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Development of a Strategic Plan for Treatment of HIV Disease 
in Southern Africa 

Sponsored by: 
The National School of Public Health at the Medical University of South Africa 

and 
The Forum for Collaborative HIV Research 

at the George Washington University SPHHS 
Center for Health Services Research and Policy 

~~--·~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Goal: Through a dialogue of leaders from government, industry, research, health care 
delivery, and community, the project will develop short-tenn and long-tenn goals for the 
treatment of ff/V disease and its complications in southern Africa. 

Southern Africa represents one of the fastest growing segments of the HIV I AIDS 
egidemic in the world. In many areas throughout the region, pregnant women have 
astronomically high rates of infection, for example, 73% in Beit Bridge, Zimbabwe and 
43% in Francistown, Botswana. There are an estimated 1500 new infections each day in 
South Africa. · An estimated 3.5 million people within South Africa alone are HIV­
infected. Within the next five years, that number will rise to 5.6 million, 2.1 million will 
have died and 18% of the workforce will be infected. South Africa is faced with the 
possibility of over 1 million orphans and an overall decrease in life expectancy of 10 - 15 
years because of HIV disease. Confronting the HIV epidemic in southern Africa requires 
battle on many fronts including prevention, appropriate surveillance, and research to 
develop a vaccine. However, for the millions already infected with HIV, development of 
a feasible and effective course of treatment is essential. Treatment for HIV and its related 
illnesses can provide hope for those living with AIDS. It will provide incentive for 
individuals to come forward and learn their HIV status, thus impacting on prevention 
efforts and reducing the stigma associated with the disease. 

The National School of Public Health at the Medical University of South Africa 
(MEDUNSA) and the Forum for Collaborative HIV Research (the Forum) propose the 
development of a policy initiative to engage in strategic planning for HIV treatment 
intervention in southern Africa. Drawing on expertise and leadership from southern 
Africa, the United States and Europe, the initiative would bring together government 
officials, public health experts, researchers, health care providers, patient advocates, 
employers, unions, and pharmaceutical company representatives to develop short- and 
long-term objectives for treatment of HIV in southern Africa. The dialogue would 
address such questions as: 

• What is the scope of available treatment options that could have the greatest 
immediate impact on morbidity, mortality, and quality of life? 

• What is the prevalence of opportunistic infections? What are the best options for 
prophylaxis and treatment? 



• Given limited resources and infrastructure. what are the feasible treatment priorities 
that can be implemented over the short-term? 

• What is needed to increase the availability of additional treatment options and 
improve the health care infrastructure over time? 

• How can the effects of treatment intervention5 be evaluated? 

The dialogue would provide an important opportunity for all the relevant stakeholders to 
assess the viable treatment options and the abilities of the health care infrastructure in 
southern Africa to provide care for people with HIV now and in the future. It is essential 
that the strategic plan be developed by leadership within southern Africa, who can best 
represent the needs of the epidemic there and provide the most comprehensive 
understanding of the region's capabilities in providing health care and support for people 
with HIV. Leaders in government, health care provision and industry from outside of 
southern Africa can best participate in the process by helping to determine how to 
implement the agenda. The project would be coordinated by the National School of 
Public Health at MEDUNSA and the Forum. 

Project planning and implementation will take place over the next nine months. Key 
steps include: 

• Development of the group of participants for the project, which will include meeting 
with individuals and group essential to the success of the project to discuss their 
views and ensure their participation; 

• Develop an infrastructure for communications within and beyond southern Africa for 
the group; 

• Create a workplan for project, including staffing needs within southern Africa and in 
Washington, DC, budgets, and a schedule for meetings; 

• Prepare a report for release at the International AIDS Conference in Durban, South 
Africa, with the necessary background information needed to inform the group's 
discussions. Examples of information to be included in the report: 

a) Epidemiology of opportunistic infections in the region; 
b) The cost of different treatment options; 
c) The current capabilities of health care infrastructures in the region; 
d) A compilation of current programs that provide support and care in the area. 

• Hold the first meeting of the full group to agree on the project's scope and mission, 
the groundrules for discussion, and to prepare a presentation for the conference in 
Durban announcing the policy initiative. 

• Announcement of the project through a presentation at the Durban conference. 

The School of Public Health at MEDUNSA is uniquely qualified to undertake this 
initiative within southern Africa. With schools of medicine, dentistry, basic sciences, 
pharmacy and public health, Pretoria-based MEDUNSA is the largest health sciences 
academic institution in Africa. MEDUNSA's mission is to empower the educationally 
disadvantaged community of southern Africa by providing excellent community-oriented 
tertiary education, training and research in health and related sciences, and to promote 
services at all levels of health care in the community. 



The Forum for Collaborative HIV Research at the School of Public Health and Health 
Services at George Washington University provides an important model for the 
development of the proposed policy initiative in southern Africa. The Forum is a 
public/private partnership created at the request of Vice-President Al Gore in 1997. The 
Forum is made up of representatives from government agencies, clinical researchers, 
patient advocates, pharmaceutical company representatives, and health care providers. 
The Forum facilitates discussion about emerging issues in HIV clinical research and the 
transfer of research results into care. The Forum seeks to identify gaps and impediments 
in furthering knowledge about HIV treatment, develop recommendations to fill those 
gaps, and then catalyze its membership to implement those recommendations. 
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HIV-I infection and AIDS continue to have a devastating impact in sub-Saharan Africa, where they 
accounted for l ·8 million deaths in 1998, almost double the number of deaths from malaria and eight 
times that from tuberculosis. 1 Yet resources to address HIV-I infection have been limited compared 
with those for other priority areas. In 1998, external spending on HIV- I infection in Africa was about 
US$ l 65 million, less than a third of the $650 million spent on childhood immunisation programmes.2 
Thus, although there are strong HIV-I/AIDS interventions across Africa, few are implemented 
nationally. The experiences of Uganda and Senegal indicate the importance of a national and 
coordinated response. Hence, a key priority should be the rapid expansion of activities. 

Some funds will be available for such expansion. Under the USA's LIFE initiative (Leadership in 
Investment in Fighting an Epidemic) now undergoing congresssional approval, an additional $I 00 
million will be allocated for HIV-I/AIDS in the year 2000.3 The bulk of this sum is eam1arked for 
Africa, with defined targets for increasing national coverage of specific activities. 

The task ahead is complex. There is a patchwork oC mostly small-scale, prevention and care activities 
being implemented across Africa by public-sector and private for-profit and non-profit organisations. 
There is little experience of replication and expansion, so strategic and creative thinking is needed. 
Current experience must be built upon, the burden that HIV-I infection already poses recognised, and 
lessons from future successes quickly shared. 

In the short term, effective activities that can be scaled-up quickly need to be identified. For rapid 
scaling-up, the potential to use the existing infrastructure to achieve widespread coverage must be 
maximised. For example, with current enrolment rates, a quarter of youths aged 12-16 years could 
potentially be reached each year through interventions based on secondary schooling. However, an 
additional I 0% (who do not go on to secondary school) could be reached if HIV-I education was also 
provided in the last year of primary school. The substantial potential to use private-sector and informal 
networks must also not be overlooked. Already in some countries condoms arc transported to rural areas 
through food-and-beverage distribution systems. More generally, the widespread involvement of 
different organisations and networks (such as workplaces, unions, and religious and community 
networks) could help increase the access of different social and geographical groups to specific 
activities. 

Among countries most affected, strategies to reduce the significant burden that HIV-I infection is 
placing on existing infrastructure and capacity will be required. About 50-70% of medical beds for 
adults in large hospitals arc.taken up by patients with HIV- I-related illnesses.4 Likewise, the attrition of 
skilled people (such as teachers and nurses) due to death from HIV-I infection or AIDS may be 
substantial. It is estimated that each year 2-4% of workers will die ofHIV-1-relatecl causes in a country 
with a 20% prevalence of HIV- I infection among adults. 5 Coping mechanisms, such as complementary 
home-based care to reduce the load on hospitals, need to be identified and strengthened. 

During implementation, key gaps in infon11ation need to be addrcssed--for example, because of limited 
data on costs, even identification of the resources required to scale-up and sustain different interventions 
is difficult.6 Knowledge is lacking about how the relative quality, efficiency, and cost-effectiveness of 
various interventions change as their implementation is scaled up. Although the incorporation of HIV 
education into school curricula may have high start-up costs (to develop the curriculum and print 
materials), implementation costs may be relatively low, so the intervention becomes increasingly 
efficient with increasing scale. 

110/1999 10:76 AM 
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Although it is important to focus on rapid action, sustainability must not be ignored, otherwise the 
overall impact of efforts to increase intervention coverage will be undermined. In the longer term, too, 
there will be inherent limits on the extent to which interventions can be scaled-up and supported with 
current levels of infrastructure. Consequently, complementary actions to invest in broader development 
and economic progress are required. Ultimately, it is important not only to strengthen capacity to 
respond to the epidemic, but also to pursue the fundamental changes needed to break the cycle of 
poverty and HIV infection. 

*Charlotte Watts, Lilani Kumaranayake 

Health Policy Unit, London School of Hygiene and Tropical Medicine, London WCI E 7HT, UK 

1 World Health Organisation. The World Health Organisation Report 1999. Geneva: WHO, 1999. 

2 UNICEF. The progress of nations. New York: UNICEF, 1999. 

3 US Agency for International Development press release 99-111; 
http://www.info.usaid.gov/press/releases/pr990912.html (accessed on Oct 22, 1999. 

4 Osborne CM, van Praag E, Jackson H. Models of care for patients with HIV/AIDS. AIDS 1997; 
ll(stippl B): S135-41. 

5 World Bank. Confronting AIDS; public priorities in a global epidemic. New York: Oxford University 
Press, 1997. 

6 Kumaranayake L, Pepperall J, Goodman H, Mills A. Costing guidelines for HIV/AIDS prevention 
strategies. UNAIDS best practice collection, key materials, 1998. 
http://www.unaids.org/Revised/cube frame.html (accessed on Oct 25, 1999). 
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HIV/AIDS in African Children: 
A Major Calamity 

That Deserves Urgent Global Action 
Chinua Akukwe 

ABSTRACT. According to the United Nations Global Program on 
HIV/AIDS (UNAIDS), Africans account for 70% of all global HIV 
infection despite representing only 10% of the·world population. More 
than 80% of all 1998 global AIDS deaths occurred in Africa. However, 
thl! fate that awaits children in Africa is even more ominous: in 1998, 
9 out of 10 new global HIV infections among children, 15 years or 
below, occurred in Africa and more than 95% of all AIDS orphans 
worldwide are African children. Nearly 2.9 million African children 
have died of AIDS related illnesses since the beginning of the pandem­
ic. This artidc discusses the HIV/AlDS calamity among African chil­
dren and concludes with recommendations on how to organize an ur­
gent global action to save these children. {Article copies al'ailable for a fee 
from The Haworth Doc1ime11t Delivery Service: 1-800-342-9678. E-mail address: 
get inf o@lzaworthpressinc.com <Website: http://www.haworthpressinc.com> J 

KEYWORDS. HIV/AIDS, Africa, children, global action 

INTRODUCTION 

The United Nations Joint Program of HIV/AIDS (UNAIDS) recent­
ly announced its 1998 report on the Human Immunodeficiency Virus 

Chinua Akukwe, MD, MPH, FRSH (U.K.), is Adjunct Associate Professor of 
Public Health, the George Washington University School of Public Health and 
Health Care Sciences, Washington, DC. Dr. Akukwe was, until June 1998, the Senior 
Policy and Planning Advisor to the Director, Washington, DC Department of Health 
and, until September 1998, the Vice Chair of the Governing Board of the National 
Council for International Health (NCIH), Washington, DC (e-mail: CAKUKWE@ 
Compuserve.com). 

Address correspondence to Dr. Chinua Akukwe, P.O. Box 66621, Washington, 
DC 20035-6621. 

Journal of HIV/AIDS Prevention & Education for Adolescents & Children 
Vol. 3(3) 1999 

© 1999 by The Haworth Press, Inc. All rights reserved. 5 
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AIDS in Africa is a Serious Crisis 
But Opportunities Exist for Helping to Save Millions of Lives 

AIDS IN SUB-SAHARAN AFRICA IS SHATTERING FAMILIES AND COMMUNITIES. 

•:• About 24 million Africans south of the Sahara are HIV infected -- almost 70% of the world's 
total number infected in a region that accounts for only 10% of the world's population. 

•:• In seven countries in southern Africa, including South Africa, 20% of the adult population 
(ages 15 to 49) is already infected. 

•:• UNAIDS has declared HIV/AIDS in Africa "the worst infectious disease catastrophe since the 
bubonic plague." 

•:• In sub-Saharan Africa, each and every day more than 11,000 additional people become HIV+. 
In South Africa alone, at least 1,600 people a day become HIV+. 

•:• AIDS is now the leading killer in sub-Saharan Africa with 84% (13.7 million) of the 16.3 
million AIDS deaths to date. 

•:• There are over 5,500 AIDS related funerals a day in Africa. That number will rise to 13,000 a 
day by 2005. 

•:• In 1998 in Africa, 200,000 people died as a result of war -- AIDS killed 2.2 million. 

•:• By 2010, more than 40 million children in Africa will be orphaned by AIDS. 

AIDS IS WIPING OUT DECADES OF PROGRESS ON A HOST OF DEVELOPMENT OBJECTIVES IN 

SUB-SAHARAN AFRICA. 

•:• According to US Census Bureau, AIDS has already reduced life expectancy Zimbabwe from 
65 to 39 years, in Uganda from 54 to 43 years, and in Zambia from 56 to 37years. In the next 
few years, AIDS will reduce life expectancy in South Africa by a third, from 68 to 45 years. 

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

AIDS IS NOT ONLY CAUSING UNFATHOMABLE HUMAN SUFFERING IT IS JEOPARDIZING THE 

ECONOMIES, THE STABILITY, AND CIVIL SOCIETY OF MANY SUB-SAHARAN AFRICAN 

NATIONS. 

•:• AIDS is a trade and investment issue. At the recent meeting with African trade and finance 
ministers, Professor Jeffrey Sachs, director of the Harvard Institute for International 
Development, stated that, "a frontal attack on AIDS in Africa may now be the single most 
important strategy for economic development." 

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



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

•!• AIDS has hit professionals hard in sub-Saharan Africa, particularly civil servants, engineers, 
teachers, miners, and military personnel. According to one study in Kigali, Rwanda, 34% of 
people with post-secondary education were HIV positive, compared to 18% of those with 
primary education, and civil servants were more than three times more likely to be HIV positive 
than farmers. Increased benefits and training costs, and disruption due to sick and bereavement 
leave are seriously affecting both the private and public sectors. Companies like British 
Petroleum and Barclay Bank told us that they are now hiring two employees for every one 
skilled job, assuming that one will die of AIDS. 

•!• AIDS is a security issue. According to the Economist, "the estimated HIV prevalence in the 
seven armies embroiled in the Congo range from 50% for the Angolans to 80% in 
Zimbabweans". Recent reports confirm that 40% of the South African military is already HIV 
positive. US military officials have raised this as a serious stability concern. 

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

DETERMINED LEADERSHIP AND PARTNERSHIPS HAVE MADE, AND ARE CONTINUING TO 

MAKE, AN EXTRAORDINARY DIFFERENCE, SAVING MILLIONS OF LIVES. 

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

•!• Uganda has created an enabling environment for donors, such as the US, to be active partners 
in the battle against AIDS. The US has invested $46 million in HIV prevention and care in 
Uganda (26% of all donor AIDS funding), and as a result, HIV rates have been slashed by 
more than half. Through stigma reduction, education, HIV counseling and testing, treatment of 
STDs, and community based HIV care and support, Uganda has begun to tum the tide. 

•!• Countries such as Zambia, Malawi, Uganda, and Kenya have begun to develop initiatives to 
respond to the growing number of children orphaned by AIDS. In the longstanding African 
tradition, communities are finding creative ways to support the village in its efforts to raise its 
children, but the growing number oforphaned children already overwhelms many of these 
villages. 

•!• Through micro-finance programs like FINCA (Foundation for International Community 
Assistance), women are receiving loans, starting small businesses, and with increased 
household incomes, taking in children orphaned by AIDS. With support of non-governmental 
organizations, communities are coming together to deal with school fees, nutritional assistance, 
immunization and oral hydration, counseling, and the range of other needs that arise for 
orphaned children. These efforts are low cost strategies designed to empower women, protect 
children, and support extended families and communities in carrying for their own. For a small 
fraction of the cost of one orphanage bed an entire community of vulnerable children can 
receive care. The problem is that only a very small number of children receive even this 
modest level of support. 
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June 5, 2000 

Sandra L. Thurman 
N ationat AIDS Policy Director 

Dear Ms. Thurman: 

Alex Ross at USAID suggested I let you know that I will be attending the AIDS20d0 
meeting in Durban in my capacity as a specialist in African affairs at the Congressional 
Research Service. I have been working on the ffiV/AIDS issue for several months at CRS, 
and I believe that the conference will deepen my understanding of all aspects of the disease 
- and of its consequences for African societies. I maintain an issue brief on AIDS in Africa 
at CRS, and am including a copy with this fax. I expect to complete an update in the next 
couple of days. 

On my way to Durban, I will be stopping in Malawi and Zambia to talk with U.S. 
officials and others involved in efforts to combat the disease. I hope to visit some AIDS 
projects. 

I look forward to meeting you one day, perhaps in Durban. I have always found your 
testimony at hearings most informative. 

phone: 
fax: 
email: 

202 707-7661 
202 707-3415 
rcopson@crs.Ioc.gov 

m;r-
v.b~n~la?s~ 
Head, Latin America/Middle East/ 
Africa Section 
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AIDS in Africa 

SUMMARY 

Sub-Saharan Africa has been far more 
severely affected by AIDS than any other part 
of the world. The UN reports that 23.3 mil­
lion adults and children are infected with the 
HIV vims in Africa, which has about 10% of 
the world's population but nearly 70% of the 
worldwide total of infected people. The over­
all rate of infection among adults in sub-Saha­
ran Africa is about 8%, compared with a 1.1 % 
infection rate worldwide. In some countries of 
southern Africa 20% to 26% of adults are 
infected. An estimated 13.7 million Africans 
have lost their lives to AIDS, including 2.2 
million who died in 1998. AIDS has surpassed 
malaiia as the leading cause of death in Africa, 
and it kills many times more Africans than war. 

In Africa. IIlV is spread primarily by 
heterosexual contact. Sub-Saharan Africa is 
the only region of the world where women are 
infected at a higher rate than men, and young 
women suffer a panicularly high rate of infect­
ion. 

Experts relate the severity of the African 
AIDS epidemic to the region's poverty. 
Health systems are ill-equipped for prevention, 
diagnosis, and treatment. Poverty forces many 
men to become migrant workers in urban 
areas. where they may have multiple sex part­
ners; and pove1ty forces many women to 
become commercial sex workers, vastly in­
creasing their risk of infection. Cultural and 
behavior patterns, such as low rates of male 
circumcision, may also play a role. 

AIDS is having severe social and 
economic consequences, depriving Africa of 
skilled workers and teachers, while reducing 
life expectancy by decades in some countries. 
The disease has created 7 .8 million "AIDS 

orphans," who face increased risk of malnutri­
tion and reduced prospects for education. 
AIDS is being blamed for declines in agricul­
tural output in Zimbabwe and Kenya. 

Donor governments, non-governmental 
organizations, and African governments have 
responded primarily by attempting to reduce 
the number of new mv infections, and by 
tJ.)'ing ameliorate the damage done by AIDS to 
families, societies, and economies. A third 
possible response - treatment of AIDS suffer­
ers with medicines that can result in long-term 
swvival - has not been widely used in Africa. 
Advocates of treatment argue that it would 
reduce damage to African economies and keep 
parents alive. They believe that ways can be 
found to reduce the cost of AIDS medications. 
Skeptics argue that treatment would require 
not only expensive drugs but also costly im­
provements in Africa's health infrastructw·e. 

