrnent; to bring tip the subject of AIDS whcncvcr they were speakingin public
and whenever they traveled about the country.
' sl N

An early but undated brochure: titled. “Gmdelmes for Resxstz.ucc Commmets on the Control of
. AIDS™ was prepared by:NICEF; and:liad-an introduction written by-the deputy dlrector of the- -
- . Directorate 'of -Information and Mass; Moblllsatxon of the National Resistance Movement: (the
name of the political system: thcvem dcvclopcd) Sccrccanat, though .no ‘meation: of the
Ministry of Health AIDS:Contral: Rrogram suggesnng that it-was printed in 1986 nIt bas 8
dlstmctly mlhtanstlc tone, wzth dlustrahons showmg men and women in uniform, and bcgms o

T 1 i ,;slxch a.g }Neapons common enemy, solglg 'r{g' m¢
wgllance etc are uscd thmughout, tem.foCmg J.h.e mqssagc that, thc ;epidemic.{ threate' ¢

s, “Stop. AIDS and: rcstorc thc natlon e AL , A 3

.'.'_—;-,

' Frcc press coverage of thc cpxdcxmc has ccrtamly bccn one of these posmve rcsults The leadmg
- “'national daily newspaper has consxsteutly published: candid reports on 4l aspects of the CpldClDIC
- and this has been crnulatcd by most.other jocal: :newspapers as well.- The one exceptionto prcss_
- freedom related to condom. advcmsemems ‘In;the early 90s, Radio Uganda, the government
owned radio station, was reluctant to air condom advertisements. However, USAID sponsored
program successfully aired condom- advemscmcnts during TV coverage. of the 1994 soccer

World Cup series, and after that, the barrier seemed to broken for condom spots on local media.

By October, 1986, the Ministry of Heaith had,,cs,tablishcd a National AIDS Control Programme,
which soon began an aggressive public media campaign which included radio messages, posters,
billboards, and “community mobilization” for grass-roots activities and village level messages.
A national sero-survey was conducted in 1987-88 by the Ministry of Health. Based on samples
collected in both urban and rural areas of the country, it was projected that between one to 1.9
million persons were already infected with HIV, and surveillance reports from hospitals and
health centers at that time indicated a doubling in reported AIDS cases.every six months.' A
“sentinel surveillance” system was set up whereby twice annually, blood samples collected from
pregnant womnen at selected health clinics and hospitals werc tested for HIV. Initially there were
only 4 sites, but this expanded to 20 sites by the end of 1998.

The Ministry of Health AIDS Control Programme became the STD/AIDS Control Programme
in 1994, and considerable efforts have been made to strengthen the STD control system in the
country. The Ministry of Health has also trained hundreds (more specific numbers are being
calculated by ACP) if not thousands of various cadres of AIDS workers, including community
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counseling aides, health educators, peer educators, and the like. The program has had
considerable stability; between 1986 and 1999, there have been only three different managers of
the programume, and the current manager has been in this position since 1993.

In recognition that the AIDS epidemic 1s not merely a health problem but also has many complex
social, economic, and political implications, the government of Uganda established in 1991 the
mult-sectoral Uganda AIDS Commission (UAC) to coordinate and moaitor the national strategy
to control AIDS. This commission is composed of national leaders from all walks of life, and
its recommendations arc implemented by a Secretariat composed of professional staff. The UAC
has prepared the National Operational Plan to be used as guidelines for project implementors,
and UAC also sponsored a number of Task Forces, such as on women and AIDS, youth and
AIDS, and so forth. UAC has also encouraged the establishmentof AIDS Conmol Programs in
other ministries in addition to the Ministry of Health, and to date twelve such programs have
been established in ministries including Defense, Education, Gender and Social Affairs, and
others.

An extremely positive result of the president’s candor and léadership has been an eagerness on
the part of the general population to get involved. Unlike the case in many African countrics
where speaking out on AIDS branded one as an “AIDS victim", public involvement with AIDS
activities in Uganda have been perceived locally as “politically correct” and the right thing to do.
Many Ugandan scientists and researchers began studies on AIDS, and young university students
and graduates became activists. As a result of both public approval from the highest levels, and
the increasing availability of donor funds, “the best and the brightest” Ugandans were attracted
to work in the field. Thus, Uganda today has a cadre of committed, capable scientists and public
health workers, many of whom remain active in Uganda and some of whom have been recruited
to work internationally. Ugandans are in visible positions of leadership at UNAIDS and are
working for intemational organizations in many other countries, including Zambxa, Malaw1
Namibia, Kenya, and elsewhere '

Ugandan Activism to Combat Discrimination and Stigma

In addition to the President, Uganda has had the good fortune to have a series of articulate
citizens talking openly about AIDS, including in some cascs, their own infection status.

Candlelight memoiials and promment “World AIDS Day” observations were begun as early as
1988. A popular Ugandan rock musician, Philly Bongole Lutaya, returned home from Sweden
and publicly announced that he was dying of AIDS. His death in 1989 had a profound impact
on public awareness of AIDS and public acceptance of persons living with AIDS, perhaps similar
to Magic Johnson’s announcement in 1991 that he was HIV+.

