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• 

• 

• 

• 

Raise the issue in international fora. International development organizations, including 
the Bank, should work to ensure that HIV/AIDS and its impact on development are top­
priority agenda items at all high-level meetings involving Africa. These include the annual 
meetings of the Bank, the Southern Africa Development Community (SADC), the 
European Union, the East African Community, the G8, Club du Sahel, Comite Inter-Etats 
de Lutte Contre la Secheresse dans le Sahel (CILSS), and the Organization for African 
Unity (OAU). 

Develop country, subregional, and sector-specific presentations on the impact of HIV/AIDS 
on development, along with realistic solutions. The president of the Bank, managing 
directors, regional vice presidents, executive directors, country directors, sector managers, 
and Bank staff from every sector frequently meet with their country counterparts in 
national governments. This provides an opportunity to raise awareness and develop 
innovative strategies for responding to the epidemic at all levels and in every sector. In 
Eastern and Southern Africa, there may be value added in initiating multicountry, 
subregional programs to curb the further spread of the epidemic. Subregional projects are 
being initiated by the Great Lakes and SADC countries. The Bank's AIDS Campaign 
Team for Africa (ACTafrica) will work closely with UNAIDS and UNAIDS Theme 
Groups in countries to help develop these projects. 

Sponsor and conduct conferences, workshops, and seminars to obtain broader buy-in for 
the intensified action. The Bank will sponsor and participate in international and regional 
conferences on HIV I AIDS to strengthen partnerships with other organizations for this 
intensified action. In addition, ACTafrica will conduct up to five workshops or seminars 
during fiscal year 2000, mainly in Africa, and offer future ones based on identified needs. 
These workshops and seminars may offer training to Bank staff and country counterparts 
on the socioeconomic costs of HIV/AIDS, the actual impact of the epidemic on 
development, design of programs, management and evaluation of HIV/ AIDS projects, 
impact analysis, and projection modeling. Seminars will bring together technical 
specialists within and across sectors to brainstorm and develop innovative ideas for 
addressing the epidemic's impact within each sector. 

ldentifY international and African firms to mobilize the private sector in Africa to join the 
efforts to intensijj; action. International firms such as Levi Straus and Shell Oil, as well as 
many national firms, are already incorporating AIDS-prevention activities into their 
workplace activities and can play an important role in mobilizing others in Africa. 
Enlisting the help of these firms, the Bank can organize meetings of business leaders 
throughout Africa to help them understand why they should take action and what they can 
do. Business interests as well as the social dimensions of their involvement will be 
analyzed further with the assistance of ACTafrica. 
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l.b. Build Local Capacity in National and Local Government, Civil Society, and the 
Private Sector to Lead and Implement Effective Programs 

Governments and communities must take the lead to slow the spread of the epidemic and 
alleviate its impact on their societies. The capacity needed to respond is overwhelming and 
requires ongoing support and reinforcement. Not only is it necessary to expand knowledge and 
skills in controlling the epidemic, it is important to continually replenish the capacity as 
increasingly more professionals and skilled workers die of AIDS. Countries need to be planning 
ahead for the manpower needs that will result from the millions of premature deaths. 

• Provide technical assistance to countries. The Bank is well placed to provide technical 
assistance to countries to assess the impact of the epidemic on manpower and help sectors 
plan for replenishing the experience and skills Jost. Technical assistance can also be 
provided to strengthen institutional capability to provide the multisectoral response that is 
needed. 

• Expand existing management training programs to include national leaders and staff 
dealing with the HIV/AIDS epidemic. Managers at all levels involved in HIV/AIDS 
prevention and care need skills such as strategic planning, decision-making, and program, 
financial, and human resource management. By extending existing capacity-building 
programs that strengthen these general management skills to managers of HIV/AIDS­
prevention and -care programs, the capacity to lead HIV/AIDS-prevention efforts will be 
increased. A needs assessment by countries and the Bank will determine which HIV/AIDS 
managers need skill development in these areas. Bank staff will work with country 
counterparts to plan and prioritize based on the identified needs. 

• Identify opportunities to modify existing Bank-financed projects and develop new projects 
to include strong components to build the capacity ofpeople in all sectors to manage and 
implement HIV/AIDS-prevention and -care programs. It is necessary to identify the 
training needs of people in all sectors to enable them to incorporate strategies to slow the 
epidemic and mitigate its impact. ACT africa will provide technical assistance to undertake 
these assessments. According to the assessed needs, Bank staff and country counterparts 
will incorporate training, study tours, and other capacity-building methods focusing 
specifically on HIV I AIDS prevention, care, and treatment. 
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2. Strengthen the Bank's Own Capacity to Respond to Increased Demand 

2.a. Place HIV/AIDS as a Central Element of the World Bank's Development Agenda for 
SSA 

Placing HIV/AIDS at the center of the Bank's development agenda for these countries and 
addressing it in all elements of the Comprehensive Development Framework will ensure that: 1) 
innovative ways to slow the spread of HIV/ AIDS and minimize its impact are considered within 
every sector and for every country with a growing epidemic; and 2) adequate resources are made 
available. Senior Bank management and country and sector teams will play a key role m 
integrating HIV/AIDS into the development agenda of the Bank and its country partners. 

• 

• 

• 

• 

Provide resources and issue a clear statement (including instructions and timetables) from 
the Bank president and Africa regional vice presidents to country teams to address 
HIV/AIDS in all ongoing andfuture projects and activities in Africa. The statement should 
challenge and support Bank staff to address HIV I AIDS in parallel with the Comprehensive 
Development Framework, looking for impact and identifying ways to reduce it. This will 
be done by providing funding to Bank country teams to assess, plan, and provide technical 
assistance. In addition, strong Bank participation will be required in UNAIDS Theme 
Groups in countries to strengthen the national response. This is especially important in 
countries where the Bank does not have a health portfolio. The Bank's active presence 
within the Theme Groups will demonstrate a corporate recognition of the relationship 
between HIV/AIDS and overall development. This will further the incorporation of 
HIV/AIDS into a country's larger development context. 

Include HIV/AIDS as a required component of all country assistance strategies (CASs) . 
The Africa Region already incorporates HIV/AIDS prevalence rates in the table of key 
indicators of economic and human development appearing in each CAS, which defines the 
Bank's role in the future development of a country. But there is much more to be done. 
CASs for hard-hit countries should be expected to include credible plans, whether funded 
by the Bank or not, detailing how the country intends to address the epidemic. This will 
ensure that HIV I AIDS is part of the country dialogue. This not only raises the awareness 
of national leaders regarding the epidemic and its impact but ensures that the country 
program incorporates the necessary components to support a multisectoral, national 
program that is coordinated with UNAIDS and with donors. 

Require AIDS impact assessments for all Bank projects. Many Bank projects have the 
potential to either slow HIV I AIDS and mitigate its impact or contribute to further spread of 
the epidemic. An impact assessment is essential to decision-making and project design. 
The Bank can sharply improve analysis of the potential project impact on HIV/AIDS by 
screening projects for AIDS-prevention potential and recommending and financing the 
implementation of mitigation measures. 

Issue a Bank operational policy (OP) or operational directive (OD) on HIV/AIDS. The 
Bank will issue an OP or OD regarding HIV/ AIDS to provide guidance to Bank staff on 
how to treat the issue in Bank policy dialogue and in Bank-financed projects and programs. 
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It will provide guidance to countries to implement a policy framework that facilitates the 
use of tools known to be effective against HIV/AIDS. This would include, for example, 
laws that prohibit discrimination against people infected with HIV in employment or in 
access to health care. It would also provide mechanisms to allow people to be tested 
completely anonymously so that they can learn their status without risk that this 
information will be used against them. Both these measures would encourage individuals 
to undertake VCT. An enabling policy environment would also include policies to 
subsidize purchase and distribution of condoms and diagnostic reagents. 

2.b. Build Capacity within the Bank to Intensify Action against AIDS in Africa 

To play a leadership role in mobilizing others to expand the response to the HIV/AIDS 
epidemic, the Bank needs to build the capacity of its own staff and provide the required tools and 
resources. Bank staff in all sectors need to realize the impact of HIV I AIDS on various sectors, 
and they will need country, subregional, and sector-specific data and projections to inform and 
influence their country counterparts as well as the tools and resources to incorporate them into 
projects. The data must be timely, accurate, and relative, yet easily understood by non-health 
professionals. 

Demand for information and technical support is expected to increase once this strategy is 
approved. ACTafrica has been established to meet this demand and support the mainstreaming 
of the HIV I AIDS agenda into all Bank activities. 

• Through ACTafrica, provide operational support in mainstreaming HIV/AIDS activities in 
all sectors and actively promote intensified action. ACTafrica will serve as a critical 
resource to Bank task team leaders at the country, regional, and subregional levels. 
ACTafrica will provide staff time of technical specialists who will support task team 
leaders in the design, implementation, and evaluation of projects with HIV I AIDS 
components in all sectors (see section VI for detailed terms of reference). Seed money will 
also be provided to initiate HIV/AIDS-related activities either through ACTafrica or 
directly to Bank country teams. 