U.S. concern over AIDS in Africa grew 
during the 1980s, as the severity of the epi­
demic became apparent. Congress earmarked 
funds for a worldwide campaign against the 
disease in 1987. According to the U.S. Agency 
for International Development, the U.S. has 
been the global leader in the international 
response to AIDS since 1986. The Adminis­
tration launched an AIDS initiative in July 
1999, and spending on AIDS in Africa is 
projected to reach $169 million in FY2000. 

Many are urging that more be done, and 
bills have been introduced to support a wide 
range of Africa AIDS initiatives. Nonetheless, 
some observers argue that competing budget 
pliorities work against a massive U.S. Africa 
AIDS program. 

Congressional Research Service (• The Library of Congress 
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MOST RECENT DEVELOPMENTS 

On May 11, 2000, five major pharmaceutical companies announced sharp reductions 
in the price of AIDS drugs sold in Africa. President Clinton. on May 10, issued an executive 
order stating that the United States would not seek to prevent sub-Saharan countries from 
promoting access to HIV/AIDS pharmaceuticals or medical technologies consistent with the 
World Trade Organization's TRIPS agreement. (See AIDS Treatment Issues.) The order 
resembled Section 116 (known as the Feingold/Feinstein amendment) of the Senate-passed 
version oftlie Africa trade bill (HR. 434), which had been dropped in conference with the 
House. 

The Foreign Operations Appropriations bill (S. 2522), reported to the Senate on May 
9, earmarks $225 million in Development Assistance for worldwide HIV/AIDS programs; 
the Administration had requested $244 million under this account. (Aadditional AIDS 
spending is proposed through other programs; see U.S. Policy.) According to press reports 
on April 30, the White House was treating HIV/AIDS in Africa and other regions as a 
nazional security threat and had ordered the National Security Council to prepare a study 
of enhanced responses. 

BACKGROUND AND ANALYSIS 

Sub-Saharan Africa has been far 
more severely affected by AIDS than 
any other part of the world. According 
to December 1999 United Nations data, 
some 23.3 million adults and children 
are infected with the mv virus in the 
region, which has about 10% of the 
world's population but nearly 70% of 
the worldwide total of infected people. 
The overall rate of infection among 
adults in sub-Saharan Africa is about 
8%, compared with a 1.1 % infection 
rate worldwide. An estimated 13.7 
million Africans have lost their lives to 
AIDS, including 2.2 million who died in 
1998. AIDS has surpassed malaria as 
the leading cause of death in sub­
Saharan Africa, and it kiJls many times 
more people than Africa's armed 
conflicts. 

Leading Causes of Death in 
Sub-Saharan Africa, 1998 

HIV/AIDS 
Malaria 
Lower respiratory infections 
Diarrheal diseases 
Perinatal conditions 
Cerebrovascular disease 
Heart disease 
Tuberculosis 
T raffle accidents 
Chronic obstructive puhnonary 

disease 

% of Deaths 
19.0 
10.0 
8.2 
7.6 
5.5 
4.7 
2.9 
2.2 
1.8 
1.1 

Source: World Health Organization, World Health 
Report. 1999. 

CRS-1 



NU.bl'::I t"'. ( /C:l:'.J 

IB10050 05-11-00 

Characteristics of the African Epidemic 

In addition to its severity, the sub-Saharan AIDS epidemic is defined by a number of 
other unusual characteristics. 

• IDV, the human immunodeficiency virus that causes AIDS, is spread in 
Africa primarily by heterosexual contact, rather than primarily by contact 
among gay males or through intravenous drog use. 

• Sub-Saharan Africa is the only region in which women are infected with lilV 
at a higher rate than men. According to UNAIDS, women make up an 
estimated 55% of the lllV-positi ve adult population in sub-Saha.ran Africa, 
as compared with 35% in the Caribbean, the next highest-ranking region, and 
20% in North America. 

• Young women are particularly at risk. A U.N. study found girls aged 15-19 
to be infected at a rate of 15% to 23%, while infection rates among boys of 
the same age were 3% to 4%. 

• To date, eastern and southern Africa have been far more severely affected 
than West Africa, but infection rates in a number of West African countries 
are starting to escalate. In Botswana, Namibia, Zambia, and Zimbabwe, all 
southern African countries, an estimated 20% to 26% of adults are infected 
with HIV, and 13% of adults in South Africa were infected at the end of 
1997. In Senegal, a West African country, the 1997 adult infection rate was 
2%. However, adult infection rates now exceed 10% in Ivory Coast and 
Burkina Faso, two other West African states, and the infection rate is 
increasing in populous Nigeria as well. 

• The African AIDS epidemic is having a much greater impact on children 
than is the case in other paits of the world. An estimated 600,000 Af1ican 
infants become infected with HIV each year through mother to child 
transmission, either at birth or through breast-feeding. (White House, Report 
on the Presidential Mission on Children Orphaned by AIDS in Sub-Saharan 
Africa: Findings and Plan of Action. Washington, July 19, 1999. p.14.) 

• An estimated 7 .8 million African children have lost either their mother or 
both parents to AIDS, and thus are regarded by UNAIDS as "AIDS 
orphans." South Africa is expected to have one million AIDS orphans by 
2004, and in some of Africa's worst-affected cities, orphans already comprise 
15% of all children. (World Bank. Intensifying Action Against HIV/AIDS in 
Afri.ca. See also, U.S. Agency for International Development (USAID), 
Children on the Brink, 1997.) In its January 17, 2000 issue, Newsweek 
projected that there will be 10.4 million African AIDS orphans by the end of 
2000. UNAIDS repo1ts that AIDS orphans, suspected of can-ying the 
disease, generally run a greater risk of being malnourished and of being 
denied an education. 

CRS-2 
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Explaining the African Epidemic 

AIDS experts off er a number of 
explanations for the severity of the AIDS 
epidemic in Africa and for its unusual 
characteristics. Some experts believe that the 
explanation may be partly medical: AIDS in 
Africa is generally caused by a virus known to 
specialists as HIV I-Subtype C, which may 
spread more easily through heterosexual 
contact than Subtype B, common in the United 
States. If this is the case, then the entire 
sexually active population is more vulnerable to 
infection than in countries where Subtype B is 
dominant. 

Most analysts, however, emphasize a 
variety of economic and social factors to 
explain Aflica's AIDS epidemic, placing 
primary blame on the region's poverty. 
Poverty has deprived Africa, for example, of 
effective systems of health information, health 
education, and health care. Thus, Africans 
suffer from a high rate of untreated sexually­
transrnitted infections (STls) other than AIDS, 
and these are believed to open the way to 
infection by HIV. African health care systems 
are typically unable to provide AIDS 
counseling, which could help slow the spread 
of the disease, and even mv testing is difficult 
for many Afiicans co obtain. AIDS treatment 
is generally available only to the elite. 

Poverty forces large numbers of African 
men to migrate long distances in search of 
work, and while away from home they may 
have multiple sex partners, increasing their risk 
of infection. Some of these partners may be 
women who have been forced to become 
commercial sex workers because of pove1ty, 
and they coo are highly vulnerable to infection. 

Adult HIV Infection Rates, end of 1997 (%) 

Zimbabwe 25.84 
BolSwana 25.10 
Namibia 19.94 
Zambia 19.07 
Swaziland 18.50 
Malawi 14.92 
Mozambique 14.17 
South Africa 12. 91 
Rwanda 12.75 
Kenya 11.64 
Cent. Af. Republic 10. 77 
Djibouti 10.30 
Cote d'Ivoire 10.06 
Uganda 9.51 
Tanzania 9.42 
Ethiopia 9.31 
Togo 8.52 
Lesotho 8.35 
Burundi 8.30 
Congo Brazzaville 7.78 
Burkina Faso 7.17 
Cameroon 4.89 
Congo Kinshasa. 4.35 
Gabon 4.25 
Nigeria 4.12 
Liberia 3.65 
Sierra Leone 3. I 7 
Eritrea 3.17 
Chad 2.72 
Ghana 2.38 
Guinea Bissau 2.25 
Gambia 2.24 
Angola 2.12 
Guinea 2.09 
Bonin 
Senegal 
Mali 
Equatorial Guinea 
Sudan 
Maurile.nia 
Somalia 
Madagascar 

l.77 
1.67 
1.21 

.99 

.52 

.25 

.12 

2.06 

Source: UNAIDS EpidelTliological Fact Shcel:; 

Migrant workers can become a conduit for spreading the disease from urban to rural areas; 
when they return home, they commonly infect their wives. Long distance truck drivers and 
drivers of "taxis,'" who transport Africans long distances by car, are also believed to be key 
agents in spreading AIDS 

Some behavior patterns in Aflica may also be affecting the epidemic. In explaining the 
fact that young women are infected at a higherrate than young men. Peter Piot, the Executive 
Director UNAIDS, has conunented that "the unavoidable conclusion is that girls are getting 
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infected not by boys but by older men." who are more likely than young men to can-y the 
disease. (UNAIDS press release, September 14, 1999.) A researcher in a UNAIDS project 
studying the differential rate of infection added that "Young (women's) lives are being cut 
short through sex which is all too often forced, coerced, or 'bought' with sugar-daddy gifts." 
Many believe that the infection rate among women generally would be far lower if women's 
rights were more widely respected in Africa. and if women exercised more power in political 
and economic affairs. (For more on these issues, see Carol Ezzell, "Care for a Dying 
Continent," Scientific American, May 2000.) Other cultural factors may also be playing a 
role in the African epidemic. Male circumcisjon, for example, is reportedly more common in 
West Africa than in eastern and southern Africa, and some scientists are beginning to suspect 
that this helps to explain the comparatively lower rate of infection in West Africa. (Boston 
Globe, November S, 1999; Sunday Times, London, March 26, 2000) 

The breakdown in social order and social norms caused by anned conflict could also be 
contributing to the African epidemic. Conflict, which has afflicted many sub-Saharan 
counuies for years, is typically accompanied by numerous incidents of violence against 
women, including rape, earned out by soldiers and guenillas. Such men are also more likely 
to resort to commercial sex workers than chose living in a settled environment. 

Some observers believe that the spread of AIDS in Africa could have been slowed if 
African leaders had been more engaged and outspoken in the struggle against the disease. 
President Yoweri Museveni of Uganda, in particular, has won wide recognition for leading 
a successful campaign against AIDS in his country. But many other African leaders have said 
or done comparatively little about the epidemic. In September 1999, the United Nations 
convened a major conference on AIDS in Africa in Lusaka, the capital of Zambia, but none 
of the 15 invited African heads of state attended. Even the host-country president, Frederick 
Chiluba, claimed a conflict and sent his vice president to read his opening remarks. 

President Daniel a.rap Moi of Kenya, where 13.5% of adults are infected and 760.000 
have died from AIDS, did not endorse the use of condoms as a preventive until December 
1999. (Africa News Service, December 23, 1999.) South Africa has a large AIDS program 
launched by the former president, Nelson Mandela, but some critics question whether the 
current president, Thabo Mbeki, is treating the disease with sufficient urgency. President 
Mbeki's stance is particularly worrisome to many AIDS experts because he is an influential 
leader not only in heavily-infected southern Africa but also among developing countries 
generally. Mbeki has challenged the safety and effectiveness of AIDS medications useful in 
preventing mother-to-child transmission of the disease. On April 19, 2000 che press reported 
that he had sent a letter to President Clinton and other heads of state asserting that Africa 
would not copy foreign approaches to dealing with AIDS and defending dissident scientists 
who maintain thac AIDS is not caused by the mv virus. Dissident scientists from several 
countries make up more than half of a commission Mbeki convened in May to study and 
report on the disease. According to press reports, $6.2 million of South Africa's $17 million 
AIDS budget was unspent during 1999. 

Social and Economic Consequences 

AIDS is having severe social and economic consequences in Africa, and these negative 
effects are expected to continue for many yea.rs. A Central Intelligence Agency National 
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Intelligence Estimate report on the infectious disease threat, made public in an unclassified 
version, forecasts grave problems over the next 20 years. 

At least some of the hardest-hit countries, initially in sub-Saharan Africa and later in other 
regions, will face a demographic catastrophe as HIV I AIDS and associated diseases reduce 
human life expectancy dramatically and kill up to a quarter of their populations over the 
period of thls Estimate. This will further impoverish the poor, and often the middle class, 
and produce a huge and impoverished orphan cohort unable to cope and vulnerable to 
exploitation and radicalization. (CIA, The Global Infectious Disease Threat and Its 
Implications for the United States [http://www.odci.gov ].) 

Report estimates predicted increased political instability and slower democratic development 
as a result of AIDS. 

According to the World Bank, 

The illness and impending death of up to 25% of all adults in some cowitries will have an 
enormous impact on national productivity and earnings. Labor productivity is likely to 
drop. the benefits of education will be lost, and resources that would have been used for 
investments will be used for health care, orphan care, and funerals. Savings rates will 
decline, and the loss of human capital will affect production and the quality of life for years 
co come. (World Bank, Intensif/ing Action Against HIV/AIDS in Africa.) 

USAID estimates that Kenya's GNP will be 14.4% smaller in 2005 than it would have been 
without AIDS. The disease is expected to hinder growth prospects in South Africa, Tanzania, 
Namibia, and other countries in eastern and southern Africa as well. (Report on the 
Presidential Mission on Children Orphaned by AIDS.) 

In the most severely affected countries, sharp drops in life expectancy are occurring, and 
these 'Mil reverse major gains achieved in recent decades. UNAIDS reports that life 
expectancy at birth in southern Africa, which stood at 44 years in the early 1950s, reached 59 
in the early 1990s, bur will fall to 45 by 2015. (UN AIDS, AIDS Epidemic Update: December 
1999.) The Kenyan minister of public health said on December 10, 1999 that life expectancy 
in his country had already dropped from 60 years to 45. 

According to many reports, AIDS has devastating effeccs on rural families. The father 
is typically the first to fall ill, and when this occurs, farm tools and animals may be sold to pay 
for his care. As he grows weaker, he will become unable to farm at all; nor will his wife be 
able to farm, since she will be devoting her time to nursing him. The family will be unable to 
pay school fees, and in any event, children will likely be kept out of school to perform added 
chores at home. Should the mother also become ill, children may be forced to shoulder 
responsibility for the full time care of their parents, particularly since rural clinics in some 
countries are reportedly short-staffed because of AIDS. 

The economic consequences of the disruption of rural life can be severe. For example, 
sharp declines in the production of maize, cotton, and other crops in Zimbabwe have been 
blamed on widespread illness and death from AIDS among peasant fanners and among 
workers at small commercial farms. (Washington Post, December 12, 1999.) A decline in 
agricultural activity in Kenya has also been attributed to AIDS. 
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AIDS is also being blamed for shortages of skilled workers and teachers in several 
countries. Although unemployment is generally high in Africa, such trained personnel are 
not readily replaced. Teachers are reportedly dying more rapidly than replacements can be 
found in parts of western Kenya. In Ivory Coast, five teachers reportedly die from AIDS 
during each week of the school year. According to USAID, the Ministry of Education in 
Zambia found that 1,300 teachers had died in 1999, mostly from AIDS, and that only 700 
new teachers were trained. AIDS is believed responsible for high rates of absenteeism and 
labor turnover in eastern and southern Africa, and the resulting increased costs are believed 
to be discouraging new investment The disease is also claiming many lives ac middle and 
upper levels of management in both business and government. 

AIDS may have serious security consequences for much of Africa, since HIV infection 
rates in many armies are extremely high. South African soldiers have been widely expected 
co play an important peacekeeping role in the Democratic Republic of the Congo (DRC, 
formerly Zaire) and perhaps other countries in coming months and years, but the infection rate 
in the South Africa army is 40% according to one insurance company survey (Mail and 
Guardian (Johannesburg), October 19, 1999), and other estimates are higher. Infection rates 
among the seven annies currently embroiled in the conflict in the DRC have been estimated 
at 50% to 80%. (Report on the Presidential Mission on Children Orphaned by AIDS.) The 
ability of such armies to conduct effective operations and behave professionally is a source 
of concern to analysts. Domestic political stability could also be threatened in African 
countries if the security forces become unable to perform their duties due to AIDS. (For 
more on this issue, see the CIA Estimate, noted above.) 

Responses to the AIDS Epidemic 

Donor governments, non-governmental organizations (NGOs) working in Africa, and 
African governments have responded to the AIDS epidemic primarily by attempting to reduce 
the number of new mv infections, and to some degree, by trying ameliorate the damage done 
by AIDS to families, societies, and economies. A third possible response - treatment of 
AIDS sufferers with medicines that can result in long-tenn survival - has not been widely 
used in Africa, largely due to cost and the lack of effective health care infrastructure. 
However, demands for large-scale treatment are mounting in Africa, and are drawing support 
from outside the continent among AIDS activists and others concerned for the region's 
futw·e. An effective vaccine could offer a pennanent solution to the African AIDS crisis, but 
progress in vaccine development has been slow. 

Efforts co reduce the number of AIDS infections have focused on increasing AIDS 
awareness among Africans. Programs and projects aimed at combating the disease typically 
provide information on how the disease is spread- and on how it can be avoided - through 
the media, posters, lectures, and skits. AIDS awareness programs can be found in many 
African schools and increasingly in the workplace, where employers are recognizing their 
interest in reducing the infection rate among their employees. Many projects aim at ma.king 
condoms readily available - USAID reports that it has shipped more than 2 billion condoms 
to Africa since 1986 - and on providing instruction in condom use. Some recent pilot 
projects have had success in reducing mother-to-child transmission by administering the anti­
HIV drug AZf, or a less ex.pensive medicine, nevirapine, during birth and early childhood. 
HlV testing has also received support on grounds that people will exercise greater care in 
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their sexual conduct if they are aware of their mv status. In December 1999, for example, 
the government of Norway announced that it would help Uganda establish voluntary mv 
testing centers in every district of the country. USAID is currently supporting IIlV testing 
centers in 10 African countries. 

Church groups and humanitarian organizations have helped Africa deal with the 
consequences of AIDS by setting up programs to provide care and education to orphans. The 
Farm Orphan Support Trust in Zimbabwe tries to keep sibling orphans together and in a 
family living situation; the Salvation Army sponsors a pilot, community-based, orphan support 
program in Zambia. providing education and health care to vulnerable children. (Report on 
the Presidential Mission on Children Orphaned by AIDS.) A United Nations study has found 
that conununicy-based organizations, sometimes with the support of NGOs, have emerged to 
supply additional labor, home care for the sick, house repa1r, and other services to AIDS­
afflicted families. (UNAIDS, A Review of Household and Community Responses to the 
HIV/AIDS Epidemic in Rural Areas of Sub-Saharan Africa, 1999.) 

Further information on the response to AIDS in Africa may be found at the following 
websites: 

CDC [http://www.cdc.gov/nchstp/od/nchstp.html] 
European Union: [http://europa.eu.intlcomm/development/aids/] 
International Association of Physicians in AIDS Care: [http://www.i apac.orgl] 
Journal of the American Medical Association HIV I AIDS Information Center: 
[http://www.ama-assn.org/special/hiv/] 
UNAIDS: [http://www.us.unaids.org/] 
US AID: [http://www.info.usaid.go,v/popj'iealth/aids/ aidshome.htm] 
World Bank: [http://www.worldbank.org/aids/]. 

Effectiveness of the Response 

The response to AIDS in Africa has had some successes, most notably in Senegal, 
mentioned above. and in Uganda, where the rate of infection has been cut in half - to 
approximately 9.5% - by an active AIDS awareness program that openly advocates the use 
of condoms. Despite these success scories, however, available evidence indicates that the 
epidemic is deepening in most of the region. Even the head of the Ugandan AIDS program 
is woni.ed that Ugandans are letting down their guard with respect to the disease. (Africa 
News Service, December 10, 1999). In the West African nation of Nigeria. Africa's most 
populous country with 111 million people, the rate of adult mv infection has increased from 
4.5% in 1995 co 5.4% in 1999. adding to a large pool of infected people who could be a 
source of a much more rapid increase in coming years. 

Experts note that there are a number of barriers to a more effective AIDS response in 
Africa, such as cultural norms that make it difficult for many government, religious, and 
community leaders to acknowledge or discuss sexual matters, including sex practices, 
prostitution, and the use of condoms. However, experts continue to advocate AIDS 
awareness and AIDS amelioration as essential components of the response to the epidemic. 
Indeed, there is strong support for an intensification of awareness and amelioration efforts, 
as well as adaptations to make such efforts more effective. Some advocate, for example, 
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awareness campaigns chat include intensive, interpersonal communication strategies targeted 
at those most likely to acquire or transmit HIV. 