In 1987, a group of 16 Ugandans, some with AIDS and others with family. members with AIDS,
organized to advocate against discnmination and stigma, and for better care for persons with
AIDS, and thus The AIDS Support Organization, TASO, was borm. TASO was led by Noerine
Kaleeba, whose husband died in 1987. Kaleeba is a gifted public speaker who galvanized public
support for persons living with AIDS. Although in fact her husband contracted the virus through
a blood transfiision, and she herself did not become infected, Kaleeba carefully and deliberately
allied herself with all women and men who were infected or affected by the epidemic. Her
leadership helped Uganda avoid the divisive distinctions made elsewheré, including the U.S.,



Another national leader has bcen Ma)or Rubaramua Ruranga of the Uganda.n army, who openly
talks about his mfectxon, even while in uniform. Particularly compelling is his testimony. that
he has used condoms consistently ever since leaming that he was HIV positive in 1991,-and his
- wife remains uninfected to, the ;present. . There: have been other articulate leaders as:well,

.mcludmg a Protestant minister, who, wearing his clenical collar, has disclosed that he learned he

. ‘was_infected when his first w1fc dicd... Now remarried to-a woman who is HIV+; he! openly

- discusses the fact that he and his new.wife use condoms so that they do not g:vc blrth toa chlld.
L who would either becorne mfected or-become an; orphan : e

) ._'_'_"'Ihc combmcd result of the opcnness on.the part of the Presndent, other govemment l&de : N
i ?.;:..‘?9“°°m°d activists. has been a markcdly acocpung and non~discriminatory response.to AIDS “
" " Although some stigma around AIDS still remains in Uganda,. it-is minimal and does not seem :

B to have hampercd the, cffcctlvcncss of prevcntnon programs. Lo

Innovatlve National Programs '
Uganda has had a long history.of religious and pon-sectarian non-governmental organizations
 (NGOs) active in the health fi eld, Ancluding mission hospitals and NGOs such as the:Farnily
.. Planning Association of Uganda, theUganda Red Cross, the YMCA and YWCA associations,
etc. These and other NGOs quickly became involved in AIDS education activities, and soon
' AIDS -dedicated NGOs were: also formcd in Uganda. thovu Hosxtal 2 large mission hospital
" serving Rakai and Masaka. dLSt['lCIS began a mobde AIDS horne care program which served zs
a model for other hospltals a.nd soon several hOSpllBlS in Kampala adopted this model.

TASO, The AIDS Support Orgamzatxon, in addmon to its efforts to combat stlgma and
discrimination, also began organizing clinics on the grounds of government district hospitals, and
by 1990 TASO had seven active centers in Kampala, Masaka, Mbarara, Entebbe, Mbale, Jinja
and Tororo. TASO.has pioneered 2 community based approach to both care and prevention, and
has served over 50,000 persons living with AIDS and their families.

Unlike many African countries which have been characterized by denial of the epidemic not only
at the official level but also in personal life decisions, many Ugandans seem to have applied the
President’s stance of candor and acceptance to their personal lives and decision making. By the
late 1980s, high awareness of AIDS and the risky behaviors which lead to HIV infection led
many Ugandans to want to learn their sero-status, and people began donating blood in an effort
to obtain HIV testing. Soon a consortium of Ugandan and international activists helped form the
AIDS Information Centre for voluntary and anonymous HIV counseling and testing. The first
AlC was opened in Kampala in 1990, and by 1993 AIC was active in four major urban areas.

AIC has pioneered the provision of “same day results™ using rapid HIV tests, and has also
pioneered the concept of *“Post Test Clubs” which provide long term peer support for behavior
change to anyone who has gone through HIV counseling and testing, regardless of sero-status.
By the end of 1998, AIC had provided voluntary and anonymous HIV counseling and testing
to over 400,000 clients. AIC has been selected by UNAIDS for a “Best Practices” casc study.

Both TASO and AIC received “start-up funds from USAID, and after a pllOt phase have
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and extensive technical assistance from the U.S. Centers for Disease Control and Pre. tica,
With CDC assistance and USAID funding, both AIC and TASO have developed com. - :d ta
bases on their clients which permit extensive analyses of the types of persons wi.' “=qu.:st
services, reasons for needed services, and the actual services received. Both of these 0. es
are using these data for management purposes and to improve the nature and quality cf .-+~ =5
In addition to the direct services they offer clients, they also provide extensive traini-  1d
capacity building to other local, national, and intemational agencies working in the fielc

Although H1V counseling and testing and long term AIDS care are well accepted inter . -7 15
today, it is important to point out that these approaches were not always endorw sy
intenational agencies and donors. The Global Programme on AIDS of WHO a: .:at
recommend HIV counseling and testing as a prevention strategy, and this lack of endorserncat
by WHO resulted in a reluctance on the part of Ministries of Health in some African naticas

. adopt this intervention. Although USAID in Uganda has funded AIDS care since 198 a4
testing and counseling since 1990, USAID in Washington did not encourage funding for eitt :r
of these interventions in other African nations until recently.

