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USAID and HIV/AIDS in Africa 

USAlD has been a global leader in bilateral and multilateral support for HIV/AIDS prevention and 
mi ligation. USAID strategy in Africa has been to strengthen HIV I AIDS program through: 

• 
• 

• 

• 

Influencing the policies of African countries and other donorr> . 
Direct support to governments, NGOs and private sector for key intervention expected to prevent. the 
epidemic and mitigate its impact particularly on the orphans. 
Analytical work on the impact of -HIV/AlD§ on various seclors, identification of cutting edge issuer> and 
support for operational research. 
Cooperation with Regional organi7.ations such as Southern African Development Community for 
strengthening bilateral programs through exchange of experiences. 

Funding Level: The U.S. Government response to the global pandemic began in l 986 and since then we have 
contributed $1.143 billion to the effort. Since the early 1990's, the U.S. has been the lead donor, contributing 
25% of the budget for UNATDS each year (in 1999 = $15 million) and 48% ofoverall development assistance 
devoted to HlV/AIDS prevention and control in the developing world. ($125 million in 1999) The U.S contributes 
four times more than the next largest bilalcnd donor (Netherlands). 

Since 1986, USAID has expended in sub-Saharan Africa approximately $650 million (50% of the total global 
expenditure). Financial resources, from USAID, for HIV/AIDS in Africa have increased from over $23 
million in 1992 to $74 millions in 1999. Also, in 1999, an additional $7 million has been provided for Africa 
from the Supplemental Fund for Children Affected by HIV. 

USAID Programs: To date, USAID has carried out policy dialogue and supported programs in over 38 countries. 
The activities range from changing risky behavior through education, mocivation and imiovation, increasing the 
availability of condoms and access to quality drugs for the treatment of sexually transmitted diseases; providing 
guidance and counseling services, reducing mother to child transmission of the disease and conducting community 
based approaches and interventions. 

Impact: Specific impact has been made in countries where USAID support has been significant as 

In Uganda, HIV prevalence has declined by 35% in young women aged 15-24 identified below: 

• Knowledge of several modes of transmission among adults has increased to 70-80% levels in Senegal, 
Ghana and Uganda. 

• In Kenya, studies have indicated that through condom promotion alone over T 10,000 HIV infections and 
over 1.3 million other sexually transmitted diseases were averted from 199 t -94. Increased use of 
condoms is reported in other countries such as Malawi and Benin. 

• USAID supported development of low- cost 'dipsticks' for detecting HIV antibodies and they are now 
being produced in Cameroon and Zimbabwe. 

• Successful community care approaches for the orphans have bee11 established in Malawi, Zambia and 
Uganda. 

Fut.ure Strategies: The global community and we have learned, from the above experiences, that sufficient 
knowledge and tools exist to Teduce the transmission and mitigate its impact. The challenge, in many countries, is 
to CTeate strong political will as well as capacity to implement successful efforts on a large scale. HPN officers 
&om Southern Africa have strongly supported a new Soulhem Africa Regional Initiative called Storm Warning. 
This includes strengthening programs at the country as well as subTegional levels. The new sub-regional programs 
focus on strengthening sub-regional surveillance, HIV/AIDS cross border programs targeted at high"risk 
population along the transportation corridor and policy dialogue on a sub-regional level. 
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In teIIlls of influencing the donors USAID was one of the key advocates for developing a UN system-wide 
response to the epidemic and since 1996 has been the lead sponsor of UNAIDS. UNAIDS as well as the World 
Bank are in the process of developing strategies to intensify their programs in Africa. USA TD has supported these 
efforts and provided a synthesis of its experiences lo them to influence these strategies. USAID is raking an active 
role in the preparation of forthcoming donors meeting on International Partnership on HIV/AIDS in April. The 
deliberations of the meeting are expected to lead to new approaches to deal with the epidemic, better coordination 
of resources and enhanced finding from other donors. 
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USAID'S WV/AIDS ASSISTED COUNTRIES 

AFRICA REGIONAL ANE REGIONAL LAC REGIONAL 

Angola"' Bangladesh Bolivia 
Benin Cambodia Brazil 
Botswana Egypt Dominican Republic 
Burkina Faso** India El Salvador 
Cameroon** Indonesia Guatemala 
Congo (DRC) Laos Haiti 
Congo (Brazzaville) Morocco Honduras 
Cote d'Ivoire** Nepal Jamaica 
Eritrea Phillipines Mexico 
Ethiopia Vietnam Nicaragua. 
Ghana Peru 
Guinea ENI/NIS REGION 
Kenya 
Madagascar Russia 
Malawi Ukraine 
Mali 
Mozambique 
Namibia"' 
Nigeria 
Rwanda 
Senegal 
South Africa 
Tanzania 
Togo** 
Uganda 
Zambia 
Zimbabwe 

* New Programs FYOO 
.., Regional FHA Project 

U: \agetson \docs\cnty log2. doc ( 6/22/99) 
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HIV-AIDS· Funding for FY 1999 and FY 2000 

Total HIV/AIDS 
appropriation 

-Africa 
-Latin 

America/Caribbean 
-Asia/Near East 

-Global 

$125,000,000 

-$56,000,000 
-$13,000,000 

-$19,000,000 
-$36,000,000 

(50o/o -$18 million- of 
this sum is targeted at 

Africa) 

$127,000,000 
(requested) 

-$55,100,000 
-$13,200,000 

-$21,350,000 
-$35,750,000 

(50°/o- $17 million -of 
this sum is targeted at 

Africa) 

.Qther Central Bureaus -$1,000,000 -$1,600,000 
--~~~-r--~~~~·--''-----'-~-+-~~~~~-'----'-~-i 

Additional Funding 
for HIV/AIDS 
activities (not part of 
the HIV/AIDS 
appropriation) 
Eastern Europe/Newly $1, 750,000* $1, 750,000* 
Independ~!!_~~-t_a __ te_s_*~-+--~~~~~~~~-+-~~~~~~~~--< 
Condom $21,145,833 
procurement* 
Children Affected by $ l 0,000,000* 
HIV Supplemental 
Funding"" 

Africa 

Latin 
America/Caribbean 

Asia/Near East 

Global 

-$7 ,000,000 

-$200,000 

-$1,800,000 

-$1,000,000 

$20,907,717 

NA 

NA 

NA 

NA 

NA 

* These funds are not part of the HlV I AlDS appropriation FY request. 

TOTAL P.05 
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Sandy: 

The following are comments to the draft report (the version I had from a week ago Friday). 

Summary Section. 

Add an item 6: 
6. We know what works--interventions have succeeded in many locations. Scaling up these efforts. 

along with commensurate resources, are required. 

(Rationale: It is important to convey that we just don't recognize the problem but we know how to deal 
with it, and thus can use the resources well). 

Page 4 - Findings Section 

You may wish to add a subheading "The Problem" before launching into the text at the beginning (see later 
under page 10). 

Page 5 - Findings Section 

Para beginning "Fragile health care ... ": Ar the end of the first sentence, add a new sentence: "TB now 
accounts for half of all AIDS deaths in Africa, according to a recent study.'' 

Para beginning with "Further, throughout ... ": Possibly before the sentence beginning "According to 
UNICEF .. " add a new sentence: "Moreover, the enormous numbers of AIDS orphans will have negative 
effects on African society, particularly on the transmission of traditions, hisrocy, values, and norms." 

(Rationale: African society, particularly at the village level, relies on oral traditions and histocy telling. 
With so many adults dying, the link with the past will be a casualty of the epidemic and its chaotic 
impacts.) 

Page 5 - Graphic. I think it's OK. One minor revision to consider is to amend The graph title to read: "% 
of All Children Orphaned by AIDS" 
(Rationale: this makes it clear that the denominator is all childn:n in the given country). 

Page 6 - graphic. Add the source of the data to the graph (in fine print). I believe it is the US Bureau of 
the Census. 

Page 6, bottom, Para beginning with "AIDS is a trade and investment issue": You note that Jeffrey Sachs 
spoke at the recent meeting with African trade and fulance ministers ... If that refers to the Ministerial 
meeting we had in March, Sachs in the end did not speak there. He did prepare some papers for the 
meeting. As an aside, Treasury and others did not want him there. The quote however is great. The way 
the statement is currently formulated, it does not refer to which meeting he spoke at, so we may be OK. 
And his thoughts are documented in the papers. 

Page 8-Bottom of page, Para that begins "As goes Africa, so will go India, Asia, and the new Soviet ... ": 
This is a technicality, but the Soviet Union referred to the old order. I am not sure that it is appropriate to 
refer to ';new Soviet states" as they are now not Soviet and are independent states. One term often used is 
Newly Independent States, bur you may want to check with a State Dept person for the current tenn. 

Page l 0 - Add a subheading at the top of the page "The Response". This sets this sub-section apart from 
the rest of the findings section which discusses the problem. 

Perhaps add a new paragraph immediately following such a subheading such as "We know what works. 
Prevention programs, linked with basic care and support, in several countries have demonstrated success in 
preventing HIV transmission. But, the scale of these activities is too small. In order to make a lasting 

lf!d uu.:1 uu;:i 
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difference, large scale increases in resources are requited. Consider that total worldwide spending for AIDS 
in developing counnies (all sources: national, bilateral and multilateral) was $550 million in 199 _for 34 
million cases of AIDS (22 in Africa). Last year, U.S. spending for AIDS was $6-7 billion for 600,000 cases 
of AIDS." 

p. 13 The special box on MTCT. Numerous typos and missing leners. Para beginning "The lack of health 
care ... " Second sentence, the letter "d" missing from an-should be "and." Para beginning "Further, the 
AIDS ... " Second sentence, the word is "breast". Same sentence, the HIV+ - is confusing, better to spell it 
out here. Next sentence, women should be singular, woman. 

p. 14 - A thought on resources. First, the US is the leader worldwide when it comes to AIDS donor 
funding (by a large margin, Holland is next at $30+ million). If the US increases its resources for AIDS, it 
will send a clear signal to the rest of the donor conununity to increase their resources as well, thereby 
leveraging those resources. Increased US funding could also be used as an incentive to leverage important 
national reforms and resource increases favoring AIDS efforts. 

p. 16. Para on "We recommend that the US establish a program ... The terms debt forgiveness and debt 
swaps are used interchangeably in this paragraph-this should be avoided. Rather than saying a "debt swap 
agreement" I suggest using a "debt relief agreement." 

Item 3 - the Headline of the section is unclear; "Other partnerships with African nations (no apostrophe)" 
is there a word(s) missing here? 

Some thoughts on this section. First, there aie numerous opportunities where US and African interests 
intersect. These often occur in established forums such as BNCs, Ministerial meetings, SADC Forums, and 
so on. Hence, the need for the USG to speak with one voice (a recommendation). A second 
recommendation involves using the upcoming ICASA and Durban AIDS conferences in Africa to highlight 
the issue and to send high level US delegations as speakers (particularly multisectoral, not just health). 

US Ambassadors to Africa have voiced their tremendous concerns about AIDS in Africa. They have 
repeatedly asked for more information and action on the part of other USG agencies as well as from their 
hoist country counterparts. Moreover, a State Dept cable requiring a demarche on AIDS has been sent out 
earlier this year. A recommendation could be lh.at the State Department work jointly with other country 
ambassadors to Africa in a unified diplomatic initiative to apply pressure on host country governments to 
respond to the AIDS epidemic. 

To lead off with this section should be a strong recommendation on either a First Ladies summit or a 
Presidential summit. To the extent this could be tied down as a possibility (either one) at publication time, 
the bener. It seems that a Presidential Summit would be less likely, but post Kosovo and as we get closer 
to the end of this Administration, the greater the possibility that it could actually happen. It may depend on 
the: African American community's push as well as any inspiration that could be derived from the example 
of former President Carter and his effons swrounding guinea worm and other humanitarian causes. It also 
begs the question as to what deliverables the US would be able to offer for such an event. But, what an 
event it could be (and what a workload©) 

I am not so sure on the AIDS impact statement-moreso on the language used. Apparently, the World 
Bank is already doing something akin to an AIDS impact statement by requiring that their environmental 
impact assessments include AIDS. For USAID and other USG agencies working in Africa, we could 
recommend that AIDS impact assessments be considered to see how a given project would affect or be 
affected by AIDS. 

p. 17 Item 4 - Partnerships with other donors. GS language on debt forgiveness and use of benefits for 
social sectors and AIDS especially is moving forward. On a broader level, the US can work with other 
donors in providing lead~ship in donor coordination, as well as participating in the international Africa 
Partnership Against AIDS. To be honest, I cannot think ofa headline grabbing initiative here. Working 
closer with the World Bank is a very interesting proposition-particularly as the Bank is launching their 

Li:!:J UU'l.1/ VVoJ 
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new AIDS strategy and the US (via USAID) can leverage these WB projects by providing technical 
assistance to countries.· The WB provides the money, the US provides the TA and the marriage is done. A 
meeting between you and Jan Peerce/Wolfensobn could be useful in developing a specialized initiative that 
increases/formalizes the WB-USAID relationship. 

Item 5 - The Private sector. Business investment is directly linked with the President's "Partnership with 
Africa" (see p. 14) and his trade initiatives. Thus, the real appropriateness of this type of initiative. Dept of 
Commerce needs to play a role in this. One idea is to have the President issue awards of excellence to 
chose companies that took the leadership to develop AIDS in the workplace programs. Although symbolic, 
it is something that companies would value i.e., recognition and PR. 

As you have indicated, several US companies have taken the lead in developing AIDS programs: Levi 
Strauss, Ford, Chevron, and others. Another related initiative is to mobilize American Chambers of 
Commerce to assist with AIDS advocacy. Another idea is to develop Business Councils on AIDS in many 
countries that provides the forum for business leaders to talk with one another and support each other. 

A Cabinet officiaVWhite House (i.e. you?) sponsored meeting for foundations on the topic of AIDS in 
Africa could be useful to mobilize their interest the subject. 

Unions. The Solidarity Center experience with COSA TIJ (Council of South African Trade Unions) is very 
valuable and should be mentioned. By successfully engaging COSATU and obtaining their agreemenc co 
place AIDS as a major labor policy issue, the union council reaches millions of South Africans and others 
from the region. Next steps are to implement the policies and to set up support programs for the 
membership. 

PVOs and NGOs. The not for profit sectors, represented by international PVOs and indigenous NGOs, 
play a critical and vital role in the fight against AIDS in Africa, particularly ar the community level-where 
it counts. A recommendation to hold some from of meeting, and possibly awards, would be useful. Global 
Council and others may have others specific ideas in this area. 

Item 6 - Partnerships with the religious community. A \Vbite House summit of US and African religious 
leaders would go a very long way in mobilizing African religious leader commiunent to the issue of AIDS 
prevention and care/support. Religion plays a very important role in the lives of Africans. It is where they 
derive their hope and seek comfort. It is an e,.,_1:remely powerful mobilizing and social support force. But, 
on AIDS, many religious leaders and institutions have not been supportive. They have not spoken out, and 
in many cases have shunned the very people that need their help the most-AIDS infected and affected 
persons. Key issues are stigma and reducing the discrimination that people with AIDS experience in 
Africa, as well as creating the spiritual home that all those affected require. All faiths would be welcome. 
Key US leaders such as Rev. Sullivan and Jackson; Bishop Haines, and other denomination leaders would 
be invited. US models such as NEAC and African models/inspirations such as the Ugandan and 
Senegalese experiences, as well as many others would be shared. A product of the meeting could be some 
form of joint statement of principles. A footnote; the World Parliament of Religions is slated to meet in 
Durban on Dec 1 1999 and this may provide some competition as far as the date is concerned. The 
Parliament also wishes to have an AIDS program. 
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Citations 

p. 2 item 1 - USAID report Children at the Brink 
item 2 - UNAIDS and USAID 
item 3 - Based on economic and security facts (World BanJc, DOD) 
item 4 - UNAIDS 
item 5 - USAID Uganda and other experiences 

p.4 First para. Numbers on bubonic plague and influenza probably gotten from public health book 
AIDS vs all wars data from Global Health CoUilcil. Remainder of para data from UNAIDS December 
1998 report. 