• Expand operational support. "Response agents" or team "affiliates" will be identified in 
resident missions and some Bank offices. These affiliates will be the responsible focal 
point in the country or sector to ensure implementation of the strategy and retrofitting of 
ex1stmg projects. These agents will be trained by ACTafrica and will be extended 
members of ACTafrica. 

• Develop tools and briefs for Bank country teams to inform and motivate their country 
counterparts to respond to the epidemic. ACTafrica will develop tools for incorporating 
HIV/AIDS activities in all sectors. In close collaboration with UNAIDS, it will research, 
develop, and package country-specific HIV/AIDS status reports and presentations for all 
countries in the region and update them regularly. These tools will provide guidelines for 
task teams to assess needs and determine the most relevant actions to take. 

31 



• Collect and disseminate information and documentation throughout the Bank and 
externally at central and country levels to inform staff and others of intervention tools and 
success stories. ACTafrica will collect information in close collaboration with UNAIDS. 
These documents will inform staff and can be further disseminated to country partners. 
ACT africa will also actively prepare information for the press and use the international 
press as a partner to inform and motivate others to take action. 

• Provide adequate resources to Bank country teams. The work that has been done within 
the Bank in the past 14 months clearly demonstrates that country teams are willing to 
intensify HIV I AIDS activities in all sectors, given the resources. Additional funds will be 
earmarked for HIV I AIDS so that countries can carry out many of the activities proposed in 
this strategic plan. ACTafrica will also provide technical support to the country and sector 
teams. 

• Develop and maintain Web pages to provide up-to-date information and best practices on 
HIV/AIDS and serve as a resource to Bank staff throughout the world. Currently, the Bank 
operates two Web sites that deal with general HIV I AIDS issues and with the economic 
aspects of the epidemic. These need to be developed further, and additional ones 
established specifically for this initiative to serve as an efficient mechanism to disseminate 
valuable information. There is also a need to establish Web sites for the countries 
themselves to exchange experiences and lessons learned. These could be based on sub­
regions (SADC, the Great Lakes region, West and Central Africa) or could be established 
for countries sharing a common language (French and English). 

2.c. Strengthen Activities to Reduce the Impact of Socioeconomic Factors Influencing 
Epidemic Spread 

Much of the work that the Bank and others are doing to reform health care, reduce poverty, 
improve the status of women, and build capacity are already helping to control the HIV/AIDS 
epidemic and mitigate its impact. Even though these programs do not specifically address 
HIV I AIDS, they address the root causes of vulnerability and deal with the very factors that allow 
the epidemic to spread. Therefore, it is important to continue supporting these strategies to help 
prevent further spread of the epidemic. There are few incremental costs associated with this 
objective but the benefits are significant. ACTafrica will work closely with the different 
networks, sector boards, and councils of the Bank to include HIV/AIDS activities in these areas. 

• Educate girls. An increased level of education provides young girls with earning power to 
enhance their economic independence, which may keep them from resorting to commercial 
sex work for economic survival, thereby reducing their risk of HIV infection. Education 
also provides girls with the confidence and the basic knowledge to make sound decisions 
about their sexual health, again reducing their risk of contracting HIV. Increased efforts in 
girls' education are needed now because young girls are disproportionately infected and 
affected by this epidemic and by the many other reproductive health problems they face, 
such as female genital mutilation and unwanted pregnancy. Not only are they being 
infected with HIV, they are being pulled out of school to care for sick relatives or assume 
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family responsibilities as their parents die. Efforts to increase girls' education should take 
these problems into account and find solutions to them. 

• Reduce poverty. Poverty is an important determinant in this epidemic, forcing people to 
migrate away from their families to find employment or into commercial sex work for 
economic survival---placing them at high risk of HIV infection. The epidemic is also 
increasing poverty for families as resources that otherwise would have been spent on 
education fees, food, cash crops, or other productive investments are allocated to medical 
care for those infected. On the other hand, poor households are more vulnerable to the 
impact of an AIDS death, implying that general antipoverty policies and programs can also 
mitigate the impact of AIDS (World Bank, l 997a). The Bank must assist governments to 
create and maintain social safety nets, especially for families who have lost members to 
AIDS. ACTafrica will collaborate closely with the Bank's ongoing poverty alleviation 
efforts. 

• Make health sector reform more HIV/AIDS sensitive. Health sector reform is predicated on 
reallocation of expenditures from non-cost-effective, predominantly curative interventions 
to those that are the most cost-effective, preventive, and community-based. Health reform 
is driven by legal, regulatory, and financial measures to achieve decentralization, increased 
access, sustainable financing, individual responsibility for one's own behavior, and 
provider responsibility for service quality and coverage. All these elements are also crucial 
to create an enabling environment to respond effectively to HIV/AIDS. Moreover, both 
health sector reform and HIV/AIDS challenge: the current organization and management 
of the health sector (personnel, infrastructure, provider-client-community interaction); the 
health sector's ability to coordinate with other sectors/ministries; and the capacity to 
address both biological and societal vulnerability risk factors for disease. 

• 

• 

Yet as the HIV I AIDS epidemic continues to grow it increases the obstacles to health sector 
reform, which is needed now more than ever to ensure that health care is accessible to all. 
The costs of screening blood, HIV counseling and testing, drugs for STis and opportunistic 
infections, and basic palliative care for AIDS patients are high, requiring more efficiency 
and financing alternatives. Through health sector reform, HIV/AIDS programs are being 
decentralized to districts without much-needed strong central guidance and sufficient 
resources. Those involved in health sector reform in countries that have very high 
HIV/AIDS prevalence need to consider· the impact of this epidemic on the health sector in 
order to reach their goals. 

Expand gender initiatives. The HIV/AIDS epidemic has brought the effects of gender 
inequality to the forefront. Important strides have been made to improve the status of 
women and their role in society; however, much work remains to be done to enable women 
to make decisions that protect them from HIV infection, provide them with alternative 
means of protection, and afford them the economic freedom needed to survive. ACTafrica 
will integrate relevant components of this strategic plan with Bank gender initiatives. 

Improve reproductive health. Africa possesses the world's highest maternal mortality ratio, 
highest infant mortality rate, highest fertility rate, highest unmet need for family planning, 
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lowest contraceptive prevalence rate, and highest regional prevalence of HIV and other 
STis. In addition to facilitating HIV transmission, STls and their sequelae entail enormous 
health and socioeconomic costs, including infertility, congenital infection, and low birth­
weight. High fertility and rapid population growth impede efforts to reduce poverty, 
putting increased pressure on public funds such that there are fewer resources to invest in 
education, health, and other vital sectors. Strengthening and expanding existing 
reproductive health programs and integrating HIV/AIDS-prevention strategies will improve 
services and reach a large number of vulnerable women who are not being reached through 
other mechanisms. 

• Strengthen capacity building. African nations will feel the impact of the HIV/AIDS 
epidemic for a long time to come and must be able to sustain their epidemic response to 
prevent further spread and mitigate the ongoing impact. Building the capacity of African 
governments, civil society (including NGOs and community-based organizations), and the 
private sector to mobilize and lead an effective response to this epidemic is critical. A 
long-term and sustainable response to the HIV/AIDS epidemic depends on building the 
critical mass of people in all sectors to replace those lost to the epidemic. 

3. Expand Available Resources 

3.a. Increase Funding for HIV/AIDS Prevention, Care, and Treatment 

The Bank began funding HIV/AIDS-related projects in 1986. To date, it has disbursed 
over US$760 million for over 75 projects worldwide. Fifty-five percent of these resources are 
through the International Bank for Reconstruction and Development (IBRD) and 45 percent are 
through the International Development Association (IDA). Currently, there are three 
freestanding HIV/AIDS projects in SSA (Kenya, Uganda, and Zimbabwe) and a few more with 
HIV I AIDS components. The freestanding projects will be completed during the next 18 to 24 
months, and no new freestanding projects are under preparation. An assessment needs to be 
conducted immediately to determine the consequences of either planning for follow-up projects 
or integrating HIV/AIDS components into health sector reform projects. Many countries, 
especially in Southern Africa, are reluctant to borrow and have relied on grant funding in the 
past. Given the gravity of the problem, the Bank should find a way to assist these countries 
through collaboration with bilateral or multilateral donors. 

Many of the activities planned for this strategy will help reverse the decline in lending and 
grant support. Mobilization within the Bank and at the country level will increase demand 
among African governments for Bank resources for HIV/ AIDS activities. Mobilization at the 
international level will increase grant resources from bilateral and multilateral donors. 