A World Bank report, among other proposals, recommends that the Bank create teams 
of well-known African elders, former statesmen, friends of Africa, and celebrities who would 
visit afflicted. countries to help mobilize civil society against the epidemic. (Intensifying 
Action Against HIV/AIDS in Africa: Responding to a Development Crisis.) With respect 
to amelioration, UNAIDS has recommended that donors find ways to strengthen those 
indigenous support institutions that are already helping AIDS victims and their families. (A 
Review of Household and Community Responses.) There is also support for a stronger focus 
on treaonent of non-HIV STis, which can dramatically lower the rate of mv transmission. 

The lives of infected people could be significantly prolonged and improved, some 
maintain, if more were done to identify and treat che opportunistic infections, particularly 
tuberculosis, that typically accompany AIDS. Millions of Africans suffer dual infections of 
IDV and TB, and the combined infection dramatically shortens life. The U.S. Ambassador 
to Botswana, Robert Krueger, recently pointed out that "Botswana has perhaps the highest 
degree of HIV I AIDS infection in the world and 44 per cent of all its people who are affected 
receive their death stroke by contracting tuberculosis." (Africa News Se'YVice, November 3, 
1999. Krueger was speaking at the opening of a U.S.-funded TB laboratory in Botswana.) 
Tuberculosis can be cured by treatment with a combination of medications over several 
months, even in I-UV-infected patients. However, according to the World Health 
Organization, Africans often delay seeking treatment for TB or do not complete the course 
of medication (Global Tuberculosis Control: WHO Report 1999. Key Findings), contributing 
to the high incidence of death among those with dual infections. 

AIDS experts strongly believe that more funding needs to be devoted to fighting the 
epidemic .• The July 1999 White House report on children m:phaned by AIDS stated that $150 
million per year was then being spent on combating AIDS in Africa from all sources, including 
donor spending and spending by African governments. Approximately half of this amount 
was being contlibuted by USAID, and rhe great bulk of the rest was coming from other 
donors. According to UNAIDS, in 1996-1997, only Botswana, Kenya, Malawi, and Uganda 
were spending more rhan $1 million of their own resources on AIDS. 

World Bank President James Wolfensohn said in January 2000 that according to Bank 
estimates, $1 billion to $2.3 billion was needed to fight AIDS in Africa, and he estimated 
cwTent IIlV/AIDS official assistance for Africa from all sources at $160 million. On April 
17, the World Bank's Development Committee pledged increased spending to combat AIDS, 
and Wolfensohn said he had told African clients that with respect to AIDS, "if you have 
programs, we will fund them. No sensible project will be stopped for lack of funding." 

AIDS Treatment Issues 

Access for poor Africans to costly combinations of AIDS medications or 
"antiretrovirals" is perhaps the most contentious issue surrounding the response to the African 
epidemic today. Administered in a treatment regimen known as HAART - highly active 
ant.iretroviral therapy - these drugs can return AIDS victims to normal Jife and lead to long­
term survival rather than early death. Such treatment has proven highly effective in 
developed countJ.ies, including the United States, where AIDS, which had been the eighth 
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leading cause of death in 1996 no longer ranked among the 15 leading causes by 1998. (U.S. 
Department of Health and Human Services Press Release, October 5, 1999.) 

Advocates of making HAART widely available in Africa argue that the therapy would 
keep parents alive, slowing the growth in the number of AIDS orphans; and keep workers, 
ceachers, civil servants, and managers alive as well, thus reducing the economic impact of the 
epidemic. Some also see a moral obligation to try to save lives when the medications for 
doing so exist. 

The high cost of HAART treatments, however, has been regarded as the pdncipal 
obstacle to offering the therapy on a large scale in Africa, where most victims are poor and 
lack health insurance. Varying figures - some as high as $20,000 - have been published as 
estimates of the annual cost of combination drug therapies in Africa (Washington Pose 
editorial, January 6, 1999). Yet other estimates are considerably lower. In October 1999, 
the cost of combination therapy in South Africa was estimated at $334 per month (The 
Christian Century, October 20, 1999), or $4,000 per year. UNAIDS reports that Brazil 
treated 75,000 victims with antiretrovirals in 1999 at a cost of $300 million - or, again, 
$4,000 per person. Variations in treatment cost estimates may reflect differences in the prices 
of drugs chosen for the combination therapy and the degree to which other costs, such as 
physician visits and specialized laboratory tests, are included. 

Even at $4,000 per year per person, however, combination therapy would be far beyond 
the means of most victims and governments in sub-Saharan Afiica, where GNP per capita 
averages $308 per year. (World Bank 1997 data, excluding South Africa. With South Africa 
included, the figure would be $503.) According to the World Bank, no sub-Saharan country 
spent more than $400 per person per year on health during 1990-1995, the latest period for 
which data are available. (African Development Indicators, 199811999.) 

As long as combination drug therapy continues to cost several thousand dollars per year 
per patient, the total cost of treating a significant p01tion of Africa's more than 23 million 
HIV-infected people would be many billions of dolJars per year. Skeptics of the possibility 
of administering combination drug therapy widely in Africa argue that meeting such costs 
would require assistance from developed countries at an unprecedented level - one which 
their taxpayers would be unlikely to accept. They also note that early diagnosis and regular 
monitoring are required if the combination drugs are to be used effectively. This would be 
difficult for most African health infrastructure systems to achieve without additional foreign 
assistance. 

Advocates of helping to provide combination antiretroviral therapies in Africa maintain 
that the altemati ve is to see much of the continent sink into an economic and political decline 
rhat will require decades to reverse. They favor subsidies to make the drugs affordable as 
well as donor action to strengthen African health care systems so that drug therapies can be 
effecti. vely administered. In addition, advocates of treating I-ITV-infected Africans argue that 
it should be possible for African governments and donor agencies ro achieve sharp reductions 
in the cost of antiretrovirals for Africa, perhaps paitly through negotiated agreements with 
drug manufacturers. The British pharmaceutical fnm Glaxo Wellcome, a major producer of 
antiretrovirals, has already stated that it is committed to "differential pricing,'' which would 
lower the cost of AIDS drugs in Africa. 
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Many also advocate "parallel imports" of drugs and ''compulsory licensing" by African 
goYemments to lower the price of patented medications. Through parallel importing, 
patented pharmaceuticals could be purchased from the cheapest source, rather than from the 
manufacturer; while under "compulsory licensing," an African government could order a local 
firm to produce a drug and pay a negotiated royalty to the patent holder. 

Although both parallel imports and compulsory licensing are pennitted under Agreement 
on Trade-Related Aspects of Intellecrual Property Rights (TRIPS agreement) of the World 
Trade Organization agreement for countries facing health emergencies, pharmaceutical 
manufacturers and U.S. offi~ials have strongly opposed such measures on grounds that they 
could lead to infringements of intellectual property rights. Moreover, some argue, the profits 
of drug companies might be reduced by parallel importing and compulsory licensing, and this 
would hinder the ability of manufacturers to conduct research on new drugs, including drugs 
that might be even more effective against mv. A third view is that some combination of 
subsidization, price reduction, and local manufacturing might be found that would make the 
drugs much more widely available while maintaining chug company revenues through the 
sheer volume of Afiican sales. 

On April 5, 2000. UNAIDS and the World Health Organization recommended that 
Africans infected with HIV be treated with an antibiotic known by the trade name Bactrim 
to help prevent fatal opportunistic infections. Preliminary studjes indicate that the drug could 
reduce the AIDS death rate at a cost of between $8 and $17 per year per patient. 

U.S. Policy 

U.S. concern over AIDS in Africa grew during the 1980s, as the severity of the epidemic 
became apparent. In 1987, in acting on the FY199S foreign operations appropriations 
legislation, Congress eannarked funds for fighting AIDS worldwide, and House appropriators 
noted that in Africa, AIDS had the potential for "undennining all development efforts" to 
date. (H.Rept. 100-283). In subsequent years, Congress supported AIDS spending at or 
above levels requested by the executive branch, eicher through eannarks or report language. 

Appropriators in 1987 also commended USAID, together with the World Health 
Organization, for 'limely efforts to begin an international attack on the AIDS pandemic." And 
indeed, USAID states that it has been the global leader in the international response to AIDS 
since 1986, not only by supporting multilateral efforts but also by directly sponsoring 
regional and bilateral programs aimed at combating the disease. (See various documents 
available on the Internet ar the USAID world wide web site, particularly 
[http://www.info.usaid.gov/pop _health/aids/aiclsaccomplish.htm] .) The Agency has sponsored 
AIDS education programs; trained AIDS educators, counselors, and clinicians; supported 
condom disrribution; and sponsored AIDS research. USAID claims several successes in 
Africa, such as helping to reduce HIV prevalence among young Ugandans and to prevent an 
outbreak of the epidemic in Senegal; reducing the frequency of sexually transmitted infections 
in several African countries; sharply increasing condom availability in Kenya and elsewhere; 
assisting children orphaned by AIDS; and sponsoring the development of useful new 
technologies. including the female condom. US AID reports that it spent a total of $67 mi Ilion 
on fighting AIDS in Africa in FY 1998 and $81 million in FY 1999, US AID' s spending on the 
epidemic worldwide, including Africa, was $121 million in FY1998 and $135 million in 
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FY 1999. In addition, some spending by the Departmenr of Health and Human Services was 
going toward lilV surveillance in Africa and other Africa AIDS-related efforts. 

As the severity of the epidemic continued to deepen in recent years, many of those 
concerned for Africa's future, both inside and outside government, came to feel that more 
should be done. On July 19, 1999, Vice President Gore proposed $100 million in additional 
spending for a global AIDS initiative to begin in FY2000, with a heavy focus on Africa. The 
LIFE (Leadership and Investment in Fighting an Epidemic) initiative called for: 

• $35 million for AIDS surveillance and technical assistance for prevention, 
care, and support activities of the Centers for Disease Control, 

• $10 million for AIDS education in Africanmilitaries through the Department 
of Defense, 

• $45 million in additional AIDS for USAID Wlder the Child Survival and 
Disease Programs fund (CSD), and 

• a reprogramming of $10 million in food assistance to help families and 
communities affected by AIDS. 

Funds approved during the FY2000 appropriations process will support most of this 
initiative, although the $10 million requested for AIDS education in African militaries was not 
appropriated. H.R. 3422, the Foreign Operations Appropriation bill which became part of 
the consolidated appropriations (P.L. 106-113), earmarks $35 million under the Child 
Survival and Disease Programs Fund exclusively for AIDS programs worldwide, and lists 
AIDS programs among those that can be supported from general Child Survival Funds. 
According to the conference report on the consolidated appropriations ( H.Rept. 106-4 79) 
"at least $10,000,000 additionally is designated for children affected by the IDV/AIDS 
epidemic." The Health and Human Sel'Vice Appropriation (H.R. 3424, also included in P.L. 
106-113) provides $35 million for international AIDS programs, and undercurrent plans this 
money will be used by the Centers for Disease Control and will be available for Africa. Table 
1 indicates projected U.S. spending on fighting AIDS in sub-Saharan African in FY2000. 

Table 1. Projected FY2000 U.S. Spending on Fighting AIDS in Africa 
($ millions) 

U.S. Agency for International Development 133.82 

Dept. of Health and Human Services 35.00 

Total 168.82 

Many observers of the African AIDS epidemic, although supporting the LIFE initiative, 
believe that U.S. spending shouJd be sharply increased. Fonner House Member Ron Dellums, 
who now hea~ the Washington-based Constituency for Africa. advocates a $1 billion 
program. He has given a number of speeches, particularly in African-American churches, to 
build political support for his proposal (Boston Globe, October 13, 1999). There have also 
been proposals for accelerated efforts to develop an AIDS vaccine and to pressure 
phannaceutical companies to make AIDS medications widely available at affordable prices. 
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On January 10, 2000, Vice President Al Gore, chairing a session of the United Nations 
Security Council, announced a new U.S. initiative to combat AIDS overseas, particularly in 
Africa. The Vice President said that as part of its FY2001 budget, the Administration would 
request that Congress appropriate an additional $100 million for AIDS education, prevention, 
and treatment in Africa, India, and other areas. This increase would bring total U.S. 
international AIDS spending to $325 million, according to the Vice President. 

The $100 n:ullion increase proposed by Vice President Gore is expected to be aJlocated 
as follows: $54 million to the Child Survival and Disease Programs Fund of the U.S. Agency 
for International Development (USAID), $26 million to the Cencers for Disease Control and 
Prevention (CDC) of the Departmenc of Health and Human Services (HHS); $10 million for 
Department of Labor workplace prevention programs; and $10 million for a Department of 
Defense program to slow the spread of AIDS in African militaries. 

President Clinton's December 1, 1999 speech at the World Trade Organization summit 
in Seattle has been interpreted as heralding an easing of Administration policy with respect 
to intellectual property rights and AIDS pharmaceuticals. According to the President, 

And today, the USTR, our trade representative, and the Department of Health and Human 
Services are announcing that they are committed to working together to make sure that our 
intellectual property policy is flexible enough to respond to legitimate public health crises. 

Intellectual property protections are very important to a modem economy, but when mv 
and AIDS epidemics are involved ... the United States will henceforward implement its 
health care and trade policies in a manner that ensures that the poorest countries won't have 
to go without medicine they so desperately need. I hope this will help South Africa and 
many other countries that we are committed to support in this regard. 

LEGISLATION 

H.R. 434 (Crane) 
Africa Growth and Opportunity Act. Section 19 of the House-passed version and 

Section 129 of the conference version state the sense of the Congress that addressing the 
lilV I AIDS crisis in sub-Saharan Af1ica should be a central component of U.S. Africa policy; 
that significant progress needs to be made in preventing and treating HIV/AIDS in order to 
sustain a murually beneficial trade relationship: and that the AIDS crisis merits greatly 
expanded public, private, and joint public-private efforts, and appropriate legislation. Section 
116 of the Senate-passed version(Feingold/Feinstein amendment) included sense of the 
Congress language supporting the development of new pharmaceuticals, vaccines, and 
therapies; and prohibited the executive branch from using funds to seek revocation or change 
in any African law or policy on intellectual property grounds if the purpose of the law or 
policy promotes access to AIDS pharmaceuticals and provides adequate intellectual property 
protection. Passed House, July 16, 1999; passed Senate November 3; conference report 
(H.Rept. 106-606) filed May 4, not including Feingold/Feinstein provisions. Conference 
report passed House May 4, 309-110; passed Senate May 11, 77-19. 
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H.R. 772 (Jackson)/S. 1636 (Feingold) 
Human Rights, Opportunity, Partnership, and Empowerment for Africa Act or HOPE 

for Africa Act. Both bills add language to the Development Fund for Africa legislation to 
specifically mention HIV/AIDS (on the DFA, see CRS Issue Brief 95052, Africa: U.S. 
Foreign Assistance Issues); Section 602 of the Senate version, on pharmaceuticals and 
intellectual property rights, is similar to Section 116 of the Senate-passed version of H.R. 
434. H.R. 772 was introduced on February 23, 1999 and referred to the House Committees 
on International Relations, Banking, and Ways and Means; S. 1636 was introduced on 
September 24, 1999 and referred to the Committee on Finance. 

R.R. 1095 (Leach) 
Debt Relief for Poverty Reduction Act of 1999. As reported by the House Committee 

on Banking and Financial Services, Sec. 902 requires countries receiving debt relief to 
establish a Human Development Fund, which will receive all savings generated by debt relief 
and include monitorable poverty reduction goals, such as lowering the incidence of AIDS. 
Introduced March 11, 1999; referred to the House Committees on International Relations and 
on Banking and FinanCial Services. Reported by the Committee on Banking and Financial 
Services (H.Rept. 106-483), November 18, 1999. 

H.R. 2765 (Lee) 
AIDS Marshall Plan Fund for Africa Act. Establishes the AIDS Marshall Plan Fund for 

Anica Corporation to provide assistance forlilV/AIDS research, prevention, and treatment 
activities in Africa. The corporation shall make grants to African governments and NGOs for 
HIV/AIDS projects and solicit contributions from private sources and foreign governments; 
an annual appropriation of $200 million is authorized for FY2001 through FY2005. 
Introduced August 5, 1999; referred to the Committee on International Relations. 

H.R. 3519 (Leach)/S. 2033 (Kerry) 
World Bank AIDS Prevention Trust Fund Act. States that the Secretary of the Treasury 

should enter into negotiations with the. World Bank or the International Development 
Association (IDA), the World Bank affiliate that makes low-interest loans to poor countries, 
and other interested parties for the establishment of a trust fund. The fund would accept 
contributions from the governments and the private sector, and use these contributions to~- sr.J... fl..t . 
address the AIDS epidemic in IDA-eligible countries. Authorizes a U.S. contribution to the , ~ ~ ft7t-t 1~ 
trust fund of $100 million per year through FY2005. Requires the Secretary of the Treasury ri vi.I I 
to report within three years on the effectiveness of the fund. R.R. 3519 introduced January 
4, 2000; referred to the Committee on Banking and Financial Services; hearing held March 
8; corronittee consideration and markup, March 15; reported, amended, (H.Rept. 106-548) 
March 28. S. 2033 introduced February 3, 2000; referred to the Commitcee on Foreign 
Relations. 

H.R. 3812 (Pelosi) 
Vaccines for the New Millennium Act of 2000. Amends Section 104(c)(3) of the 

Foreign Assistance Act of 1961 (P.L. 87-195) to state the expectation of Congress that 
USAID will set as an objective the universal protection of chHdren from immunizable diseases 
by the end of 2009; authorizes an appropriation of not to exceed $50 million in FY2001 and 
$100 million in FY2002 for contributions to the Global Alliance for Vaccines and 
Immunizations, an international partnership to expand access to existing safe and cost­
effective vaccines, and requires the President to report on the effectiveness of the alliance; 
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in addition to amounts otherwise available, authorizes $10 million in FY2001 and $20 million 
in FY2002 for the U.S. contribution to the International AIDS Vaccine Initiative, which 
provides financing to industry in exchange for international access to any vaccine; provides 
additional tax credits to private sector firms to promote research on vaccines against HIV, 
malaria, tuberculosis, and other infectious diseases; provides a tax credit to promote sales of 
lifesaving vaccines in developing countries; establishes the Lifesaving Vaccine Purchase Fund 
to authorize and advance approp1iate from any unappropriated funds in the Treasury up to 
$100 million per year for 10 years from the firsc appropriation for the purchase and 
distribution in developing countries of any newly developed vaccine against IIlV, malaria, and 
tuberculosis, and other infectious diseases; states that the President should enter into 
negotiations with other governments on establishing an intemational vaccine purchase fund 
and report to Congress on the status of negotiations; establishes a 12-member Lifesaving 
Vaccine Advisory Commission to oversee and promote public private efforts, both national 
and international, to develop vaccines; states the sense of Congress that flexible and 
differential pricing for vaccines is a valid strategy to accelerate the inu·oduction of vaccines 
in developing countiies. Introduced March 1, 2000; referred to the Committees on Ways and 
Means, International Relations, and Commerce. See S. 2132, below. 

H.R. 3826 {Crowley)/S. 2387 (Leahy) 
Global Health Act of 2000. For FY2001, autho1izes an additional $1 billion over 

FY2000 spending for foreign assistance under the Population and Health program, with $225 
million to go toward the health and survival of children, $100 million for the health and 
nutrition of pregnant women and mothers, $200 million for voluntary family planning, $275 
million for combating IDV I AIDS, and $200 million for the prevention and control of 
infectious diseases other than mv I AIDS; states the sense of Congress that the President 
should coordinate among agencies to ensure funds are used effectively. H.R. 3826 
introduced on March 2, 2000; referred to the Committee on International Relations. S. 2387 
introduced on April 11; referred co the Committee on Foreign Relations. 