Second para. UNAIDS and ONAP derivation of South African numbers since World AIDS Day 98. 
Graph from UNAIDS. 

p. S First para. World Bank Confronting AIDS book. Next section (shattering families) probably derived 
from John Williamson (USAID) and UNICEF report. 

Graph source: UNCIEF? 

p. 6 Life expectancy data and graph derived from US Bureau of Census World Population Reports 1998 
repoit. 

AIDS as economic issue. Sachs quote from H1ID articles on AIDS (will verify). Economist article from 
January 1999 I believe. 

p. 7. World Bank data from Confronting AIDS book. Last para of economic section-South African 
study .. Not sure which one this is, do you all have it? 

DOD for military issues. 

South African crime institute report-you probably all have it. 

p. 8 bonom and page 9. UNAIDS data 

p. 10 Leadership matters. Uganda story from Elizabeth Marum, USAID technical advisor, Uganda. 

Effective solutions based on your interviews and Jon Williamson's input. 

p. 11 bottom. USAID and others as a source. 

p. 12 Four pronged approach. USAID. 

Bottom on MTCT - USAID as source. 

p. 14 bottom. Funding stats from USAID. 

p. 1 S top. Again, funding from USAID. 

Bottom, US Treasury Dept'? 

Li!:J VV'll/ VVl.I 
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It was a great pleasure to meet you on Monday. As you requested, I am supplying you with 
some estimates of the amount of local currency that could be generated to fight AIDS and the 
cost to the Treasury to reduce these debts. You had requested these calculations for eight 
countries: Cote d'Ivoire, Zambia, Kenya, Tanzania, Uganda, Rwanda, Burundi, and Zimbabwi. 
Only four of these countries, Cote d'Ivoire, Kenya, Zambia, and Zimbabwi, have debts to the 
USG. The table below provides you with my results. 

Local Currency Generated to Fight AIDS 
Treatinent of Debt by Selected African Countries 

(all amounts in $ millions) 
Country Debt/Kind Budget Cost Local Currency 

Cote d'Ivoire $91/PL-480 $7 $7.0 
Kenya $38/USAID 0 $3.0 
Zambia $7/PL-480 $1 $15.2 
Zimbabwe 49/PL-480 & $4/USAID 0 $4.0 
Total $315 $8 $25.0 

I assumed that we would reduce only 25 percent of the outstanding debt, and permit the interest 
on the remaining 75 percent to be paid in local currency to fight AIDS. This is how it was done 
under the Enterprise for the Americas Initiative (EAI), implemented in 1991 and 1992 to support 
the environment and child swvival in selected Latin American and Caribbean countries. 

Please call me with any questions you may have. Since these are my own estimates, I would 
appreciate that you not release them. They are for discussion purposes only. Any final figures 
would have to be cleared by OMB, as well as my superiors. 
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~~ The Economic Impact of AIDS 

~ / AIDS h th '-1 • • • ' Afri - It. as e potenb.iU to create severe ecoDQJlllc tmpacu m many can C011J!tnes. J$ 

. different from most other diseases becaD$e it strikes people in the most productive age 
groups and is essentially 100 percenl faI:al. 1'bc effects wi11 vary according to the severity 
of the AIDS epidemic and the structure of the uational economies. The two major 
economic effects an: a reduction in the labor supply anA increased costs: 

Labor Supply 

Cos is 

• TI'\e loss of young adults in their most productive Ycar3 will aff~t overall 
economic output 

• If AIDS is more prevalent among the economic elite, then the impact may be 
much larger thm the absolute number of AIDS dt.arhs inrlieates 

• The direct costs of AIDS include expenditumi for medical care. drugs, and 
funeral expenses 

• Indiiect cosLs include lost time due to ilh1~. recruitment and training costs co 
replace workers, and care of orphans . 

• If costs are :fimnced out of saV"ings, the11 the reduction in investment could 
lead to a significant reduction in economic growth . . 

A World Bank st11dy of the economic impacts of AIDS in Africa concluded thal the 
macroeconomic impacts of AIDS could be 5ignifi.cant.1 Yet there is still time ro mitigate 
the cc.qnomic impact of AIDS; over half of Africa's population live in c.ountries where 
the epidemic is ••concent.ratcd,,., that is, where :erv· Wfectiw is concentrated in groups 
with risky behavior and is not yet widespread in the general population.2 

The economic; effects of AIDS will be felt first by individuals and their .families, then 
ripple outwards to firms and businesses and the ~ouomy. Th.is paper will consider 
each of these levels m tum and provide examples from various African countries to 
illustrate these impacts. 

Economic Impact ot AIDS on Households 

The household impacts begin as soon as a mewber of lhe household st.arts to suffer from 
HIV-related illnesses: 

• Loss of inoome of the patieut (who is frequently the main breadwinner) 
• Household expenditures for mt:dical exp eases may increase substantially 
" Other members of the househol~ usually dau.gb.tets and wi11es. may miss 

school or work less in order to care for the sick person 
• Death resul~ in: a permanent loss of income, from less labor on the farm or 

from lower remittances; fimeral and mourning costs; and the removal of 

l 
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children from school in order to save on ·cdw:ational apenses and i:D.crease. 
household labor. resulting in a severe loss of f\lture earning potential. 

Sru.dic:s in Tan7.3Ilfa," Cote d~lvoire, Uganda, and Ethiopia have documented the 
tremendous burden of loss of income, large health care expemli.turcs. and consumption of 
sa:vil:igs to pay for :funeral and mouming costs: 

• In Tanunia, a study of adult mortality foulld that 8 percent of total hou.~hold 
~enditure went to medical care and ' 
funerals in households that had an adult Funlll'lll •1111 ~ c:arw lil;gendltulllUI 

mctezie When an Adult.In~ tlousetield D~ 
death in the preceding 12 months. In 
households with no adult death the 
figure was only 0.8 percent. In addition 
to . increased expcndiru~. 'many 
households experienged e. reduction in 
remittances if the adult member wad.:ed 
outside the home. In partial 
compensatiou for these financial · 
setbacks. ~any households were forced · 

NoAIDSD~ AIDS lleal/\ 

!.-----. 
j •FoJnergb 

! ll~c.re 
I 

·i 
I .., 

to remove children from schoo1 in or-der -----------------' 
to reduce education-related expenditures and have the ch;ldren help with household 
chorcs.3 

• In Cntc d'Ivoire, households with nn HIV/AIDS patient spent twice as much on 
medical expenses as other households. Furthclmore. 80 percent of the expenditmes 
went to the AIDS patient, rather than to other household members who are ill. When 
the per.ion with AIDS died or mo"ed away, average consumption fell by as much as 
44 percent during the following year. 4 

• In U~anda, the economic impact of HIV-related deaths was stronger than other types 
of death. as households lost much of their savings in order to pay health care and 
funeral expenditures. Asset ownership lieclined when the death of an HIV+ member 
occured. but remained stable when the death was of an HIV· member.~ 

• In Ethiopia, a study of25 AfDS .. aftlicted rural families found that the average cost of 
treatment, funeral and mourning ~e.oses amounted to several tiwcs the ·average 
household income. 6 

· 

Economic Imp.act of AIDS on Azrieulture 

Agriculture is the largest sector in most African eeouomies accoWiting for a large portion 
· cf production and a majority of employment. Studies done in Tanzania and other 
countries have shown that AIDS will have adverse effects on agriculture, including Joss 
of uwor supply and remiltance income. The loss of a few workers at the crucial periods of 
plantiil.g and harvesting can ~ificantly reduce the size of the harvest. In countries 

2 
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where food security has been a continuous issue because of drou~. any declines in 
household production can have serious consequences. Additiona11y, a. loss of agricultura.I 
labor is likely to cause furmc:rs to switch to lcss-labor·intensivc crops. In many cases this 
may mean switching from· export crops Lo food crops.' Thus, AIDS could a1Tect the 
production of casb. crops as well as food crops. 

• A srudy done by the Zimbabwe Farmers 
Union {ZFU) showed that the death of a 
bn:adwirmcr due to AIDS will cut the 
production of maiz.e in small scale 
fanning and communal areas by 61 
percent. Similar results were obtained 
for other crops (see table aI right). The 
fall in output results from losses of labor 
and remittances and the need to 5Pcnd 
scarce resources on medical expenses. 

Redu¢on in Production Due to 
A.IDS Deaths in Zimbabwe 

Crops Reduction in 

Maize 
Cotton 

Vegetables 
Gromdnuts 

Cattle Owned 

Output 
61% 
47% 
49% 
37'% 
29% 

• In Ethiopia, the male head of the household is responsible for special tasks> such as 
oxen cultivation, harvesting, threshing and farm m~agemenL One mi.dy found that 
the effect of 311 AIDS death varied by region: it would have -rhe. most severe ettect on 
hat.vesting teff in Nazareth.. on digging holes for tnmsplant:iog ensct plants in Ara.t:, on 
ploughing :millet fi.elds in Baherdar, and on picking c.offee in Virgalem. Wot"rien are 
generally responsible for other tasks: leveling, weeding. harvesting minor crops. 
tnmsporting pro du~ and hoU&ehold duties. The death of the wife to AIDS cm make· 
it difficult for other household members to arry out these tasks. in addition to caring 
for children. The de3zh of a family member because of AIDS. also leads to a reduction 
in savings and inv~tmcnt. The stock of food grain can be depleted to provide food 
for mo\Uners and the other expen.Ses were nlet most often by sel~ livestock. Such 
loss of productive assets only makes it harder to survive in the future. 

• 1n. Kagabiro village, Tanzania, when a b4H.&Khold contained au AIDS patie.nt, the 
household 13.b.or supply was severely affected: on average, 29% of household 
1.a.bor was spent on AIDS-related maiuen, including can: of tbc patient and 
f u.u.eral duties.. If two people were devoted to uu.niag duties, as occur-red in 66% 
of the cases, the total labor loss wllS 43%, on average.9 

In Malawi, 10% of GDP comes ------.-· • Cost of HIV/AIDS on a Tea Est.ate iii Malawi from estate agriculture. A recent 
Description Total Related Cost of study evaluau.d. the costs of Cost to HIV fil\1(£) 

HIV /AIDS on a tea estate there ( £ ) (%2 
(sec table iilt right). The study Provi'i:ion of medical 22,275 25 5,5G9 
found that the c.osts are seiviccs 

determined by the levels of both Funeral costs 928 75 696 

employee benefits and of skilled Death 111 service 4.691 100 4,691 
bcucfi~ 

labor necessary for production. It Absettee 14,875 25 3,719 
predicted that, in the longer teml, Total 42.769 14,675 
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the negative impact on thc··supply of skilloo labor will be the slrougest (:!feet of 
HIV/AIDS. 10 It wiJI become increasingly difficult to recruit skilled people, even sl 
the national level. · 

• D~ collected in Uganda indicate that agricultural tasks were :frequently disrupted 
when women needed to care for household memb~ ill with AIDS-related 
conditions._ 11 

Economic Impact of AIQS on Firms 

AIDS may have a significant impact on some firms. AlDS·related. illnesses and deaths to 
employees 3ffect a firm by both increasitig expenditures and reducing revenues. 
Expcnditures are increased for health care costs, bu.rial fees and tiaining aud recrui.1ment 
of replacement employees. Revenues may be decrease.cl because of absenteeism due tD 

illness or attendance at funerals and time spem on. training .. Labor turnover can lead lo a 
less experience:d labnr force that is less productive. 

Fa~tors Uf1dillg ta Increased Expend.itun: 
fu;aJth ~ CO~l!l 
Bur~f~ 
Training and ~tto.cnt 

Factors Leading to Decreased Revenue 
. AbseDteeism due to illness ·-·-------

Time uIT to atte:a.d funensh 
Time spe.ut OD tea.i!WJg 
Labor tumovt:r 

The actual distribution of these ccists bas been calculated~ pan of various USAID­
:funded AIDSCAP studies of the private sector impact of AIDS: 

• One stlldy examining 
several firms in Botswana 
and Kenya showed that 
the most significant 
filctors in increased labor 
costs were abseo.tee:ism 
due to ffiV or AIDS 3D.d 
increased burial costs as 
shown in the figure lo lhe 
"gh 12 n t. 

• Another study in 
Zimbabwe found tba.t the 
major ex.pe11se was health 
care costs. The transport 

Distribution of Increased Labour Costs Due tg 

HIV/AIDS in in Selected Flnns In Kenya :1nd 
Botswana 

company in this study bas a large· staff of 11.500 workers. Since the company offe.rs 
significant health benefits to its employees. the. cost of AIDS is even higher than for 
other companies that do not provid~ such benefits. The stlldy estimated that there are 
eurrcn.tly more than 3,400 workers who arc infected with HIV and 64 who died from 
AIDS in 1996. The total costs of AIDS to the company in 1996 were estimated at 
Z$39 million, equal to about 20 percent of the companys profits. More than half of 
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chis· amount re5ulted from increased health care costs. By. 200S the eost of AIDS to 
the company could ream ZS 108 million. There may be indirect costs a.s well The 
report speailates th.at HlV I AIDS will worsen en;iployce morale and create Fer 
labor-management tensions and cause a labor shortage miong skilled positions. 3 

Various srodies have also examined tb.e total anc.nal cost of AIDS to diffcn:nt. oompanies. 
as well as rhe annll.'.l! cost of AIDS per QDployee.14 These studies found that the annual 
cost of AIDS per employee varied from US$17 to US$300, as shown in the table below: 

Compn.o.y Name 

BotsWllllll Diamond V a.hl.i:ag 
BctsW~ Meat CAmmission 
Cote d'Ivoire food pw~smg mm 
C0te d'lvuire '8X!ile fum 
C.Ote d'Ivoire packaging firm 
Kenyan a~~mobile firn.1 
Kenyan transport firm 
Muhoroni S\lgar, Kcuya 
K.aiym lumber finn 
Uganda Railwav Corparatfon. 

Tol.i&l Azmual. C.O.St 
of AIDS 

USS 125.941 
USS370.200 
US$ 33.207 
USS 32.667 
US$ 10,398 
USS 21.312 
USS 61,132 
USS S8,303 
USS 40,630 
USS 77,000 

AUua.l Cost of AIDS 
pcr~loyee 

USS237 
USS 268 
USS 120 
USS 29 
USS 12.S 
USS 17 
USS 28 
US$ 49 
USS25 
US$ 300 

Increased labor costs can reduce the profits nece.ssary for expansion. Thi:i impact on 
profits can be ccnside.rable; 

• The Indeni Petroleum Retlnery in 7....ambia speD.l USS26,400 on AIDS-reJated costs in 
1994, more than its declared profits of US$25.S 14 in that yenr.1

' . 