• Initiate and support Bank response. The annual budget for ACTafrica will be 
approximately US$3 million. Additionally, several country and sector directors have 
earmarked money in their budgets specifically for HIV I AIDS activities. It is essential that 
funding comes directly from the country and sector budgets to provide task team leaders 
with the flexibility they require. 
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• Provide grant support to the Bank. Trust fund support of US$ l million from the 
Norwegian Royal Ministry for Foreign Affairs has enabled the current HIV I AIDS team to 
initiate several activities, including the preparation of this strategy. Additional grant 
funding will be required to sustain these activities for the next five years. 

• Provide Bank grant.funding to UNAIDS. The Bank provides a grant of US$3 million from 
the Development Grant Facility to UNAIDS to implement programs in West Africa, 
Southeast Asia, and Latin America and the Caribbean, and to provide core funding for the 
UNAIDS Secretariat. This grant must be continued to foster partnerships and support 
mobilization of resources at the national and regional levels, in addition to capacity 
building. 

• Redirect ongoing project funds to HIV/AIDS act1v1t1es. In many countries, ongoing 
projects can incorporate HIV I AIDS activities at little additional cost, simply by redirecting 
some funding toward HIV I AIDS activities or by redeploying some of the undisbursed 
resources already earmarked for HIV I AIDS activities. This will help either to scale up 
existing activities or start new ones. 

• Utilize innovative mechanisms to deliver resources to local governments, NGOs, and 
communities. Social fund projects have been successful in channeling funds to 
communities by supporting NGOs, the private sector, and local governments. This strategy 
will take advantage of existing and new social funds to make resources available to 
communities. Modalities will be established to appraise and deliver funds to communities 
and NGOs through local governments, line ministries, implementing agencies, and/or 
regional NGOs, or directly to communities, civil society, and private sector organizations 
with proven management skills. 

• Include HIV/AIDS in the Heavily Indebted Poor Countries (Hf PC) debt initiative. An 
attempt will be made to include HIV I AIDS in the HIPC debt initiative promoted by the 
Bank. This existing mechanism may be used as an incentive to encourage countries to 
intensify their HIV/AIDS programs regardless of debt status and will be used to place 
HIV I AIDS prevention at the center of the country debt relief program and projects. Efforts 
will be made to integrate HIV I AIDS into reform programs, structures, and social policy 
reforms for beneficiary countries. The HIPC Trust Fund will finance HIV I AIDS activities 
through the national- or district-level AIDS programs. 

3.b. Use a Multisectoral Approach to Retrofit Existing Bank-Financed Projects to Reach 
More Vulnerable Populations and to Address Their Long-Term Needs Created by 
HIV/AIDS 

This epidemic is seriously depleting valuable human resources in all sectors. Not only is it 
necessary to prevent further spread of infection, it is also essential to take steps now to alleviate 
many of the direct and indirect effects this epidemic will have on the sectors in the longer term. 

Many ongoing projects in education, health and population, infrastructure, agriculture, and 
other sectors involve people who are vulnerable to contracting HIV. Integrating proven 
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interventions against HIV/AIDS into ongoing projects would cost little, but would greatly 
expand the number of people who hear the important messages and gain access to tools for 
prevention. People managing and implementing these projects need the encouragement and the 
tools to retrofit their projects with HIV I AIDS initiatives. The activities suggested below are just 
examples that can be applied in many different settings to expand coverage. 

• 

• 

• 

Assess the impact of HIV/AIDS on sectors and help countries plan for the long-term 
impact. Funds will be provided to sector leaders and Bank country teams to support social 
assessment and impact studies and workshops to develop long-range plans. The Bank will 
provide technical assistance to countries to deal with the critical issues raised in this long­
term planning for human resources and help countries analyze options. 

Integrate HIV/AIDS education into existing school and training curricula. Information 
about HIV I AIDS, how it is transmitted, and how it is prevented can easily be integrated 
into curricula for students at all levels; however, strong policies mandating this are needed 
to overcome the unfounded fears that this will increase sexual activity among youth. 
Opportunities for integrating HIV I AIDS education also exist at the college and university 
level, as well as in specialty training programs such as medical, nursing, architecture, 
agriculture, business, and trade schools. Governments can require that HIV/AIDS 
education be incorporated into all government training programs. Occupations that place 
people at high risk of infection should be particularly targeted with HIV/AIDS education. 
Particularly important are training programs for those working in transport/trucking, the 
military, and any occupation that makes people mobile and takes them away from their 
families for long periods. The cost of developing curricula and integrating them into 
existing programs is minimal and can be done at the local level with little external 
assistance. Many ongoing and future Bank-funded programs in various sectors have 
education components that could be expanded to help prevent HIV I AIDS in these sectors. 

Integrate HIV/AIDS education, condom distribution, ST/ treatment, and care and support 
into existing projects that employ workers who are vulnerable to HIV/AIDS. Many Bank­
funded projects employ people who are vulnerable to acquiring or transmitting HIV or are 
feeling the impact of HIV I AIDS on their family. These projects provide an opportunity to 
work with employers to provide the prevention, care, and support activities to their 
employees that will greatly expand the number of people reached. This goes beyond 
educating workers through brochures and training programs to: I) promoting condoms and 
making them available; 2) extending employee benefits programs to include treatment of 
STis and opportunistic infections; and 3) extending these services to the families of 
workers. This same concept can be promoted to all employers in the Bank's work with the 
private sector. It is more than social responsibility-it will decrease the impact of the 
epidemic on all of these sectors. 

3.c. Mobilize the International Community to Leverage Additional Resources 

Funding for HIV I AIDS in SSA has been declining, whereas the epidemic has been 
increasing over and above the worst projections. A new resource mobilization effort needs to be 
launched now to leverage additional resources from donor agencies and the private sector. 
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• 

• 

• 

• 

Take advantage of all major meetings the Bank attends with international partners, heads 
of state, and the private sector to raise awareness of the epidemic and its impact on 
development and to mobilize additional resources. Bank senior management participate in 
many high-level meetings such as the G8 and Bank annual meetings, and have an 
opportunity to influence their colleagues and leverage additional resources formally and 
informally through these meetings. The UNAIDS Secretariat will be organizing meetings 
for donors. Bank senior management can play an important role in these meetings, both in 
contacting donors and in lending its "weight" to such meetings. 

link with international donors to collaborate on or co-fund projects and research and to 
leverage additional funding. Working in partnership with UN AIDS, other United Nations 
agencies, and international donors provides a much-needed synergism and results in less 
duplication of efforts. Through jointly funded projects or research, the interventions or 
research applicability will reach a wider number of stakeholders and move toward reaching 
the scale necessary to slow the spread of the epidemic. In some cases, the Bank may have 
the technical expertise needed to complement funds provided by other donors, especially in 
countries reluctant to borrow. 

Organize meetings of multinational companies to mobilize additional resources from the 
private sector. Many multinational companies will be seriously impacted by this epidemic, 
especially those depending on labor and resources from the countries hardest hit by 
HIV I AIDS. The Bank, in collaboration with UN AIDS, can organize companies that are 
already active in AIDS prevention as well as others to discuss the epidemic's impact and 
identify the important role they can play in this initiative. 

Prepare briefing materials and presentation packages for Bank senior management to 
leverage additional funds. In collaboration with UNAIDS, ACTafrica will monitor the 
calendar of events for opportunities for senior management and executive directors to 
influence international partners and leverage resources at the central level. Country 
directors, resident representatives, and task team leaders will identify opportunities at the 
country level. ACTafrica will develop generic and specific briefing packages to prepare 
Bank management to raise the issue of the severe impact of the HIV/AIDS epidemic on 
development. ACTafrica will be available to meet with Bank senior managers and country 
teams to help prepare for each event. 
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4. Expand Available Knowledge and Develop Additional Prevention Tools 

4.a. Identify Innovative Means of Financing the Development of Vaccines and Other 
Prevention Options, such as Microbicides 

• Develop new Bank instruments to strengthen the potential market for vaccines and 
microbicides and encourage the private sector to invest in more research to develop safe, 
effective, and affordable products for use in developing countries. There is an urgent need 
for appropriate vaccines and other preventive tools that will be affordable, feasible, and 
effective in Africa. Currently, there is little effort to develop vaccines that will be effective 
against the HIV strains prevalent in SSA. To address this, the Bank has been working with 
the International AIDS Vaccine Initiative (IAVI) and established a Bank-wide AIDS 
Vaccine Task Force in 1998 to examine means by which the development of an AIDS 
vaccine for developing countries could be accelerated. The AIDS Vaccine Task Force has 
consulted with numerous experts and sponsored studies of the pharmaceutical industry's 
perspective on HIV I AIDS vaccine research and development and of the potential demand 
for an AIDS vaccine in developing countries. It has also examined numerous institutional 
responses, including financial instruments that could be used to guarantee future markets 
for an AIDS vaccine in developing countries, which would encourage the private sector to 
invest. Another alternative is a financing infrastructure that facilitates the purchase of 
vaccines for poor countries once a vaccine or microbicide becomes available. 