H.R. 4140 (Millender-McDonald) 
International IDV/AIDS Partnership Prevention Act of 2000. Amends Section 104(c) 

of the Foreign Assistance Act of 1961 (P.L. 87-195) to scate that USAID shall undertake a 
comprehensive, coordinated effort to combat HIV/AIDS through effective partnerships with 
international organizations, donors, national and local governments, and nongovernmental 
organizations: authorizes $150 million in FY2001, rising through $25 million increments to 
$250 mill.ion in FY2005, for testing, prevention, care, and other AIDS programs and 
initiatives, with $10 million to be used annually for vaccine research. Introduced on March 
30, 2000; referred to the Committee on International Relations. 

S. 2026 (Boxer) 
Global AIDS Prevention Act of 2000. Amends S~tion 104( c) of the Foreign Assistance 

Act of 1961 (P.L. 87-195) to state that Congress expects USAID to make lflV/AIDS a 
priority and to undertake a comprehensive, coordinated effort, including primary prevention 
and education, voluntary testing and counseling, medications to prevent mother to child 
transmission, and care for chose living with HIV/AIDS; authorizes $2 billion over 5 years, 
starting with $300 million in FY2001, for this puq>ose; states that not less chan half of these 
funds be used in sub-Saharan Africa. Introduced February 2, 2000; referred to the Committee 
on Foreign Relations. 

CRS-14 



.J u1i. ;:} • c.t:nat:i ::i • "+.:ir1"1 llV.OJ.:::;1 

IBIOOSO 05-11-00 

S. 2030 (Durbin)/H.R. 4039 (Jackson) 
AIDS Orphans Relief Act of 2000. Adds a section to the Foreign Assistance Act of 

1961 (P.L. 87-195) authoiizing an annual appropriation of $50 million to assist microcredit 
programs that serve the very poor, especially women, in communities heavily affected by 
AIDS; adds a section to the Agricultural Trade and Development Assistance Act of 1954 
(P.L. 83-480) authorizing $50 million annually in food assistance to address the nutritional 
needs of individuals in commwlities affected by AIDS, for assistance to households affected 
by AIDS, and to create or restore sustainable livelihood strategies in communities affected 
by AIDS. S. 2030 was inu·oduced February 3, 2000; referred to the Committee on Foreign 
Relations. H.R. 4039 was introduced on March 21~ referred to the Committees on 
International Relations and on Agriculture. 

S. 2032 (Moynihan)/H.R. 4038 (Jackson) 
Mother-to-Child HIV Prevention Act of 2000. Amends Section 104(c) of the Foreign 

Assistance Act of 1961 (P.L. 87-195) to require USAID to coordinate with international 
health agencies and local governments to expand programs to prevent mother-to-child 
transmission of AIDS; authorizes $25 million per year through PY2005, for this pu:rpose. S. 
2032 introduced on February 3, 2000; referred to the Committee on Foreign Relations. H.R. 
4038 introduced on March 21: referred to the Committee on International Relations. 

S. 2132 (Kerry) 
Vaccines for the New Millenium Act of 2000. Similar to H.R. 3812 but does not include 

the Lifesaving Vaccine Advisory Commission. Introduced in the Senate on March 1, 2000; 
referred to the Committee on Foreign Relations. 

S. 2382 (Helms) 
Technical Assistance, Trade Promotion, and Anti-Conuption Act of 2000. Subtitle D 

Amends Section 104(c) of the Foreign Assistance Act of 1961 (P.L. 87-195) to authorize 
$300 million for FY2001 for the development and implementation, in cooperation with 
international agencies, of strategies to prevent mother-to-child transmission of mv. The 
authorization is to be in addition to funds otherwise available, and a formula specifies among 
other provisions that not less than 65% shall be provided through non-governmental 
organizations. Auth01izes $50 million in addition to amounts otheiwise available for an 
FY2001 contribution to the Global Alliance for Vaccines and Immunizations, an international 
partnership, and $10 million for the International AIDS Vaccine Initiative, which provides 
financing for private sector vaccine research in exchange for assured poor-counU')' access to 
any vaccine that is developed; requires the President to report on the effectiveness of the two 
programs and urges him to begin negotiations on a multilateral fund to buy and disnibute 
vaccines for poor countries; authorizes $100 million in FY2001 for the U.S. contribution to 
a World Bank Trust Fund, to be established. through negotiations, for AIDS prevention and 
eradication; $50 million in FY2001 for the U.S. contribution to a World Bank Trust Fund, 
to be established through negotiations, for the education of orphans in sub-Saharan Africa; 
requires the President to coordinate the development a multi·donor strategy for suppo1ting 
and educating African AIDS orphans; ensures AIDS education for African armed forces 
through the U.S. Africa Crisis Response Initiative, which provides training to potential 
Afiican peacekeeping troops. Reported to the Senate (S.Rept. 106-257) from the Committee 
on Foreign Relations on April 7, 2000; referred to the Committee on Banking on April 11. 
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Kaiser Media Fellowship Event 
AIDS In Africa 

• AIDS is a plague of biblical proportion - and it is killing more people than all 
of the armed conflict on the continent - combined. 

• AIDS is now the leading cause of death among all people of all ages in Africa. 
The progression of this pandemic has outpaced all of our projections. In 1991 
the World Health Organization predicted that by 1999 there would be 9 million 
infected and nearly 5 million deaths in Africa due to AIDS. The resulting 
numbers are two to three times higher with nearly 24 million infected and 14 
million deaths. 

• Each and every day Africa buries 5,500 men women and children as a result of 
AIDS - and by 2005, Africa will bury nearly 13,000 every day. 

• 11,000 new infections each day -- one every 8 seconds. 

• In some countries, between one-fifth and one-third of all children have already 
been orphaned by AIDS. And the worst is yet come. Within the next decade 
more than 40 million children will be orphaned by AIDS - 95% of whom will 
live in sub-Saharan Africa - and this tragedy will continue to grow for at least 
another 30 years. 

• In just a few short years, AIDS has wiped out decades of hard work and steady 
progress in development - and will soon double infant mortality, triple child 
mortality, and slash life expectancy by 20 years or more. And AIDS has had a 
devastating impact on economic growth - striking down skilled workers in their 
prime and forcing many companies to hire two employees for every one job -
assuming that one will die of AIDS. 

• Not since the bubonic plague of the Middle Ages has the world witnessed such 
devastation from a single disease, and the worst is yet to come. The sad truth is 
that we are at the beginning of an epidemic - what we see in Africa is just the 
tip of the iceberg. A report recently released by the National Intelligence 
Council indicates that in the next 15 years the epicenter of the epidemic will be 



in India, and the Newly Independent States of the Former Soviet Union are not 
far behind. 

• AIDS is not an African or an American issue - it is truly a global issue. 

• Yet my message to you today is not one of hopelessness and desolation. 

• The good news is we know what works. 

• The United States has been engaged in the fight against AIDS here at home 
since the early 1980s. But increasingly we have come to realize that when it 
comes to AIDS - both the crisis and the opportunity have no borders. We have 
much to learn from the experiences of other countries, and _the suffering of 
citizens in our global village touches us all. 

• We have done much, but there remains much more that the United States and 
other developed nations can and must do. 

• The Administration has launched a broad new initiative, the centerpiece of 
which is a $100 million investment in the FY2000 budget. 

• In January, Vice President Gore opened the first-ever United Nations Security 
Council session on a health issue by addressing the AIDS crisis in Africa. He 
announced the Administration's request to Congress for an additional $100 
million to further enhance our efforts against AIDS in Africa and around the 
globe. 

• But bilateral donors cannot - and should not - do this alone. 

• Luckily, painful experience here at home has taught us some valuable lessons. 
1) Leadership 
2) Resources 

• Together, we must find ways to affirm that we are a global community and our 
battle against AIDS in America, in Africa, and around the world is a shared 
responsibility. 
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AIDS in Africa is a Serious Crisis 
But Opportunities Exist for Helping to Save Millions of Lives 

AIDS IN SUB-SAHARAN AFRICA IS SHATTERING FAMILIES AND COMMUNITIES. 

•!• About 24 million Africans south of the Sahara are HIV infected -- almost 70% of the world's 
total number infected in a region that accounts for only 10% of the world's population. 

•!• In seven countries in southern Africa, including South Africa, 20% of the adult population 
(ages 15 to 49) is already infected. 

•!• UNAIDS has declared HIV/AIDS in Africa "the worst infectious disease catastrophe since the 
bubonic plague." 

•!• In sub-Saharan Africa, each and every day more than 11,000 additional people become HIV+. 
In South Africa alone, at least 1,600 people a day become HIV+. 

•!• AIDS is now the leading killer in sub-Saharan Africa with 84'Yo (13.7 million) of the 16.3 
million AIDS deaths to date. 

•!• There are over 5,500 AIDS related funerals a day in Africa. That number will rise to ~ 3,000 a 
day by 2005. 

•!• In 1998 in Africa, 200,000 people died as a result of war -- AIDS killed 2.2 million. 

•!• By 2010, more than 40 million children in Africa will be orphaned by AIDS. 

AIDS IS WIPING OUT DECADES OF PROGRESS ON A HOST OF DEVELOPMENT OBJECTIVES IN 

SUB-SAHARAN AFRICA. 

•:• According to US Census Bureau, AIDS has already reduced life expectancy Zimbabwe from 
65 to 39 years, in Uganda from 54 to 43 years, and in Zambia from 56 to 3 7years. In the next 
few years, AIDS will reduce life expectancy in South Africa by a third, from 68 to 45 years. 

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

AIDS IS NOT ONLY CAUSING UNFATHOMABLE HUMAN SUFFERING IT IS JEOPARDIZING THE 

ECONOMIES, THE STABILITY, AND CIVIL SOCIETY OF MANY SUB-SAHARAN AFRICAN 

NATIONS. 

•:• AIDS is a trade and investment issue. At the recent meeting with African trade and finance 
ministers, Professor Jeffrey Sachs, director of the Harvard Institute for International 
Development, stated that, "a frontal attack on AIDS in Africa may now be the single most 
important strategy for economic development." 

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



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

•:• AIDS has hit professionals hard in sub-Saharan Africa, particularly civil servants, engineers, 
teachers, miners, and military personnel. According to one study in Kigali, Rwanda, 34% of 
people with post-secondary education were HIV positive, compared to 18%.of those with 
primary education, and civil servants were more than three times more likely to be HIV positive 
than farmers. Increased benefits and training costs, and disruption due to sick and bereavement 
leave are seriously affecting both the private and public sectors. Companies like British 
Petroleum and Barclay Bank told us that they are now hiring two employees for every one 
skilled job, assuming that one will die of AIDS. 

•:• AIDS is a security issue. According to the Economist, "the estimated HIV prevalence in the 
seven armies embroiled in the Congo range from 50% for the Angolans to 80% in 
Zimbabweans". Recent reports confirm that 40% of the South African military is already HIV 
positive. US military officials have raised this as a serious stability concern. 

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

DETERMINED LEADERSHIP AND PARTNERSHIPS HAVE MADE, AND ARE CONTINUING TO 

MAKE, AN EXTRAORDINARY DIFFERENCE, SAVING MILLIONS OF LIVES. 

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

•:• Uganda has created an enabling environment for donors, such as the US, to be active partners 
in the battle against AIDS. The US has invested $46 million in HIV prevention and care in 
Uganda (26% of all donor AIDS funding), and as a result, HIV rates have been slashed by 
more than half. Through stigma reduction, education, HIV counseling and testing, treatment of 
STDs, and community based HIV care and support, Uganda has begun to tum the tide. 

•:• Countries such as Zambia, Malawi, Uganda, and Kenya have begun to develop initiatives to 
respond to the growing number of children orphaned by AIDS. In the longstanding African 
tradition, communities are finding creative ways to support the village in its efforts to raise its 
children, but the growing number of orphaned children already overwhelms many of these 
villages. 

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

• AIDS is a plague of biblical proportion - and it is killing more people than all 
of the armed conflict on the continent - combined. 

• AIDS is now the leading cause of death among all people of all ages in Africa. 
The progression of this pandemic has outpaced all of our projections. In 1991 
the World Health Organization predicted that by 1999 there would be 9 million 
infected and nearly 5 million deaths in Africa due to AIDS. The resulting 
numbers are two to three times higher with nearly 24 million infected and 14 
million deaths. 

• Each and every day Africa buries 5,500 men women and children as a result of 
AIDS - and by 2005, Africa will bury nearly 13,000 every day. 

• 11,000 new infections each day -- one every 8 seconds. 

• In some countries, between one-fifth and one-third of all children have already 
been orphaned by AIDS. And the worst is yet come. Within the next decade 
more than 40 million children will be orphaned by AIDS - 95% of whom will 
live in sub-Saharan Africa - and this tragedy will continue to grow for at least 
another 30 years. 

• In just a few short years, AIDS has wiped out decades of hard work and steady 
progress in development - and will soon double infant mortality, triple child 
mortality, and slash life expectancy by 20 years or more. And AIDS has had a 
devastating impact on economic growth - striking down skilled workers in their 
prime and forcing many companies to hire two employees for every one job -
assuming that one will die of AIDS. 

• Not since the bubonic plague of the Middle Ages has the world witnessed such 
devastation from a single disease, and the worst is yet to come. The sad truth is 
that we are at the beginning of an epidemic - what we see in Africa is just the 
tip of the iceberg. A report recently released by the National Intelligence 
Council indicates that in the next 15 years the epicenter of the epidemic will be 
in India, and the Newly Independent States of the Former Soviet Union are not 
far behind. 



• AIDS is not an African or an American issue - it is truly a global issue. 

• Yet my message to you today is not one of hopelessness and desolation. 

• The good news is we know what works. 

• The United States has been engaged in the fight against AIDS here at home 
since the early 1980s. But increasingly we have come to realize that when it 
comes to AIDS - both the crisis and the opportunity have no borders. We have 
much to learn from the experiences of other countries, and the suffering of 
citizens in our global village touches us all. 

• We have done much, but there remains much more that the United States and 
other developed nations can and must do. 

• The Administration has launched a broad new initiative, the centerpiece of 
which is a $100 million investment in the FY2000 budget. 

• In January, Vice President Gore opened the first-ever United Nations Security 
Council session on a health issue by addressing the AIDS crisis in Africa. He 
announced the Administration's request to Congress for an additional $100 
million to further enhance our efforts against AIDS in Africa and around the 
globe. 

• But bilateral donors cannot - and should not - do this alone. 

• Luckily, painful experience here at home has taught us some valuable lessons. 
1) Leadership 
2) Resources 

• Together, we must find ways to affirm that we are a global community and our 
battle against AIDS in America, in Africa, and around the world is a shared 
responsibility. 

2 
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Tl-IE REGIONAL HIV/AIDS PROGRAM FOR SOUTl-IERN AFRICA 

r /Jockgro11nd on H!V/Aff)S in rhc So11thcm Afi'ica Region 

Africa is the global epicentre for HIV/AIDS. The sheer number of Africans affected by the epidemic is 
overwhelming -- approximately 22 million adults and I million children were living with HIV by the end of 
1998. Since the epidemic began, 83% of all AIDS related deaths have been in Africa- over 12 million 
people have already died, a quarter of them children. Among children under 15 years of age, 9 out of I 0 
new infections in 1998 occurred in Africa and at least 95% of all AIDS orphans are in Africa 

While no country in Africa has escaped the virus, some are far more severely affected than others. Although 
only a tenth of the world's population lives in Africa south of the Sahara, 70% of all the people infected with 
HIV in 1998 and four-fifths of all AIDS-related deaths occurred in sub-Saharan Africa. ln 1999 in 
Botswana, Malawi, Namibia, South Africa, Swaziland and Zimbabwe, estimates showed that 20% - 26% of 
people aged 15-49 were living with HIV or AIDS. 

Life expectancy at birth is one of the key measures used to assess human development. As a result of the 
extra deaths caused by HIV infection in children and young adults, the epidemic will wipe out previous 
development gains by slashing life expectancy, thus reversing years of hard-won gains in child survival. By 
2005-20 I 0, for example, 61 of every l 000 infants born in South Africa are expected to die before the age of 
one. The current infant mortality rate is 52 per 1000 and in the absence of HIV/AIDS it has been projected 
that infant mortality would have been as low as 38 per 1000. 

-,_ '/'he Regional /-1/V/Aff)S Programji1r .'.'011thern Aji·ica 

In the light of these devastating statistics, the USG has responded with increased support to the countries in 
the Southern Africa region through its regional LIFE Initiative (Leaders in the Fight Against the Epidemic). 
This regional response to the HIV I AIDS pandemic complements specific country focused activities. In 
particular, the regional program is intended to provide support to those countries in Southern Africa where 
there arc no USAID Missions, specifically Botswana, Lesotho and Swaziland (BLS). 

1. Southern Africa Development Community (SADC) 

In April 1999, the US-SADC Forum was held in Gaborone, Botswana. At this meeting, the United States 
pledged $2 million in Economic Support Funds (ESF) funds to support programming in a number of areas, 
to be managed by the USAID Regional Centre for Southern Africa (RCSA). Of this amount, approximately 
$315,000 was devoted to HIV/AIDS. On the SADC side, the Botswana based secretariat has delegated 
responsibility for programming these funds to the SADC Health Desk based in Pretoria. The SADC Desk 
has proposed that the US assist in certain policy and programming areas. The proposal scope of work for 
the HIV I AIDS policy environment is currently being finalised. (This scope of work is attached.) 

2. USAID Regional Program 

In response to the strong recommendations of a number of Ambassadors at the US-SA DC Forum held in 
April 1999, USAID is developing a broad Southern African Regional HIV/AIDS progran1. To assist in this 
process, USAID/Washington in FY 1999 made available $1 million to support both programming and the 
hiring of the regional program manager/advisor. This figure has risen to $1.5 million for FY2000 and will 



rise to approximately $4.0 million in FY200l ll1c field based regional USAID progrmn will address the 
following areas: 

I. Tran.o;port Corridors: One of the defining characteristics of the HlV/AIDS epidemic in Southern 
Africa is the excellent transport system and the resultant mobility of people within and across 
countries. As a result, migration and the poverty of women exacerbate the epidemic. This 
mobility results in an exceptionally efficient carrier system for the spread of the epidemic. 
Transportation corridors that range from Durban to Lusaka, from Maputo to Pretoria, from 
Johannesburg to Francistown and Bulawayo, can all be considered prime routes through which 
the epidemic can spread. Within these corridors, the border crossings arc particularly vulnerable 
sites. ll1c USG through USAID will establish pilot progran1s in key border crossings. 

2. HIV/AIDS Surveillance: The quality of data varies widely across countries of the region 
USAID together with CDC will work with countries and with SADC to improve data collection 
and analysis. 

3. Policy: While policies arc the responsibilities of each country, there arc many experiences that 
represent "best practice". USAID will work with SADC and with countries in sharing these 
experiences. In rdation to the transport corridors program, USAID will identify critical policy 
impediments to services and progran1s at border crossings. Specific interventions will be carried 
out to address selected policy constraints. 

4. Regional Coordinator: The regional program is located at USAID/South Africa. In order to 
manage all aspects of this program, a Regional Coordinator has been hired. 

USAID REGIONAL PROGRAM PROGRESS TO DATE 

-, Tran.o;port Corridors 

The first corridor for intervention is the Durban to Lusaka transport corridor. An assessment has been carried 
out at the border sites of Messina (South Africa), Beitbridge (Zimbabwe), Churundu (Zimbabwe) and 
Churundu (Zambia). As suspected, all indications are that HIV rates arc much higher at these locations than 
in the countries as a whole. There are also a number of policy constraints to services being effectively 
delivered. One such example is that a national from one country cannot receive health services in another 
country. 

A second corridor for intervention is the Maputo to Maseru to Pretoria corridor. This triangle, encompassing 
the southeastern comer of South Africa, bordering Mozambique and Swaziland, is a ma:jor transit point for 
migrant labourers. A third corridor for intervention is the Pretoria to Francistown to Bulawayo corridor. 

Each of the corridors will be phased in over time. 