• A sru.d.y in Sonrh Africa examiiied the 
expected impact of AIDS on employee 
benefits, and thus on co;r;porate profits. 
It found Thar at CllrTCI1t levels of 
benefits per employee, the total costs of 
benefits would rise from 7 percent of 
sa.1aries in 1995 to 19 perceut by 2005. 
Since these addition:al. costs '1ti.ll ha.ve to 
be paid at the same time that 
productivity is declining., due lo A!DS, 
the net impact on profits could be 
significant 1" 
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Finally, other costs associated with AIDS that firms face include: 

• Th.e Uganda Railway Corporation has been hard hit by AIDS among it employees, 
experiencing a labor tumovCT rate of 15 pcrccnt per year.in recent years. 17 · 
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• Medical aid companies in Zimbabwe have estimaled that meeting all the claims of 
just one percent of HIV .infectM memhc:s could result in a 31 percent increase in 
insurance rates. Most of this ~e would· have to be paid by employers. 1

1:' . . 
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For some small.er fums the loss of one or more key employees could be catamrophic, 
leading to the coll3Pse of the firm. In othcts, the impact may be small. Firms in some 
key seetors, such as transportation and mining, are li'lcely to suffer larger impacts than 
finns in other secto~. In poorly managed situations tlie HIV-related costs to compames 
can be high. However, with proactive management these costs cau be mitig.1led through 
effective prevention and management strategies. 

llnpads on Other Economic Sectors 

AIDS will also have significant effects in o~ key s~rs. Among them are .llealth. ~r 
transport, mining, education and water> f4'" ~ ~ ~ ~ ~ 

• Health. AIDS will affect the health · ~·'.2-~ 
sector for two reasons~ (1) it will Pa1an~1.n.ilxi ~"""cnt cosa as• ...... mot P) 
increase the number of pe<;Jple seeking uu! Mi11i$~ ~•Hwlth Buduet V-0 ~ 
services and (2) health care for AIDS -:; 10 ··-· .. · 

~ ~ IO patients is more Q..""Pensive than 1or .z 511 
most other conditions. The numba ot" g .r. ••.••. 

!E 
AIDS patients seeking care i& already 0 111 

OVC..TWhclming heallh care systems. In = ID 
2 10 

many hospitals in Africa, half of ~ 
0 

hospital beds arc now oc:cupied by c1111Dim.201' ~~os Z"snb3tiwe!l00s 

AIDS patients. AIDS is aLSo an 
e>...-pensive disease. The graph shows projected expenditure on AIDS as a percentage 
of public health spending for three African oountries. 19 On a.veiage, tteating an AIDS 
pati.enl for one year is about as expensive as e.d.uea.ting ten primary schoQl sl-..1deiits for 
one year. Governments will face trade-offs along at least three dimensions: treating 
AIDS versus preventing HIV infection; treating AIDS versus treating ether illn.esses; 
and spending for healLh ven;us spending for other objectives. Maintaining a healthy 
population is an important goal in its own right and is crucial to the development of a 
productive workforce essential for tt:onomic development. 

• Transport. The transport sector is especially wlnerable to AIDS and important to .. 
AIDS prevention. Building and mai.D.taiiiillg trao.sport infrastructure often involves 
sending reams of men away from their families for extended periods of time. 
increasing the likelihood of multiple sexual partners. The people who operute 
transport services (tl'UCk drivers, 1raiu c~. sailors) spend many days and night£ 
away from their families. A Survey of bus and truck driveci 'in Cameroon found that 
they spent an average of 14 days away from. home on each trip and iha1 68 percent 
had sex during the most recent trip and 25 percent had sex every night they were 
away.20 Most transport managers are highlytrai,ned profi:ssionals who are hard to 
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replace if they die. Governments face the dilemma of in1provwg ~ort as an . 
essential clement of national development while prote.cting the health of the workers 
and;their families. · 

• Minwg. 1'.he mining sector is a key 5gurce of foreign exchange for many countries. 
Most mining is conducted at sites fur from. population center.s fo~iD.g workers tQ live 
apart froDl their families for ~periods· of time. They often resort to 
comm~ sex. Many becom.c infi:cted with IllV abd. spread that infection to their 
spouses and communities when they return home. Highly trained mining engineers 
can be vezy difficult tc replace. As a remit.,. a severe AIDS epidemic can seriously · 
threaten mine pIQduction. 

• Education. AIDS aff ec!S the education sector in at least three ways: the supply of 
~ experienced teachers will be reduced by AIDS-related illncas and dea!h; children may 
~~ be kept out cf school if they are needed at home to care for sick family 1nembeis or to 

("Y"""" wo!f in the fields; and children may drop out of school if their families can not afford 
_ , r.. 9.):chool fees due to reduced household income as a result of an AIDS death. Another 
~ ~ problem is that teenage children arc especially susceptible Lo filV infection_ 
\A ~ - Th~fore., the cduc.aiion system also faces a special challenge to educate students 

~O. ;_ \\ kL~··~uifJ!iS and equip them 10 lllJ>tectJihemselves. · 
!JV:: u~ ~· !../W(.;1-fk ~ ~, ~1 

• ater. Develop~ources in arid areas and controlling excess water during 
rainy periods requires highly skilled water cnginccrs and ~tant maintenance of 
wells, dams. embankments, etc. The lo:ss of even a small number of highly trained 
tmgine~s can place enLi.e water systems and signific:am: investm.mit at risk. These 
engineers may be especi:illy susceptible to HIV because of the need to spend mwiy 
nights away from their families. 

. . · .. ~~;;..~~) 
Macroeconomic Impact af AIDS ~ ~ . 

The m.aCrocconomic .impact of AIDS ~ difficult to asse~ Most ~tudies have found that 
estimates cf the rnacrneeonomic impacts are sensitive to assumptions about how AIDS 
affect.s savings and investment rates and whether AIDS affects the best-educated 
employees more than others. Few studies have been able to incorporate the impac:ts at the 
b.ou.sehold and firm level in macroeconomic projections. Some studies have found that 
the impacts may be small, c;specially if there is a pl~tifW supply of excess labor and 
worker benefits are small. Other studies have found significant macroeconomic impacts. 
Studies in Tanzania. Cam~roon, Zambia, Swaziland, Kenya and other sub-Saharan 
African eountries have found th.at tbs rate of economic growth could be reduced by as 
much a.S 25 percent over a 20-year period. 