• Promote female-controlled methods of prevention. In Africa, women are at higher risk of 
HIV infection than men and have little power in negotiating condom use. Women in 
particular need alternatives to condoms that they can control and that will protect them 
from infection of HIV and other STis. To date, research in this area is limited and more is 
needed to develop affordable alternatives such as microbicides. Mechanisms will then be 
needed to make sure they are widely accessible. Through its policy dialogue, the Bank can 
emphasize how female-controlled prevention options, such as microbicides and female 
condoms, must be complemented by more concerted efforts to address the underlying 
gender inequalities that impact women's risk of STis and their ability to protect themselves 
with the existing range of prevention strategies. 

4.b. Support Research Efforts to Provide Decision-Makers with the Data and Tools 
Needed to Intensify Efforts 

National leaders and international partners need accurate and basic information to make 
decisions on investing scarce resources in HIV/AIDS prevention and care. 

• In collaboration with UNAJDS, fund and conduct studies on cost o,j'treatment alternatives. 
cost-effectiveness. impact, cost of inaction, and modeling of filture impact and costs; 
evaluate existing tools in different cultural and infrastntcture settings. Experience has 
shown that leaders want to know how HIV/AIDS will affect their country's future 
development and what it will cost to respond. In addition, the cost of non-response can 
serve as a powerful motivating tool. Leaders in each sector will continue to view HIV I 
AIDS as a health issue unless they see the potential impact on their sector and the relatively 
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low cost of intervention. Additionally, although much has been learned about what does 
and does not work in HIV/AIDS prevention, it is still necessary to evaluate the 
effectiveness of many of the existing tools in different cultural and infrastructure settings. 
The Bank will assess the need for research of this and other types at the regional, 
subregional, and national levels and will establish research priorities. 

V. PLANNING FOR IMPLEMENTATION AT THE COUNTRY LEVEL 

This strategic plan has presented a rationale for immediate action and lists the concrete 
actions the Bank will take in collaboration with its partners to intensify action against HIV I AIDS 
in Africa. However, it falls short of describing how the Bank will work with countries to 
operationalize this strategy. Work is currently being conducted to provide a detailed set of 
operational guidelines and tools to help countries rapidly bring their AIDS-prevention and -care 
programs to a national scale. 

Most current HIV I AIDS programs are implemented through government-run, vertical 
health sector programs or through small civil society organizations with limited funds and reach. 
Experience shows that, although many of the technical strategies used are effective, 
implementation cannot reach the necessary scale through these centrally operated pro-grams. A 
decentralized, participatory approach involving all sectors will lead to wider coverage reaching 
all vulnerable people with appropriate interventions. The central government still has an 
important role to play in leadership, facilitation, co-financing, and coordination, thus creating the 
environment that will support an intensified and expanded response to the HIV/AIDS epidemic. 

Translating operational guidelines into national, multisectoral programs with multiple 
partners will require strong coordination, practical toolkits describing best practices, coordinated 
procurement mechanisms, and complementary and flexible funding arrangements for all levels of 
intervention. Funding mechanisms will be identified that will quickly provide incremental and 
earmarked funds to the implementing agencies. The Bank will work with UNAIDS and other 
partners to quickly mount this coordinated response. 

As these tools and mechanisms are being developed, ACTafrica, with UNAIDS, will 
immediately begin identifying countries that have placed a high priority on scaling up their 
programs. ACTafrica will review the portfolios of these countries to identify projects that can be 
retrofitted to strengthen HIV I AIDS-prevention efforts and will work with the Bank country 
teams to develop a detailed implementation plan that will list specific steps to be taken in all 
sectors to intensify efforts. ACTafrica and UNAIDS will provide assistance and tools to 
accomplish the objectives established to expand and intensify efforts to prevent HIV/AIDS in the 
country. 

VI. STAFFING AND SUPPORT 

This strategy document has clearly stated the need for the Bank to drastically increase its 
involvement in the fight against AIDS in Africa. ACTafrica, which comprises a team leader, 
coordinator, broad-based economist, rural development specialist, technical specialist, four staff­
year equivalents of short-term consultants, and two staff assistants, has been established to help 
fulfill this task. The team will also have "affiliated" members throughout the region who will 
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devote a substantial amount of time to expand the capacity and sectoral expertise of the team. 
Most of ACTafrica's work will be demand-driven and funded from country budgets. The team 
will serve as the region's focal point and information clearinghouse on AIDS and will be 
responsible for the following major tasks: 

• 

• 

• 

• 

• 

Operational support to task team leaders in all sectors to mainstream HIV/AIDS 
interventions in their projects. To expedite the mainstreaming of HIV/AIDS activities in 
the Bank's work, a Bank budget has been established to support initiation of these activities 
and enable ACTafrica staff to focus on the development and implementation of these 
programs. This budget will be complemented with trust funds, which will be used to 
support the work of consultants and the organization of regional meetings and conferences. 
ACTafrica will be responsible for the preparation of country briefs, good and bad practice 
notes, impact analyses, and other related outputs. ACTafrica will also prepare public 
information materials, press releases, presentations, and background materials for use by 
Bank staff in advocacy and policy dialogue. 

Development of tools. ACTafrica, in collaboration with UN AIDS, will prepare tools for 
project development and evaluation for both freestanding HIV/AIDS projects and those 
projects with HIV I AIDS-related components. 

Contributions to CASs and policy dialogue. ACTafrica will provide analyses of the impact 
of the epidemic on various sectors and on overall development for use in CASs. These 
analyses will ensure that HIV/AIDS is part of a country's development agenda and will 
provide task team leaders and countries with information critical to their long-term human 
resource planning. ACTafrica will examine how HIV/AIDS is addressed in CASs and 
suggest improvements where needed. Additionally, ACTafrica will assist Bank country 
teams with HIV I AIDS impact assessment requirements and monitor country programs to 
ensure that the needed actions are taken appropriately and in a timely fashion. 

Knowledge management. ACTafrica will contribute to knowledge management by 
providing state-of-the-art information on all aspects of the epidemic within the Bank's 
knowledge management system, including HIV/AIDS Web sites. It will create much 
stronger links with the UNAIDS Secretariat and the World Health Organization (WHO) in 
the area of information compilation and dissemination. 

Training, workshops, and networking. The current strategy will be widely discussed in 
numerous national and international fora. The Bank's strategic plan will be presented at 
the 11th International Conference on AIDS and STDs in Africa, which will be held in 
Lusaka, Zambia, September 12-I6, 1999, and the 13th International HIV/AIDS Conference 
to be held in Durban, South Africa, July 9-14, 2000. It was presented at the Fifth African­
African American Summit in May, 1999, in Accra, Ghana and will be presented at the First 
International Conference on AIDS in Ethiopia, which will be held November 7-10, 1999, in 
Addis Ababa. Other regional meetings and workshops will be targeted to enable Bank staff 
in countries, the Bank's African counterparts, and other development partners to play a 
critical role in developing and implementing the strategy. 
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In collaboration with the World Bank Institute and other institutions, ACTafrica will 
provide training to build broad capacity within the Bank to address HIV/AIDS in policy 
dialogue, projects, and programs. ACTafrica will also conduct workshops for staff seeking to 
learn what is currently being done in their countries and sectors regarding HIV/AIDS and what 
interventions would be useful for them to apply in their work. 

VII. NEXT STEPS 

This strategy provides overarching guidance for the World Bank to intensify its action 
against HIV I AIDS in Africa. It represents an initial and important step but does not provide the 
detailed guidance needed by country and sector teams to take many of the actions described in 
the strategy. ACT africa will begin immediately to work with Bank country teams and sectors to 
develop customized implementation plans and the tools essential to implementation. Work is 
already in progress to determine the costs of scaling up HIV I AIDS programs to a national level 
for all countries in SSA. As previously mentioned, a fully costed case study of an ideal program 
is presented in Annex 1. 
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ANNEXl. CASESTUDY 

PLANNING A MULTISECTORAL PROGRAM AT THE COUNTRY LEVEL 

Countries have been planning and implementing HIV I AIDS-control programs since 1985, 
and the process and product have evolved over time. In 1985, WHO began helping countries 
develop short- and medium-term plans for AIDS prevention and control describing the major 
strategies that government and donor agencies would support. These plans were coordinated by 
AIDS Control Program Managers based in the ministries of health. As the epidemic evolved, 
countries began to develop HIV I AIDS strategic frameworks and strategic plans with assistance 
from UNAIDS. These documents describe priority areas and activities based on the 
determinants of the epidemic in the country, but they rarely address the issue of sufficiently 
scaling up the program to halt the spread of the epidemic. Furthermore, the documents do not 
adequately address the issue of impact mitigation. As national plans evolved, countries began to 
involve leaders from other sectors in their strategies; however, the programs remained in the 
health ministries in most countries, and the approach is far from multisectoral in practice. Also, 
these plans rarely help sectors focus on the development impact of the epidemic and do not focus 
on maintaining adequate capacity or planning for staff turnover. 