,_ Ref.:ional Co-ordinator 

Ms. Michelle Russell 

In January 2000 a regional co-ordinator, Ms. Michelle Russell was hired. Ms. Russell has spent the past four 
months travelling the region to get an overview of the HIV/AIDS epidemic in each country. Among her 
critical activities: 

• Strategic planning on how to include BLS (Botswana, Lesotho, Swaziland) countries where USAID 
does not have programs. The plan is for USAID to work closely with the Embassies, especially PAS 
and the Self-Help program, to develop programs and to provide resources from tht: regional 
initiative funds. It is envisioned that an Inter Agency Agreement (IAA) will be developed to enable 
the BLS countries to participate in the regional initiative. 

• Consultation with each of the countries, to determine how best the Regional Program can respond to 
specific country needs. 
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USAID Mission to South Africa 

THE REGIONAL HIV/AIDS PROGRAM FOR SOUTHERN AFRICA 

> /Jackground on HIV/AIDS in the .\"011thern .4_/i"ica Region 

Africa is the global epicentre for HIV/AIDS. The sheer number of Africans affected by the epidemic is 
overwhelming -- approximately 22 million adults and I million children were living with HIV by the end of 
1998. Since the epidemic began, 83% of all AIDS related deaths have been in Africa - over 12 million 
people have already died, a quarter of them children. Among children under 15 years of age, 9 out of I 0 
new infections in 1998 occurred in Africa and at least 95% of all AIDS orphans are in Africa. 

While no country in Africa has escaped the virus, some arc far more severely affected than others. Although 
only a tenth of the world's population lives in Africa south of the Sahara, 70% of all the people infected with 
HIV in 1998 and four-fifths of all AIDS-related deaths occurred in sub-Saharan Africa. In 1999 in 
Botswana, Malawi, Namibia, South Africa, Swaziland and Zimbabwe, estimates showed that 20% - 26% of 
people aged 15-49 were living with HIV or AIDS. 

Life expectancy at birth is one of the key measures used to assess human development. As a result of the 
extra deaths caused by HIV infection in children and young adults, the epidemic will wipe out previous 
development gains by slashing life expectancy, thus reversing years of hard-won gains in child survival. By 
2005-20 l 0, for example, 61 of every I 000 infants born in South Africa arc expected to die before the age of 
one. The current infant mortality rate is 52 per l 000 and in the absence of HIV I AIDS it has been projected 
that infant mortality would have been as low as 38 per 1000. 

>- the Uegional /-1/V/AJD.\' J>rogramj(H So111hern Africa 

In the light of these devastating statistics, the USG has responded with increased support to the countries in 
the Southern Africa region through its regional LIFE Initiative (Leaders in the Fight Against the Epidemic). 
This regional response to the HIV/AIDS pandemic complements specific country focused activities. In 
particular, the regional program is intended to provide support to those countries in Southern Africa where 
there are no USAID Missions, specifically Botswana., Lesotho and Swaziland (BLS). 

I.. Southern Africa Development Community (SADC) 

In April 1999, the US-SADC Forum was held in Gaborone, Botswana. At this meeting, the United States 
pledged $2 million in Economic Support Funds (ESF) funds to support programming in a number of areas, 
to be managed by the USAID Regional Centre for Southern Africa (RCSA). Of this amount, approximately 
$315,000 was devoted to HIV I AIDS. On the SADC side, the Botswana based secretariat has delegated 
responsibility for programming these funds to the SADC Health Desk based in Pretoria. The SADC Desk 
has proposed that the US assist in certain policy and programming areas. The proposal scope of work for 
the HIV/AIDS policy environment is currently being finalised. (This scope of work is attached.) 

2. USA ID Regional Program 

In response to the strong recommendations of a number of Ambassadors at the US-SADC Forum held in 
April 1999, USAID is developing a broad Southern African Regional HIV/AIDS program To assist in this 
process, USAID/Washington in FY 1999 made available$ I million to support both programming and the 
hiring of the regional program manager/advisor. This figure has risen to $1.5 million for FY2000 and will 



rise to approximately $4.0 million in FY200 I lllC field based regional USAID program will address the 
following areas: 

1. Trcm.-;port Corridors: One of the defining characteristics of the HIV I AIDS epidemic in Southern 
Africa is the excellent transport system and the resultant mobility of people within and across 
countries. As a result, migration and the poverty of women exacerbate the epidemic. l11is 
mobility results in an exceptionally efficient carrier system for the spread of the epidemic. 
Transportation corridors that range from Durban to Lusaka, from Maputo to Pretoria from 
Johannesburg to Francistown and Bulawayo, can all be considered prime routes through which 
the epidemic can spread. Within these corridors, the border crossings arc particularly vulnerable 
sites. The USG through USAID will establish pilot programs in key border crossings. 

2. HIV/AIDS Surveillance: The quality of data varies widcl y across countries of the region 
USAID together with CDC will work with countries and with SADC to improve data collection 
and analysis. 

3. Policy While policies arc the responsibilities of each country, there arc many experiences that 
represent "best practice". USAID will work with SADC and with countries in sharing these · 
experiences. In relation to the transport corridors program, USAID will identify critical policy 
impediments to services and programs at border crossings. Specific interventions will be carried 
out to address selected policy constraints. 

4. Regional Coordinator: The regional program is located at USAID/South Africa. In order to 
manage all aspects of this program, a Regional Coordinator has been hired. 

USAID REGIONAL PROGRAM PROGRESS TO DATE 

,,_ Transport Corridors 

The first corridor for intervention is the Durban to Lusaka transport corridor. An assessment has been carried 
out at the border sites of Messina (South Africa), Beitbridge (Zimbabwe), Churundu (Zimbabwe) and 
Chumndu (Zambia). As suspected, all indications are that HIV rates are much higher at these locations than 
in the countries as a whole. There are also a number of policy constraints to services being effectively 
delivered. One such example is that a national from one country cannot receive health services in another 
country. 

A second corridor for intervention is the Maputo to Maseru to Pretoria corridor. This triangle, encompassing 
the southeastern comer of South Africa, bordering Mozambique and Swaziland, is a major transit point for 
migrant labourers. A third corridor for intervention is the Pretoria to Francistown to Bulawayo corridor. 

Each of the corridors will be phased in over time. 

'r Regional Co-ordinator 

Ms. Michelle Russell 

In January 2000 a regional co-ordinator, Ms. Michelle Russell was hired. Ms. Russell has spent the past four 
months travelling the region to get an overview of the HIV/AIDS epidemic in each country. Among her 
critical activities: 

• Strategic planning on how to include BLS (Botswana, Lesotho, Swaziland) countries where USAID 
does not have programs. The plan is for USAID to work closely with the Embassies, especially PAS 
and the Self-Help program, to develop programs and to provide resources from the regional 
initiative funds. It is envisioned that an Inter Agency Agreement (IAA) will be developed to enable 
the BLS countries to participate in the regional initiative. 

• Consultation with each of the countries, to determine how best the Regional Program can respond to 
specific country needs. 
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USAID Mission to South Africa 

Tl-IE REGIONAL l-llV/AIDS PROGRAM FOR SOUTl-IERN AFRICA 

> JJockground on HIV/AIDS in the Southern Aji·ica Uegion 

Africa is the global epicentre for HIV/AIDS. The sheer number of Africans affected by the epidemic is 
overwhelming -- approximately 22 million adults and 1 million children were living with HIV by the end of 
1998. Since the epidemic began, 83% of all AIDS related deaths have been in Africa - over 12 million 
people have already died, a quarter of them children. Among children under 15 years of age, 9 out of I 0 
new infections in 1998 occurred in Africa and at least 95% of all AIDS orphans arc in Africa. 

While no country in Africa has escaped the virus, some are far more severely affected than others. Although 
only a tenth of the world's population lives in Africa south of the Sahara, 70% of all the people infected with 
HIV in 1998 and four-fifths of all AIDS-related deaths occurred in sub-Saharan Africa_ In 1999 in 
Botswana, Malawi, Namibia, South Africa, Swaziland and Zimbabwe, estimates showed that 20'1., - 26'Yo of 
people aged 15-49 were living with HIV or AIDS. 

Life expectancy at birth is one of the key measures used to assess human development. As a result of the 
extra deaths caused by HIV infection in children and young adults, the epidemic will wipe out previous 
development gains by slashing life expectancy, thus reversing years of hard-won gains in child survival. By 
2005-20 l 0, for example, 61 of every 1000 infants born in South Africa are expected to die before the age of 
one_ The current infant mortality rate is 52 per 1000 and in the absence of HIV I AIDS it has been projected 
that infant mortality would have been as low as 38 per 1000_ 

> The Uugional H/V;A/DS l'rogramj(1r So111hern A/i·ica 

In the light of these devastating statistics, the USG has responded with increased support to the countries in 
the Southern Africa region through its regional LIFE Initiative (Leaders in the Fight Against the Epidemic). 
This regional response to the HIV/AIDS pandemic complements specific country focused activities. In 
particular, the regional program is intended to provide support to those countries in Southern Africa where 
there arc no USAID Missions, specifically Botswana, Lesotho and Swaziland (BLS)_ 

I. Southern Africa Development Community (SADC) 

In April 1999, the US-SADC Forum was held in Gaborone, Botswana. At this meeting, the United States 
pledged $2 million in Economic Support Funds (ESF) funds to support programming in a number of areas, 
to be managed by the USAID Regional Centre for Southern Africa (RCSA)_ Of this amount, approximately 
$315,000 was devoted to HIV/AIDS_ On the SADC side, the Botswana based secretariat has delegated 
responsibility for programming these funds to the SADC Health Desk based in Pretoria. The SADC Desk 
has proposed that the US assist in certain policy and programming areas. The proposal scope of work for 
the HIV/AIDS policy environment is currently being finalised. (This scope of work is attached.) 

2. USAID Regional Program 

In response to the strong recommendations of a number of Ambassadors at the US-SA DC Forum held in 
April 1999, USAID is developing a broad Southern African Regional HIV/AIDS program. To assist in this 
process, USAID/Washington in FY 1999 made available $1 million to support both programming and the 
hiring of the regional program manager/advisor. This figure has risen to $1.5 million for FY2000 and will 



rise lo approximately $4.0 million in FY200 l. ll1e field based regional USAID program will address the 
following areas: 

1. Tramport Corridors: One of the defining characteristics of the HIV/AIDS epidemic in Southern 
Africa is the excellent transport system and the resultant mobility of people within and across 
countries. As a result, migration and the poverty of women exacerbate the epidemic. This 
mobility results in an exceptionally efficient carrier system for the spread of the epidemic. 
Transportation corridors that range from Durban to Lusaka, from Maputo to Pretoria, from 
Johannesburg to Francistown and Bulawayo, can all be considered prime routes through which 
the epidemic can spread. Within these corridors, the border crossings arc particularly vulnerable 
sites ll1e USG through USAID will establish pilot progr~ns in key border crossings. 

2. HIV/AIDS Surveillance: The quality of data varics widely across countries of the region. 
USAID together with CDC will work with countries and with SADC to improve data collection 
and analysis. 

3. Policy: While policies arc the responsibilities of each country, thcrc arc many experiences that 
represent "best practice". USAID will work with SADC and with countries in sharing these 
experiences. In relation to the transport corridors progran1, USAID will identify critical policy 
impediments to services and programs at border crossings Specific interventions will be carried 
out to address selected policy constraints. 

4. Regional Coordinator: The regional program is located at USAID/South Africa. In order to 
manage all aspects of this program, a Regional Coordinator has been hired. 

USAID REGIONAL PROGRAM PROGRESS TO DATE 

>- 1'ransport Corridors 

The first corridor for intervention is the Durban to Lusaka transport corridor. An assessment has been carried 
out at the border sites of Messina (South Africa), Beitbridge (Zimbabwe), Chumndu (Zimbabwe) and 
Churundu (Zambia). As suspected, all indications arc that HIV rates arc much higher at these locations than 
in the countries as a whole. ll1ere are also a number of policy constraints to services being effectively 
delivered. One such example is that a national from one country cannot receive health services in another 
country. 

A second corridor for intervention is the Maputo to Maseru to Pretoria corridor. This triangle, encompassing 
the southeastern comer of South Afric~ bordering Mozambique and Swaziland, is a major transit point for 
migrant labourers. A third corridor for intervention is the Pretoria to Francistown to Bulawayo corridor. 

Each of the corridors will be phased in over time . 

.,_ Regional Co-ordinator 

Ms. Michelle Russell 

In January 2000 a regional co-ordinator, Ms. Michelle Russell was hired. Ms Russell has spent the past four 
months travelling the region to get an overview of the HJV/AIDS epidemic in each country. Among her 
critical activities: 

• Strategic planning on how to include BLS (Botswana, Lesotho, Swaziland) countries where USAID 
docs not have programs. The plan is for USAID to work closely with the Embassies, especially PAS 
and the Self-Help program, to develop progranls and to provide resources from the regional 
initiative funds. It is envisioned that an Inter Agency Agreement (IAA) will be developed to enable 
the BLS countries to participate in the regional initiative. 

• Consultation with each of the countries, to determine how best the Regional Progran1 can rcspond to 
specific country needs 
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THE REGIONAL HIV/AIDS PROGRAM FOR SOUTHERN AFRICA 

>- /Jackgro11nd on HIV/ A IDS in the Southern Afrim l?egion 

Africa is the global epicentre for HIV/AIDS. Tut: sheer number of Africans affocted by the epidemic is 
overwhelming -- approximately 22 million adults and 1 million children were living with HIV by the end of 
1998. Since the epidemic began, 83% of all AIDS related deaths have been in Africa- over 12 million 
people have already died, a quarter of them children. Among children under 15 years of age, 9 out of I 0 
new infections in 1998 occurred in Africa and at least 95% of all AIDS orphans arc in Africa. 

While no country in Africa has escaped the virus, some arc far more severely affected than others. Although 
only a tenth of the world's population lives in Africa south of the Sahara, 70% of all the people infected with 
HIV in 1998 and four-fifths of all AIDS-related deaths occurred in sub-Saharan Africa. In 1999 in 
Botswana, Malawi, Namibia, South Africa, Swaziland and Zimbabwe, estimates showed that 20°/., - 26% of 
people aged 15-49 were living with HIV or AIDS. 

Life expectancy at birth is one of the key measures used to assess human development. As a result of the 
extra deaths caused by HIV infection in children and young adults, the epidemic will wipe out previous 
development gains by slashing life expectancy, thus reversing years of hard-won gains in child survival. By 
2005-20 l 0, for example, 61 of every l 000 infants born in South Africa are expected to die before the age of 
one. The current infant mortality rate is 52 per 1000 and in the absence of HIV I AIDS it has been projected 
that infant mortality would have been as low as 38 per 1000 . 

.,_ The J<egional H!VIA/f).')' /'rugram jiH .)'outhern Afi'ica 

In the light of these devastating statistics, the USG has responded with increased support to the countries in 
the Southern Africa region through its regional LIFE Initiative (Leaders in the Fight Against the Epidemic) 
This regional response to the HIV/AIDS pandemic complements specific country focused activities. In 
particular, the regional program is intended to provide support to those countries in Southern Africa where 
there arc no USAID Missions, specifically Botswana, Lesotho and Swaziland (BLS). 

I. Southern Africa Development Community (SADC) 

In April 1999, the US-SADC Forum was held in Gaborone, Botswana. At this meeting, the United States 
pledged $2 million in Economic Support Funds (ESF) funds to support programming in a number of areas, 
to be managed by the USAID Regional Centre for Southern Africa (RCSA). Of this amount, approximately 
$315,000 was devoted to HIV/AIDS. On the SADC side, the Botswana based secretariat has dekgated 
responsibility for programming these funds to the SADC Health Desk based in Pretoria. The SADC Desk 
has proposed that the US assist in certain policy and programming areas. The proposal scope of work for 
the HIV/AIDS policy environment is currently being finalised. (This scope of work is attached.) 

2. USAI D Regional Program 

In response to the strong recommendations of a number of Ambassadors at the US-SA DC Forum held in 
April 1999, USAID is developing a broad Southern African Regional HIV/AIDS program To assist in this 
process, USAID/Washington in FY 1999 made available $I million to support both programming and the 
hiring of the regional program manager/advisor. This figure has risen to $1.5 million for FY2000 and will 



rise to approximately $4 0 million in FY200l. The field based regional USAID program will address the 
following areas: 

I. Transport Corridors: One of the defining characteristics of the HIV/AIDS epidemic in Southern 
Africa is the excellent transport system and the resultant mobility of people within and across 
countries. As a result, migration and the poverty of women exacerbate the epidemic. This 
mobility results in an exceptionally efficient carrier system for the spread of the epidemic. 
Transportation corridors that range from Durban to Lusaka, from Maputo to Pretoria, from 
Johannesburg to Francistown and Bulawayo, can all be considered prime routes through which 
the epidemic can spread. Within these corridors, the border crossings arc particularly vulnerable 
sites. The USG through USAID will establish pilot programs in key border crossings. 

2. HIV/AIDS Surveillance: The quality of data varies widely across countries of the region. 
USAID together with CDC will work with countries and with SADC to improve data collection 
and analysis. 

3. Policv: While policies arc the responsibilities of each country, there arc many experiences that 
represent "best practice". USAID will work with SADC and with countries in sharing these 
experiences. In relation to the transport corridors program, USAID will identify critical policy 
impediments to services and programs at border crossings. Specific interventions will be carried 
out to address selected policy constraints. 

4. Regional Coordinator: The regional program is located at USAID/South Africa. In order to 
manage all aspects of this program, a Regional Coordinator has been hired. 

LISAID REGIONAL PROGRAM PROGRESS TO DATE 

~ Transport Corridor.'i 

The first corridor for intervention is the Durban to Lusaka transport corridor. An assessment has been carried 
out at the border sites of Messina (South Africa), Bcitbridge (Zimbabwe), Churundu (Zimbabwe) and 
Churundu (Zambia). As suspected, all indications are that HIV rates arc much higher at these locations than 
in the countries as a whole. There are also a number of policy constraints to services being effectively 
delivered. One such example is that a national from one country cannot receive health services in another 
country. 

A second corridor for intervention is the Maputo to Maseru to Pretoria corridor. This triangle, encompassing 
the southeastern comer of South Africa, bordering Mozambique and Swaziland, is a major transit point for 
migrant labourers. A third corridor for intervention is the Pretoria to Francistown to Bulawayo corridor. 

Each of the corridors will be phased in over time. 

"';; Regional Co-ordinator 

Ms. Michelle Russell 

In January 2000 a regional co-ordinator, Ms. Michelle Russell was hired. Ms. Russell has spent the past four 
months travelling the region to get an overview of the HIV/AIDS epidemic in each country. Among her 
critical activities: 

• Strategic planning on how to include BLS (Botswana, Lesotho, Swaziland) countries where USAID 
docs not have programs. The plan is for USAID to work closely with the Embassies, especially PAS 
and the Self-Help program, to develop programs and to provide rcsourct:s from the rt:gional 
initiative fonds. It is envisioned that an Inter Agency Agreement (IAA) will be developed to enable 
the BLS countries to participate in the regional initiative. 

• Consultation with each of the countries, to determine how best the Regional Program can respond to 
specific country needs. 
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;\ trifmtc tu .f1111c11ha11 tv1'11lll, ,md 
A f1/c<1 /rH lrndcrshi/1 and Ml iu11 

l'D LIKE FIRST to rake rhis opporruniry to rhank rhe 
IUATLD for rhis opporruniry to p;irricip;m· in this co11-
frrl'nCL' and presl'nt ;lt this distinguishl'd lectureship. 

I am herl' roday hl'cause Jon Mann, who w;1s sched­
ull'd to providl' this talk, has dil'd. Jon, as many of you 
know, was thl' founding director of thl' World 1-kilrh 
Org;111iz;ition's Clohal Programn1l' on AIDS, rhc 
founder of World AIDS Day, ;111d ;J hold visionary, idl'­
alist, and fightL'I' for human rights and equiry. Jon was 
a fril'nd of mine, and I also had the pleasurl' and honor 
of working for him during his ye;irs at thl' World 
HL·alrh Org;rnization. As many of you know .Ion dil'd 
in the Swiss Air 111 plane crash of Scpremher 1998. 