~,~·~-~.CM._~ 
~~~· 
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There are several mechanisms by which AIDS affects macroeconomic performance. 

· • AIDS deaths lead directlY to a 
reduction in the number of workers 
available. These deaths occur to 
workers in theii most productive 
yeru-s. As younger, less experienced 
worlrers repla.ce these experienced. 
workers, worker pwdw:tivity ls 
redticecl The graph to the right 
illust:rStes the magnitude of the 
problem in five A:fiican countries. 21 It 
shows the wcxease ill mortality among 

Tani:ania 
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men of working age from the late 1980s to the mid-1990s_ Most, if not all, of this 
increase is due to AIDS. 

• A shortage of workers leads to higher wages1 which. leads to higher d0II1estic 
production costs. Higher production costs lead to a loss of international 
competitiveness which can cawe foreign exchange shortagB.6. 

• Lower government revenues and reduced private sa:vioBs (because of greater health 
care expenditures and a loss of worker. in~me) can cause a significant drop in . 
savings and capital accumulation. This leads to slower employmenl crealion in the 
fonnal sector, which is particularly capital intensive . 

. • Reduced worker productivity and invesonent leads to fewer jobs in the formal Jir:ctor. 
As a result some wor~ will be pushe4 from high paying jobs in the formal sector to 
lower pa~jobs.in the informal sector. 

• The overall impact of AIDS on the macro-economy is small GI first but increases 
significantly over time. 

Several studies have found that these effecrs could be large in some Afrlcm countries. 

• A World Bank. study examined the 
mai:.roeconomic impact of AIDS in 
30 s:ul>-Sahar.m African countries.22 

This srudy concluded that the net 
effect is likely to· be a reduction of 
the annual growth rate of GDP of 
0.8 t.o 1.4 percentage points per year 
and a 0.3 percentage point reduction 
in th~ azmual growth rate of GDP 
per capita. 

Pen:ent Redue!lon In Future CDP Clue U1 A.IDS 

~ iii... . ·- '" "' ··········-·--····- "'"" 

~ 
Ji ~~---------­
.::: 
~ 1$+--~~~~~---~ 
:I 
1 10+-----~~-
a: 
i 5 

: 0 

Zimbabwe• Zambia - Kany.;i - T~a -
2000 2000 2005 2010 

8 



• A simulation model of the economy of Cameroon concluded that the annual growth 
I21e of GDP could have been reducQ.i by as much as 2 percentage points during the 
1987-1991 period ~e of AIDS.23 

P. 1~v13= -~-

• A study of the :rnacweconomic impacts of AIDS in Zambia found that by 2000 the 
GDP would be S to I 0 percent lower because of AIDS tl1an it would be if there were 
no AIDS affe.cting the population. The authors concluded, ..... without unprecedented 
in.fusions of free foretgn atd io m~ate the effects df AIDS, the eco11omy of Zambia 
will sujf u con.sillerable damage. · . 

• An· assessment of the macroeconomic.impacts of AIDS in Taa:mnia by the 
Gove.mmco.t ofTalDZiUlia. the World Bank and the World Health Organization in 
1991 found that total GDP will be lS to 2S percent smaller in 2010 because of the 
impact of AIDS.25 

• A study of the impact of AIDS on the economy of Kenya projected that GDP will be 
14 pc.rcent lower in 2005 than it woukl have been without AIDS. GDP per capita will 
be 10 percent less in 2005.26 · 

. r(~~ ~ ~ ~~~~-
• ~""'-~ ~CuBeDGae? 
AIDS has the potential to cause severe deteriQllltion in the economic conditioI!S of many 
countries. However, this is not inevitable. There is m\Jcii that can be done now ta keep 
the epidemic from getting worse and to mitigate the negative effects. Among the 
responses that arc ncc~sary are:_ fl 4 ,/)A _ ,./L;s. _,, L .L_ -

6 f~~AI~ ~ ~ ~!"~~ ~OVJ. 
• Prevent new in(ection5. The most effective response will be to support programs to 

reduce the number of new in.fectlons in the fuLure. Aftt:r more than a decade of 
research and pilot programs, we D'1W know how to prevent most new infectiom. An 
effective national reQPonse should include information, education and 
communications~ voluntary CQUDSeling and testing; condom promotion and 
availability; expanded and improved seIVices to prevent and treat sexually transmitted 
diseases; and efforts to protect hum.an rights and reduce stigma and discrimination. 
Governments, NGOs and the commercial sector, working together in a nntlri-se.ctoral 
effort can make a difference. Work.place-b~cd programs can prevent new infections 
among. eXperienced workers. 

• Design major development projects appropriately. Some major development 
activities may inadvertently f.ncilitaie the spread of HIV. Major c;onstruction projects 
oftt:U require large numbers of male workers to live .apart from their famili~ for 
extended periods of time, leading to increased oppommities for commercial sex. A 
World Bank-funded pipeline construction project in Cameroon was redesi~ed to 
avoid this problem by creating special villages where workers could live with their 
families. Special prevention programs can be put in pl~e from the very beginning in 
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proj~ such as mines or new pons whece commercial sex might be expected to 
flourish .. 
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• Pro~ams to address specific pr1Jblem.s. Special prograDJ.S can mitigate the impact 
of AIDS by addressing some of the most severe problems. Reduced school fees can 
help children from poor funilies and AIDS orphans stay in school Jonger and avoid 
deterioration in the education level of the workforce. Tax benefits or other incentiv~ 
for training ccin encourage firms to maintain workd productivity in spite ot the loss of 
experienced \vorkcrs. 

• Mi~gate the effects of AIDS 
on poverty. The impacts of 
AIDS on households can be 
reduced to rome extent by 
publicly funded programs to 
address the most severe 
problems. Such programs have 
included home care for people 
with HIV/AIDS, support fur the 
basic needs of the households 
coping with AIDS. foster care 
for AIDS orphans, food 
programs for children and 

Annual Coses of Programmes to Mitigate the 
Household Impaets of AIDS, Kagera, 
Tanunia, 1992 
Type of Program.me 
Home care fur people 
with AIDS 
Orphanage cue 
Foster care 
'Feeding post 
Basic ne~ support 
Educational suppo1t 

Annual Cost (USS) 
$227 per patient 

$1,063 per child 
$185 per chilt;f 
$69 per cbild 
$47 per household 
$13 per child 

gupport for cducal:.iona.l expenses. Such progr.uns cm help families and particularly 
children survive some of the COilS(:queDCes of an adult AIDS death that oc.cur when 
families are poor or bec.ome poor as a result of the costs of AIDS. The costs of these 
programs can vary widcly.27 

A strong political commitment to the fight agabut .4JDS is crucial. Countries that have 
shown the most .SUCCt!SS, su.ch OS Uganda. Thailand and Senegal. all have SlTOng support 
from the rop poltrica.l lemiu.v_ Th.is support is critical fol' .1evoal reasons. F;,.,st, it sezs the 
stage for an open approach to AJDS that helps to reduce the stigma and discriminatio1i 
that often hamperprevent.ion efforts. Set.."Ond. it facilitates a m11.lrf-Sttl01'al approach by 
nzaking'ir clear that tlzefighc against AIDS is a national priority. Third, it sipals to 
individuals and community organi2ati.on.s invo!Yed in the AIDS programs that their 
efforts are appreciated and valued. Fu1ally, it ensures thal the program will rec.ei'llct a.n 
appropn-a.te share of narional and inLernational donor resources co fanll. important 
programs. 

Perhaps the most imporrmu: role. for the gC1Vernment in the fight against AJDS is to ensure 
an open and su.pponive environment for effeclive programs. Governments need ta make 
A.IDS a national prion·ty, n.ot a problem to be avoide.d. By &timuJarlng and su.ppo,Ling a 
broad multi-secroral approadi that i1'1cludes all segments of society, goYernments can 
create the conditions in which prevention, care and mitigation programs can succeed and 
protect the country 's fonne developmait prospeczs. 

10 



. o JM8~' 26 ' 99 01 : 15Pf"1_ WE PRDPE 202 5221154 AFR SD p. 12/13~ Ul~ .• -

1 Ovc:r, M. 15192. Tut: Maaoeconomic Impact of AIDS in Sub-Sahara.a Africa. AF"CPN Technical Workillg 
Paper 3. Wedd Banr., Africa Tedmic:al ~Population, Health. 8JUl Nutrition Di'\risioA, 
W asbiD.gton, DC. . • . 
2 AinswotT.h. Mand M Over. 1998. AIDS imd Dcvclopaicnt: The ROk of Oovcmn1ent. AIDS; 12(5): 12-
13. !AS Ne111Sletter No. 9. 
3 Mead Over, Martha ~ollh. et al 1996. Copiag with AIDS: The :Economic Impact of Adult. Motta.lily 
from AIDS aud Otha- Ca.uses on Ho~boLk m Kagara., Tanzania 
4 

Becllu.. N. 1998. The: impact of AIDS OD. the CCIJJ)()my offimili~in Cote d'lvo~; ChqQO iD 
cu~umption among AIDS-aJicc:ted hou~lds. Ia. M Ainswortli,, L FrllDSen. 11.Ild. M Ovc:r, eds., 
Confronting AIDS: Evidence from the developing world.: Selected backgwund papcr.i for~ World Bank 
Policy ~SCKidi Repon. Earopc:an C.01m1w1sion: llntted Kiq:dam; and AIDS Anal~is Africa; 8(1): 2.-3 
5 Mci:.iwi., R, MJ W11.wer. JK.. Koll.de-I.We; NK 8ewanlcamho, Uld C Li. 1·998. The economic impact of adult 
moitility 011 household3 in &mi district, Uganda_ In M ~o~ L F.r.msen, and M Over. eds .• 
Confronting AIDS: Evi.de.ucl! from the devclopin£ world: Seleded background papers for the World Bank 
Policy R.csca:ch Report. E11I0pean Cor:muission; United Kingdom 
6 Demeke. M. 1993. The Potential Impa.c;t of HIV/AIDS on 1he Rwlll Sector of Ethiopia. Unpublished 
manuscript, JanlW)' 19~3. 
7 Ilinigumugabo, A. 19%. The economic c:onsequl!IUCt:::l of AIDS in Africa. Afric.wi Journal of Fertility,. 
Si:xu.ality and ~odw:t:ive Health; 1(2);153-61. 
8 Demeke, M. 1993. The Pomntial lmpGct of HIV/AIDS on the Rui:al Scceor ofEf.hiopia. Unpllhlished 
manuscri-pt, Janu:uy 1993. 
9 1'ib.aijuka, AK. 1997. AIDS and Econowic Welfare in Peasant Agrit;ultun:: Case Slwlic:s trom Kagabirc 
Village, (<agcra Region, Tam.ai;;iia, World Development; 25(6):963·975, 
'
0 Jones, C. 1997. Whitt HIV cost a tea atate in Malawi. AIDS Analysis Afria; 7(3}: 5-7. 

11 Taylo1, 
1
L, J Si:clr:y, E K.ajura. 1996. ~ c.11'e for illness in rural southwest Ugand:!: the centtal role 

that women play. Hea.llh Tninsition Review; 6(1):49-56. 
12 Roberts. Matthew and Bill Rau, African Workpll\cc Profiles: Private Sector AIDS Policy, AIDSCA.P, 
All.i.ugtun, VA. USA 
13 

: Rf.lbcns, Mauhew and Bill Rau. AfriQill Workplac.e .t'rcftles:: Pri~tc Seaor AIDS Policy, ArDSCAP, ArlilLgton, 
VA,.USA 
14 Robt:rrs, Manhew and Bill Rau, Afi"ici.n Workplai:.e Prcfile:: Private Sector AIDS Policy, AIDSCAP, Arlingten. 
VA, USA.; J\venci11, L llUl<l P HIWli. 1997. HIV/AIDS and 1111U1uW:turing in Abidjan. AIDS .l.r1a/ysislf/i'iaJ, Vol 70): 
June 1997.; All\S\l,/Orth_ Martha, '"The~ of HIV/AIDS <111 Afric:mi ~lopltlCllr'·. pi·c:senlcd 111 the African 
r'>cvclopm.enr Bank HIV/AIDS and Dfteloprneiat in Africa. Symposiwn. May 11, 1993. 
"Southern African f..conomist, 1997 ... AIDS ioll on regional economies.," April 15-May 15, 1997. 
L
6 Sourhcm. Afrii;311 Economist, 1997. "AlDS toll oo regional e'ouomies,., April 15-May 15, 1997. 
'' Ainswocth. Mamia, ''The Impact at" HIV/AIDS on Atrlcaa D~lvpment~, presented :it the J\1Ham Dcvclopmau 
Bank: HJV!AlDS lWJ Oi;vcloprnentin Aftica Symposium. May l I, 1993. 
13 South~ A.fric:an &onomist, 1997 ... AIDS toll on regional cconomles,'' April 15-May 15, 1.997. 
1 ~ Ministry of Health, 1998. A.JDS i11 Etl1iDpiJJ, St:UJnJ Edir:Jon. Addis Ababa: Epidemiology arid AIDS 
Dep:iI!meg.t, 1998.; NASCOP, 1998. A.JDS VJ Kl!ilyo, Founh Edition. Nairobi: Natiooal AIDS and SIDs 
Control P"Fagramme. 19!>8.; Ministry of Health iUld Cl1ild Welfu.rc, 1998 .. HIV!AIDS VI Zimbabwe. Harare: 
National AIDS Coordination Prognmmc, 1998. 
10 AIDS A.Mlysis Africa, Vol. 4 (S), SeptanbcrfOctobcr 1994. 
~· UNAIDS, 1998. RepoN on the global HIV/AIDS epitlemiJ:, ~ 1998. ~ae,.a: UNAIDS. WHO •• 1998. 
22 Over, Mc.ad, 1992.. "The Maaocconomic impact of AIDS fn Sub-Saharan Africa," The Wnrld Bank. 
T.:ebnic:.al Working P~pcrNo. 3., 1992. 
;i.;. ~bou, Gi:racd., Shanta~ o~jan and Mead Over. 1992 ... The Economic Itc:pa.d of AIDS in an 
Afric..-ui Counay: Simulations with a Computable Gcucral Eq....W'brium Model ofCameroou", Jo1>1mal of 
~11. &onomies. Volume 1, Number 1. 

Forgy, Larry. 1993. "Mitiguing AIDS: The Eoonomic; linpacts of AIDS WZanlbia 11.Ild Measures to 
Coumc:r Them,'' REJ)SOIESA. FebIWl.ry 1993. 
25 Cucidingwo, IT, 1992. Modelling the ~economic Effecu of AIDS, with an Application kl Tanzania, 
World Bank Economic Rt<Mew, 7(2): 172-189. 

11 



. O·Jl".t'.N 26 'gg 01 : 15PM ~~E PRDPE 202 5221154 AFR SD 

u lime~ John; David Na.lo; Mollica Aoko; R.Qselyn Muteani.; St.even Forsythe. 1996. "The 
Mac;oecOnomic Impacts of AIDS." AIDS in K.urya. FHI: W3Shingmo.. DC. 1996.. 
27 World Bank. 1997. C.cmfronlingAIDS: Public Prioririo in a Global EpiJJemi.c. Ni=w York: Oxford 
University Press. 

p . 13/ 13g] u .J..) 

" 

12 



....,~ .... 

FROM: 

PHONE: 

FAX: 

E-MAIL: 

TO: 

CC: 

FAX: 

PAGES: 

DATE: 

lJ 

FAX TRANSMISSION SHEET 

Gregory Pappas, MD, PhD 
Acting Director 
Off ice of International and Refugee Health 
Department of Health and Human Services 

(301) 443-1774 

(301") 443-6288 

gpappas@osophs.dhhs.gov 

Sandra Thurman 

Todd summers 

(202) 456-2438 

3 

May 25, 1999 

92024562438;# 1/21 

FOR YOUR ACTION FOR YOUR INFORMATION 

AS REQUESTED 0 AS DISCUSSED 

MESSAGE: I am sorry for the delay. Secretary Shalala, Assistant 
Secretary for Health/Surgeon General Satcher, and a large 
delegation of DHHS officials including myself were in Geneva 
last week for the World Health Assembly. DHHS will hold a 
meeting of relevant agencies later in the week to further 
develop the response to your request. I will be in touch. 

ATTACHED: Memorandum with Attachments 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

DA TE: May 25, 1999 

TO: Director 
Office of National AIDS Policy 

PROM: Acting Director 
Office of International and Refugee Health 
Department of Health and Human Services 

SUBJECT: Global AIDS Emergency Working Group 

Office of the Secretary 

Office of Public Health and Science 
Office of International and RefUgee Health 

Rockville, MD 20857 

The Department of Health and Human Services (DI-illS) has been seriously engaged in a 
response to the growing emergency of HIV/AIDS in many parts of the world. The crisis 
in sub-Saharan Africa has been of special concern. 

The Assistant Secretary for Health and Surgeon General (ASH/SG) has included 
Emerging and Reemerging Infectious Diseases (ERlDs) in general and HIV/AIDS in 
particular under his Global Health Priority. Attached is a column on global HIV/AIDS 
by the ASWSG from the Journal of the American Medical Association (JAMA) (f ab A). 

The three most important agencies in the DHHS response to global HIV I AIDS are the 
Centers for Disease Control and Prevention (CDC), the Food and Drug Administration 
(FDA). and the National Institutes of Health (NIH). Attached is a summary of the DHHS 
response to global HIV/AIDS (Tab B). 

DHHS looks forward to its participation In the Global AIDS Emergency Working Group. 

<&-- 5~,q'\j\rJ, -for 
Gregory Pappas, M.D., Ph/; 

U.S. Public Health Service 
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Medical News & Perspectives - April 28, 1999 
From the Surgeon General 

The Global IDV/AIDS Epidemic 

An enonnous human tragedy is unfolding in many 
less-developed countries because of the spread of 
HIV/AIDS. Of the 33.4million1-llV-infected peopJe 
around the world, there are an estimated 22.5 million in 
sub-Saharan Africa, 6.7 mi11ion in South and Southeast 
Asia. 1.4 milJion in Latin America, and 665,000 in lhe 
United States. Globally, more than 14 million people 
have died of the disease, including 2.5 million last year. 

In many southern African countries, IIlV I AIDS has 
become an unprecedented emergency, with 20% to 26% 
of people between the ages of 15 and 49 infected. In 
Botswana, Kenya, Malawi, Mozambique, Namibia, 
Rwanda, South Africa, Zambia, and Zimbabwe, 
HIV I AIDS will reduce life expectancy from 64 to 4 7 
years by 2015. The progress of decades of work 
immunizing children, controlling diseases, and 
improving nutrition is being negated by HIV/AIDS. 

Conditions in many parts of the world promote rapid 
spread of the HIV/AIDS epidemic. For ex.ample, India, 
with a population approaching I billion, has estimated 
that 3 million to 5 million of its people are infected, and 
the number of new infections will double every 14 
months. 

Social and political issues surrounding sex, injecting 
drug use, and blood transfusion in many countries have 
created special circumstances in which the disease has 
been able to spread unchecked. Some less-developed 
countries also bear a burden of political and economic 
instability that makes prevention even more difficult. It 
was only a few years ago that epidemiologists offered 
projections of disease prevalence for sub-Saharan Africa 
that were met with disbelief. If the present warnings go 
unheeded, South Asia, Southeast Asia, and, perhaps, 
China will follow the disastrous course of sub-Saharan 
Africa. 

More than a decade of experience-has taught us how to 
control HIV I AIDS-we know what works. Many 
developed countries have successfully checked the 
spread of the epidemic. While development of therapy 
and a vaccine continue, prevention must be emphasized. 
The basic elements of prevention include education, 
behavior change, voluntary testing and counseling, 
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prevention of perinatal transmission, and political 
commitment. Each country must find the mix of methods 
appropriate to its particular conditions. 

Education about lilV I AIDS is necessary but alone does 
not change the behavior of populations. Promotion of 
voluntary testing and counseling must complement 
education. Testing and counseling break the deadly 
silence arowid IDV/AIDS and empower individuals to 
make informed decisions and change behaviors. 
Breaking the silence also will begin to diffuse the stigma 
sunounding the disease. We have seen success with . 
behavioral change in Uganda and Thailand, the only two 
less-developed countries with extensive capacity for 
voluntary testing and counseling. 

It is known that perinatal transmission of HIV can be 
reduced by more than 500./o by using antiretroviral 
therapy; however, problems with access to these drugs 
limit their use in some countries. Transmission of HIV 
through breast-feeding and poor survival of orphans 