Response of the Religious Communities

Mission hospitals were among the first to develop programs for AIDS care and support ‘n
Uganda, and religious organizations have also been active in AIDS education and preventio:1.
The Islamic Medical Association of Uganda received a small grant froca WHO 1 1990 for 1
pilot AIDS education project, and then received a large grant from USAID between 1992 - i
1995 for an intensive effort to train local religious leaders and lay community workers. Tt:'s
project docurnented increases in correct knowledge and decreases in risky behaviors among those
exposed to project interventions.’ The IMAU project was sclected a3 a “Best Practices Casc
Study” by UNAIDS. The Protestant Church of Uganda organized a workshop for bishops and
other religious leaders as early as 1991, and implemented an extensive AIDS education project
in many dioceses. The Catholic church and mission hospitals in Uganda have provided
considerable leadership in designing AIDS mobxle home care projects and special programs fo -
AIDS widows and orphans.

AIDS in the Workplace

In 1988, USAID funded an “AIDS in the Workplace project 1mplementcd by the Federation of
Uganda Employers, primarily aimed at the formal workplace such as banks, breweries, grain
millers, etc. In 1989 USAID, through World Learning, Inc., also began funding HI'V education
programs for the uniformed services, including the army and the police. The Ministry of Defense
has also received funds from the World Bank. These projects have for the most part used the
“peer education” model of training volunteers to speak to their work mates on the job; training
of managers, talks presented by health workers, and focus group discussions have also been held.
Most of these peer educators have also reported that they extend their work to their
neighborhoods and communities as well. The Federation of Uganda Employers and World
Leaming, with USAID funding, also produced one of Africa’s first films about AIDS, It ’s Not
Easy, as well as booklets based on a popular cartoon character, “Ekanya.”

Outreach to Young People |
In addition to traditional school based AIDS education projects (mostly funded by UNICEF),



" toover 400 NGOS churches, health units;

.:behavxors “Capital Doctor,” funded by USAID; has:been on-the air since 1994; this radio
program is very popular with young péople who writeor: call in with questions about HIV/AIDS,
sexuality, and other health matters as wcll T .

. Straight Talk, a monthly four-pagc ncwspapcr targeting. the 15-24 year old market, was first
. issued in. 1993. Straight Talk has been funded:by, DFID,; UNAIDS, and other donors. It is
B extremely candid in discussing all marters rclatmg to: scxuahty, and is very popular among young
people, who write in very explicit questions, openly giving their names in many cases. Each
month 115,000 copies are printed and- dlstnbuted to1,343: :secondary and tetiary schools; and
a mmumty based organizations. There are’ now
. 110 Slralghl Tallr clubs in schoolsin Uganda.wiln 'rcsponse 10" SrrarghzTa!k s popularity, a sirilar
N four-pixgc ncwspaper, Young Talk, was launchedmearly; 1998 -and targets-a younger age group,
~10-14 yearolds. Each month 215,000 copxcs‘oﬁYoung Talk: are“‘dxsmbuted to 13,500 primary
| schools over 500 teacher training tutors, and the sameigroups-of ¢drmmianity organizations who
' receive S[ra:ghl Talk .Over 900 young. peopl¢ wigte1etters t6 Young Talk in DeCember, 1998

demonstrating the keen interest in the. tOplCS covcredmhese newsletters. =~

Assistance for Orphans and Children Affected b)' AIDS -
In addition to recognition of the AIDS epldemlc by the‘inid to. latc 1980 s, there 'was increasing
- recognition'that the combmauon of. civil war, and the-AIDS: epidemicwas resulting in incredsing
"numbers of children who had lost one or. both: -parentsThe situation ‘of AIDS orphans was .
_ pameularly acute, as thesc children.were more. hkc‘y ‘1o lose both pereats becauss-of HIV
 ransmission between couples. The current and projectéd;numbcrs of orphans rcmain difficult
t0 cst1matc, however, and estimates on the. part «of the .government and international agencies
_have ranged widely, partly because of dlﬂ‘crent definitions of “orphan™ including children who
have lost only on¢ pareat :

Based on the 1991 Uganda census, and the observations of lacal workers, there may be as many
as 1.2 million children who have lost one parent, of whom 250,000 to 300,000 may be “double
orphans” whe have lost both parents. It is estimated that about half of orpharis have lost parents
due to AIDS; government policies however discourage identifying children as “AIDS orphans.™

From 1989 to 1998, USAID provided funds to Save the Children UK (SCF) to work with the
Department of Child Care and Protection (CCP) of the Ministry of Gender, Labour, and Social
Development to develop national responses to the problems of orphans and children separated
from their parents due to war. In 1991, USAID funded an assessment of the orphan situation in
Uganda, and also funded a conference in 1992 to bring together all players in the child welfare
arena. This process resulted in the government articularing policies and legislation regarding
orphans, and in particular, policies supporting efforts to keep orphans in the community rather
than in institutions or children’s homes. As a result, the number of registered children’s homes
or orphanages in Uganda has declined from 75 to 46, and most of the remaining homes are
providing an acceptable standard of care, with support from external donors.

Government policies and the Children’s Statute of 1996 continue to emphasize the importance
of keeping orphaned and vulncrable children in their home communities, with relatives, and there
are now an increasing number of programs 1o assist “orphan households™, families who have
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or grants to help the household begin an “income generating project” to supplement family
income; some programs also provide funding for school fees for orphans. In spite of the large
numbers of orphans in Uganda, less than 1% are institutionalized, and communities and families
have for the most part been able to support these children.