Prioritizing Key Components of a National HIV I AIDS-Prevention and -Control Program 

There are many proveri interventions that work synergistically to help people reduce their 
risk of HIV infection and prevent further spread of the epidemic. All of these interventions are 
in place at some level in most African countries, but they are not reaching enough people to slow 
the spread of disease, especially in those countries hit hardest. 

It is critical to set priorities, choosing interventions that are most effective and address the 
most prevalent mode of transmission and that are sustainable. Depending on the stage of the 
epidemic, it is important to target interventions to those whose behavior places them at highest 
risk while increasing prevention efforts to reach all who are vulnerable. Although preventing 
HIV infection must remain as the highest priority for all countries, those with high or rising HIV 
prevalence must also begin to build the response for care, treatment, and support for those 
infected and affected by HIV. 

HIV I AIDS-prevention messages must be appropriate! y targeted and constant! y and 
consistently reinforced, and prevention tools and services must be affordable and easily 
accessible to all who need them. Interventions that are sporadic, reaching only a few, or that are 
not consistently available will not change social norms and will not slow the epidemic. A 
substantial amount of internal and external funding is needed to bring these interventions to a 
national scale, reaching all vulnerable people and sustaining the interventions until the epidemic 
is under control. 

Operationalizing an Intensified Response 

African governments that are committed to building their existing programs into an 
intensified and expanded multisectoral response must take the following steps to move forward: 
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• Declare HIV/AIDS a national crisis and immediately appoint a high-level national task 
force to assess the current status of the HIV I AIDS program, identify barriers and needs, 
and review the current national plan for HIV/AIDS to identify gaps. The task force would 
be composed of sectoral ministries, religious and cultural leaders, civil society, people 
living with HIV/AIDS, women's groups, youth groups, NGOs, CBOs, the private sector, 
etc. The task force, in conjunction with UNAIDS Theme Groups, should report to the 
highest level of government on the necessary actions to build an intensified national 
response and specify the resources needed. 

• Gather data to forecast the impact of the epidemic on the country and specific sectors to 
mobilize leaders at all levels. 

• Ensure that the body responsible for oversight and implementation of the national 
HIV/AIDS program has the power and resources needed to implement a true multisectoral 
response. 

• Identify and mobilize critical partners. 

• Appoint skilled and dedicated leaders to guide and manage the response. 

• Mobilize the needed resources from the government budget, donor agencies, and the 
private sector. 

• Build capacity throughout the country to respond. 

• Mobilize communities to design and implement programs. 

• Continually monitor and evaluate efforts and revise strategies appropriately. 

• Join with other countries to benefit from subregional or regional activities and learn from 
others. 

The case study provided below illustrates what can be done at the national level to halt the 
spread of the epidemic and minimize its impact. The comprehensive program described in the 
case study represents an ideal situation at which countries should aim. The success of the 
program will depend on commitment and resources. 
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CASE STUDY: An Intensified National HIV/AIDS Program for Muzumbuka 

The following case study is presented to illustrate what can be done at a national level to 
prevent HIV I AIDS and mitigate its impact. This hypothetical country is named Muzumbuka; 
however, this case study is based on a real country in Africa with moderately high HIV/AIDS 
prevalence that urgently needs to focus on prevention, care, and impact mitigation. Since no 
country in Africa is currently intervening in all the required areas nor at the scale required, this 
case study has been created to demonstrate the comprehensive response and scale that are needed 
to curb the epidemic. Cost estimates are also presented. The general principle of the 
interventions and the costing will be useful in planning similar programs in other countries. 

In presenting this case study, it is assumed that Muzumbuka has a commitment to 
HIV/AIDS control at the highest level of government; is able to create an enabling environment, 
overcoming political and cultural obstacles; and has the absorptive capacity to intensify its 
efforts and bring the multisectoral epidemic response to a national scale. Each sector will also 
assess the impact of epidemic spread so it can plan to care for those infected and affected within 
their sector and fill the vacuum of skilled and experienced workers created by the epidemic. 

Current Situation 

Muzumbuka is an African country of 34 million people that serves as a major 
transportation hub for the East African region. Twenty-four percent of the population is urban 
and 4 7 percent of the total population is less than 15 years old. Muzumbuka borders countries 
that have been dealing with the HIV I AIDS epidemic since the early 1980s and was in fact one of 
the first countries to establish a national AIDS-control program. However, until recently 
Muzumbuka did not have a strong government commitment to HIV/AIDS initiatives, although 
the country had attracted multilateral and bilateral donor funds for HIV/AIDS. 

In Muzumbuka, transmission of HIV occurs mainly through heterosexual contact beginning 
in the early teen years. Since 1983, when the first AIDS cases were reported, the HIV/AIDS 
epidemic has progressed differently in various population groups. Early in the epidemic, urban 
populations and communities along highways were most affected. In 1993, more than 60 percent 
of sex workers outside of major urban areas and 22 percent of truck drivers were HIV-positive. 
The rates of infection have continued to rise in populations practicing high-risk behaviors such as 
sex workers, truck drivers, and the military, and now the epidemic has rapidly spread to rural 
communities. At the end of 1997, it was estimated that 9.3 percent of the adult population and 
68,000 children were living with HIV/AIDS. Currently, there are over 520,000 orphans living in 
Muzumbuka. It is estimated that more than 1 million AIDS cases have occurred since the 
beginning of the epidemic, and approximately 940,000 people have died. 

It is estimated that, due to AIDS, life expectancy will fall from 56 to 47 years by 2000 and 
that by 20 l 0 the mean age of the labor force will decline from 31.5 to 29 years. This younger 
workforce will have less education, training, and experience. 
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Hospital data in Muzumbuka indicate that up to 50 percent of beds are occupied by patients 
with HIV I AIDS-related illnesses. Consequently, the demand for care and hospital supplies is 
enormous. 

A National AIDS Committee (NAC) oversees the program in Muzumbuka and comprises 
representatives from several sectors. It is supported by the National AIDS Control Program 
(NACP) Secretariat. Both of these bodies are within the Ministry of Health (MOH). Although 
the annual budget for the national program is US$4 million, only 20 percent of this amount was 
actually mobilized over the last year. The NAC has not been effective in providing leadership 
because it has not made AIDS a high priority. The NACP is powerless due to the lack of 
financial and technical resources. 

A 1995 situation analysis of HIV/AIDS in Muzumbuka demonstrated a lack of strong 
political will and commitment on the part of the government. Consequently, HIV/AIDS policy 
and sensitization activities at all levels were inadequate. Most people in the country, including 
key policymakers, still considered HIV I AIDS to be a health issue; thus, the multisectoral 
response was minimal. Weak government leadership had not promoted the appropriate 
individual, community, or national responses. Funding and other resources for HIV/AIDS 
activities largely depended on external resources, and efforts to curb the epidemic would have 
ceased if such funding had been cut off. 

Implementing an Intensified HIV/AIDS-Prevention and -Control Program: What Needs to 
Be Done? 

In 1998, the government of Muzumbuka changed. When the new government came to 
power, the NACP and the UNAIDS Theme Group presented national leaders with data 
illustrating the development consequences of the HIV/AIDS epidemic in the absence of an 
intensified, nationwide, and multisectoral effort. Subsequently, the new government declared 
HIV/AIDS a national crisis, committed itself to make the HIV/AIDS epidemic a national 
priority, and appointed a high-level national HIV I AIDS Task Force composed of sectoral 
ministries, religious and cultural leaders, civil society, people living with HIV/AIDS, women's 
groups, youth groups, NGOs, CBOs, the private sector, and others. In 1999, the Task Force, in 
conjunction with the UNAIDS Theme Group, intensified the national program to prevent further 
epidemic spread, care for those infected and affected by HIV I AIDS, and mitigate the impact of 
the epidemic on various sectors. The Task Force will expand the program over the next five to 
I 0 years to reach I 00 percent of the people at risk throughout the country. The Task Force will 
work in partnership with local governments, NGOs, the private sector, religious and cultural 
leaders, people living with HIV I AIDS, and bilateral and multilateral donor agencies. 
Specifically, the Task Force will do the following: 

The Task Force, with the UNAIDS Theme Group, will place its highest pnonty on 
prevention and will target interventions to those whose behaviors place them at higher risk of 
HIV infection. At the same time, the Task Force will scale up the program to reach women and 
in- and out-of-school youth-groups particularly vulnerable to HIV/AIDS. The interventions 
will also be scaled up to reach more people in rural areas. 
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The highest priority will be reducing sexual transmission of HIV through STI management, 
condom availability, and behavior-change communication to discourage risk-prone behaviors. 
Although a lower percentage of HIV is transmitted through blood and from mother to child, 
interventions to prevent transmission via these routes will also be included. 