make the avoidance of disease via treatment for perinatal 
transmission more complex. We continue to work with 
international organizations, other governments, and 
pharmaceutical companies to lower costs and expand 
access to antiretroviral drugs. Current treatment for 
perinatal transmission (as well as use of antiretrovirals in 
general) in less-developed countries is also limited by the 
fact that very few people have been tested for HIV 
infection. 

Treatment of other sexually transmitted diseases (STDs) 
is important to control the spread of HIV. One of the 
reasons mv has spread so rapidly in Africa is that so 
many STDs go untreated. Untreated STOs break down 
natural barriers that prevent trnnsmissioIL Access to even 
bac;ic treatment for STDs remains a problem for many 
less-developed countries. 

Perhaps most important in the global battle against 
HIV I AIDS is political commitment. Leaders at the 
national, provincial, and local levels of government must 
speak out about HIV I AIDS and encourage businesses 
and nongovernmental organizations to commit to work 
against the disease. I was encouraged by US Vice 
President Al Gore nnd Deputy President Thabo Mbeki of 
South Africa. who put the HIV I AIDS threat at the top of 
the intemational agenda at the recent meeting of the 
United States-South Africa Joint Commission. They set 
an important example for leaders in developed and 
less-developed countries. 

American medicine and public health have an important 
role to play in the global battle against HIV I AIDS by 
supporting international organiz.atiom; such as the Joint 
United Nation~ Program on HIV/AIDS, the World 
Health Organization, and the \Vorld Banlc. 
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ffiV I AIDS can be likened to the plague that decimated 
the population of Europe in the 14th century. While the 
modern epidemic affects people of all age groups, those 
of working age are at highest risk, posing potentially dire 
economic, social, and political consequences for the 
global community. Unfortunately, the world continues to 
devote greater attention and resources to traditional 
national security issues such as wars, postponing notice 
of an epidemic that, if left to spread unchecked, will kill 
more people than any of the terrible conflagrations that 
have so marked this century. 

-David Satcher, MD 
Surgeon General of the United States and Assistant 
Secretary, 
Department of Health and Human Services 

(JAMA. 1999;281:1479) 
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Centers for Disease Control and Prevention 

The U.S. Department of Health and Human Services (DID-IS) is committed to working in 
partnership with others to reverse the toll that IDV/AIDS is taking on millions oflives by 
halting the further spread of HIV end mitigating its effects on those already infected 
through research, prevention, service delivery and education efforts. Scientists at DI-ll!S 
have contributed significantly to international progress in understanding how HIV 
infection is transmitted, how it affects the body, and how to treat and prevent it. As new 
information becomes available, increased knowledge about this disease and better ways 
to treat and prevent it should be forthcoming to address this critical health problem. 

As the Nation's prevention agency, CDC integrates prevention science, research and 
practice. Through basic and laboratory research, epidemiologic research, and 
surveillance, behavioral, communications, and social science research, CDC supports a 
comprehensive approach to issues which impact prevention. CDC collaborates with 
governmental and non-governmental organizations, international and domestic, awarding 
grants to national organizations, state and local health departments, community-based 
organi.7.ations and other institutions to support prevention activities based on science. This 
integration of science and practice is consistent across all of CDC's Centers, Institutes, 
and Offices supporting prevention science activities. These include the National Center 
for HTV, STD and TB Prevention (NCHSTP), lhe National Center for Infectious Di:sease 
(under which falls the Division of AIDS~ STD. and TR Laboratory Research), the 
National Center for Chronic Disease Prevention and Health Promotion (under which falls 
the Division of Adolescent and School Health and the Division of Reproductive Health), 
the Office of Women's Health and the Public Health Practice Program Office (which 
ensures the quality of laboratory testing). 

In FY-1998, DHHS received more than $6.8 billion dollars for HIV/AIDS activities. 111e 
majority of these funds (nearly two-thirds) were distributed for care and treatment of 
Americans through the Health Care Financing Administration (HCF A) authorized under 
Medicaid and Medicare programs and through the Health Resources and Services 
Administration (HRSA) authorized under the Ryan White Care Act. Funding for 
international collaborative HIV/AIDS activities is limited within the offices and agencies 
within DllllS, with no formal budget allocation for international activities. Therefore, 
only a tiny percentage of HIV/AIDS fi.mds are allocated for international I-IlV/AIDS 
activities. 

CDC has two programmatic approaches to international collaboration in HIV/AIDS 
prevention: field-based research collaborations and limited CDC-based technical 
assistance, training, and project management. 

Field-Based Research 

Epidemiology of HIV. Field-based research provides collaborative assistance to Cote 
d'Ivoire, Uganda, South Africa and Thailand. Studies are designed to increase the 
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understanding of the epidemiology oflllV and to evaluate intervention methodologies in 
the host country and the United States. Because of the variation in the virus itself 
throughout the world, CDC, through two of its centers in Cote d'Ivoire and Thailand, 
conducts intemational surveillance of the genetic diversity oflilV research collaborations 
in numerous countries throughout the world. 

Perinatal Transmission. Earlier this year, researchers from CDC and the Ministry of 
Public Health in Thailand announced dramatic findings that uffer real hope for extending 
perinatal prevention successes to many developing nations. Researchers found that a 
short course of AZT given late in pregnancy and during delivery reduced the rate of HIV 
transmission to infants of infected mothers by half and is safe for use in the developing 
world. CDC is continuing collaborative research in West Africa to establish the longer 
term efficacy of short course zi.dovudine for populations in whom safe alternatives to 
breast feeding may not be available. 

Microbicide Development. CDC has also supported international collaboration on the 
development of microbicidal products, as well as international studies in acceptability of 
microbicides in Zimbabwe and Thailand. In addition, a number of domestic and 
international activities have included research about the potential impact of including 
information on microbicides, once available, as part of the prevention messages about 
condoms. CDC participates with NIH and FDA in the International Working Group on 
Microbicides, which also includes UNAIDS, the Population Council and some industry 
representatives. 

Prophylaxis of Opportunistic Infections. In Cote d'Ivoire, a placebo controlled trial of 
cotrimoxazole in patients in treatment for tuberculosis showed a significantly reduced 
mortality in imrnuno-suppressed patients taking the active drug. The r~cently completed 
trial of preventive therapy for tuberculosis in Uganda, conducted by Case Western 
Reserve University in collaboration with Ugandan colleagues was supported by CDC as 
well. 

Vaccine Research. CDC has a number of research activities related to the development of 
HIV vaccines. This includes participation in efficacy trials in the United States and 
lbailand, as well as in the development of novel candidate vaccines in collaboration with 
academic centers. In addition, behavioral research and communication efforts about 
vaccine related issues are ongoing. CDC expertise in vaccine implementation will be a 

. valuable resource once candidates become available. 

Technical Assistance 

Jn addition, CDC provides both long and short term technical assistance internationally. 
Long-term technical assistance and management capacity has been established by CDC 
field assignees to Uganda and South Africa, working in conjunction with USAlD, as well 
as India and Vietnam. In addition to these field-based staff, CDC provides short-term 
technical assistance and training to numerous countries including Brazil, Russia, The 



Republic of South Africa, and Mali, and to international organiz.ations including 
UNICEF, UNAIOS, and WHO. 

Training 

In conjunction with these technical assistance activities, CDC provjdes training in the 
areas of epidemiology, evaluation, prevention methodologies and other technical areas 
through an extensive program of training based in Atlanta as well as at field sites in 
Thailand and Cote d'Ivoire. CDC has also designed a prog~ in collaboration with 
USAID, to link U.S.-based community 9rganizations and their prevention interventions 
with counterparts in developing countries. This wa'\ established in order to provide a 
mechanism to share relevant experiences, provide materials and resources, and training 
opportunities across countries. Other activities will support USAID-assistcd countries 
with access to CDC epidemiologic and surveillance expertise. 

Other Activities 

Although not specific to HIV I AIDS, it is important to note that CDC's internationaJ work 
focuses heavily on strengthening public health infrastructure, and such work can 
contribute to sustainable HIV/AIDS control. For example, the CDC established field 
epidemiology training programs in developing countries. Epidemiology is the cornerstone 
of public health science, and trained epidemiologists are valuable countries to detect, 
monitor and help control their key public health programs. Serondly, CDC has 
established a sustainable management development program to provide practical training 
in management of public health programs in developing countries. 

Recognizing the urgency of the epidemic and its impact on many domestic issues, CDC 
is committed to HIV/AIDS research within, as well as outside of, U.S. borders. To 
understand HIV I AIDS at a global levd, research must address issues and conditions 
unique to different countries and communities within countries. Many developing 
countries severely affected by the epidemic lack the research capacity, public health 
infrastructure, and financial and human resources to respond to the epidemic. CDC's 
international research underscores the importance of developing and implementing 
diverse interventions to address issues among varied populations and to do so quickly and 
cost-effectively. 
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Food and Drug Administration 

The Food and Drug Administration (FDA) is the only agency within the U.S. Public 
Health Service whose responsibilities are regulatory in nature. Its purview is product­
drivcn and encompasses products worth approximately 25 percent ofthe.U.S. gross 
national product. FDA activities respond to product applications-the agency reviews 
what is brought to it. 

FD A's level of commitment to prevention, diagnosis, and treatment of HIV I AIDS is 
broad-based. FDA, like all of its component agencies in the U.S. Public Health Service, is 
committed to finding more and better ways to prevent, diagnose, and ultimately cure 
HIV/AIDS. FDA performs research and review involving AIDS therapeutic and 
diagnostic vaecine products. Major research priorities include: (1) new more sensitive 
blood safety testing for HIV; and (2) methods, standards, and studies on mechanisms of 
action of new AIDS therapeutics and vaccines. 

Funding 

FDA and its budget is organized around the products within its regulatory framework and 
is not. generally, a grant-making institution nor an entity organized in terms of line items 
for particular diseases or disease groups. FOA does not have a specific international 
budget allocation. 

Prevention 

Medical Devices. FDA has an ongoing responsibility to help ensure the safety and 
effectiveness of AJDS.:related medical devices through its regulatory activities. This 
includes sampling and testing ufmedical gloves and latex condoms~ reviewing 
submissions to market devices that reduce the risk of HIV transmission, including donor 
screening tests; conducting IDV-related regulatory research involving mooical devices; 
and evaluating the role of devices in the transmission ofbloodbomc infections. 

FDA has cleared for marketing over 280 needle and intravenous cannulas with safety 
features that reduce the risk of sharps injuries to healthcare workers. Among sharps 
containers FDA has recently cleared for marketing a:re devices that electrically oxidize all 
types and sizes of needles immediately after use, further reducing the risk from used 
needles. 

As condoms remain the be:>t means of protection against the transmission of HIV and 
other sexually-transmitted diseases, FDA must be vigilant in its regulation. FDA is 
working to develop better tests for condom strength and is investigating the barrier 
capability of condoms manufactured of different materials. 

Blood and Blood Products. FDA is responsible for ensuring the safety of the U.S. blood 
supply. Regulatory mechanisms designed to ensure blood safety include establishing 
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policies; approving authority for blood products and establislunents~ and surveilling and 
enforcing blood safety standards. The blood safety system FDA has established consists 
of five layers of overlapping safeguards that start at the blood collection centers and 
extend to the manufacturers and distributors of the blood products made from donated 
blood. 

The first level of precautions seeks to eliminate high-risk donors by encouraging those 
whose blood may pose a health hazard to exclude themselves, and by evaluating their 
behavioral and medical history as a basis for deferral. The second safeguard entails 
constant updating of a list of unsuitable donors and checking donors• names against the 
list to prevent using their blood. The third ctinsists of testing the h1ood for such 
bloodbome agents as IIlV, hepatitis, and syphilis. The fourth safeguard FDA enforces is 
a quarantine of donated blood Wltil tests and other control procedures establish its safety. 
Finally, the blood collection centers are obligated to investigate incidents, audit their 
systems, and correct deficiencies. FDA also sets quality and safety standards for blood­
derive<l products such as viral inactivation of clotting factor concentrates and immune 
globulins. 

Treatment Equity 

Therapeutic Agents. FDA is responsible for approving safe and effective drugs and 
biologics used in the United States for treating HIV infection, AIDS, and AIDS­
associated opportunistic infections. FDA is also responsible for regulating the 
investigation of new drugs. It places special emphasis on ensuring the most timely and 
etlicient premarketing review possible of products that offer promise for diagnosing, 
treating, or preventing HIV and HIV-related illnesses. FDA has approved 37 applications 
for products to treat HIV/AIDS. Twelve drugs are antiretroviral agents that are used to 
treat the virus, and the remaining 25 are used to treat opportunistic infections that can 
complicate HIV infection. In additio~ FDA is responsible for monitoring the safety of 
the drugs and biologics post marketing and places special emphasis on ensuring that new 
safety information is disseminated widely and in a timely manner. 

Vaccine Research 

Within the framework of the Public Health Service-wide vaccine program for prevention 
and therapy, FDA is continuing its efforts to guarantee that any promising products for 
immunization against HIV will receive expedited regulatory review, and when 
appropriate, will be approved in the shortest possible time. 

Diagnostic Capability 

Diagnostic Reagents and Test Kits. FDA conducts a variety ofregulatory, testing, and 
research activities to approve for marketing satisfactory test methodologies for detection 
of HIV. FDA has approved 2 HIV-I Antigen tests; 20 anti~HIV-1 assays; 3 anti-HlV-2 
assays; 1 anti-HIV assay on urine; 1 anti-HIV testing service using home collection; 1 
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anti-HIV -1 oral specimen collection device; and 1 HIV-I viral load assay. FDA currently 
is facilitating development of gene-based screening tests. 
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National Institutes of Health 

The National Institutes of Health (NIH) supports a comprehensive program of basic, 
clinical, and behavioral research on IDV infection and its associated opportunistic 
infections and malignancies. Each of the 24 NIB Institutes and Centers is involved in 
some HIV I AIDS-related research activity consistent with its individual mission. NIH is 
the world's leading biomedical research institution, supporting more than 5,000 
individual HIV I AIDS research projects at more than 500 research institutions across the 
nation and around the world. NIH has played a leadership role in the discovery and 
characterization of HIV and continues to lead research to detennine the pathogenesis of 
AIDS. Findings from NIH-sponsored studies have resulted in significant advances in the 
treatment of HIV infection and its related illnesses and prevention of the opportunistic 
infections that cause morbidity ~d mortality oflilV-infected individuals. 

The NIB AIDS program supports biomedical and behavioral research necessary to 
identify therapeutic regimens, behaviorctl interventions, and vaccine candidates to treat 
and prevent HIV infection and its associated illnesses in the United States and 
internationally. The global nature of the AIDS epidemic underscores the critical need lo 

identify interventions for developed and developing nations that prevent HlV 
transmission, disease progression. and mortality. Continued collaboration with 
international organizations and .. other nations is required to achieve these priorities. 
Research capacity-strengthenllig in foreign countries is a critical element to NIH's efforts 
to address HIV I AIDS, and in this regard, NIH supports a strong research training 