The Uganda Women's Effort to Support Orphans, UWESQ, was founded by First Lady Janet
Museveni in 1986, and has provided national leadership in responding to the plight of orphans.
Cwrrently, UWESO emphasizes “micro-enterprise™ projects to provide loans, grants, and
technical assistance to help households with orphans. USAID has provided funds for several
projects assisting orphans; most of these funds since 1995 have been for micro-enterprise projects
assisted by FINCA, The International Foundation for Community Assistance.

Mass Media Campaigns

Most visitors to Uganda are quickly impressed with the prevalence of billboards, posters, other
printed material, and spots on the radio and television that relate to AIDS. The film /r’s Not Easy
has been widely shown throughout the country, not only on telcvision but also through the use
of mobile film vans. In addition to the remarkably successful Straighr Talk and Young Talk,
there have been other well designed media campaigns, films, and videos produced to inform
audiences about AIDS, and to encourage positive behavior change. In February 1999, the
USAID Delivery of Improved Services for Health (DISH) project launched a soap opera type
video showing two couples (one young; the other middle aged) struggle with the decision to go
for HIV 1esting and counseling.

STD Control and Prevention

Through the World Bank funded Sexually Transmitted Infections (STI) project and through the
USAID funded Delivery of Improved Services for Health (DISH) project, since 1994 there has
been an increased emphasis on the treattnent and control of STDs in Uganda. After considerable
delays in offshore procurement, STD drugs (funded by the World Bank STI project) are finally
in country in adequate supplies, and distribution to rural health facilities is occurring. USAID
has financed the building of a national reference laboratory at Mulago Hospital to study drug
resistance.

Partner notification and freatment remain problematic, especially for women. Many men who
suspect that they have an STD just go to local drug shops and buy as many pills as they can
afford, which is often not the full course of treatment, and may not even be the correctdrug. A
soclally marketed pre-packaped kit of drugs, condoms, and mnstructions for treatent of malc
urethritis, called “Clear-7," has recently been launched with USAID funding.

Condom Distribution and Sales .

There have been considerable efforts in Uganda to promote condom use for HIV prevention.
There was some resistance on the part of President Museveni and religious leaders in the early
1990's to condom promotion, but for the most part, this controversy seems to have died out. The
Minustry of Health has distributed millions of condoms through health centers and NGO projects;
purchase of these condoms has primarily been by WHO, USAID, and the World Bank STI
project.



. The. Eutures Group [ntemational (funded by USAID) launched a socially marketed brand called
. “Protcctor in 11991, -and since then other brands of: socially: marketed ‘condoms, ‘primarily
.':_.,_:“.Ll_lfcgu;;rd ,. funded by the.German agency KFW.thirough: Mari¢”Stopes International, have
entered the market. The Futures. Group estimated. that-in:1997;:the:total national condom
consumption was 40 million pxeces, mcludlng ﬁ'cc condorns soc:al marketmg brands and pnvate
~-commercial:brands. CUwagpe. 0ol e
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Interua-tional,Donor Rcsponse N e ey SR
_.thn the A,[DS epxdemlc was bemg recogmzr.d, X Uganda.wa.. emetgmg drom two dccades of

'pubhc funds to ,operauonaltZe President: Muscvcm sﬁvapproac'h"to:
Uganda’s educated and profes..xonal groups had c1thcr ﬂcd the coun '

_l'pldcmxc Mﬂny of
bccn_ murdcrcd

s ’ch_Worl;izHeAlth Orgamzatlorg t.h.rough the Global: Programme:on-AIDS;: bcgan dxsbuxsmg
-funds; to Uganda for AIDS control activities in 1986 with graats:for research and funding for the
AIDS Control Programme of the Ministry. of: Health': By the.end: 0f 1995;WHO had donated a
total of $14,559,525 to Uganda for AIDS activitics  ranging from ongoing support for the ACP

2\to small graats to local hospitals and NGOs. . 'WHO, has-also:provided considerable technical

. assistance to,Uganda ever since 1986, mcludmg along. term,techmcal advxsor for managcmcut
" who has been in country between 1991 and the present. : EE :

Since GPA was disbanded and UNAIDS established in 1996; there has been. considerably less
. funds available for.diréct disbursement to-Uganda than under GPA_-'Between 1996 and 1998,
. approximately US $300,000 has been donated through UNAIDS: There was also a UNAIDS
Counuy Programmc Advisor in Uganda bctwecn 1996 and .1998.

In addmon to WHO and UNAI_DS other UN sgencies have supporwd AIDS pro,lecrs in Uganda.
The United Nations Developmcnt Programme, UNDP, has funded. AIDS related activities in
Uganda in 1987 and since then has contributed about US $15.5 million. UNDP funds have
supported the Ministry of Health, the Uganda ATDS Commission, the Prison’s Service, and many
non-governmental agencies involved in mitigating the impact of AIDS on childreq, families, and
communities. UNICEF has focused on AIDS educaton for young people, both those in and out
of school. UNICEF funding between 1986 and 1988 was approximately $30 million.