Assisting the country to care for, treat, and support the many ill and dying people will be a 
growing priority. Muzumbuka will strengthen communities' ability to provide the needed care, 
both through institution building and financial support. This community-based care must relieve 
some of the burden on the hospitals. 

Drugs will be procured and made accessible to all who need them to treat STis and the 
opportunistic infections associated with HIV I AIDS, including tuberculosis. Antiretroviral 
(ARV) drugs will not be included in the strategy at this time because they are simply not 
affordable; however, the strategy will change based on new advances such as development and 
accessibility of other affordable, low-cost drugs. Muzumbuka will begin to strengthen the 
infrastructure needed to procure and deliver future drugs and new treatment possibilities. 

Religious leaders throughout the country have already joined together and pledged their 
support to the government in this effort. They have recognized the seriousness of the epidemic 
and have committed to revising their teachings and increasing their support to their constituents 
to help cope with the impact of the epidemic. Religious organizations will increase their role in 
counseling and community-based care. Religious leaders will continue to urge youth to delay 
their initial sexual encounter and encourage all to remain faithful to their partners; however, they 
will support the use of condoms for those who are not able to do this. Cultural leaders and elders 
in Muzumbuka are also committed to slowing the epidemic and have agreed to support major 
cultural movements to eradicate harmful traditional practices, including female genital 
mutilation, wife inheritance, and early marriage. 

Many NGOs in Muzumbuka are already active in HIV/AIDS-prevention achv1hes, but 
their efforts have often been sporadic and lacked government support. Under the national Task 
Force, the NGOs have formed a coalition that not only coordinates efforts and shares resources, 
but also plays a strong advocacy role with the government. 

The Task Force has reached out to the private sector to join in the national response to 
HIV/AIDS by demonstrating the impact of the epidemic on their businesses. Business leaders 
have committed to integrating prevention and care activities into their existing programs, and 
some have already provided in-kind services such as public service announcements and advice 
on media development. 

Creating an Enabling Environment 

Program management. The NAC and NACP will be reorganized, made multisectoral, and 
moved above the level of MOH. The current staffing of both bodies will be assessed and revised 
based on skills and the need to represent multiple sectors. Clear roles and responsibilities will be 
developed. The UN AIDS Theme Group will coordinate all activities of the seven cosponsors and 
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the bi- and multilateral donors to ensure adequate and sustainable support to the intensified 
action plan. 

Advocacy. The Task Force, with the Theme Group, will immediately collect data and 
develop tools to make presentations to leaders throughout Muzumbuka to mobilize additional 
support. This advocacy effort will address government, community, private sector, and religious 
leaders throughout the country and will invite them to join both the advocacy and response 
initiatives. 

Policy development. The Task Force, with the Theme Group, will review and revise 
existing policies and develop new policies where needed to protect the blood supply, facilitate 
condom distribution by subsidizing costs, ensure adequate supply and accessibility of drugs for 
STis and opportunistic infections, require reproductive health education in schools, ensure non­
discrimination and human rights, and address the issue of care for orphans. 

Assessing impact and planning for the future. Each sector will assess the current and 
projected impact of the HIV I AIDS epidemic to determine how it can best: respond to slow the 
epidemic among its workers; avoid contributing to epidemic spread; and plan for future resource 
shortages that will be created by the epidemic. Studies will examine how this epidemic will 
affect human resources, productivity, profits, and the manner of doing business. Once these facts 
are known, sector leaders will use the data to plan for future needs. 

Program development and donor coordination. The Task Force will involve stakeholders 
in program development to ensure commitment. The Theme Group will establish a Donor 
Council to work closely with the reorganized NAC and NACP to ensure donor coordination and 
increase support. 

Institutional strengthening. While government, the Theme Group, communities, and the 
private sector at all levels will be involved in controlling this epidemic, many do not have the 
capacity to respond now. This low capacity will dwindle even further as the epidemic takes its 
toll. Institutional- strengthening programs will provide training and management systems and 
address the developing human resource needs. The Public Service Commission, with line 
ministries, has been asked to prepare a report for the Cabinet on the current response to 
HIV I AIDS, the impact of the epidemic on each sector, and what needs to be done. This report 
will inform the Cabinet on how to plan for human capacity for Muzumbuka. 

Surveillance o(HIV/AIDSISTI cases and behaviors. Sentinel surveillance programs are the 
most cost-effective way to monitor trends over time and ensure comparability of data. 
Muzumbuka will strengthen its current HIV I AIDS/STI surveillance program and initiate a 
program to monitor behavior trends through behavioral surveillance. 

Monitoring and evaluation. The Task Force will establish indicators to monitor and 
evaluate its program. It will use the HIV/AIDS/STI sentinel surveillance and reporting data to 
monitor the epidemic trends. The Task Force will also use existing data sources such as the 
Demographic and Health Surveys to monitor behavior changes in the population. 
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Sectoral Activities 

The Task Force will assist each sector to assess the impact of the epidemic and develop 
plans for integrating some of the prevention activities described below into its programs. The 
following sectors have already initiated plans: 

Ministry of Youth (MOY). The government of Muzumbuka has placed special emphasis on 
protecting the next generation from HIV infection. The MOY will implement programs to reach 
all youth, in and out of school, with HIV I AIDS-prevention programs. This ministry will use 
popular sports figures and entertainment stars to lead campaigns specifically designed to help 
youth delay their sexual debut and adopt safe behaviors when they do become sexually active. 
"Youth-friendly" health clinics will be established to offer youth reproductive health services 
and provide them with the tools to protect themselves. 

Ministry of Education (MOE). The MOE will implement a policy requiring a reproductive 
health module to be developed and incorporated into all education programs, beginning at the 
primary school level. The first year of this program will be spent developing curricula on 
HIV I AIDS and reproductive health, printing materials, and training teachers to use these 
curricula. The additional costs for these activities will be nominal. Special mechanisms will be 
established to provide incentives for girls to remain in school longer. The MOE will also 
develop a mechanism to waive school fees for families that cannot afford primary education. 

Ministry of Agriculture (MOA). The MOA will immediately train all agricultural extension 
workers in HIV/AIDS prevention and provide them with condoms for distribution and with 
information on where to access care and treatment. MOA officials will meet with the farmers 
unions to identify further methods of preventing epidemic spread within their communities and 
to discuss the projected impact on their sector. 

Ministry of Economic Development and Planning. The Public Service Commission, in 
conjunction with this ministry, has initiated data analysis and is developing projection models 
that it will use to plan for future resource needs in each sector. 

Ministry of Finance (MOF). The MOF has initiated cost studies and developed models to 
determine the cost of this program. Based on these estimates, it will develop a budget for the 
government and a plan for leveraging additional resources from donor agencies and private 
sector partners. This ministry, with the support of international donors, has set up a social fund 
at the district level to enable families and communities to cope. 

Prevelltion of HIV/AIDS and STis 

Behavior-change communication. Multiple media channels will be used to reach those at 
highest risk of infection as well as the general public to help people identify and change risky 
behaviors. The communication program will include mass media such as radio, television, and 
newspapers, as well as smaller-scale/personal outlets such as local drama, brochures and posters, 
counseling, school curricula, peer education, and workplace programs in all local languages. 
The interventions currently in place will be intensified to a national scale. They will go beyond 
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raising awareness and increasing knowledge and focus on changing behaviors. Many of the 
training, school curricula, and peer education activities will be integrated into existing programs 
at little added cost. 

Workplace intervention. The workplace offers a venue to efficiently reach large numbers 
of vulnerable people with HIV/AIDS interventions. All sectors, including the private sector, will 
help slow the spread of the epidemic and minimize its impact. This is particularly important 
when people's work places them at high risk for HIV. Interventions will include the behavior­
change communication tools described above as well as condom distribution, treatment of STis, 
and care for infected workers and their families. These interventions will also benefit 
surrounding communities. 

Voluntary counseling and testing. Studies have shown that voluntary HIV testing with 
counseling is highly effective in changing people's behavior to reduce their risk both of being 
infected and of infecting others. In Muzumbuka, as in many other countries, counseling and 
testing services are inadequate. The challenge is to strengthen counseling and testing centers, 
create demand for these services, and provide them on a sustainable basis, making them available 
to all who want them. Lessons from other countries indicate that people are afraid of being 
tested, do not want to know their test results, and are concerned about confidentiality, resulting in 
low demand for these services. Strong policies will be implemented to protect the rights of 
people regarding privacy and test results. Muzumbuka will train additional counselors and 
expand its current pilot counseling and testing sites nationwide. 