program with partners in 100 countries. 

The NIH AIDS program includes collaborations with numerous international 
organizations. Ongoing and planned efforts include collaborations with the following 
organizations: UNAIDS, in planning for the initiation of international vaccine clinical 
trials; the Pan American Health Organization (P AHO) for studies on heterosexual 
transmission of HIV infection and ~berculosis prophylaxis; the World Health 
Organization (WHO) in the Antibody Serologic Project; WHO as one of three AIDS 
reagent centers; and WHO for support of several international workshops and 
conferences. 

In addition, since its inception in 1996, NIH has collaborated with UNAIDS through 
mutual representation on advisory and coordinating bodies, frequent exchange of 
information, and collaboration on specific efforts, such as vaccine development, ethical 
issues related to clinical trials, and research training and infrastructure in developing 
countries. In this regard, the National Institute of Allergy and Infectious Diseases 
(NIAID) and the Fogarty International Center (FIC) have been designated UNAIDS 
Collaborating Centers. Additionally, NIAID and the National Institute of Child Health 
and Human Development (NICHD) have collaborated with UNA IDS on the Working 
Group on Prevention of Mother to Child Transmission of HIV. 
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The Nm Office of AIDS Research (OAR) is located within the Office of the Director of 
NIH and is responsible for the scientific, budgetary, legislative, and policy elements of 
the NIH AIDS research program. Congre8s provided in the NIH Revitali.z.ation Act of 
1993 broad authorities to the OAR to plan, coordinate, evaluate, and fund all NIH AIDS 
research. The OAR is responsible for developing an annual comprehensive plan and 
budget for all NIH AIDS research. The OAR supports trans-NIB Coordinating 
Committees to assist in these efforts in the following areas of program emphasis: 
Therapeutics, Vaccines, Natural History and Epidemiology, Behavioral and Social 
Sciences, Etiology and Pathogenesis. Training and Infrastructure, and Information 
Dissemination. 

The OAR promotes collaborative research activities in both domestic and international 
settings. These research studies are conducted by the Institutes and Centers of the NIH, 
including the NIAID, National Cancer Institute (NCI), NlCHD. National Institute of 
Mental Health (NlMH), National Institute on Drug Abuse (NIDA), and FIC. 

A report by a group of non-government scientists and AIDS community representatives 
who were convened to evaluate the NIB AIDS research program, has had a significant 
effect on almost every aspect of the AIDS research program--in setting the scientific 
agenda, refocusing priorities, and shaping the AIDS research budget. The 
recommendations in the "Report of the NIH AIDS Research Program Evaluation 
Working Group of the Office of AIDS Research Advisory Council" (also known as the 
"Levine Report") helped frame the OAR's final distribution of the NIH AIDS 
appropriations for fiscal years (FY) 1997 and 1998. In addition, the Levine Report 
significantly influenced the priority setting that occurred in the development of the FY -
1999 NIH Plan for HIV-Related Research and Budget, which the OAR is congressionally 
mandated to develop in concert with the annual NIH AIDS research budget request. The 
priorities established by the Levine Report will have an impact not only on govemment­
supported research but on lhe research agendas of industry and private research 
organizations in the United States and abroad. 

The report articulated the importance of coordinating international HIV I AIDS research 
efforts with other agencies, international organizations, and other governments. Further, it 
listed as one of several high priorities "domestic and international studies testing the 
efficacy of joint behavioral and biomedical strategies for combined control of HIV and 
other sexually transmitted diseases and combined control of HIV and other adverse health 
consequences of injection drug use_." 

The FY-1998 and FY-1999 NIH AIDS research priorities include the following: 

• A continued increased emphasis on fundamental science, particularly investigator­
initiated research; 

• A comprehensive effort, including several important new research initiatives, to 
develop new vaccine candidates and bring them to clinical trials as soon ao;; 
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possible, including a refocusing on the importance of international collaboration at 
the earliest stages of vaccine development and testing; 

• An augmentation of research efforts to better understand the human immune 
system; and 

• An emphasis on prevention science research, including enhanced domestic and 
international studies of risk-taking behavior and the development on strategies to 
avert infection, such as microbicides, female-controlled barriers, and sm 
treatment and prevention. 

International AIDS Funding (in thousands of dollars) 

FY-1995 FY-1996 FY-1997 .FY-1998 FY-1999 
Actual Actual Actual Estimate Estimate 

NCI 5,876 3,415 5,641 5,674 5,775 

NIDCR 782 816 901 

NINOS 2,103 1,923 973 973 973 

NIAID 21,112 21,691 24,892 26,958 29,958 

NIGMS 92 89 84 

NlCHD 2,263 3,302 4,151 4,400 4,700 

NIMH 4,301 3,894 3,512 3,656 3,912 

NIDA 1,839 140 500 500 

NCRR 677 590 418 499 588 

FIC 9,108 9,694 10,312 10,611 11,305 

Totals $47,279 $44,649 $50,773 $54,176 $58,696 

Prevention 

NIH-sponsored programs targeting the development and evaluation of various preventive 
interventions have resulted in marked changes in sexual and drug-using behaviors 
associated with HIV transmission among at-risk populations, including difficult-to-reach 
and socially disenfranchised populations in the U.S. and abroad. NIH programs have 
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demonstrated that behavioral interventions targeting behaviors can be developed and 
implemented, including those designed to delay or prevent initiation of sexual activity 
and drug use. lhese studies have demonstrated that multifaceted risk-reduction programs, 
including those providing drug treatment, outreach, and education on HIV risk, and 
sterile injedion equipment, can produce significant and sustained decreases in mv risk 
behavior among injection drug users. Prevention research bas shown that interventions 
must be culturally and ethnically directed in order to successfully reach targeted 
populations. NilI also is studying community-level interventions as an important way to 
effect behavioral change on a larger scaJe. 

Preventing vertical transmission from HIV-infected mother to child is a priority of NIB 
intervention research. Implementing the ACTG 076 protocol has significantly reduced 
the incidence of maternal-fetal IIlV transmission in the United States. Ongoing efforts 
are designed to identify and test other interventions that can effectively and easily be used 
globally to further reduce the incidence of vertical transmission of HIV. NIH-funded 
scientists are actively studying the timing and mechanisms by which HIV is transmitted 
from mother to baby so that more effective interventions can be developed to block 
mother-to-child transmission. 

NTH also has sponsored several international conferences on the prevention of perinatal 
transmission. The second Global Strategies Conference on Prevention of HIV 
Transmission from Mother to Infant will be held in September 1999 in Montreal Canada. 
It will bring investigators from developing countries together with investigators from 
more developed countries to plan future collaborative strategies for the prevention of 
mother to infant HIV transmission. 

NIH international efforts in prevention research and related training and research 
capacity-building include the following: 

• Studies of the role of viral shedding in infectivity for both sexual transmission and 
mother to child transmission; 

• Studies in several developing countries in Africa., Asia, and Latin America to evaluate 
interventions for reducing mother-to-child transmission of HIV that may be used in 
diverse cultural and economic settings, such as the use of short courses of treatment 
with zidovudine, nutritional supplements, HIV-1 hyperimmune intravenous immwie 
globulin, vaginal cleansing, and studies of breastfeeding; 

• Development of safo, effective, and acceptable condoms, microbicides, and other 
female-controlled barriers; 

• Studies in Africa on the efficacy of STD treatment and prophylaxis on reducing 
sexual transmission of IIlV; and 

• Development of behavioral interventions to reduce the risk factors associated with 
HIV transmission, including injection drug use and various sexual behaviors. 
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In response to the Levine Report recommendation for developing a Prevention Science 
Agenda that combines behavioral and biomedical intervention research, the NIH 
sponsored several agenda setting activities, including a 1998 Workshop on International 
HIV/AIDS Prevention Research Opportunities. The goal of the Workshop was to 
encourage research that would be feasible and relevant for developing countries with 
limited resources. Representatives from 37 countries severely affected by the epidemic 
participated in the workshop to develop a 11Basic Prevention Package," a list of HIV 
prevention interventions that would be important in developing countries. and a listing of 
11 Priorities for International IDV Prevention Research. 11 Another outcome of the 
workshop was a better understanding of the HIV prevention planning process. More 
information on this workshop may be found at http://hivinsite.ucsf.edu/ari. 

Behavioral Research/Behavioral Change Interventions 

NIH supports an extensive portfolio of behavioral and social science research on HIV 
infection and AIDS. These studies have demonstrated the important interaction of 
biological, psychological, and social factors that contribute to mv prevention, 
transmission, and disease progression among individuals and population groups. Findings 
from these studies have significantly contributed to the understanding of human 
behaviors that affect HIV transmission risk and to the development of successful 
interventions to encourage sustained behavioral change. NIH-sponsored behavioral and 
social science research includes research related to the following goals: 

• Developing, implementing, and evaluating behavioral and social interventions to 
reduce HIV transmission; 

• Strengthening the understanding of the detenninants, trends, and processes of HIV­
related risk behaviors and the const:quences of HIV infection; 

• Developing and evaluating behavioral strategies for preventing or ameliorating the 
negative physical, psychological, and social consequences of HIV infection; and 

• Improving the research methodologies employed in behavioral and social science 
research. 

NIH-supported studies are ongoing, either independently or linked with biomedical 
studies, in countries in Africa, Asia, and Latin America. 

Vaccine Research 

The development of a safe and effective HIV vaccine is of the highest priority for the 
NTH, and NTH has pledged to work with the other G-8 nations on vaccine efforts. NIH 
supports a broad program of basic, preclinical, and clinical research on the discovery and 
development ofIDV vaccine candidates. Basic research on HlV and the immune system 
provides crucial information for developing potential vaccines. Various strategies for 
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stimulating a protective immune response against mv infection are being explored 
through basic research, animal model research, and clinical trials. In recognition of the 
need to develop vaccines that are efficacious against a variety of strains found around the 
world. NIB supports studies analyzing genetic and witigenic variation of HIV and 
targeted toward eliciting cross-reactive immwie responses. While the goal of preventive 
vaccines is to end the :mv pandemic by protecting individuals from mv infection, 
vaccines also may serve as immunomodulators to improve immune function and slow 
disease progression in infected individua1s and may prevent them from infecting others. 

To accelerate the development ofNTHs AIDS vaccine effort, the AIDS Vaccine 
Research Committee (A YRC). chaired by Dr. David Baltimore, was established. Specific 
areas of basic research relating to HIV vaccines efforts have been identified by the 
A YRC and a new, special initiative supporting innovative research in these scientific 
areas has been funded during the last 2 years to advance this research field. To further 
HIV vaccine research in the NIH intramural programs, the Vaccine Research Center is 
being constructed with completion targeted for 2000. 

The NIH supports an AIDS Vaccine Evaluation Group (AVEG), which consists of six 
sites nationwide that are actively evaluating potential HIV vaccines in phase I and II 
clinical trials. To date, the A VEG has conducted or initiated more than 46 trials with 24 
different HTV vaccine candidates. All vaccine candidates to date in AVEG phase I trials 
have been shown to be safe and well tolerated. In preparation for phase III clinical trials, 
NIH supports a domestic and international network of sites that are currently identifying 
the cohorts of populations at risk for HIV infection and building the infrastructure 
necessary to conduct large-scale efficacy trials of potential HIV vaccine candidates when 
they become available. lbese efforts involve strengthening in-country research capacity 
by training foreign scientists and health professionals. NIH collaborates with UNAIDS, 
host country governments, and in--country scientists in vaccine development and 
preparation for efficacy trials. Efoven sites have been established in Africa, Asia, and 
Latin America. 

Treatment Equity 

In an effort to identify options for clinical management of HIV-infected patients that 
would be useful in resource-poor settings, NIH is supporting studies on the use of 
isoniazid and rifampin to prevent active tuberculosis in PPD-positive, HIV-infected 
patients in Uganda. In addition, NIH-supported scientists in Thailand are studying risk 
factors for infection with Penicillium mameffei. These NIH-trained scientists also are 
working with the pharmaceutical industry in Asia on developing therapeutics for P. 
mameffei infection. 

Women and Health 

NIH supports an extensive portfolio of basic, clinical, and hehavioral research focusing 
on women and HIV I AIDS. HIV -infected women experience some complications of Hl V 
disease that are unique or more prevalent in them than in men, such as vaginal Ellld 
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esophageal candidiasis, chronic herpes simplex infections, other STDs, and cervical 
dysplasia. NIH-sponsored programs target studies on the natural history and 
epidemiology of the disease in women through a number of studies in Africa, Asia, and 
Latin America. 

Studies on the etiology and pathogenesis of HIV infection and disease progression in 
women are ongoing. These studies focus on the role of STDs and other factors in 
acquiring HIV infection and the pathogenic mechanisms associated with HIV disease 
progression. Studies on biologic determinants of infectiousness and susceptibility are 
important areas under investigation. Specific attention is being given to the possible 
correlation between the ]evel of cell-free or cell-associated HIV in blood, semen, urine, 
cervical/vaginal secretions or oral fluids, and the probability of transmission. In addition, 
NIH-fwided researchers are investigating the cellular and molecular aspects ofmucosal 
immunity and other infectious diseases as cofactors, as they impact IIlV susceptibility 
and transmission. Results from these studies are critical to developing safe and 
efficacious AIDS vaccines and microbicides. 

A critical area of concern is the impact of HIV on cervical cancer. Co-infection with 
hwnan papilloma virus (HPV) is common in HIV-infected women, nnd HPV has been 
shown to act synergistically with IIlV to increase expression of individual viral genes. A 
study in Africa is examining the natural history of cervical neoplasia in women infected 
with HIV-1 and HIV-2 and the role ofHPV as a risk factor. 

Of similar critical importance is a current NIH-sponsored multi-site international trial to 
determine any possible increase in risk acquisition of HIV through heterosexual contact 
by uninfected women who use hormonal contraceptives. Other studies are planned to 
examine the possible effects of steroidal hormones on early, acute HIV infection and later 
progression to AIDS among hormonal contraceptive users, and on the possible effect of 
steroidal hormone use on the infectiousness of HIV-infected women. 

NTH-supported behavioral and social science research that relates to or focuses on women 
include studies on (1) determinants of HIV risk and prevention; (2) specific elements of 
social and cultural life that contribute to HIV risk and protective behaviors; (3) the 
development of appropriate interventions to reduce risk behaviors; (4) community-level 
interventions; (5) acceptability of both biomedical and behavioral interventions among 
different individuals and communities; (6) the behavioral aspects of the adoption of new 
HIV prevention technologies, such as microbicides and the female condom; and (7) 
social and psychological factors influencing treatment adherence and compliance as well 
as participation in clinical trials. 

Microbicide Development 

NIH sponsors a comprehensive biomedical and behavioral program for the discovery, 
development, preclinical testing, and clinical evaluation of topical microbicides and other 
female-controlled barrier methods for prevention ofIDV transmission. Population-based 
research is essential to ensure both the efficacy and acceptability of these interventions to 
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decrease or eliminate lilV transmission. It is an NIH priority to develop a safe, 
inexpensive, reliable, and acceptable microbicide for the prevention of HIV and other 
STDs. 

The development of screening assays to test compounds and agents for their 
microbicidal/spermicidal activity, as well as developing suitable animal models for safety 
and efficacy-testing of potential microbicides, are vital parts of the developmental efforts 