The World Bank gave World Vision a $4 million grant in 1990 for orphans activities, and in

1994 funded a multi-ycar “Sexually Transmitted Infections™ (STT) project in collaboration with

the MOH. Through the end of 1998, a total of $19 million had been expended to promote safer

sexual practices, improve the provision of STD care and pharmaceuticals,condom procurcment,
~ and community and home based care.

Since 1988, thc European Union has supported the rehabilitation and recurreat cots of the
National Blood Transfusion Service, and in particular, the Nakasero Blood Bank. Between 1988
and 1998, the EU contbuted was approximately U.S. $8.5 mullion.



The contribution of the United States has been considerable, through research activities funded
by the National Institutes of Health, long term funding by USAID of innovative and effective
projects implemented by Ugandan institutions, and long term, consistent technical assistance
provided by USAID and the US Centers for Disease Control and Prevention.

USAID was the first large bilateral donor to provide funding and technical assistance to Uganda,
and USAID has maintained an intensive level of support for AIDS activities up to the present.
A hallmark of USAID funding for AIDS activities in Uganda has been the creative use of a
varicty of funding mechanisms. A USAID mechanism called “local currency” (funds generated
by sales of donated commodities) was used to fund the MOH AIDS Control Programme
activities and Ministry of Defense HIV prcvention activities for soldiers; this mechanism was
also used for Ugandan NGOs, including start-up funds for TASO and the AIDS Information
Centre. Direct USAID funds in Uganda were first channeled through the USAID project called
“HIV/AIDS Prevention in Africa” (HAPA); these funds supported the AIDS Education and
Control Project implemented from 1988 to 1991 by a US based PVO, the Experiment in
International Living (EIL). These dollar funds were used to initiate new activities, such as one
of the first African “AIDS in the Workplace” projects, and also helped maintain activities and
orpanizations after the stan-up phase supported by local curtency funds.

In 1991, USAID funded a cooperative agreement implemented by EIL, whrch later changed its
name to World Learning, Inc (WLI); this grant eventually totaled $16 4 mxllxon and extended for
five years, until the end of 1995 Through this project, WLI maintained a “gmnt managcmcnt
unit” which pmwdcd funds for 14 local organizations involved in AIDS cducatmn, prevention,
and care.

Since 1995, USAID has funded a wide range of AIDS prevention and care services. Activities
funded under DISH includé’ condom promouon and distribution, tram.mg of hcalth care workcrs
mass media and local education programs and continued funding for AIC and TASO "The total
fundmg provxded by USA.ID between 1988 and 1998 was approxunalely $46 rmlhon_

USAID fundmg for HIV/AIDS actmhes has been accompanied by an intense level oftecth:ﬂ
assistance, and somewhat sumlarly 1o the situation at the Ministry of Health and WHO , there has
been little turnover in staff. There has been one technical advisor on HTV/AIDS between f991
and 1999, the current USAID tcchmcal advisor on STD prevention and contml has been in oﬁ'xcc
more than four- years and the current USAID Health Officer has been in Uganda nearly six
years. This stability in- personnel has been matched by consistency in policies and priorities, as
HIV prevention has becn a major Ob_]CCthC of the USAID mission 1o Uganda since 1988.

DANIDA, the Danish aid. agency, began funding AIDS activities in Uganda in 1991, and since
that time has provided grauits totaling $5.6 million between 1991 and 1998. Semces receiving
DANIDA support include AIDS care, education, training of traditional health workers, and a
newslener called “Straight Talk™ designed for youth.

The UK govermment bezin’ﬁmdmglAIDS activities in the early 1990°s; programs rcEexﬁng funds
include AIDS care and’ suppon HIV testing and counseling, procurement of drugs for sexually
transmitted diseasés and opbortunistic infections. condomis. arid Straieht Talk Foundarian  Total
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GTZ (Getman Techmcal Cooperauon) has smce 1991 supponed an mtcnswe prograrn of [EC
(l ori'nauon, educanon, communication) care_and .support, STD: control, ‘HIV testing and
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8 Eddidon to thesc la.rgc mtcmauoual donor agcx:u;xes ' g _cpllabomuom many smaller
organizationshave contributed to the Uganda campaign against, AIDS. Mcdicins sans Froatieres
- (including the branches of France, Holland, and Smlzerland), World.Yision, CARE, Minnesota

" Inten wnal Hcalth Volunteers, Quakcr World Ser\nce, and many. chu.rch organizations have

rsonnel and funds for activities rclated to AIDS in Uganda. It.has been estimated that

donor fuhds conmbute about 70%. of the total namoual ;expenditure on AIDS services-and

" actvities: The smta.mablhty of the many successful and effective projects in Uganda remains
uncertain, as they are now so heavily donor dependent.

' '_Total d0nor contnbutxon to AIDS activitiesin Ugandais dlﬂicult to tall_y, but based on the above,

Do doubt exceeds $160 million since the start of the cpxdcm.lc until the cnd of 1998. Most of
these funds have been contributed in the decade between 1989 a.nd 1998. Although this may
appear to be a large amount, since the adult population of Uganda is about 10 million, in fact the
contribution of the large donors equals only about US$1.60 per year per adult.