The discussion today will he 011 Gluh;1I AIDS-rhc 
response. This disrnssion is relcvanr to rhe TB situa­
rio11, because, as all of you know, the AIDS L'pidL"mic is 
r;ipidlv ful'ling 111assivL' incrcasl's in global TB. I always 
have TB in mind and in he;irt; it was my initial tr;1ining 
in public hl';llth, and thl' field includes my longest last­
ing professional friends ;1nd colleagul's. At thl' saml' 
time, likl' many of you, I havl' imnfaced hl'rween thL· 
two discasl's for nl'arly 20 yl'ars now, and it is a spl'ci;1J 
privilegl' and joy to Sl'e so many old friends hl're, ;111d 
an honor tu he giving my thoughts at this forum. 

My inrentinn tmL1y is to achil've rhrl'c rhings: I) to 
describe the curTL'llt situ;Hion uf AIDS in the world, 
which is a toul disaster in Africa, ;111d increasingly in 
lndi;1-worsc tlun most of the worsr predictions prl'­
viously made; 2) to describe vny briefly rhc history of 

Dr ~l11tki11 w.1s the 111nlic.1I d1rL'l°tur t"11r Tn \..·111Hn1I i11 S;111 h·:111L·i:-;~ .. :n 

i11 rhL· l'•HI)' I 'JSlk I-Ii> c·;1rt't'I" kqH h1111 h()lllldi11g hL'f\Vc'ell lht· f\\'11 
J'•lrtlll'r prohkt11' "I HIV •llld Tl\ fm rw" de.:•1,ks. \Vlllk •11 S;111 
i'Llllc"isc() (;L'llc'l'•ll l-l11spi1al, he SOl\V Stlllll' 11f tht· tirsr C;JSL'S 11f ,\IDS 
in SI'. He rnm•,·d r" bst 1\fric",t in rill' lllid I '!St ls 111 w"rk "11 Tl; i11 rd·­
ugc·cs in S11nuli,1 •llld j"irll'd \VHO Cl11h;il l'rngr;lllttllt' "11 r\ll>S 
ICl'1\) rn I 'JS/, 4 11H>rtths .1f1,·r the· l11l1t1d>r1g .,frill' progr;1t11, ;u1d 
sr:1vt·,l wirh rhc WHO fr"111 I ~JS/ t" I ~!'J4. l-lis '"'"l'"'isihrli1ws i11cl11dnl 
:-it1pp( nt i11~ t hL· IS L., n11nril·s in t hL· l_·L·lltLT tit rhL· L'p1dt·111ic in CL'lHr;1 I 
;111d ,·,1st 1\fric";l. 1-k wmkc·d with J"11 lvL\1111 llllltl his rc'Sig11.11iot1 i11 
I '!'ii) :llld sr;11·c·d ()11 wirh Cl'.\ 11mil I '1':!4. I-le \\'.lS ;ilso resp()llsihlc· r.,.. 
rill' dcvl'l"J''llcrn "f the j"im HIV-Tl\ ;1gc·11,l:1, whid1 w;1s .t trq1:1rrite 
.11T;inge111L'tt1 hc·111w11 WHO/Cl':\, Wl-IO!lllll ·"'d th,· ILl;\TLI>. 

the respor1sL', highlighting the years from 1987 to 
] ';)';)0, whl'n Jon fvL111n ;ind his L'Xtre111dy capable 
lieutenant Daniel Tara11toL1 led the program; and 3) 
to describe what we havl' le;1rnnl from the successes 
of Ug;111LL1 and Th~1iL111d, and what we have learned 
from Jon th;lt is most urgenr and pL'rtilll'llt to the sit­
Lutiun today. 

AIDS NOW 

It is h;1rd to bclievl' thar iris nl'arlv 20 vears since the 
first cases of AIDS, when a handful of primarily ho1110-
scxu~1l mcn began appearing in enwrgcncy rooms with 
unusual infections, and how this has evolved to the 
current situ~ition. The currL'IH situation is described in 
T;1hlc I. 

Frnm nut of nowhcre and thesl' few Lrrlltsu;1l cases, 
there havl' now bl'en over 40 million infecrions, and 
12 million persons have died. Now, 6 million new 
infections ocL·ur evny ycir. 1 

The situation is particuLirly devastating in Africa, 
where thcrl' ;JrL' now ovn 20 million infected pnsons, 
which includes I() ro 15% of all of thl' adults in Cute 
d'lvoirl', C:cmr;1I i\fric111 Republic, Djibouti, Ethio­
pia, KL"nya, Malawi, M<>1:~1111hiquc, Rwanda, and now 
lll'arly I )'Y,, of all South African adults. We arc at rhc 
20% m~1rk in L1111hi~1, and 25% of the whole popu­
lation ot Zirnbalwil· is infected. Four million persons 
arc estimated to he i11fecred with HIV in India, ;111d 
rhis number continues ro grow stl';1dily. 

111 the ;ibove Afric111 countries hospic1I hnis arc 
totally full of patiems with AIDS and AIDS-reL1ted 
ruherculusis, funeral drums play constantly, villages 
h;1ve long ~igo run out of nails tor coffins, and the tra­
ditional funl'r;1l cne111ony itself has been shortcnl'd 
from cLi ys to just hours, to ;1 I low ti llll' for the work 
force to have time ;lt work. i\fric~rn life L'xpcctancy, 
following dec1dl's of stL';lLh µ;1in, m;1de ;111 ;1hrupt 
rl'vcrs;1l in rhl' L1tc 1980s and is now hack to the low 
levels of over .10 yl'~Hs ago.2.3 

India is the main country to watch tor further 
impl'nding cirasrrophe. l11di~1 already h;1s over 4 111il­
lion pnsons infected with I-IIV-morl' infected per­
sons rhan anv other cou11try in the world-and this 

C:orrcspo11dc11c·,· to: Cary Slurkrn, MD, fpidcrnrologv and lnrcrnariorial Health, Sc"hool of 1'11hlic 1-lc·alrh, Univnsity of lllinors 
;H Chic;1go, 212 I West 'L1ylor, Chic1go, 11. 606 12, US,.\. l i.:I: ( + 3 12) 9% 5524. F;1x: ( + 3 12) 355 0207. L'-11L1il: gslutkin@uic.edu 



Table 1 HIV i11fect1011s ancl AIDS deaths (global) to elate 

HIV 111tectio11 
No. of pe1so11s cu11e11tly 111tected with HIV 
New HIV i11tect1u11s in 1998'' 

AIDS cleaths 
AIDS deaths 1981-1998 
New deaths 111 1998' 

Snu1ce LINAlllS. 1998. 

30.6 111illio11 
S 8 1111ll1crn 

11.7 111illio11 1 

2 0-2 5 111illio11\ 

"f\Jumbt:.1 1 ul i-H'..'W w1fCC\i011S ,cine] ll('W de,'.l(hs i11ue,:1Se'.; \...'Vl'IY ye;=i1. 

1 App1oximJlely two-thircl'.. of ir1fcc1iom crnrl deaths Jre occurring i11 Alric.1 
r:vc1y verir 
1 Over· 8 111illio11 chilcl1e11 ll;1ve br.corne 01pl1,111s becri1JS(' u! lile11 parents· 
cler1tl1 
· USAID c•slirrrillc:. 2. 5 rrrill1ur1 r.lccrili'.Jye;.rr 

number is growing srl'adilv. Rares of HIV infection in 
sex workers in sever;JI citie~ in lndi;J (up ro SO',V.,) ;111d 
in ;1nrctJ;Jt;JI clinics (;J medi;rn flgure of 4 .. 1'1.,) bmlc 
poorly for the long rcrm, as these ;ire rhe tvpes of sur­
veill;111ce flgurcs th;it were seen 5 to ·1 () vears agu in 
many ;\ fricrn counrries, and which precnkd sprcJd 
inr() not onlv rhe highest risk popuLirions, hur also 
inro the genl'Lli public. ·rhe gener;JI public itJ India 
includes over unc hilliun pcrsuns; every I% incrc;1sc 
in the gennal popttLition infecrnl in lndi;1 represents 
ovn I() million pnsons. ·rhe c;Jt;1srrnphe uf 1\IDS in 
lndi;J is unthink;Jb!e, hur rhe likelihood nf <;itch ;1 
clt;1strnphe is unfmtun;itL·ly vcrv high, ;Js steps being 
ra ken by rhe govern menr ;1 nd rn in-govern menu I urga 11-

i s;Hiot1s ru L·()mh;1r AIDS in lndi;1 ;ire not ;H rhe lcvL·ls 
th;lt ;He nL·cded. 

Vie·ni;1111, C;1mhodi;1, ;111d My;111;1m;ir h;1ve· grow­
ing HIV/AIDS siruatiuns as well, with 11e;irly half ;1 
millio11 pnso11s infected in My;JJLJlll;H. 

In the 14th ccnrurv 20 million persons din! of rhe 
plague· worldwide. In rhe gre;1t i11tlul'n1.a epidemic of 
I') 18, 20 million persons died worldwide. 4·5 AIDS 
now rares with these gre·;irest epidemics of ;JI! times. 
·rhi, is nor ;lll exaggeration. hir rill' mome·nr, 12 mil­
lion pcrsons h;1ve· died, :-\ millio11 childre11 h;1ve· heen 
orph;1nL·d, ;rnd 6 million new infections ;ire· occurring 
every ve;Jr. Added to this i~ rhe facr rhar the whole 
problem is still growing vcr~' rapidly. 1·2·" 

THE RESPONSE 

7987-7986 
/\ quick overview of how .11! this heg;111 returns us to 
rhe L'mngency rooms of S;rn h;1 ncisco, New York 
Cirv ;111d Los A11gclcs, US/\, in the early 1980s. Ir is 
here rhat homosexu;1! men who had fur ;1 few ye;irs 
been presenri11g wirh ;rn unexplained lymphadenopa­
thv beg;rn to show up with otherwise unhcird of (hur 
leth;i!) prnhlcn1s among vuu11g healthv pcrsuns, in­
cluding Kapusi\ sarcom;1, toxopLJsmusis of rhe br;1i11, 
p11e·umocystis lung dise;Jsc, cvtomcgaluvirus (Cl'vl V) 
rcriniris, a11d others. 

This w;Js of course a dev;1st;1ting problem for rhl'~l' 
individuals and in these ciries. Howe·ver, looking b;Jck 
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Figure 1 HIV incidence among homosexual me11 in eic1ht US 
cities, 1978-1987. Source. Morbicl1ty and Mortality Report, 
Centers for Disease Co11trol, December 18, 1987 

011 ir, rL·sponses in terms of Llunging, heh;1vior occurred, 
;1nd occurred fast. It did 11ot seTtll (1sr rhen, hur in 
C()J1rr.1sr ro the developing world, rhe risk heli;1viors 
pracriully shut down within 2 to 3 ye;irs of people 
becoming ;1ware· of rhL· prohk111. C:crr;Jinlv rhe num­
hn uf e;1se·s ;111d de;iths continued, hut tTtrospectivel~­
reviewing rhe serulogic chr;1 from previouslv col­
lccrnl hlood, we see th;it ri.sk hch;1vior' did change 
quick Iv (Figurt· I). 

These· lucal responses occurred throughout rhe 
US-flrst in San l"r;rncisco, ;111d rhl'll in other US cities, 
and rhe s;Jme p;1trnn was subsequently found in 
hnmose·x u;1 I popu Litions in Westn11 Eu rope. 

Twn lessons were le;1med rh;H h;1d much Listing 
heneht to rhe global efforr rlut w;Js vet to come-th;it 
sexual heluvior c;1n he cli;111ged, ;111d that ;J support­
ive suci;J! environmt·nr should he p;Jrt of the strategv. 

However, while much .Htemion \V;JS hcing p;1id 
ro rhe epidemic among humosexu;1ls, silent spre;1d 
was simulr;1ne·ously occurring in several other p;Jrts of 
rhc world, most 110rahly Afriu. Lirtk was ;1cruallv 
known ;1hottr the problem in most developing coun­
tries in the c;irlv I ')80s, hl>We'VLT dat;1 were emerging 
prim;irilv from rese;irch efforts 111 rwo Cl 1u1Hries, Ke·ny;1 
and Zaire. Jon;ithan l'vL111n was gem·r;iring rhe L1ire· 
dara. Dr J\t1;11111 was a CDC St:ire q1idemiologist in 
New Mexico who had heen writing ;Hticles on the 
pl;1gue in thl' Western _journ;JI of Medicine. Jim C:ur­
r;rn h;1d selected Jon for the assignment of running 
l'rojccr SIDA in Kinsli;1s;1, re;ili1.ing rh;H we (the 
world) would have to learn f;ht wh;it w;1s going on in 
Atrica. 

The world, including rhe World Health Org;rnit.;J­
tion (\Vl-10), was very slow to recugnize· that spre;1d 
w;JS uccurring in Africa ;111d elsnvhcre. For one thing 
rhe hlood test for HIV h;Jd onlv heen ;Jv;JiL1ble sinc(· 
1985. Alrlwugh deaths were occurring ;1mong adulrs 
ar a perceptibly increased r;1tc in Africrn countries 
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there w:1s nor ;1 lur known, :111d much of wh:ir w:1s 
known was nor lwi ng skired. 

There w:1s nor ;1 re:1I w:1kc-up L·:1ll outside of tht" US 
and Europe until 1986, when, ;lt the \Vmld l-le:1lth 
Assl'll1hly, the i'vlinister of I-k:1lth of Ug.111da declarnl 
that his coumry had an rnormous prohlcm with 
AIDS, :1rnl needed hl'lp. Thl' 1\ilinistcr :rnd the Assem­
hlv c:1lled on the Wl-10 ro act. 

In Septemlwr J ')86, Dr rvL11111 w;lS rL·nuitL·d to 
Gem·v;1 ro form a \VHO prngr;1111 tor preVl"IHion :rnd 
rnntrol of AIDS, and in Fehru:1rv I ':187 the Special 
Progr;1111111L' on AIDS w:1s formed. 

I-Li frkn i'vLih kr, < lllL' of the gre:irest v 1sio11;rnt·s 
;1rou11d, then Diredm Genna I of the WI-I( )-;111d 
hi111selt :1 Tl-\ speL·i:1list-ninfrssnl that he had llL'l'lkd 
ro he 'converrnl ro the 1dc;1 rh:ir AIDS was ;1 problem 
which wou Id ;1 freer the dt·velop1 ng world'. Thi-; view 
was considered 'nor surprising, gi\'l"ll the e11or111ity of 
othn thre:irs ... suL·h ;1s 111aLiri:1, TH ;rnd di;1rrhoe:1I 
dise;1ses', :rnd with the rest of the world not :1dmirting 
ro the pruhlc111.7 

7987-7990 
Within 111onrhs of thl· 1986 World l-le:1lrh i\-;st·111hlv, 
the Special Prngr;1111111e on AIDS w;1s founded ;rnd 
Jon;irh:111 M:11rn w:1s rL·nuited ro head ir up. This pro­
gr:1111 grew from rwo persons ro 400 ;111d frn111 h:il f a 
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million doll;irs to I()() million over rhl· nexr 3 ye;irs. 
Thesl' fund-; wne put in wh:ir w;1s c1lled ;1 Cloh;1I 
Progr;11111llL' 011 i\IDS (CPA) rrusr tllnd ;lL"L"<>L111r. Ovn 
80'Y., of rhL'SL' funds Wl'l"L' ust·d tor cm1nrrv sllpporr. 
I-or cxa111pk, the J LJ87 L'lllcrgenL·\' (shorr-rcrrn) pLrn 
for L/g;111d;i rtn·ived I 111illio11 dolhrs, rhc 1988 shorr­
tl'l"lll pLlll 4 million dolhrs, :111d ;1pprnxi111:HL'ly I 0 
million dolhrs wenr to the 111orL' co1111'rl·he11sive J'r<>­
gr;1111 llf work dnelllJ'nl in J ')8LJ following rhl· prngram 
rl'\'ll"\V. 

Hv _l;rnu;1rv I 'JLJO, the CPA, nm\' less th;111 3 ve;1rs 
old, h;1d helped 123 collnrril's dnL·lop short tl'l"lll pLrns 
tu hegin ;ictivities, ;rnd h;1d 111ohilizL·d tllnds for 65 
cuumriL·s (hgurL· 2). hinds ;1ddirion;1I ro rill' gloh:1I 
budget wne mobili1.ed ;lt i11-cou11trv donor lllL'l'tings.' 

Tlll'se 11;1tio1i;1I prngr;1ms emph;1si1.ed puhlic edu­
L·:nion ;rnd infnrmarinn on how HIV is, :111d is nor, 
tr:rnsmirrcd, ;111d e11cour;1gl·d persons to ;1void unpro­
tL"Ctcd Sl"X. This w;1s rhL· m;1in fu11L"tio11 of rhL·se first 
pr< 1gr;1 ms-u rgL"llt pu hi ic ed uc;Hi< >ll. "The pn igr;1111s 
:1lso emplusi1.ed HIV SLll"vl'ilhmc to monitor trends 
;111d l'Sti llLHl' dfrcri veness ;H 11:irio11:1 I kvl'i.''· 11

' Other 
elemL'lltS of rlK·se first programs included hlood snce11-
111g, mgL·mlv dl'llLllllkd hv thl· gnvn11111L·nrs, gu1d;111CL' 
on care ;111d cm111sl'li11g, ;111d 111;111;1geme11r strl'ngthen­
ing. Cerring coml<>111 progr,1111ming going w;1s verv 
diffirnlt in rhL· first kw ve:irs, ;111d STD c;1se 111;111;1ge-
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menr u11forru1i;irclv rL·mains elusive for many devel-
. . 

op111g cou 11rr1es. 
Country program rcvil'ws wnc ;1 crirical p;1rr of the 

international cffmt. Thl'sl' Wl'rl' 2-wcek cxcrcisL'S pre­
cl'dl'd hy wel'ks of prl'p;iration, during which a sum­
m;iry of accom~~lishnll'nts WLTL' madl', h;1rril'rs noted 
and 1TcomnH:mbtions madl'-in particuLir ro refocus 
str;ltq',y and srre11gthl'11 111;111;1gl'mt"nt. Countrv repL111-
ni11g dirl'L'tly followl'd progr;1m rl'views. 11 In the case 
of Ug;111LL1, this pLrn,12 writtl'n in I lJ89 (Figurl' 3), w;1s 
thl' pl;111 frnm which a m;1jor incrl'ase in l'fforts fol­
lowed, including a m;1jor infusion of resourcl's. 

The period from 1987 rn 1990, in which Dr l'vL11111 
led this effort, was a period of trl'nll'ndous energy, 
inspir;ition ;111d accrnnplishmenr. Fivl' 111;1i11 theml'S 
are srressed ahour rhis period in rhc Extl'rnal Revil'w 
of thl' WHO Progr.1m ( 1987-1 'J<J0).1 

J-,1rsightcd11ess and uisio11-litl "sig11;1lcd the scale 
of thl' problem, which was tor.illy unknown, pre­
senrnl it ;1s ;1 glob;1I issue ... ;111d dl'tincd ir as ;1 
gloh;1I problem whid1 rl'quires i11tn11;Hio11al soli­
d;1ritv". Jon usl'd the word solid;iritv lih 110 orhn. 

UGANDA 

AIDS CONTROL 
PROGRAMME 

MINISTRY OF HEALTH, 

P 0. BOX 8. 

EllTEBBE. UGANDA. 

1989 -1990 
PROJECT PLAN 

AND BUDGET 
Figure 3 Cover page of the National AIDS Programme of 
Uganda. The implementation of this plan resulted in the reversal 
of the epidemic 111 Uganda. 
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He spokl' of thl' need to brl';1k down h;irriers and 
produce solidariry. 

2 /111/Jlic: cd11(<1tiu11,md111/i 1mwtiu11-to dispel myths, 
tu build up ml'lli;1 intLTL'St. l'vll'dia intLTL'St h;1s 
wa11l'd since the Lire 1980s, although the epidl'mic 
has continued to increasl'. Puhlic information of 
sufticient intl'nsitv is onl' of thl' main re;1so11s whv . . 

rherl' was a rl'vns;1I in Uganda. 
3 Auuida11u' of discri111111atf!>ll ,111d /!/"IJllW!iu11 u/ 

ln1111{11t ri.~hts-"The WHO pLiyed ;1 critiL·;1I role 
in pl.icing discrin1i11;1tion, stignutization and the 
promotion of hum;111 rights 011 rhe HIV prl've11rio11 
agendJ ... discrimin;ition lw;1sl opposed 011 horh 
ethical a11d puhlic hl'alth grounds. Thl' CPA 
worked hl'hind the scenl's and 011 center stagl' to 

promote a morl' tolcr;rnt ;111d ratio11;1I ;1ppro;ich 
ro AIDS control." 