supported by NIH in this field of research. Close collaboration with industry is important 
in conducting the important phase I through III clinical testing of these agents in various 
populations and to ensure their eventual availability. While a number of microbicidal 
substances have been clinically tested in phaSe I and II studies to date, a safe, effective, 
and acceptable microbicide has yet to be identified. NIH has placed a high priority on 
developing an efficacious microbicide and continues to look at new compounds, as well 
as other barrier interventions. In FY-1999, NIH will establish a Prevention Trials 
Network that will focus on the testing at U.S. and international sites of various 
interventions, including microbicides, the expansion of the Topical Microbicide Program 
Projects involving multidisciplinary research to develop and test new agents and the 
expansion of programs targeting the developing and clinical testing of spermicidal 
microbicides and other female-controlled barrier methods. ' 

Other Activities 

Basic biomedical and behavioral research has significantly contributed to advances in 
AIDS research. Findings from basic research have provided the scientific basis for 
developing potential AIDS drugs, vaccine candidates, and effective behavioral 
interventions to halt the AIDS epidemic. 

The NIH has the primary responsibility for the Federally-supported clinical trials 
evaluating potential treatment regimens against IIlV infection and its associated 
opportunistic infections and malignancies. NIH supports an extensive network of more 
than 100 clinical trial sites, including adult and pediatric units in inajor domestic medical 
centers and community-based primary care settings. More than 50,000 patients have been 
enrolled to date in these studies that have involved evaluating more than 200 different 
drugs. The enrollment and accrual in these clinical trials of women, minorities, children, 
adolescents, injection drug users, and other populations is a high priority for the NIH. 
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Ministerial Roundtable on HIV/AIDS 
Questions and Answers 

...., 

The Ministerial Rowidtable. follows a series of questions grouped in three themes. Below 
are questions and answers for the three themes followed by questions and answers on 
other themes which may come up at the roundtable. 

Theme 1: The burden ofHIV/AJDS on national health systems 

Q. What should a core minimum package of care and support for people living with 
HIV I AIDS comprise? How much would it cost? 

A. The core minimum package of care and support will ditler country by country, and 
the cost will vary accordingly. 

Q. How can health systems be strengthened so that the package cun be provided? What 
are the minimum requirements for health systems in terms of facilities, equipment 
and staff'? 

A. I think that it would be more appropriate to reframe the questions a bit and discuss 
how governments should respond to HIV I AIDS. More than a decade of experience 
has taught us how to control HIV I AIDS-we know what works. Many developed 
countries have successfully checked the spread of the epidemic. While development 
of therapies and a vaccine continue, prevention must be emphasized. The basic 
elements of prevention include education, behavioral change, voluntary testing and 
counseling, prevention of perinatal trl:lilsmission, aml po 1 itical commitment. Each 
country must find the mix of methods appropriate to its particular conditions. 

Q. Is the establishment of voluntary counseling and testing sites the first priority? In the 
interest of public health, under what conditions should the serostatus of individuals be 
disclosed to authorities and/or families? 

A. Education about HIV/AIDS is necessary but alone does not change the behavior of 
populations. Promotion of voluntary testing and counseling must complement 
education. Testing and counseling break the deadly silence around HIV/AIDS and 
empower individuals lo mak.t: infonm:<l dt:cisions and change behaviors. Breaking 
the silence also will begin to diffuse the stigma surrounding the disease. There have 
been successes in a few less developed countries with extensive capacity for 
voluntary testing and counseling. 

The lack of testing and counseling has been one reason why there has been a limited 
response to HIV/AIDS in many less developed countries until very recently. Testing 
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and counseling are important not only for care but also for prevention. Some people 
ask why should there be testing if there is no available treatment. There should be 
because knowledge is power. When people know that they are positive, they can 
change their behavior and stop spreading the disease. When they know they are 
negative, they can change their behavior to prevent catching the disease. Testing and 
counseling change behavior in ways that public service announcement cannot. 

There are differences of opinion a.bout the disclosure of status to authorities and/or 
families. Regardless of the system, it is of the utmost importance to maintain strict 
confidentiality restricted to those to whom status should be disclosed. 

111eme 2; The implications of new drug treatments 

Q. Should antiretroviral treatments only be considered when the infrastructure allows 
adequate clinical and laboratory monitoring, proper medical follow-up and support, 
and guaranteed supplies of drugs and diagnostics? 

A. From a clinical and public health perceptive, it is better not to use antiretroviral 
treatments if they cannot be administered properly. The development of resistant 
strains of the disease is a very real possibility. Resistance has both personal and 
global consequences. When resistance develops, we lose vital drugs from our arsenal 
of treatments. 

Q. The high cost of antirctroviral treatments means that ability to pay may determine 
access to these treatments. How can governments ensure or maximize equity of 
access? How can drug costs be met? Should ARVs be put on national essentia] drug 
lists? 

A. Access to drugs is an extremely complex issue. Cost is one of many barriers to 
access. Diagnostic tools, drug distribution networks, and health care delivery systems 
are all necessary elements to expand access to drugs. However, there are 
opportunities for the use of ARV drugs in many less developed countries. · 

The United States Government seeks to promote public-private partnerships to 
address access. We must work in partnership with international institutions, 
governmental agencies, nongovernmental organizations, w1d pharmaceutical 
companies. Without such a partnership, we will be unable to get drugs to people who 
need them. 

The issues around trade and public health are very complex. Instead of addressing 
them in depth at this roundtable, we should build on the consensus represented at this 
World Health Assembly hy the Revised Drug Strategy, an important step in the 
process of expanding global access. The Revised Drug Strategy is the culmination of 
the fine work of many partners, and it has near-universal support. 
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Theme 3: Improving the international response 

Q. How can interest and concern in relation to HIV I AIDS be maintained so that an 
effecti vt: international response can be mounted? Can a sense of solidarity be 
established between countries and continents emphasizing the mutual interest and the 
need for international action to halt the spread of the epidemic everywhere? 

A. Political leadership is essential. We must work with leaders at the highest levels to 
increase awareness in our international institutions and governmental agencies. 
President Clinton and I created a Presidential Advisory Council on HIV I AIDS to 
increase awareness in the United States Government. The Advisory Council includes 
representatives of the public and private sectors from across the United States. 

Included in this political leadership is our responsibility to remove the stigma around 
HIV/AIDS. As my friends in ACT-UP said early and often, "Silence equals death." 
We must educate our governments and our publics in order to destigmatize 
HIV/AIDS. We have had a number of "national conversations" around HIV/AIDS in 
the United States. One conversation concerned Ryan White, a young boy from 
Indiana whose friendships with Michael Jackson and Elizabeth Taylor made him 
famous. Ryan helped teach the American people about HIV I AIDS in the early years 
of the disease. Another conversation concerned my friend Pedro Zamora, a young 
man from Florida whose role in the MTV series "The Real World" made him famous. 
Pedro helped teach the American people how to respond to HIV I AIDS in the middle 
years of the disease. We owe Ryan, Pedro, and countless others a debt of gratitude 
for their personal sacrifices to educate the United States and the rest of the world. 

Q. Ilow can the health sector contribute to removing or modifying the structural factors 
(often social and economic constraints) which determine vulnerability to HIV/AIDS? 
With whom should the health sector collaborate to address these structural problems? 

A. We must mobilize all of our governments and all of our peoples to address 
HIV/AIDS. The United States Government and the Department of Health and 
Human Services in particular are making special efforts to address the unacceptable 
rate of new infections among our minority and youth populations. We look forward 
to continuing to share lessons learned in this area. 

We have devised an extensive series of special programs to address barriers to 
prevention and care. Ryan White hos left a lasting legacy with the Ryan White 
CARE Act, which provides funding for programs which may provide examples to 
other countries as they address similar barriers. In tum. we look for examples from 
other countries in areas such as palliative care and alternative medicine. 
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Additional Questions and Answers 

Q. What is the status of HIV/AIDS vaccine research? 

A. The toll of the epidemic 'in poorer countries where therapeutic and prevention 
interventions are unavailable or unaffordable, as well as in industrialized parts of the 
world, dictates the important emphasis on vaccine development. 

In Fiscal Year 1999, the National Institutes of Health (NIH) will spend an estimated 
$200 million on HIV I AIDS vaccine research, which represents a 100% increase since 
Fiscal Year 1995. 

Q. \Vhat is the President's Vaccine Initiative? 

A. The President has made the discovery of an HIV I AIDS vaccine a national research 
priority. A safe and effective vaccine is the critical missing elemenl in our 
armarnentarium for the prevention of HIV and ultimate control of the pandemic, and 
remains one of the highest research priorities. A new Vaccine Research Center has 
been established at the NIH. A major international vaccine research meeting was 
held May 3-5 at NIH. 

Q. What is the G-8 Initiative? 

A. At the Summit meetings of the G-8 nations for the past two years, we have agreed to 
work to devote appropriate resources to the quest for an HIV I AIDS vaccine. NIH has 
also pledged to work with other G-8 nations on vaccine research efforts. 

In recognition of the need to develop vaccines that are efficacious against a variety of 
strains found around the world, NIH supports studies analyzing genetic and antigenic 
variation of HIV and targeted toward eliciting cross-reactive immune responses. 

Q. What are the current Vaccine Clinical Trials? 

A. The NIH AIDS Vaccine Evaluation Group, consisting of 6 U.S. sites, is evaluating 
potential HIV vaccines in phase I and II clinical trials. To date, more than 46 trials 
with 24 different vaccine candidates and adjuvants have been conducted. 

In preparation for phase III efficacy trials, Nlll supports a domestic and international 
network of sites that are currently identifying the cohorts of populations at risk for 
HIV infection and building the infrastructure necessary to conduct large-scale 
efficacy trials of potential HIV vaccine candidates when they become available. 
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These efforts involve strengthening in-cowitry research capacity. NIH collaborates 
with UNAIDS, host country governments, and in-country scientists in vaccine 
development and preparation for efficacy trials. Sites have been established in 
Uganda. South Africa, Haiti, Malawi, Thailand, India, Zimbabwe, Zambia, Trinidad 
and Tobago, Brazil, and Kenya. 

CDC is providing technical assistonce for the first international phase Ill efficacy trial 
in Thailand. 

Q. What is the New Fiscal Year 1999 Initiative? 

A. NIH has issued a new Request for Applications (Rf A) for the HIV Vaccine Trials 
Network Leadership Group. This group will serve as the executive core to lead the 
vaccine clinical trial effort to set the scientific agenda for future vaccine clinical trials 
worldwide. The next step will be the issuance of a second RF A shortly lhat will 
solicit investigators to conduct the trials in both domestic and international sites. 
(Funds for this are included in the overall Vaccine increase.) 

The changes that have been implemented in this area over the past few years, and the 
scientific advances that have been achieved, have enormous potential significance, 
not only for HIV I AIDS but for other diseases as wen. as progress made in the 
development of an HIV I AIDS vaccine will certainly have implications for vaccines 
against other life-threatening illnesses. 

Q. What is being done in terms of Capacity Building, Training of Scientists, and 
Information Dissemination? 

A. It is critical to the success of international studies that foreign scientists be full and 
equal partners in the design and conduct of collaborative studies and that they have 
full responsibility for the conduct of studies in-country. 

To help build capacity in developing countries, the NIH funds the AIDS International 
Training and Research Program (AITRP). The AITRP provides research training to 
foreign scientists through grants to U.S. universities. The program has provided 
training in the United States for more than 1400 scientists from developing countries 
in Africa, Asia, and Latin America, and over 600 training courses have been 
conducted in 60 countries. NIH will increase the number of trainees and sites in 
Fiscal Year 1999. 

NIH-supported HIV-related research helps to build laboratory capacity in developing 
countries where the research is conducted through purchase of laboratory equipment 
and transfer of research technology. 



The translation of research results into effective prevention programs and improved 
patient care is a high priority. We are working to assure that research results relate to 
the cultural, social, and economic contexts of developing cowitries. 

Q. What is being done in Research Collaboration? 

A. NIH has established the International AIDS Research Collaborating Committee. The 
goal of the Committee is to assist in: 

1. Enhancing and promoting international collaboration 'in HIV research 
2. Developing a coordinated international HlV research effort, including biomedical, 

behavioral, and social science studies 
3. Providing a forum for international exchange. Its membership includes the NIH, 

other government agencies and departments that conduct and support 
intemational research on HIV /AIDS, agencies involved in the implementation and 
dissemination of the results of such research, and intemulional organizations such 
as UNAIDS and the World Bank. 

The development of international collaborations for tracking the natural history and 
epidemiology of infectious diseases and for obtaining and identifying variants of 
infectious agents from different geographic regions helped expedite research on 
AIDS. This experience, and the collaborations established, will be of great value as 
new epidemic diseases emerge in the future. 

Q. What research is being conducted in international sites? 

A. It is important to point out that included in the total investment in international 
HIV I AIDS research, more than $62 million in Fiscal Year l 999 is estimated to be 
research that will be conducted in international sites and involving foreign scientists. 

Q. What support has there beeri from pharmaceutical companies, foundations, and 
foreign govemments? 

A. Glaxo Wellcome has made its antiretroviral drugs available at a dramatically reduced 
price in developing countries. 

Bristol-Myers Squibb just announced a donation of $100 million over 5 years, the 
largest corporate contribution to bolster llIV/AIDS research and training in sub­
Saharan Africa. 

The William H. Gates Foundation has announced a donation $25 million to the 
International AIDS Vaccine Initiative, a program established by the Rockefeller 
Foundation. 
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The French Government has established the French Therapeutics Solidarity Fund to 
make phannaceuticals available in developing countries. 

Q~ What is the rule of HIV-infected individuals and nongovernmental organizations in 
NIH biomedical research? 

A. HIV-infected individuals and nongovernmental organizations are critical in NIH 
biomedical research. All NIH research is conducted with the support and 
participation of HIV-infected individuals and nongovernmental organizations 
representing them, including assistance in recruitment of study participants. 

n:\pappas\hiv\Questionsand.Answers.doc 
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Curitiba 
Brazil 

7. INDUSTRIAS Sergio Mario R Villai:es 
Vil.LARES S.A. A~. Interlagoi: 4455 

S u.o P01ulo 
SP-Brazil 04669:-900 

.. 

8: CAL VIN KLEIN Mr Calvin Klein 
President 
Calvin Klein ·1nc. 
205 West 39~ Street'Ncw 
York 10Dl8 · 
USA 

9. GODREJ & BOYCE Mr Jamshyd '.N. Godrej 
MFG Co. Ltd. Past President, CII & Managing 

Director 
Pirojshanagar, Vikhroli 
Mumbay ~ 400 079 India 
Tel. 9122 5171352'5170488 · 
Fu:· 91 22 St7224815170900 

10. THE TATA lRON & Dr J a:rnshed r. lrAAi 
STEEL.' COMPANY LTD. Past PresidenL and Chairman; Cil 

Social pevelopment Council & 
Managing Director 
J.amshedpur ·~ u·1. 001 Bihar, lndi~ 
Tel. 91657.431024 
F~: 91"657 ,431818 
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Ms Jacqui MacDonald 
General Manager 
Fair Trade 
Honhorn ~oad 
Wick 
Littlchampton 