AIDS Research

The various AIDS research projects in Uganda havc resulted in 51gmﬁcam increases in the
understanding of the epidemic in the east African context Most of these studies have been
funded by the US government through the National Institutes of Health, though there is also an
important collaborative project funded by the Medical Research Council of the UK. The MRC
project includes a long term epidemiological study of a large population based cohort in Masaka
district, a natural history cohort, social and behavioral studies, an intervention trial comparing
behavioral change communications (IEC) with a combination of IEC and improved STD
management, and a pneumococcal vaccine trial. ' '

Numerous articles have been published from these studies, and 1t is not within the scope of this
article to summarize all of these research projects and findings. However, some of the more
significant contributions to scientific knowledge include findings relating to mother to child HIV
transmission, which have documented a transmission rate of approxirnately 26%. On-going trials
in Uganda are studvine the affert nf variane reaimanc in ‘radiiming cariantal tomma Tonlan and



NIH is funding a study of the effect of Vitamin A therapy on the morbidity and mortality of HIV
infected infants and children at Mulago Hospital in Kampala.

A major NIH funded study in Uganda has not only documented the high mortality associated
with dual infection with HIV and TB, but also demonstrated the value of preventive TB therapy
in HIV+ persons, and with assistance from WHO and USAID, the AIDS [nformation Centre
plans to implement a large scale effort to implement TB preventive therapy in AIC clients who
are LHIIV+.

In 1994, the Uganda Virus Research Institutc (UVRI) in collaboration with the US Centers for
Disease Control and Prevention (CDC) imitiated a study 1o identify all HIV genetic variants in
ctrculation in Uganda to complement similar studies by the CDC in other countries. Although
the initial purpose of the collaboration was related to improved diagnostic assays for the
detection of HIV, the information gained from nationwide surveys of HIV strain vanation is
likely to be helpful in the eventual design of vaccines for use in Uganda. The UVRI/CDC
collaboration is also assisung the AIDS Information Centre in a study of discordant and high-risk
though still negative couples receiving on-going counseling and health education at AIC.

The recently concluded US funded trial of mass STD treatment in Rakai has ended with
confusing results, as the tnal found that mass treatment reduced the incidence and prevalence of
STDs but did not reduce the incidence of new HIV infections in this cohort. Although these
results have been disappointing, they have advanced the state of knowlcdge of the complex
relationship between STDs and HIV incidence.

With ﬁmdi.ng-fmm ‘WHO and NIH, prepamtions for AIDS vaccine trials have been ongoing since
1993, and these years of building up the scientific, clinical, and logistic framework have resulted
in the first vaccine trial in Africa which began in Uganda in February, 1999. The site of the tral,
the Joint Clinical Research Centre in Kampala, was established in 1990 with funding from the
governuments of Uganda and USAID. For several years, there has been extensive consultation
with legal, ethical, media, community, and religious groups across Ugandan socicty in
preparation for the trial. Whatever the clinical results of this first vaccine trial in Aftica may be,
there is-no.doubt that preparations for vaccine trials have already significantly contributed to the
training of many Ugandan scientists, and have enhanced ‘the chmcal mcarch infrastructure of
Uganda :

The Results and Impact of Uganda’s Response to the Epidemic

By the end of 1998, more than 10 years after Uganda began its “war against AIDS,” and with the
infusion of more than US $150 million into AIDS activities, it is clear that Uganda has achieved
measurable success in this campaign. These results may be categorized in the following ways:
large numbers of persons trained in AIDS education, almost universal knowledge of AIDS,
evidence for behavior change, reduction in new infections, especially in young people, and
significant accomplishments by AIDS intervention programs.

Training of Health Workers, AIDS counselors, peer educators and community health
workers:
Trmmno af vanané eadree af health nrafeccinnale rmlncplnn‘ AAmmInitY u.mrlfore and rths lika



govemment: ministries, :non-governmental agencies (TASO, AIC; Red Cross elc) mxsswn
hospitals, religious orgammnons ‘(inc Catholic, Protestant,” and Islamic | communmcs),
international non-profit agencies (Pathfinder Intemnational, CARE, Medicins sans Frontieres,
CONCERN,;: World: Vision, AMREF, etc), and many others: Persons’ tramed by these various
groups range from Govemmcnt muusters parlxamcntanans, and physxcxans to grass roots

. .x_

; Wxth USAID fundmg alone bcmecn 1991 and 1995,26 219 pcrsons were u'amed miost received
ﬁve days or more. of- tx_-ammg Between 1996 and 1998, USAII? ﬁmdcd-progmms txamcd over

_-r?-.—_, .

NiVEs:: "'boratory techinicians, and: counselorg* ; ﬁlnged grams
._ted‘tnum.ng of aver 27, 000 persons ihoufgh _SAID as b the m

SOme typc of tmmmg*as an AIDS worker from all these projects it
50,000 and may well:be considerably more- S ;