4 The perception of A I OS as a 11nt!ti-di11t('llSir111al 
pru/1/c111, requiring ;1 multist:ctoral rl'sponsl', highly 
dc/1c11de11/ 011 social 1:1c:tr1rs, .i topic th;it w;1s ro 
c1rry Dr l'vla1111 into thl' dirl'ction of hu111~111 righb. 

5 A ra/1id a11d 111assit-'L' u/1crati<>11al rcs/11J11sc-the 
mounting of ;1 serious rcsponsl' to a serious problem, 
a rcsponsl' which hrought over 1500 umsulr.111t 
missions ru help form ovn I()() country programs, 
and ;1 respon-;l' which hrnughr ;l few counrril's ro 
the ti/1/1i11~ point of rhe epidL>mic, hur for man\· 
other un111tril's did not. 

THE MAIN SUCCESSES-UGANDA 
AND THAILAND 

Ugamb and ThaiLind <lrl' thl' two clearest ;rnd most 
i111pressivc l'Xamplcs of rl'Vers;1ls of rhe epidl'mic in 
thl' dl'veloping world so for. Ll'ssons from these two 
cuuntril's need to he hl'cded and known. Thl're is 
nothing th;H h;1ppe11ed in thesl' two coumril's that 
could not h;1ppc11 elsl'whcrl'. 

f will prnvidl' onlv <1 VLTY hricf SUmlll<lr)' of thl'Sl' 
L'Xperiences. I s;1w rhese cou11trv reversals ar close 
range. I supported rhc Ug;111da progr~1111 directly, ;111d 
bl rhl' program reviews of Ug,111d;1 (December I n8) 
and Thaib11d (l'vlarch 1990), and visitl'd each country 
multiple riml's in the course of the years 1987-1994. 

!11 Llg;1mL1, thl' sernprev;1le11cl' of HIV in tive citil's 
dccre;1sl'd hy 30-SO'Y,, in diffcrL'llt citil's (Figure 4).13-ti 

This w;1s ;1 result of several different typl's of hch;1v­
ior;1I ch;111ges, including a decrease in 11t1111her'> of p~irt­
ners, ;111 i11cre;1sl' in condom use, ;1 dl'lav in median 
age of tirst intcrcoursl', and for some, ;1hsri11e11cc 
(Stonchurnn R ct al, unpuhlishl'd). Different persons 
tried differl'nt, hur s;1fcr, sexual pr;1cticl's. l11form;1-
tio11 provided pL'rsons with choices JS to how they 
could hcst modify thl'ir <>wn lifestvle. Thl' changes 
m;1dl' ;1dded up to ;1 nussive saving of livl's. 

Notahly, rhe Ug;111cL1 program itself L'mphasizcd 
sticking to one parrnn ('zero gra1.i11g'), a11d in fact 
condom pro111orio11 was not ;1 hig part ot thl' program, 
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Figure 4 Dec1 eases i11 HIV infection among prerJ11a11t wo111e11 111 six cities in Ugc1ncl.1, a> report eel in lhe New \'ork Tirnes, 1996. 

although co11LI0111 di,rrihurio11 w;1s occurring dL',pitL' 
ohJL'L'rio11s of thl' churd1 ;111d orhn org;111iDitions. 
C:o111phinrs wnL· L'ven 111;1dc ;1hour thLTL' hl'i11g too 
many co11LI0111s tlo;iting ;1rnu11d i11 L1kl' Victori;1 ... 

Rdcrring h;1ck to thl' Llgand;1 l'rngr;1111 RL'vil'w l{L'­
port of 1')88 summ;irizl'd in thl' l_lg;111d;1 PL1n, 12 sev­
er;1I kl'y ch;1 ngl's i 11 the prngr:1111 rook phLc ;lt rh is 
jundurL'. Thl'se i11cludl'd ;1ccL'pti11g thl' revil'w 1-cco111-
111L·11darin11s ;111d 111mlifyi11g till' pl;111 ro: I) L·ha11gi11g 
the prngr;rn1 to :1 much higher over;1ll level of effort, 
2) dece11rr:1li1.;itio11 ot the i11forni;irio11, educ:irion ;rnd 
L'll!ll111uniL·;irion (ILC:) ;1ctivitil's to involve ;111 SL'ctors 
;111d c1m1111u11itiL·s, .1) llluch stronger district :rnd colll­
lllllniry hasL·d efforts, 4) less reli;111ce 011 rhe govern­
lllL'llt ro he the sole illlple111cntor, hur ;lt thl' s:1111e ri111L' 
srrengthl'11ing of the g<>VL'l'llllll'nt rok ro L·oordinatL' 
:111d nL111:1gL', and 5) i11crca-;i11g 111arnials for illitn;ltL' 
populations. It was L'SSL'nti:1I rh;ir rflL' 11;iti011:1l govern­
n1L·1ir rake 011 :1 stronger role i11 tL·cl111ic:1I pL11111i11g, co­
ordi11;itio11 :1nd 111u11ironng. S1wci;1l L'ffnrts ro idl'ntifv 
and Lfl':il with the problem of low 1c111u11L·r:irio11 of 
sr:1 ff were also 1-eu lll1 llle11Llcd, rL·uign izi ng rl1L· u11-
usu:1 I 11:lturl' of rhis prohle111 in tl'r111s of nLlgnirude 
;111d u rgL'!lcv. !\ 11 ot thl'sl' fadors crl'a tl'd know lcdgl' 
and colll111it111L'llt rhrouglrnur the counrrv, :111d a SL'llSL' 
of urgency :rnd pu rpoSL'. 

The rl'VisL·d pLrn w:1s for :1 grc:irly strL·11grhe11ed 
progr:1111, with :1 hudger rh;it WL'nt frnlll I ro 4 ro 18 
million dolLirs in exrern:1I support. Over .15 tull-riml' 
l_lg;111LLlll sr:1ff were involved, :rnd rhe WI-I() posted 
six full-rime sr:1ff, i11clud111g a full-rinlL' :1d1111n1srr:1ror, 
:1 vnv :1ctive he:1lrh L'duL·aror :rnd :1 full-riml' person 
just ru run :1 printing press to dissen1i11:He i11for1n:irio11 
011 /\IDS. l'vl:ijor hudger items illL'ludcd rr;1i11i11g :111d 
rhL· illlport:ltion of f'apcr for thl' printing prL·ss for 
educ:1 ti< in:1 I 111:1 rni:1 ls. 

111 thl' c:1se of Th:1iLrnd, ir was during the prngran1 
rl'view of l'vLirch I 'J')() rhar the l'vli11isrrv of Hc:1lth 
a11d rhl' Rn'IL'W ·re.1n1 rL·cog11i1.CLI tkir rhc L'pidL'llliL· 
was no long.LT :1 pri1Kip:1lly homml'x1d :ind drug user 
prohlclll, 011 which currl'llt public educ:irio11 efforts 
wcrl' still hei11g hiL·usL·d. The guvLTllnlL'llt ut ·rh:1il.rnd 
h:1d rra 11sL1tCLI rhe WHO se1Hi nt·I survt·i I L111cc gu itk­
l ines,''-111 whiL·h h.1d lK'l'll :1v:1il:1hk ;it rhe rinlt· i11 onlv 
dr;1fr f<lrlll, :111d h:1d :1lrt':1dv pcrhmnl'd ~1 sn1es <lf 
tr:ii11i11g coursl's 011 their llSL' and h:1d lll:ldl' HIV .sur­
vcilla1Ke thL· 11oliL·v i11 all 33 provinL·es <lf thL· C<lulltry. 
Ar rl1L· rime <lf rhc rl'vil'w, rherd<lre, d:ir:1 WLTL' :1lrl':1dv 
:1v:1iL1hle shmving thl' gre:irly ch:111gi11g 11:itrn11 :rnd 
L'XtL·nt of thl' prnhlcm. /\11d the 'fh:1i g<lvL'r!llllL'llt w:1s 
prq);Jrl'd t<l !'L'S p<l 11 d. 

A r;1pidl) L'Xp:rnding epidemic w:1s 1-cn·;1ICLI, with 



high rares of HIV ;llld a gradient of transmission from 
sex workers t<> clienrs to the general popuL1tion (as 
shown largely in ;111tenat;1I popul,nions). The epi­
demic W<lS occurring counrrywide. ·rhL· n;itional pro­
gram h;1d not vet revealed these findings, ;111d was 
prohahly re;1dy to address ir, hur rhe dar.1 WLTL" much 
worse than W<lS heing discussed in the country. 

At this program review, the esrim;ited 1n1mhns of 
HIV-infected persons were rL"Vi~L·d upw;1rd from 1700 
to I SO 000! (This numher was <lll epidemiological 
compromise 011 the c1kularirn1 m;1de hv \Vl-10 epide­
miologists of llS ()()() infected persons, which was 
comidcr;1 hly higher th<lll the Min is try W<lS prL·p;ired 
ro ;1cknowledge ;lt rhar rime.) The review heL·a111e the 
<JCcasion for ;1111H>unting these findings, and the Th;1i 
governmL'llt rook them sniously. 

WHO epidemiologists and pL111nns sr.1ved hack 
;1ftn rhe review, extending their visit, and helped 
develop <l rapid rewrite of the new plan. The new pL111 
;111d progr;1m emphasized mass educirion, ;rnd <l 
I OO'Y., condom policy in the brothels-a negotiated 

A Commercia Sex 
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settlemenr with the hrothL·I industrv in which there 
was to he enforL·L·ment of co11dn111 use. 1''- 17 'There wnc 
SL'vcr;1J other importallt f;1crors of this program, includ­
ing active involvement of the pri\·;ite advertising sec­
tor (;1 sector very <ldive in Asia, hut nor in Africa). 
The results of the program included ;1lmost immedi­
;ltc decre;1ses in commLTL"i;1J sex, increases in uimlom 
use, ;111d reductions in Lites of STDs ;llld HIV (1-'igure 5). 

This strudural policy ch;rnge had an ;1lmosr i111111ediate 
imp;1ct. ·rhe policy was being enforL'l'd, ;rnd visits to 

this country mo11ths larn reve;1ll'll used condoms hy 
the dozens and hundreds 111 brothel effluent. ICires of 
HIV and s·rns plummL'tL'd. 'T'hL· cuuntrv W<lS serious 
ahout surveilhnu:', used the d;ita, ;rnd reversed its epi­
demic. ThL· response was characterized by leadership 
which facL·d the prohle111, pr;1ctic1liry in the i11terests 
of the population, ;rnd a verv high intL·nsity of pro­
gram effnrr. 

To thi~ day tllL·se are the two developing country 
programs in which large sG1k suCCL'SS has heen ;1ccom­
plished. ThL"V share tht· factors nf having commirmellt 
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Figure 5 Changes in sexual behavior, sexually transmittecl cliseases (STDs) a11cl HIV infection 111 Thailand i11 response to the active 
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<lt the tup (i>rcsidt'llt <llld PrilllL' Ministl'I'), very visible 
spokcspl'l'so11s (S;1m Okw.1re <llld l\!kchai), ;rnd high 
inrensity of cfforr. They were ;1lso program-.; inro which 
thl' WHO put <111 um1sually largl' ;1mo1111t of resources, 
in tl'l'ms of both funds and sciff. There was <l focus 011 
the SL' two cou nrries for thl'i r scitus i 11 thl'i r respecri ve 
rl'gio11s, as thev <ll'C countril's of high st;111di11g whl'l'e 
sucL·ess would h;1ve a lot more me;111i11g ro neighboring 
countries who would look ro them as L'X;1111pk'.s. 

7990-7998 
The years 1987 ro 1990 h.1d lxTn )'L'<lrs of grL'<lt inspi­
ration, idc,dism, hopt' .111d ;1crio11, <llld WL'l'L' ch;1r.1c­
tnin·d by the lc.1dership of rill' intern;ltional effort hy 
Jonathan fV1;111n. 'They wne years of unprecedented 
operational activity <lt cuunrry levL"ls, inre11sive sup­
port for cnunrry prugr.1111s, <llld <l vny high profile 
givl'n ro the problem inrern;ltionally. Dr l\!Lrn11 
resigm·d in 1990 over difficulties working for the 
Director Ge11L'l'al. 

J\ 1wriod of great turmoil ;111d confusion followed 
Dr l'vL11111's resign;ition.~ Within the WHO, his admin­
istration \vas cririci1nl for going around the usu;1I 
\VHO mech,lllis111s, ;111tl most senior sraff wne ;1skcd 
ro leave. The program during the years that followed 
Dr l\!Lrn11 h;1d scvcr.11 import.lilt acco111plish111ent-.;, 
however the focus 011 country level support declined. 
The ;1ccomplishme11ts of rhe progr<llll in the vears 
1990-1994 include <l 111ore complete and more clearly 
sured str<itl'gy, more active condom promotion, and 
the tkvelopmenr of cvalu;itio11 i11dic;ltors-L·sse1iti;1l 
for 111011itori11g progress <llld imp;1cr nH>rl' systemari­
cdly. Additionally, a course for program m;lll<lgers 
was developed, the cnsr-dfrctiveness of rl1L· i11tcrvc11-
tio11s w;1s ev;1luared, .llld suL·cessful 111mkl pr.1crices of 
HIV infection .111d care WL'l'e dis-.;emin;lted. 

Nt'VLTthckss, in the desire to i111prove 111an;1gemcnr, 
rL·orga11ize, improve str;ltegv, and follow a more nor­
mal WHO course, 11mme1iru111 ;rnd 1110riv<Hio11 were 
lost, ;111d the high level of <Ktivity of the recl111ic1I 
assisLlllCL' prngr.1m w;1s i11rnrupted. 

Within 3 111011ths of the departure of Dr fVL11111 ;111d 
his CL'IHr.1l 111anagemenr tL'<lm, effective prugr.1111111;\tic 
co11t;1cr with the Afric111 countries was virru.1lly lost. 
Within 2 years, .111 4S of the WHO Afric111 counrry 
suff had ht't'n removed. l11rernatio11;1I fund-.; lwc1me 
h;1rdL·r for rhe WHO to r.1isL·, in p<lrt because of thl' 
desire of hiLitt'r.1ls ro work in <l hiLlter.11 fashion. 
Ovnall funding kvels ar counrry level may h.1ve hel'n 
111;1i11rained, although they were less well coordi­
n;lted, ;111d rhe~' never ;1chil:'vl'LI the levL·I of funding nr 
inrensiry th;it rhe Llg;111th program h,1d re;1li1ed. 

Simulc1nt·ously, further L'Vl:'nts within the UN sys­
tem-in l)<lJ'ticuhr calls for refor111-wert' to he expn­
i111ented upon within thl' crnltL'Xt of the inrn11ation;1l 
AIDS effort. Tlrnu-.;ands of hours of suff ti111e Wl'llt 
inro the policy and progr.lll1matic efforrs required to 
tkvelop a UN progra111, which effectively 111ea11t the 

di-.;;1ppc1r;111ce of the WHO progr;1m. This dforr w;1s 
designed to hL·lp coordi11;irion within the UN svsre111 ;1s 
other LIN org;111iz;itio11s hec1me i11creasi11gly involvl:'d 
i11 the global effort, ;rnd hilater;1I donor u>untril's were 
looking for hoth 111ore coordi1Lited UN ;1ctin11 and 
po-.;sihly less ovLTall UN ;1crion 111 favor of 111ore hi Lit­
eral funding. LINAIDS w;1s foumlcd in 1994-199S, 
and h;1s since tu11ctioned ;1s rhe coordinating agency 
of the LIN svstL'Ill, inrern;itio11;1lly and ;lt the cou1irry 
level. It is ;1 crn11111011 view that for most heavilv ;1ffecred 
coumries, 11eithLT UHllHry lcVt·I activity nor resources 
have i11creasnl much, if <lt all, since the e;1rly 1990s. 
UN;\IDS otfrred ;llld co11ti11ues ro offer great promise 
for ;i LIN systL'Ill working together, and pcrh;1ps for 
i11creasL·d commitmL'llt 011 the p;1rr of the glnh;1I com­
mu11itv, much uf which is occurring. Howevn, ir is 
not clc;1r whctllL'r this L1rge sc;1lc 111a11;1gcri;il change 
w;1s, or should have been expecrnl, ro result i11 the 
greatly c11h;111cL·d level of ;1ctivity th;lt is still 111osr 
urgemlv nenlnl. 

Ar the s;1me time, tht' UNAIDS progr.1m h;1s 
;1cco111plished much, including ;111 enormous L"fforr to 

try to dnelop equity around i11tcrnario11al pharnuceu­
tic1l policie-.; (i.e., the need for drugs to the developing 
world), an effort rhat has largely foiled throughout 
history, ;rnd one i11 which the tuberculosis world h;1s 
L'xperienccd 111a11y ve;irs of frustration. (For decides 
the ami-ruherculosis commtmitv tried ;111d failed to 
obtain sufficient supplies of ;111ti-ruhnculosis drugs 
for Africa whrn thL· cost of rnr.itive thcr;1py w:1s $200 
a person; it is h;ml to imagine commitmellts of $20 000-
$2.'l ()()() pn person com i 11g for t\ IDS trea rm en t). ·rhe 
UN progr.1111 ;1lso focused 011 sever;1l other imporrant 
biomedical ;1s1wcts of HIV/i\IDS, including promot­
ing 111uch needl'Li vaccine development, policy devcl­
op111L'11t around rhe u-;e of AZT for preg11;lllt WOillt'll, 
;111d countless other initi;itives. Still, efforts to push 
proven prevention lllL'thod-.; luve nor i11crt·asL·d t~111>ugh. 
h1rrllL'r, from the very hegi1111ing the LIN progr;im suf­
fLTnl from the i111possihility of this llL'avilv hurtk11ed 
lll<lll<lgc111cm ckillc11gc, while <H thL· s;1me ri11lL' attempt­
ing to rccovcr the mo1m·11t11m, the i11-countrv scifling, 
;111d the funding from which thL· origi11;il Cl'A had 
benefited. 

rvLllly i11tLT1l;Hio11al workns in AIDS, ;1lrhuugh 
thcv are pushing h;ird, ;1rc discour;1ged th;it the q1i­
demic is still r;1gi11g without -.;ufficie11t support. 'fhc 
nussive respollSL', motiv;ltion, progr.1111 <lCtivitv ;111d 
funding i11cre;1o;es rh;lt wne seen in the initial period 
of 1987-1990 have not kept p;lCL' ;1ml ;1re still needed­
L'Ve11 11mre so now. Ir is probahlv worrh 11ori11g th<H i11 
I lJ8lJ ;rnd 1990 sever.ii other counrries were develop­
ing 11atio11;1l levL·I efforts which WL'l"L' i11crl'asi11g, ;111d 
which seemed ro he coming to a level of d·tort llt'<ir 
th;1t of UgamLi. 111 parricuL1r, efforrs in M;1J;1wi, 
R w;111da, Burundi, T111z.1 n i<l, Zaire, ;111d C;1111croo11 
were ;ill cxp;llldi11g, hut did not i11cre;1se L'Irnugh. 

111 Africa, the principal diffnence between the pro-



gram in Uganda and all other countries in those early 
years was level of commitment and intemity of effort. 
I would periodically make visits to several of the Afri­
can countries one after another, to detnmine needs, 
support public education efforts, discuss m;lllage­
ment or money, and would invariably come hack to 

Geneva wirh thl' 1ihsLTV;Hion that there w;1s simply no 
comparison between the neighboring countries ;llld 
lJgJIHb in terms of what was happrning. This is 
totally consistent with the growing liter;iture on pub­
lic education for behavior change, which is incrc1s­
ingly showing the necessity ;llld primary imporL1nct· 
of inremity of effort (L'.g., ;ls opposed to perfection of 
message, perfrcrion of strategy, ere) (Hornick I\. Pub­
liL· He;1lth Communication: Making sense of contra­
dictory evidrnce. Unpublished.). 