GB'." West Sussex BN17 6LS 
Tel. 44 1903 731' 5QO 
FaJ>: 44 1903 726 250 
Mr Amadeu Colombo Cavalcante 
Direc~or de recursos h\.lmanos 
Ms Carolina Bocchi Mftia · 
Avenida Manuel Ribas 
115 Merces 
Curitiba 
Brazil 
Tel. SS 41 30S 2400, 30S 1898 

. 305 2~1 
Fax: SS 413051896 
Dl" Sergio Candia 
Manager 
A.v. Interlagos 4455 
S<i0 Paulo-S~-Brazil 04~69-900 
Tel.: SS 11 24'7 9.811; 525 377S 
Fi!J!.: SS 11 246 ·123g 
Mrs Eliza Vill~s Lenz Cesar 
Chairperson . 
Deliberative Council of Sociedade . . . . 
Beneficiente Carlos Dumont ViUares 
Mr Robert ·Triefus 
SeniorVke President of 
commSJnications 
Calvin Klein 'Irie. 
205 We~t 39th Street 
New York. 10018 
Tel. l 212 719 2600 
Fax: l 212 730 4818 
Mr Nadir B. Godrej 
Managing D)+ector 
Godrej Soaps Ltd. 
Pirojshanagar, Vikhroli 
Mumbay - 400. 079 !ndia 
Tel. 9122Sli1641/517 1161 
Fu: 91 22 517 2455 
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11. POLAROID Mr Brian Pogg] Mr Christophe Valentin 
Vice President, Europe E11ropean Marketing Manager .. 
Pol1ll'oid EurOp'.!'! Ltd. POLAROID 
3, F1.trzegro11nd Way La Clef de Saint P1erre 
Stoc.kli~y Park 12 bis avenl.1e Gay-Lussac -BP 7 
Uxbridge, Middlesex UB l I I DW F·Ele.ncourt Cedex 78996 

. United Kingdom Tel.: 33 1 30 68 38 23 
Tel.: 44 l St 606 2000 Fax: 33 1 30683816130683832 

Email: valente@polaroid.com 

. 2. Partners 

COMPANY CHIEF EXECUTIVE CONT ACT PERSON 
· 1 ~ CONrEDe.RA TION OF MrTarunDas Mr Ajay Khanna 
INDIAN INDUSTRY Director Geneial Jawaharlal Nehru Stadium, 

23, '26 InstitutionaJ Area, Lodi Road Gate No.31, 
New Deihi 11 o 003 North block 
India Lodi Road 

New Delhi 110 003 
Tel. 9l l 1 462 9994-7 
Fu: 9 I. l l 463 3168 
Ms Supriya B~erji · 
Director 

.. CU London 
Teh 44 171 8~6~121/3797400 
Fax: 44 17124-01578 

2 .. PRINCE OF WALES Mr Robert Dnvies Mr Julian Pm 
B.US'INBSS LEADERS' Chief.Executive· Reg.ions! Managei· - South Asia & 
FORUM lS-16 Cornwall Terrace. . , . .Middle Bast 

Regent's ·PlU'k · The Prince of Wales Business 
. OB-London NW1 4QP Leaders Forum 

1S· t.6 Cornwall Te~ace, 
Regent's Park 
GB-London 'NW l 4QP 
Tel.: 44 1714673635 
Fax.; 44 171 46?°3610 

3. SOUTH AFRICA Mr Neil _van Herden Mr Paul ·Runge 
FOUNDATION E~ecutive Director Director 

P.O.Box 7006 South Africa Foundatjon 
: ·Johannesburg 2000· Pilrig Place, 5 Eton Road 

Republic of South Af rka Parktown 2193 
ret.: 21 i 1.126 6Jds Republic of South Africa· 
Fax: 27 117264705 Tel.: 27 l 1 726 6105 

. , 27 l 1 465 6770 (H) 
Fax: '27 11 726 4705 
E-maU: safound@ibm.n~t 
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UNCLASSIFIED 
MEMORANDUM 

TO: ONAP 

FROM: AF -

- Sandra 

Susan E. 

SUBJECT: Input for the 

Thurman 

Rict:!:: 
Int ragency 

Assistant Secretary of State 
for African Affairs 

Washington, D.C. 2052D-3430 

MAY 2 4 1999 

HIV/AIDS Paper 

We appreciate the opportunity to provide input for an 
interagency paper on HIV/AIDS, which will form the basis 
for a report with recommendations to the President in June. 
Specifically, we were asked to comment on: (1) State's 
activities to respond to the HIV/AIDS epidemic in sub­
Saharan Africa; and, (2) suggestions for possible 
additional funds, and how these new resources could be used 
to shape a strengthened and more coordinated USG response 
to the epidemic. When reviewing the HIV/AIDS epidemic in 
Africa, the option of doing nothing simply is not there. 
We welcome your efforts to build consensus among key 
agencies and departments for USG follow-up to your recent 
trips to Africa. 

With regard to State's activities, back in 1995 the 
Department of State's US International Strategy on HIV/AIDS 
laid out a strategy of three broad goals: prevent new HIV 
infections; reduce personal and societal impact; and 
mobilize national and international efforts. In 1999 AID 
will spend $74 million in Africa (out of a worldwide budget 
of $125 million) on AIDS programs. A recent multi-agency 
review of the HIV/AIDS strategy highlighted numerous 
successes, as well as areas for future action. One of the 
most significant areas for improvement is "strengthening 
political commitment by governments to more actively 
address HIV/AIDS and its irnpacts.H Accordingly, the 
Secretary of State instructed all ambassadors to urge heads 
of state, foreign ministers, labor ministers, economic. 
ministers, and others as appropriate to openly address the 
HIV/AIDS pandemic in their own countries and the adverse 
economic, social, political and security impacts; urge 
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other governments to increase spendi~g or to reallocate 
funds to prevent the spread of HIV/AIDS and to strengthen 
AIDS research efforts; emphasize the importance of National 
AIDS Action Plans involving all relevant government 
agencies, ministries, non-government organizations, and the 
private sector; and to encourage foreign leaders to support 
the Joint UN Programme on AIDS. 

Thus, the State Department, as the lead US foreign 
affairs agency, has led efforts to develop bilateral and 
multilateral partnerships on HIV/AIDS, asking all 
diplomatic posts to raise awareness with host-government 
officials. This has resulted in HIV/AIDS now being 
addressed at the highest levels of government and across 
the spectrum of political bodies as well. We plan to 
continue this effort. 

Most recently, at the first ever U.S.-Africa 
Ministerial (March 1999) and U.S.-SADC Forum (April 1999), 
we held discussions with senior African officials from 
across the continent on HIV/AIDS. Discussions focused 
particularly on the impact of HIV/AIDS, and the importance 
of pursuing solutions that address the social, economic, 
political and security aspects of HIV/AIDS. We agreed at 
the Ministerial to deepen our partnership with African 
countries in the areas of collaborative research on 
HIV/AIDS, effective and affordable treatment, and also to 
cooperate on efforts to build African capacity to better 
monitor the prevalence of the disease. At the SADC Forum, 
the U.S. and SADC countries agreed to pursue collaborative 
efforts to develop a unified AIDS policy in southern 
Africa. 

In our view total USAID spending on AIDS in Africa 
needs to be increased by at least $20 million ~additive to 
total budget, not an earmark requiring cuts in other 
important areas.) With these funds AID could undertake a 
much more aggressive three pronged program of working with 
youth, adults and children. Infection rates are much lower 
with young people, where there is still time to change 
habits to avoid even higher AIDS rates in the future. 
Programs could be undertaken through schools, youth clubs 
and the media to educate young people about the risk of 
AIDS and what they can do to protect themselves. Turning 
to adults, more voluntary testing would be useful. 
Experience has shown that after testing, whether the 
results are positive or negative, behavior changes to a 
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Subject: re: fwd: Re: ·cu.s •. dcpt of commerce and aids/malawi- a poss ... 
Date: Tue, l Jun 1999 17:18:24 -0400 

From: "Paul Delay" <pdelay@usaid.gov> 
To: "Barbara de Zalduondo'' <bzalduondo@usrud.gov>, 

. "Elizabeth Marum" <Elizab~th=Maruro%HPN%LTLONGWE@usaid.gov> 
CC: <AROSS@AFR-SD.ORG>, "Hope Sulcin'; <hosulcin@usaid.gov>, . 

<"intcmet[IHUSAIN@AFR-SD.ORG ]"@usaid.gov>, "Joan LaRosa'' <jlarosa@usaid.gov> 

· F.i izabet:h, great response. ! I spoke briefly with Sa.Uy this morning. Not 
.su:re I gave the big picture but: I we:nt through the four. areas where we have 
'had dialo9ue with the d:rug compani~s and the pros 'and cons of ea.ch 
approa~h. The four areas were: 

. 1.- , Prefarential tiered pricl-ng of drUgs (Th~ problems include grossly 
inequitable access, -ev:en with .significant preterred pricing, no lab support: 
or training, would lead to suboptimutn use and probable resistance, etc), 

2. 'Drug dona~iom; (same p't'oblerns as above but even more so and cleax:ly not 
sust.ainable) · 

3 .. Drug Company Foundat:iona which. euppo:rt training, comrm.mi-cy activities -
a.nd .some infrastructu:re {probably the most benign of the drug company 
int:erventiona) 

. I 

4. Compuls9:i:y licensing versus continuing to _PU.Sh enforcemenc of the 
Treaties on.Intellectual Property Rights (TR!Ps)•This is a hot one now wit:h 
lot:s of activist: involvement. The p:r.os and cons are fairly complex, and . 
t:he lJSG does not have a single poJicyon this, unfort:unat:ely. 

Paul R .. Del Lay, Chief, HIV-AIDS. Division . 
Tel:202 7~2 0683; FAX 202 216 3046; 

· I~ternet: /pdelay@usaid.gov 

- --. ' 

.. ·' 

. ".· 

,-. ------- ------ .· ~ . •' 

·o:i::'iginal Text 
Frorn1 aarbara de Zalduondo@G.PEN.HN®AIDW, on 06/01/1999 5;10 PM: 
To: ·Eli:z:abeth Marum®HPN@LILONGWE 

.\_ cc::': Alex Ross@Af!'R.SD.OFF@AIDW, Hope Sukin®AP'R.SD@AIDW, 
in~ernet(IHUSAIN@AFR-SD.ORG']. Joan 1aRosa@HPN@LILONGWE, Paul 
OelaY@G.PHN.HN@AIDW .. - I 
'l'ay B:li:;;,a.:pethl !.! Comprehensive, concrete, compelling, and I especially 
like the airplane meta.pho:r - anoL:.her Marum citation to add to briefing~ Up 
here. Just wanted to say 'tha11ks and congrats. 
- Br~~ey ' · 

·"':'·. 

Barbara 'o . de z'a].d.uondo I Ph . D ~· -, 
(Under Z in che F2 Directory) 

USAIO G/PHN/HN/HIV•AIDS . 
. I Tel: 202-1-12-i:32s; fax: 

::::::~J46 
From: Pa\11 Oelay@G.PHN.HN@AIDW, on 06/0l/1999 1:03 PM:. 
To: A.lan/Getson®G.PBN.HN@AIDW, Nny Bloom~G.PHN.HN®AIDW, Barbara C.e 
Zalduondo~G.PHN.HN®AIDW, Clifton Cortez.®G.PHN.HN@AIDW, David L · -· 

.'Piet:@G.PHILHN@AIOW, D~vid Stanton@G.PHN.-HN@AzDW, Douslas ' '· 

·:'·· .. · 
,··.' ·: 
.·, . . .' 

.··<··. 
·:. ,: :.c 

' -

,,_·. 
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) .· 

. . . ~-
·: HeiSle:r®G. PHN. BN@A!DW, Jaynell smi th®G. PHN. HN®:u:ow, .. John 
.No~ak®C.PHN.HN@A!DW, Louis Salinas@G.PHN.HN®llIDW, PaurvJ 
. Bhat 'C@G. PHN .~ HN@AIDW 

fyj. 

l?aul R. De Lay, Chief, HIV-AIDS DiVi6ion 
Tel: 20~ 712 0683: FAX· 202 216 3046; 
In~ernet: pdelay@usaid.gov 
L • ·: 

~ .. - - -,.- ---
Fz.:om: "Elizabeth Marum" <ema.rum@malawi.net:-, on 06/01/1999 11:02 AM: 

. To: .in'Cernat [ "Sal.ly Miller" <.Sall}·_Miller@ita.. doc. gov>] 
Cc: Joan La.lfosa@HPN@LILONGWE, P;:i..ul Delay@G. PHN. HN®AI:OW. 

Hel.lo, Sally-- how nice 'CO P.ea.r from you. !'v,e heard.much about 
you and Bruce from Jan~, and I hope one day we'll have a·chance 
·to meet. .. 

Let me first tell you chat not only have I met with Sandy Thurman; 
buc alao i was the one who did a· lot of the planning for the in­
country events relat:j.ng to her two trips to Uganc:la .. 

N'ow, t:o respond to your questions: I like ·option# 1 much more 
·than option # .2. Al'Chough I am committed to working hard to .make 
sure that w~ provide better care to t:he million~ of.Africans already 
livin~ with HIV infection, our first priority must be prevention of new 
infections. workplace programs can ~e qui~e effect:~ve, and 
anything you can do to encourage t:his initiative is great:. 

1tie problems t:hat: I see with t:he donation of AZT co the very poor 
co~ncries in Africa such as Malawi, Zambia, Uganda, etc. are the 
follo'wing: 
l. Many people .tn these countries don 1 t have access to clean 
water, .enough food, and simple antibiotics for ·opportuniscic. 
infections. Simple infections such as.syphilis remain undiagnosed. 
and unt:c-ea ted. Even tuberculosis is ·under-diagnosed and under- ·. . 
t.reatecL 1n .this environment, t.o talk of -AZT and .other <inti-retroviralei° 
is lik~ supplyins afrplanes t.o villa9e6 with no roads; no bicycles; no 
fuel, Il,O·mechanics, no pilots .... eec.· Personally, I believe we have 
to ~ork harder to gee some basic needs fir3t. 
2. Another big barrier is that most people in these very poor· 
nal:. ions who a "t"e HIV infected do not know it...: - 'so they 'don I L even 
know that they should b·e on drugs. one of the main projects 'I'm ·~ 
working on here in ·Malawi (and worked on in U9a:ndal is increasing 
the uvaj. lal:>iD ty of HIV testing and. counseling. I was at the largest 
hospital in Malawi an hour· ago-- they have almost uo HIV· test· kits· 
in .. the hospital, and have no idea "7hen more will .be delivered. The 
few test kits remaining ure. beins saved 'CO teat bl~odbefore 
transfusions. This. is another critical need which, in my op1.nion, 
needs accention before drugs are donated. Abbott has a new, 
simple, ~apid' HIV test k1 t .called "Determine". ·If you could get . _ 
Abbott to donate large qi,i.antitiee of these test kits, it. .would be a ' 
gr.eat service to the people of Africa . 

3.· The third major problem is·- who gets'. the drUgiJ? In.Uganda, 
there .has been a progr~m supported by UNAIDS for· che last .six :. 
months, whereby anti-retroviral therapy is availal:ile at a elightly 
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.work a~d doctors fees. Even if 'Che drugs were f~ee, the coses of 
"the recommended routine lab tests and che costs of paying a 
doc-cor skilicd ;n caring for someone on the dr1.lgs is considerable. 
·Gender. access is another big problem. Befo_re I· lef~ Uganda. in 
11.prif·r kept tryj.ng to find out what percentage of people bendii:t:ing 
.from· th.e program were women. No one would t.el1 me,· I think 

·because they 'are emba:rassed, but I heard unofficiall:r· that ii: might 
bc·aa high as eot o:c.- more of the beneficiaJ:"ies are.men. And yet­
we know that more than SO% of the people living with.HIV infect.ion 
in. Ug<inda and other poor countries are women.. I have Ugand.ari 
friends· who are. gecting che drugs through. this program, ·and I'm so· 

.. . gJ ad. that_. tl;tey are get~ing acce~s. . But even they are :t:eeling great 
. ·, ambivalences about :;iuch a _program which !benefit:s only a tiny 

. '· .. perc!=lntage .Cand rno1it:ly men) of thosie who desperately need help .. 
The ·sad: truth remains t.ha-c ,. even in Uganda which probably ha:; . 
tiiore ··iuIJS home car~ programs than. anywhere else in Africa, · 
most .people w~.th_ AIDS do not eve·n get. 1:1impl"e drugs such aa 

; "'' .... a.!leibiotics .. creams tor rashes, and" ant"i:-fung~l treatments. 

. . . . ·4 . · .A· fourth 'major. problem ·is logia tics. In mari.y Af.rice1.n caun-cries, 
· .,_ .. systems fol:' dietributiori of drugs, lab te5ts,· and. even condom.s a.ce 

.v~ry 1nadequate. Many health · cei?-t.ers .a.nd rura) hospitals are vecy 
poorly supplied with.basic needs, while drugs Sit: on the shelf past 
their expiry dates in some c~nt.ra.l warehouse in the capital 'c.ity ... 
Making 5ure. that the drugs (and required associated lab tests) .are 
stored properly. distributed in .. a timely fashion. pulled from 
di.etribut:ion when expired, etc., is a major t.ask for which many 
(most?). African count-r-ies ·do not have the systems. in place at t.his 
time. 

. Now. having said all of the above,. let me emphu.size that this is 
N.OT· a.n offic.ial response from USAID~ ~ this. is. my. info:rmat 

\. 

,response directly to you. For such a potentially large program.with 
high visibility, it would be best to get. a more official response from 
U'SAID. Also, masc of what. I have said.applies.to tb.e very poor 
countr.ies :mch as .Malawi, ·Tanzan~a. Uganda, etc., and. may not be 

·completely applicable in South Africa which has· more money and 
more resources. l·have copied on my reply the USAID liealth 
Officer in Malawi and the lJSAIO HIV/b.:LDS coordinator in 
w-::i.ahington DC, Dr. ·Paul DeLay. J 'm not. sure I have his ema i. i 
acidres~ c~rrectly, Go you m.ight want to gi:.Ve him a ca.li directly; I 

. don 1 t have his direct phone number bul.: if. you·· call us~ID at t.he 
Ronal_d Reagan building, you should be able to track him down. 

In addition, as Dr. DeLay will no doubt tell you, USAID is hop,ing to 
implement some regional AIDS activities, specffic to the Southern 
Africa -region, .. arid something like this might come 'under chis· 
initiative mere. than a country specific program. Dr. DeLay will be 
able .co give you "the big p_iceure response" Whereas mine is more. 
limited to the. specific prol::ll.erns I have seen living and working_ in · 
Uganda and riow Malawi. 

·I hcwe this ·is helpful. In spite· ot" my reservations aboui: ~l:le drugs, I. 
t.hink ic's great that Americans are more.oware of the t.errible 
tragedy.of AIDS in Africa, and. perhaps the most :i.mport.anc impact: 
of t.hese initiative_s a.nd ideas is simply to· increase public · 
awarene5s and concern about' Africa. · 

sincerely,. 
.Elizabeth ·Marum, .Ph.O. 
Technical Advisor in HIV/AIDS . • .. 1 ·· ... · 
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USAID Malai..ri and CDC -

Date sent: 
From: 
.To: 

Fri, 28 May J.999 13:30:20 -0:400 
"Sally Miller" <Sally_Miller®it:a.doc.gov> 
emarum@malawi.net 

Subj<!ct: 
lirnk 

cu. s. dept of commerce and aids/malawi - a possib.le 

> let me int~·oduc:c mysel:t. I am the d:irecto.r of Commerce's. Office of 
_Africa. 

> 
>. I know of you through your sioterJane Corwin, who works with, my husband, 
Bruce Miller., in another part of commerce. 

> The Wh:ite House AIDS. direct:cr, San:r:da Thurman, approached my politica+ 
-boss, D~ for Africa Ed Ca.eee~le, and asked our office to t;ry to link up· 
with the A 'LDS effort in two ways .. 
> 
> t.lle firsr: WalOI to chink tip avenues, using- Levi Straus a.nd Ford sotit:h 
a.fric:a videos regarding UDS in the workplace, to reach out to other large 
us employers in the region to adopt similar programs. · 
> 
> t:he second would involV"e an outreach by -che Secree01ry _to 'tJ.S> 
pha-'maceutica.l firms :by which tha firms would be asked for a speclfic' 
amount of ant:1-A1DS medication dosages ove~ a specific period of time 
which would be given to speficic entity within a specific African country. 
a hypothe~tcal · 
example, would be WRT drug company, 3 million doses ot AZT to the military 
in country x. 
> 
> .Tt is i.n ci·a.feing tb.is _second opt.ion· that I ask for assistance, Could 
you ideiltify specific pot.entlal recipient organizations _in specific 
country/countries which could be proposed for such an effort? the 
thinl<ing was that specific drug companies could thereby be challenged .wit;h 
a discrete 
request, with a see dollar figure attached - and with a concrete end-yser 
in mind, 60 that: th.ere Would.be confidence in the medic:at:.iOtlS getting to 
ehe afflicted. 
> 
> As an AIDS profc:;sicms, how does this :l.ni.t:iative sr;rike you? :i.f it needs 
recrafting! how ~ould you suggest it be reshaped? 

~ I awalt your suggestions and reaceion. 
> 
:. Hope your long weekend is enjoyable. , 
:> 

~-
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