These, varigus, cadres: of.AIDS :cducators; -trainers, counselors; &t ~have"i ‘in“tfn “conducted
countlcss ses:.xons educating members of their communitiesabout AIDS:! Bctween 1991 and 95,
, vanous local groups receiving USAID funding documented 1 ,782,933 Conticts with individuals;
.bctwecn 1996 and. 98, local. community. groups assisted by TASO récorded “over 24,398
individuals who had received education and “sensitization” aboiit:AIDS - Between 1990 and
1998, the AIDS Information Centre had provided over 400,000 clicats with the most 1ntense form
of education about AIDS— HIV test results. It is impossible to dociiment the:total number of
Ugandans who havc received some type of AIDS education message; but it is reasonable to
conclude  that vutually all adult Ugandan citizens have beneﬁtted ﬁom t]us intensive and
extensive educarional campaign -
Unlvemal Knowledge of AIDS B
The success of these education campaigns was documented in the 1995 Dcmogmphlc and Health
Survey (DHS) which found that 99.9% of men and 98.9% of women had heard of AIDS
Numerous other studies, project evaluations, and reports have also documented high rates of
correct knowledge about AIDS in Uganda. ®* ' Not only do Ugandans possess high rates of
correct knowledge of the basic facts about AIDS, but many also articulate very sophisticated
questions about such complex issues as breast-feeding ransmission, discordancy in couples, and
the window period between infection and positive antibody test results.

Behavior Change

There have now been many studies of reported behavior change to reduce nsk of HIV infection.
Though many of these studies are in the form of project evaluations and have not been published
in the sciéntific literature, the consistency of findings is striking. Almost all of these studies have
found: reductions in multiple partners, reductions in casual partners, a delay in the oaset of sexual
intercourse, and increases in condom use, especially in casual or non-steady relationships.'' *
1 Though concerns have been raised that since knowledge of AIDS is so universal, study
respondents “know the right answer™ and such self-reported behavxor change is not a reliable
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many studies, it should be noted that at least in the early to mid-90's, there was still considerable
controversy about condom use, and admitting to condom use for many was tantamount to
admitting to having casual or “outside™ sexual parmers. In this light, it is reasonable to conclude
that though some self-reported behavior change represents a desire to give the right answer to an
interviewer, the consistency of these findings across many studies and evaluations strongly
suggests that some level of behavior change has truly occurred in Uganda.

Reduction in New Infections

The numbers of persons trained, educated, counseled, and cared for in Uganda is truly
impressive, but ultimately these are indicators of project activities, not indicators of successful
prcvention of new cases of HIV infection. There are now a number of research and surveillance
findings which indicate that the rate of HIV incidence, particularly in young people in urban and
semi-urban areas, has declined significantly.

Sentinel surveillance data in Uganda based on blood samples collected from pregnant women
attending antenatal or pre-natal clinics has shown a steady decline since 1992, when rates peaked
at 30% in Kampala and Mbarara, the largest city in the western part of the country. Thesc
prevalence rates declined steadily beginning in 1993, and by 1997, 15% of pregnant women in
these sites were HIV+.'

Concerns have been raised that these declines in prevalence of HIV in pregnant women may be

due to decreased fertulity in HIV+ women and/or increased mortality in womer already infected,

and not to declines in incidence. While both of these factors may occur in older wornen, they

are unlikely to affect younger women who ‘may become pregnant and HIV+ around the same

time. Thus, the prevalence in youngér women is thought to be a reasonable substitute for

- incidence data, which are not avaxlable out51de of lwo research projects, both of which are in the
southwestern part of the country ' ’

Among the youngest cohort of prcgnant women attendmg antenatal clinics, those who are 15-19
years of age, the HIV prevalénce : rate declmed frozn 27% in 1992 to 6.8% in 1998 at Nsambya
Hospital in Kampal& Among 15-19° year olds i m 'Mbarara, in western Uganda, HIV. rates
declined from 27% in 1992 to 8. 3% in 1998."7 '*- Slmllar declines have also been observed
among 20-24 year old womeén: at Nsambya Hosmtal in Kampala, rates in these women declmed
from 36% in 1991 t0 12.8% i in 1998 in Mbarara thc comparable figures are 35% in 1992 to
13.3% in 1998.

The MRC praject in Masaka district has also obs::rved a statistically significant overall decline
in prevalence from 8.1% in 1989 to 7.3% in 1997, the first cohort data to observe statistically
significant decline in overall HIV prevalence in a general population in rural Africa.
Additionally, MRC has observed a decline in HIV incidence in young women 13-24, the same
age group in which significant declinés in prevalerice in ante-natal clinic settings have been
described above. '¢ (awaiting recent num’bers from Rakai)

This article cannot present all the data on preva! vice and mcndence in Uganda, but i it is now clear
that HIV prevalence in young pregnant womer in urban and semi-urban areas of Uganda has
declined sienificantlv since the earlv 1990’ ar:. i that thece declinee are nrnhahly nartiv related



in tural areas, and some health workers, in more rural areas of Uganda:are concemed: 1hat HIv
mcndcncc may not yet have declmcd n, these areas, - AIDS workets.in Uganda are: also concermned
that pubhc knowledge of these dechmng trcnds ‘may result in a relapse into higher. risk-behaviors.
Prchrmnmy analy31s of data from, the 1998 sentinel survcxllancc sites mdxcans that the, declining
rates, have continued, wh.\ch suggest Lhat a relapse to hxgher risk behavmr hasnot yet occmred
--atleastmurbanareas R Y : e A b

Large Numbers of’ Ugand:ms now llvxng with HIV infection . ;.