Management of ST!s. Management of STis is an important mechanism to control the 
spread of HIV for two reasons: 1) the presence of other STis facilitates the transmission of HIV; 
and 2) diagnosing and treating ST! patients provides an opportunity to counsel them about their 
high-risk behavior and provide them with condoms. A comprehensive ST! management 
program includes communication to teach people how to recognize ST! symptoms and where to 
seek treatment, as well as how to reduce the risk of contracting HIV. It provides timely and 
accurate diagnosis of STis, appropriate treatment for the patient and his/her sexual contacts, and 
condoms. The government will develop and disseminate guidelines for syndromic management 
of STis as well as strengthen the essential drug program. 

Integrating ST! treatment and counseling into family planning/maternal and child health 
services will also be explored. This integration would permit sexually active women to be 
reached with critical messages and treatment, which is especially important given the limitations 
of the syndromic approach for women. 

Condom supply and logistics. The proper and consistent use of condoms is a highly 
effective means to prevent transmission of HIV and other STis. Once people have learned the 
important role that condoms play in prevention and how to use them, it is critical to make them 
affordable and accessible to all. Condoms will be widely distributed at subsidized prices through 
social marketing, commercially through the private sector, and free through government 
programs. Muzumbuka will utilize these mechanisms to complement one another and expand 
the reach to different groups nationwide. 



Blood safety. Though ensuring the safety of blood for transfusion is one of the most 
effective and easy-to-implement interventions, it is difficult to sustain blood-safety programs 
because of costs, logistics, and competing priorities. A comprehensive blood-safety program 
includes increasing the number of voluntary blood donors as opposed to paid donors, screening 
all blood for HIV and other infectious agents, and ensuring an adequate blood supply by 
decreasing the number of unnecessary transfusions. Muzumbuka will strengthen and expand its 
existing blood-safety initiative nationwide to include all of these components. 

Reducing mother-to-child transmission of HIV. The vast majority of seropositive children 
acquire the virus as a result of mother-to-child transmission (MTCT), which can occur during 
pregnancy, delivery, or breastfeeding. Recent research advances have led to the development of 
a relatively inexpensive and logistically feasible ARV drug regimen for developing countries that 
reduces the risk of MTCT by 37 percent (UN AIDS, 1999b). This protocol involves having HIV­
positive women begin an ARV regimen at the time of delivery in addition to a one-week 
postpartum regimen for both the woman and her newborn. This intervention remains dependent 
upon access to VCT and adequate infrastructure to procure and administer ARV drugs. 
Muzumbuka will build this infrastructure and plan for implementation of this regimen to reduce 
MTCT. It will gradually implement this program, beginning with a pilot project in selected 
urban sites. The government will also organize meetings to develop guidelines on other options 
for reducing MTCT, such as breastfeeding alternatives and vitamin A treatment. 

Interventions for Care and Mitigation 

Over 1.4 million people in Muzumbuka are currently living with HIV; nearly all of them 
will become ill and die within the next l 0 years. All of these people will require health care and 
psychosocial support. Many will place a significant burden on their families and many will leave 
orphaned children or elderly parents without support. 

Strategies for caring for and supporting the vast numbers of people who are infected or 
affected by HIV/AIDS are few. The needs are already great in Muzumbuka, stretching the limits 
that primary, secondary, and tertiary health care levels can handle. 

As families become devastated and fragmented by HIV/AIDS, communities in 
Muzumbuka must be prepared to take over, as the health systems simply cannot provide the care 
needed. Communities are willing to take on this responsibility but need the know-how, tools, 
and financial resources. The following strategies for caring for and supporting AIDS victims 
will be improved and brought to a scale that can cope with the growing epidemic. 

Drugs to control opportunistic infections associated with AIDS. Low-cost drugs to control 
the common opportunistic infections associated with AIDS and to alleviate suffering will be a 
priority for Muzumbuka. These drugs will be procured and integrated into logistics systems to 
ensure availability to all who need them. Many of these drugs are already on the essential drug 
list but are often not available or affordable. The MOH will review essential drug lists to ensure 
that appropriate drugs are available, and logistics systems will be strengthened to increase 
accessibility. 
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Treatment of HIV/AIDS. The cost of the ARV drug regimens is prohibitive for 
Muzumbuka as for most countries in Africa, especially when drugs for palliative care to treat 
opportunistic infections and reduce suffering are not available. The ARV drugs are expensive, 
and they require patients to follow a complicated, strict daily regime of medication, with frequent 
contact with health care providers. Muzumbuka does not have the health infrastructure to 
administer these drugs successfully nor to perform the complex tests needed for follow-up. At 
this time, Muzumbuka will work with UNAIDS and other countries in the subregion to evaluate 
treatment options and costs. 

Home-based care. A person can be ill with AIDS for several years, making it a chronic 
illness requiring long-term care. Long-term hospital care for AIDS is not affordable nor even 
possible in Muzumbuka. Alternatives to traditional medical care will be examined. Some 
families with healthy care providers can take care of their infected family members at home but 
need the essential skills, tools, and financial resources to do so. The Task Force will assist 
communities to provide support services to build the skills, reduce the stigma attached to 
HIV I AIDS, and provide the most basic supplies such as gloves and disinfectants. 

Hospice and hospital care. Hospitals are already overburdened with AIDS patients, 
doctors and nurses have not been adequately trained to care for them, and sufficient supplies and 
drugs are not available. Muzumbuka will continue to train health care workers in the treatment 
and care of AIDS patients and provide the needed supplies and drugs. It will also identify and 
strengthen other care alternatives. 

Care for orphans and vulnerable children. Though extended families have traditionally 
cared for orphans in Africa, these extended families are being decimated and can no longer bear 
the full burden. Communities in Muzumbuka are meeting with the Task Force to determine how 
to bear this burden of caring for orphaned children. This goes beyond the basic needs of food 
and shelter to ensure their basic education and health care to decrease their risks of becoming 
poor and infected. 

Psychosocial support. AIDS is not only a terminal disease that carries long-term physical 
suffering; its victims are often stigmatized. The physical and emotional suffering is immense. 
Little has been done to alleviate this suffering, and the existing social safety nets are simply not 
capable of dealing with these needs at the level required. As more people are affected by this 
epidemic, the psychosocial support needs increase. Yet the support networks are insufficient. 
Training for counselors and income-generation activities to support those infected and affected 
by HIV/AIDS are just a few of the interventions that Muzumbuka will develop to provide the 
support needed. 

Projected Costs 

Muzumbuka has conducted preliminary costing studies to determine a range of costs of 
selected interventions based on the size of the population covered (see Table A). The costing 
model used here calculates the size of the beneficiary group using available population, 
epidemiological, and demographic information. Unit cost data for SSA were then taken from the 
literature and scaled up, allowing for varying cost structures and coverage scenarios. In general, 
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the costs reflect only financial costs and represent the costs to scale up an existing program. 
They are presented as annual cost estimates in U.S. dollars for the year 2000 (Kumaranayake and 
Watts, 1999). 

Despite Muzumbuka's intensified response to HIV/AIDS, the enormous resources required 
to scale up interventions to the national level will pose a challenge. Considering the resources 
available, the absorptive capacity, and the time required to engage all sectors, certain priority 
interventions have been chosen by the Task Force for the first year. Most of these key 
interventions are already in place at some level in Muzumbuka. All are not at a national scale, 
though the majority of these interventions have the potential to be scaled up relatively quickly. 
The Task Force has decided on the following priorities for the first year: a 100 percent 
awareness program, in both urban and rural areas; l 00 percent YCT in urban areas and 50 
percent in rural areas; l 00 percent STI management in urban and rural areas; l 00 percent 
condom social marketing in urban areas and 25 percent in rural areas; and l 00 percent blood 
safety in urban and rural areas. The resource needs will range from US$20-49 million (see Table 
A). 

The Donor Council that has been working closely with the Task Force and the UNAIDS 
Theme Group has managed to raise the necessary funding for the first year and firm pledges for 
the coming four years. The government of Muzumbuka is responsible for a significant portion of 
the budget. 
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T bl A P a e tdA ro.1ec e nnua IC t fSI tit f OS S 0 e ec n erven ions 
Intervention Implementing Projected Annual Cost in 

Agency US$ Millions 
100% urban 25% urban 100% rural 25% rural 
covera!!e covera!!e covera!!e covera!!e 

Mass-media program Ministry of 1 0.5 6 1.5 
Communication 
(MOC), Ministry 
of Information 
(MOI), Ministry 
of Education 
(MOE) 

Workplace programs Private sector 7 0.2 67 4 
and all 
government 
sectors 

Voluntary counseling Ministry of 4 1 10 3 
and testing Health (MOH), 

NG Os 
STI management MOH, private 0.3 0.1 0.2 0.1 
through ST! clinics sector 
and integrated into 
reproductive health 
services 
Condom social NGOs 20 4 37 9 
marketing 
Blood safety MOH 0.6 0.2 2 0.5 
Short-term ARV MOH II 2.8 
treatment to reduce 
MTCT 
Care of opportunistic MOH, CB Os, 24 6 26 6 
infections and NG Os 
palliative treatment 
Home-based care for MOH, Ministry 7 2 7 2 
AIDS patients of Social Affairs 