Much of the regret rlut m;llly workers in the field 
have felt is rhat other countries besides Uganda were 
also increasing their efforts in the LitL' I 980s and early 
1990s, Jnd that the level of activity subsequently 
decrc<lsed, or failed to continue to increase cnm1gh 
over rhe List decade. 

The challenge today, of course, is how to scale up 
now, ro incre;1se efforts now. Ar this point, rhcre ;HL' 
new opportunities and possibilities that did not exist 
previously. For example, some hope lies with the new 
lnternation;1I Partnership on AIDS in Afric;1, recently 
convened hy UNAIDS in London, ;ls ;1 result of 
renewed re;iliL;Hion at gloh;1J il'Vel of rhe full scale 
of the dis;1srn, ;llld rhe ;1ssociated discussion ;1hout 
the need to ;lt le;1sr triple inrern;itirn1;1I resources 
devoted to this epidemic over the next 5 yL·ars. This 
time sL·;11c nuy not he good enough. Hope ;1lso lies 
with new managc1llt'Jlt at the \VHO. However, m;llly 
arc still hoping tor a clear st<Ht'me1H of prioritv for 
this rising epidemic of AIDS-so far onlv toh;1cco ;1nd 
m;1Liri;1 have risen to this level of intert·st, hut nor 
AIDS or TB. Hope lies too in a new task forn· for 
Africa of the World Bank: it would he gre;irly hendi­
ci;1I for irs senior m;rn;1gcmenr to L·onrinuously bring 
up AIDS when spe;1king to AfriL·;rn ;rnd Asian 1t~;1ders 
in the context of ;1ny ;llld ;111 of their work. Hnpe lies 
in reports of ;1 heightened intnest on rhe p;1rt of the 
UNICFF List ;111d South African Reg1un;1I CHlice 
(FSAROJ, which has recently dccL1red AIDS ;1s their 
m;11n priorirv. And hope lies in the JTCL'nt eng;1gement 
of ;1 few orhn world le;1ders, including clergv, who ;1re 
now spc;1king our and talking directly with Africrn 
;1 ml othLT leaders. Heads of st<HL' nel'll to know th;H 
tlll'y ;1re CL'lltral and essential ru this effort and to pre­
wnring AIDS ;1111ong tht·ir own country popuLiriun.s. 

·rhe most urgent needs ;ire noted in T1hle 2. Wh;H 
needs to he done is nor cumplicatl'll: whar is llL'l'lkd is 
k;1dership, lllonev ;1ml a tncus on yourh. 1·' First, 
n1;rnv counrrv lc:1ders still need to 111;1kc rhc decision . . 

to lllounr ;lll open and highly visible 11;1tional c;1m­
paign and support rhe AIDS progr;1rn rhL·111sclves hy 
speaking openly, for tht' benefit of rhe country. Cor-
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Table 2 Most urgent needs 

Global and country leade1sh1p 
Leadership in/for Africa, l11d1a, possibly other areas; regular 

engagement of i\frican and other leaders 
Reduct1011 of stigma-open talk i11 country, at every opportunity 
Funds to country p1ograms 
Focus of programs on 10-20 year olds 
Mul11ple-cha1111el engagernenl of you11g people 

To protecl them.>elves based on full information of what is and is 
not safe 

Challenging of myths 
Provicling activities. alternatives 

Active outside support to country programs from public, private, 
health, religious ancl global leadership groups committed to 
halting the epidemic 

por;He le;1dcrs, spiritual advisor~, ;rnd othcrs from 
;1round the world need to persistently and relentlessly 
L'ncouragc this, ;rnd African ;rnd other country le;1ders 
need rn encourage L';1ch other. 

LL-;1dership ;rnd open speaking is central to reduc­
ing srigllla and reversing \videspread denial. Ugandan 
President Muscvini in rhc LitL' 1980s not only spoke 
our :1hour AIDS, and did so reguhrl~', hut instructed 
thL· governmcnr crnployL'L'S of ;111 Ministries to ralk 
;1hnur AIDS ar all governlllcllt and public meetings, 
i.e., not just those in which AIDS was rhc topic, but 
:1lso ar agriculture, livcstock, or whatever other 
forum. The srig111;1 still exists, ;rnd rhe continuous dia­
logue to reverse srig111;1s is still needed. 

The an;1logv of rhc frog i11 hot W;ltt'r is pcrri11ent ru 
rhe African AIDS siru;Hion. A frog in hnr water, 
where rhc remper;nurL' had been increased verv gr;1d­
u;11iv, will nor feel rhe watLT as hor; whcre;1s :1 frog pur 
suddenly in hot w:ner will jump our. Afriuns k1vc 
adjusted to rhis frL·quL'IKY of L';Hlv dc;nh, disclSL>, 
newly orph;rncd children ;111d fu11er;1ls. It is now nor­
m:tl. Ir is up ru us who ;He nor in rh;it siruarion ti> 
point our the reversibk n:Hure of rhis epidemic, :rnd 
provide rhc :1ssist;111ce ;111d support to 111:1ke this revn­
s;1I. The :1w;1ke11ing of k·;1dns io; ;rnd will co11rin11ously 
rclll;l in ;1 priority. 

Ir is ;1lso nor ;lt ;111 lurd to see wh;1t is required in 
terms of prcvenrion rL·snurL'L'S. LJg;rnLLi spL·nds ;1hour 
18 1nill1011 dulhrs ;l year for a pnpul:nion of roughly 
33 million. Uganda h;1s kept up rhis kvel of spending 
;llld rhe effort h;1s conrinued w p;1v off. i'vlosr other 
countries ;ire nor heing provided wirh suflicienr ;1id, 
or c;rnnor spend ;lt this level. This is 11or ;1 large ;1nH>UIH 
of funds: for :111 of Afric;1 it prohahly amnunrs ro a hour 
550 million dolL1rs ;1 year needed for prevention, 
which is proh;1bly only :1hout rhrec rimes wh:n i.s 
hL·ing spent now. Funds ;HL' ;1lso llt'eLled ro support 
ctrt·. ·rhis ;1rnou11t should he rorall~· ;1chicv;1hle; ir is 
11or trillions. The i111p;1cr of ;lll ;1ddirion:1I 500 to (i()l) 

million llSD 01cr wh;lt is l1t'mg spent currl'lltlv, if 
rL·ally devoted ro prn•enrio11, could h;1ve an enorlllous 
;rnd long-term impact. 

Ar rhe s;1111e rime, we should he w:irv of gifts, don;1-
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tions, ;rnd ;11rnouncemL'1HS of Lnge .1111ounh of 111011L·vs 
th;ir rl';1lly go tow;ird donor i1Hcrl'sts, r;irhn rh;1n ro 
rhl' COU1Hr~' il'VL'I work nLTLkd 111 prCVL'1Hion or C;Jrl'. 

l'rogr;1111111;HiG1lly, infonnirion dissl'min;Hion ;111d 
progr;1111ming for yourh ;He srill kl'y. ;\m;11.ingly 
L'nough, mvths srill need to he dcilr with. A recenr 
;Jrtick· in rhl' W;1shington Post doct1111enrs beliefs in 
South Afric1 rkH onlv rh1n women c;111 rr;111s111ir AIDS, 
concerns rh;H 11nsons h;JVL' injecrl'd h:111;111;1s ;ind 
or.rnges with HIV, ;iml questions from ;111 1nfrcrL·d 
wom;in ;Js to wherher shl' could get rid of thl' infrc­
rirn1 hv 'p;1ssing ir h;id; ro hn hovfril'ml'. 

ThL'SL' :lrL· thl' s;111lL' rvpL·s of qul'stions Wl' hL":lrd I 0 
vc;HS :1go in Ug:111d;1, ;111d thl' progr;1m rl'view of 
I 0 Vl';1rs ;Jgo l'nC<HILlgl'd 111;1jor efforts to dispt·l 11wrhs. 
Thesl' rypl's of crn1cnns rl'VL';JI ignor:111Cl'. lgnor;11JCL' 
is nor srupidirv: ignor;111n· is thL· :1hsl'nCL" of i11forn1;1-
rirn1, ;111d rhc .1hsl'llLL' of ;1 sufticie1HI~, ;iLtivl' i11form;Hirn1 
pre igr:1111. 

i'vlost of .111, children ;1gnl I 0-1 'J llL'l'll ru he 
re;1cl1L·Ll. 1

'
1 We still need to t;1lk verv opL·nlv to thL·111, 

11roviding direct i11form;ltio11 ;1s ro wh;H is s;1tc, wh;H 
is nor s;ife, providl' skills to ;1vuid risk hL·h:1vior in sl'x, 
;111d ;1 v;1ril'tV of ;1crivitil's to kcl'p voung pnsons husv, 
moriv:Hcd ;111d ru ;ivoid SL'xu;il imcrcoursl' or intn­
coursl' without ;i cu11do111. iVL111v progr;1111 idL':lS :Hl' 
;1round, proh;1hlv ;ill useful~ thl' i1Hc11sirv of the cdu­
c;Hion;il ;111d support dforr for this CUITL'llt cohort of 
Vl'I"\ voung l1L'<>pk will dcrn111i11l' the lcvl'I of succl'ss. 

CONCLUSION 

\Vh;H Dr i\11;11111 h:1d ;Jccomplished w;1s .1 111ohili1.;Hio11 
ot' 11i;111y coumril'.S. 'lwo of rhL"SL' COU!ltril'S, hL'ClllSL' of 
thL"ir nw11 cou1Hrv lc:1dnship ;J!Hl snious11css of co11-
LL'rn, turned thL' corner on the cpidL·1111c. In d1l'sc two 
countrics rhc cornn w;1s turncd, not through gcnius, 
hut through dforr. 

Ti1d;1v this l'ffort is still nor being ni;1Lk to ;1 suffi­
cil'1H sc;1k in most dnL·loping cuu11rr1es. The result is 
;J g./nf1<il !cue! /ifd,t!Jll' t/Jat cq11,Tfo. t/Je lary,co./ c/1idl'l11ics 
in <11/ "( tl.1c l11st"ry "/ 111u11. ·rhe onlv differL'llL'L' 
between this cpidL·mic ;111d thl' orlwr worsr L'Vl'r L'pi­
Lk111ics is th;lt rhis onl' is dt1L· ro /(J/,i/ 1111111.711 /aili11,t;,­
lut,i/. ln'c:,11t5c the tcdm"l".t:.-" /i1r ""11trul exists. 

Dr l'vL11111 is crnlired with iniri;illy 111ohili1.i11g rhe 
world, \T;1rs ;1go. In ;1ddirirn1 to pushing cm11irrv pro­
gr:1111s, his ;1dv<>L·;1L·v includnl ;J summit of ;ill IVlinis­
rns of 1-k:ilrh fro111 ;iround till' world. 1-k spoke on 
A IDS ;H thl' LIN CL'nL·r;1 I Assc111 hi v-rhc ti rsr ri111l' 
L'VL'I' th:lt onl' disL'<lSL' w;1s discussl'd ;1[ this forum. I-IL' 
r;1isl'd thL· level of intl'rest to where ir w;1s nL'L'Llcd in 
rhl' i 11 tl'rn:Hion:1 I crn111m111 i ry. 1-k fou ndnl \Vo rid 
AIDS 1);1v, srill 011 rhc gloh;1l c1lcnd;ir. HL' f.1cilit:HL'd 
thl' p;1ss;1ge of ;1 World Hc;1lrh RL"sol11rio11 in L'VLT)' 
co1111trv i11 the world to ;Jvoid discrimi1urio11 in rl'h­
rio11 ro HIV i11kctio11 ;111d AIDS, ;ind rhc dL·vclopmL'nt 
of a hum;111 rights agenda.' He discussed the 111<11)!.ill-

i1li::i1!1u11 of popul:nions, ;111d thl'ir rl's11lr:111r 1;11l11cr£1-
hilit.\' ro HIV, :111d rht' !ll'L'd for srJ/idanly wirh these 
11L'< iplcs. I-le pop11 l;1 rizl'd rhcsl' words-sti 11 l'xtreml'lv 
rclcv;111t tod;1v.'· 1'1 

Thl' nL'L'd rod;1y i.s for ;J /i.•11; real leaders /<! gel 
/<1,t:,c!l1Cr i111d l//dl;c d dcos1rJ11 /<!use t/!ctr li111c n111/Ji:o. 
Jilam·/ 11/ tl1is 11111111c11/ /rJ 1/.11s c:a11sc. This c;iusc is UllL' 
rh;1t rcvc:ils how somL' uf us ;Jrl' 111orl' m:irgi11;1li1.cd, 
morL' v1il11LT;1hlc, :111d i11 llel'd of 111nre solid;irit~' fro111 
those who c;1n SL'L' ir clc;1rly ;111d help. 

Afric;1 is itsL·lf rhc conril1L'1H of m;1rgi11:1li1.;Hinn; rhL· 
v11l11cr;il1ilirv of its peopk is clc;1r, ;111d the lll'l'd for 
hl'lp urgL·1Jt. ThLTL' ;Hl' sever;il c;111did;irc k;1dns who 
I rh111k 1rn1st 111ecr ;1hour rhis rl'guhrlv ;111d dl'l'L·lop ;1 
progr:1111 of work th;i t e11g;1gL'S A fric;111 :111d nrher 
k·;1Lkrs rL·guL1rlv to focus nn ;1ctivc HIV/AIDS prl'VL'll­
rion in ;i w:w rh;ir is scvn;1l rimes thL· cmrem level of 
dforr. This group should rl'porr rL·g11Lirl1 ro t';1ch 
other on ;J few VLTI' L';JSV to 111L';JSUrL' indiL';l[ors of lcvl'I 
of :1Ltivirv. Some of rhe 11LTso11s who I would hopl' 
would hcuJ111e cng:1gl'LI in this :ire :1lrL·:1dv l'ng:1gL·d­
ir jusr lll'L'ds ro gl't ;1 lirrlc lllml' org;111i1.l'Li. ·rhe sit11;1-
tio11 of l11di;1 should ;Jlso hl' on thl' ;Jgl'nd;i. 

Some of rmL1v\ le:1ders i11 hL-;1lrh, h11111;111 rights 
;111d cqu:il oppurrunirv, who h:1VL' L'Xprl'sscd solid:1ritv 
w1rh orhn pcopks, h;1Vt' hl'gun ro spc;1k <Hit morl' 
;111d more. This group should wnrk hnrh indL·1w11-
de11rh· ;111d 111 coo11er;Hio11 wirh so111e of thL· current 
le:1dLTship of UNJ\IDS, Wl-10, UNICIT, rhc \Vorld 
l·bnk, llSAID, ;ind othl'rs to c;ill ;\friun k:1dership 
rogl'thcr ro limit thL· d;1111:1gl', ;111d :1lso to mcl't with 
this ic;1dersl11p ;1[ other opporru11irics. In I')~(), we 
wnc cng;1gl'LI in dt'scrihing ;111 urgL'1H situ;Hion, si1Kl' 
ovl'r 1.S 111illion persons were hl'ing infected e;1ch 
ve;1r. Now lll';lrlv (, n1illion lll'W inft.cri1ins ocn1r pl'r 
vc;ir ;111LI rhL· 11u111hns ;11T srill rising. Ir is h;ird ro 
i11ugi11L· so 111;1nv n1urL· funn:1ls, and srill ::.11,-/.1 li111i1cd 
l.1"1/1 /i"<1111 tl.>c t111/siill'. Ir is h;ird to i111;1gi11c how 111;111v 
more de;Hhs will occur (T;1hle 3). ThL· cu111uLHivl' his­
tory of thl' epidemic ;111d S<lllll' projections ;HL' SL'l'll in 
"L1hlc 4. Nohody rL";1Jlv knows how 11111ch worSL' this 
will gL·t. Ir i~ ;1lre;1dv a tor;1l disastn, ;111d wirlwm rhe 
fu 11 responsl' 11l'L'Lkd. 

The reCL'IH 111n·ri11gs, str;HL'g1cs, new r;1sk forcl'S 
;irnl vLTh:1l co111111inrn·1Hs providl' hope. Wl' ;ill re111;1i11 
l';lgL·r to SL'L' it enough ;1ction will follow, ;111d whiL·h 
org;111i1.:ltions ;111d le:1dl'rs will f;1ce this rt·;1l ch:1lll'l1gl'. 

Table 3 Cu1re11t situatio11: more knowleclge 011 what works, 
less application, rnassively sp1eacli11g ep1cle1111c 

No. ol perso11·; 
11ewly irifecLecl State of l11te11s1ty 

per year k11owleclge of progr~111s 

1985 0. 5 111illio11/year + + 
1990 1.5 1nillion/ye~r +I !·++ 
1998 5.8 111ill1011/ye& ++ ++ ++-+ ++ 
2000-2010 (I) (7) 



Table 4 Cumulative HIV infections aml AIDS history 

and projections-global 

HIV infections 
AIDS cleath 

1980' 

0 
0 

1990' 

10 million 
1.5 inillion 

2000' 

60 million 
18 million 

2010\11" 

> 100 111ill1011 
68 million 

•HIV 111fect1u11p101Ja1Jly1Jc0an in tllel940s, p101J,11Jly < 10000 1Jefo1e 1980, 
11one lrn:iwn. 

'WHO/GPA'' 
'H,1Serl 011 e1tirn.-1tt'cf 47 million HIV rnfect1on'.. and 14 111ill1on AIDS cfeatlls 
,'rt cml of 1998 plus r·;rtc of current iricre.-1se of 5-9 1nillrn11 HIV i11fect1011s/ 
yc.ir. 2 0 rnrllron AIDS cfeathc;/ye.-ir. Curr·ent .-i1111ual clenth est11nates very 
iletw1c·e11 1.8 ;rrrr:f 2.5 111illio11/year IC Mu11,1y, WHO, P Del;1y, USAID-personal 
cu1111nu111c,111nr1sl 
1•Cur1e11t USAIOS t:.''.;t1rn~1tes c11e tl1c1t 100 111illio111nfect1011~, will hcive occu11cd 
hy 2007 bJsecl on cu11cnl rntes of i11c1L'L1se. assun112s no ~iclcl1t1onal 1ncrec1ses 
111 1atr.'.>-wh1ch is v1rt11.::illy 1111po~;sible to 1rn.19ine. g1vE.'r1 c111re11t 1esponse. 
De~lths ;11c ~.:;1sie1 to p1erl1cl. since tl1L'y follow i11cidcr1t i11fect1011s. Esl1rn,::ites 
here ;..ire of 0.5 1nill1on deJths/ye;.:ir i11c1c;ise 11r11il they qr11Jil17.e ,:it 6 rnill1on 
rfeaths/yc;rr in 2007 These are all proliaiJly conscrvi1l1vc est1111,it~s. (Ma11y 
epide1111olog1'.-it'.i prefe1 1101 to refer to curnulritive est1111riles. in particulru fo1 
111fecl1011~;. ;rnd p1cfer lo look at 11lCicJe11t r·<=itcs. Ct1rit:'11t inc1d011l rcites foi HIV 
inlert1on~; c1nd d(:ci!hs L=ire i10lf.1d ,1tJove (T,:il)le l) 

~ 1 AssiinH~:; no 111ajor ,1dv:=inces 1n drug thert=ipy mncle availal)IC to Africa, tind 
no rnr.ijor vaccine '1CJvC11ices made availcliJle to Af11ca Both assur"npt1ons t=i1e tJy 
lar lire rnosl lrkely sccn.-1110. 
'' Tliese nurnlJcrs grently rrirldrstance ,111 pr·ior epirle1111cs irr the history of 
rnan. ;=incl appioximrltC all clr:,1th:i ti om war i11 lile 20th ccntl!ly corrilJ1nQtJ. 

This matter is serious enough that it is fair to say th~it 
history will judge us-as individuals and organiza­
tions-;1s to who did and who did not respond at this 
point <lS well. Le.1dership, reduction of stigma, funds 
to countrv programs and a heavilv focused effort 
row.ird youth arc mge11tly needed to limit funhn 
d.1111agc .111d reverse this course. 
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