V preval myomgwpmen are ve:y encoui'agxng, HIV:inf
o'ung_,' _regnant 'women clearly have very scrious, mphmnom“fo'l the;

distribition of donated fobdsniffs to persons thh AIDS If this i mcrcasmg dcmand for AIDS
care continues in the future, TASO and other AIDS service organizationsin Upanda will be hard
pressed to respond adequatcly to these many thousands with compler medxcal, social, economic,
and psj ChO‘O&“Cﬁl ceds: PR

Access to Antm-etrovnrnl drugs and drugs for opportumshc mfect;ons y -

In1597, Uganda was selectcd as one of two nations in Africa to beneﬁt from t.he UNAIDS Drug
Access [nitiative, wh 1ch is mtended to make anti-retroviral drugs more avaxlable in dcvelopmg
nations. UNAIDS has helped negotiate reductions in the price of these drugs, for developing
countncs and prowdes technical assmtance for these programs. Even before the UNAIDS

9] gandans were known to be taldng these drugs. To date, the UNAIDS initiative has had only
a modest impact in increasing the numbers of persons who can afford the drugs, which cost over
$700 per month for triple combination therapy, including required laboratory testing and medical
supervision. Unfortunately, there remains a serious gender imbalance, as most of those who can
afford to participate in the program are males. In contrast, TASO, which charges only a very
small token fee (equivalent to about 25 US cents per medical visit) has a cumulative client
registration of 50,911, of whom 66% are female.? Unfortunately, none of TASO’s clients
receive anti-retroviral drugs.

At the same time that only a tiny number of Ugandans can afford expensive anti-retroviral drugs,
even simple antibiotics remain out of the reach of many Ugandans living with AIDS. Far too
many Ugandans die of easily and cheaply treated opportunistic infections; even in Kampala
tuberculosis, pneumonia, and fungal infections are inadequately diagnosed and treated in persons
living with AIDS. Even simple palliative care, treatment of diarrhea and dehydration, and
adequate nutnition remain elusive for many Ugandans living with HIV infection. Lack of access
10 simple care and cheap antibiotics is an even more serious problem in rural arcas of Uganda,
where over 80% of Ugandans live.




With the finding in Thailand that a short course of AZT can significantly reduce the rate of
mother to child HI'V transmission, there has been considerable interest in Uganda and elsewhere
to implement thys intervention. UNICEF is about to launch an effort in several hospitals in
Uganda to provide short-course AZT teatment to mothers, and other donors as well may support
projects to prevent mother-to-child transmission.

As research projects in a number of countries have increasingly documented that breast-feeding
by HIV+ mothers is a significant contributor to mother-to—child transmission, health workers and
AIDS educators in Uganda are now struggling with policy guidelines on breast-feeding. Poor
sanitation and lack of access to clean water for preparation of breast milk substitutes is a serious
concern; Uganda has had a cholera outbreak since late 1997 and cases continue to oceur in
Kampala. In this context, there is grave concern about the impact on infant mortality should
Ugandan women stop breast-feeding.

Conclusion:

Early on in the worldwide AIDS pandemic, Uganda was recognized as one of the countries
hardest hit by the disease. With great struggle and a concerted national effort, Uganda has now
earned the reputation of one of the countries with the most successful AIDS control program.
epidemic. Uganda’s experience in dealing with the epidemic gives hope that even a very poor
nation, emerging from civil war, can mount an effective response to the epidemic.

Key compounents in Uganda’s response include candid political leadership and the linking of
“fighting AIDS” with patriotic duty, and a citizenry who responded to this call for national
action. A compassionate response from religious communities, and positive collaborations
between government institutions, non-governmental organizations, and local grassroots
initiatives have also made major contributions. Long term collaborations between Ugandan and
international universities and researchers have resulted in important research developments and
the training of many Ugandan scientists. A free press and creative, attractive publications for
young people have also been important, ‘as have the development of policies and practices to
‘encourage family and community care of children orphaned by AIDS.

Generous and sustained:donor- funding, consistent. donor policies, and technical assistance
provided by experts with long tenure in country have empowered Ugandans to implement locally
designed intervention and care projects. Total donor funding for AIDS in the last decade
exceeded $180 million, or about $1.80 per year per adult Ugandan.

Of particular importance in the Uganda experience are the specific AIDS services which have
been made available on a large scale. To a degree unmatched in any other nation in Africa, large
numbers of Ugandans (over 400,000) have voluntarily requested HIV testing and counseling, a
courageous personal decision in a high prevalence environment with few treatment options. And
during the past 10 years, TASO has provided care to over 50,000 persons with AIDS in 8
locations throughout the country, and the TASO model is being replicated in many additional
locations, both within Uganda and in the region.

Lastly, and perhaps most. importantly, AIDS education and prevention efforts have been



testify: publicly about how .AIDS has affected themselves and their families:. Thexr coumge0us
examples have: reduced the: ;stigma.and discrimination which. have hampcred AIDS iprevention
efforts in so many othet countries..: I spite of these inspiring accomplishments; many.Ugandans,
even some well known AIDS; activists, ‘are dying prematirely of easily and: cheaply treated
complications of HIV infcetion. The challenge for. Uganda in the future. will-bé: to:continue. to
mount an effective prevennon campaign at the same time as providing eﬁ'ecuv tmatmcnt and
_ compasswnatc care:to; the-'thousands of persons lmng with HIV mfcctxon
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