(MOSA), CBOs, 
NG Os 

Support for orphans MOH, MOSA, 216 60 227 60 
mayors 

Psychosocial support MOH, MOSA, 0.3 0.08 0.3 0.08 
and counseling CBOs, NGOs 

Note: These costs arc based on a medium-cost scenario and arc only illustrative to demonstrate the differences in 
cost of certain interventions and coverage scenarios. 
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ANNEX 2. HIV/AIDS PREVALENCE RATES FOR SSA 

Adult (15-49 Years) HIV/AIDS Prevalence Rates, Sub-Saharan Africa, December 1997 

Rank Country Adult HIV/AIDS Rank Country Adult HIV/AIDS 
rate (percent) rate (percent) 

1 Zimbabwe 25.84 23 Democratic Republic 4.35 
of Congo 

2 Botswana 25.10 24 Gabon 4.25 

3 Namibia 19.94 25 Nigeria 4.12 

4 Zambia 19.07 26 Liberia 3.65 

5 Swaziland 18.50 27 Eritrea 3.17 

6 Malawi 14.92 28 Sierra Leone 3.17 

7 Mozambique 14.17 29 Chad 2.72 

8 South Africa 12.91 30 Ghana 2.38 

9 Rwanda 12.75 31 Guinea-Bissau 2.25 

to Kenya 11.64 32 Gambia, The 2.24 

11 Central African 10.77 33 Angola 2.12 
Republic 

12 Djibouti 10.30 34 Guinea 2.09 

13 Cote d'Ivoire 10.06 35 Benin 2.06 

14 Uganda 9.51 36 Senegal 1.77 

15 Tanzania 9.42 37 Mali 1.67 

16 Ethiopia 9.31 38 Niger 1.45 

17 Togo 8.52 39 Equatorial Guinea 1.21 

18 Lesotho 8.35 40 Mauritania 0.52 

19 Burundi 8.30 41 Somalia 0.25 

20 Republic of Congo 7.78 42 Comoros 0.14 

21 Burkina Faso 7.17 43 Madagascar 0.12 

22 Cameroon 4.89 44 Mauritius 0.08 

Note: Adult rates (percent) arc derived from the number of adults (15-49 years) living with HIV/AIDS at the end of 
1997 divided by the 1997 adult population. 

Source: UNAIDS, l 998a. 
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ANNEX 3. ANNAPOLIS DECLARATION 

International Partnership Against HIV/AIDS In Africa 

Meeting of the UN AIDS Cosponsoring Agencies and Secretariat 
Annapolis, Maryland, 19-20 January 1999 

Resolution to Create and Support the Partnership 

Preamble 

The HIV I AIDS situation in Africa has become catastrophic. The epidemic represents an 
unprecedented crisis for the continent. More than 20 million Africans are infected with HIV 
today. Over two million died of AIDS in 1998, including nearly half a million children. Four 
million new HIV infections occurred in Africa last year. In the most severely-affected countries, 
a quarter of the adult population is infected. Hard-won gains in life expectancy and child 
survival are being wiped out. The AIDS-related suffering of individuals, families, and societies 
is enormous. Education and health systems are staggering under the burden as they lose trained 
professionals and incur higher costs because of the epidemic. 

If left unchecked, the AIDS catastrophe in Africa will continue to worsen. The numbers of dead 
and dying will continue to grow exponentially. 

The specter of such a huge tragedy calls for an emergency-style response from within and 
outside Africa. If such a response is mounted quickly, tens of millions of deaths can be averted. 

Fortunately, a large-scale response is possible, to judge from recent encouraging signs of change. 
More national leaders are recognizing the seriousness of the situation and are speaking out, 
making AIDS a central development, social, and national security issue. There is evidence of 
successful national responses to HIV/ AIDS in countries such as Uganda and Senegal, and of 
positive local responses within other countries. A number of international agencies are ready to 
increase significantly their commitment to fighting AIDS in Africa. 

But current plans and actions are not enough. National awareness, commitment, and 
mobilization are still inadequate. Successes are too few and on too small a scale to reverse the 
epidemic. External support remains too small, slow and disjointed to have a critical impact. 

In short, a much more substantial response to AIDS in Africa is needed urgently from all actors 
- governments, NGOs, local communities, the private sector, and international development 
organizations. 

Resolution to create the Partnership 

In the light of this tragic situation, with AIDS fast becoming the number-one killer in Africa, 
wreaking even more havoc than civil strife and other diseases, the UNAIDS Cosponsors 
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(UNICEF, UNDP, UNFPA, UNESCO, WHO, World Bank) and the UNAIDS Secretariat, 
meeting in Annapolis, Maryland, USA, on 19-20 January 1999: 

• resolved to work together on an emergency basis to develop and put into practice an 
"International Partnership Against HIV/AIDS in Africa" 

• urged all parties involved - and especially the primary actors, the African people and their 
governments - to act on an emergency basis to drastically slow the spread of HIV in Africa 

• committed themselves to building rapidly a coalition of all the key actors: African 
governments; NGOs and other civil society organizations, including religious groups; 
bilateral and multilateral agencies; the private sector; and the UN system organizations 

• agreed that a sustainable political and social mobilization on an unprecedented scale would 
be crucial for mounting an effective response to HIV/AIDS on the ground in Africa 

• called upon the UNAIDS Secretariat to assume its responsibility to lead the further 
development and implementation of the Partnership. 

Goals of the Partnership 

The overarching goal of the Partnership is to urgently mobilize nations and civil soc1et1es to 
redirect national and international policies and resources so as to address the evolving HIV I AIDS 
epidemic and its many compelling implications. Only an urgent mobilization of this kind can 
curtail the spread of HIV, sharply reduce the impact of AIDS on human suffering, and halt any 
further reversal of human and social capital development in Africa. 

The Partnership will pursue three major objectives through a series of actions which will be 
defined in conjunction with all the partners in the next few months. Notionally these include: 

• reduced HIV transmission, as evidenced by declines in HIV incidence and prevalence in 
specific population groups, particularly in young people; by increased percentages of people 
with access to sexually-transmitted disease (STD) treatment services; and by increased 
access of HIV-positive persons to mother-to-child transmission (MTCT) prevention services 

• reduced suffering, as evidenced by an increase in access of HIV-infected persons to 
community-based care including in particular drugs for common opportunistic infections 

• mitigated impact of AIDS, as evidenced by increasing numbers of countries with operational 
plans for mitigation, and increasing percentage of families caring for AIDS orphans who are 
receiving special education, health, and nutritional services. 

The Partnership will monitor the scale and speed of the response to the epidemic, including the 
number of countries implementing intensified AIDS programmes and the level of national and 
international spending on AIDS activities. 

A small team from the UN AIDS Cosponsors will further develop a list of priority action areas 
before the end of February 1999, to be subsequently discussed and further refined with other 
partners. 

Each African country will need to set its own national targets. 
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Main values and principles of the Partnership 

It was agreed that members of the Partnership should embrace a set of common values and 
principles: 

• strong African political leadership and commitment as the basis for effective action 
• country focus and orientation to locally-set priorities 
• local institutions, including local governments, NGOs and other community-based 

organizations, to be major actors 
• participation of people living with HIV/AIDS 
• openness to all persons and institutions prepared to join the Partnership and respect its values 
• a sense of shared responsibility among all partners 
• transparency of action and accountability for results 
• respect for human rights and compassion for those suffering from HIV/AIDS 
• willingness by UN and other external agencies to act flexibly and to complement one another 

on the basis of comparative advantage 
• maximum reliance on existing organizational entities without the creation of additional 

bureaucratic structures. 

Aims and activities of the Partnership 

Experience to date points to a number of "key elements" shared by successful national AIDS 
programmes and projects. The aim of the Partnership will be to support these elements of 
success on a large scale, so that successful responses to HIV/AIDS can be multiplied rapidly 
across all African countries. 

The members of the Partnership will work to create a policy and social environment conducive 
to successful action (Attachment l ), by: 

• 
• 
• 
• 
• 
• 
• 
• 
• 

• 

developing strong commitment to confronting AIDS at the highest levels of government 
raising national awareness of the status of the epidemic and its devastating impacts 
fighting stigma and discrimination associated with HIV I AIDS 
empowering communities, NGOs, local governments and the private sector 
inserting HIV/AIDS considerations more fully into the national development agenda 
protecting the rights of vulnerable populations 
organizing and implementing a multisectoral response 
harnessing external resources more effectively 
developing policies and plans that mitigate the impact of AIDS on key national sectors, 
institutions and services, including education, health care and agriculture 
raising the status of women 

Within such a conducive policy environment, the members of the Partnerships will also support a 
series of priority programmatic actions, to be defined with the main partners over the next 
months. These will include a small sub-set of "core" actions - necessary but not sufficient -
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to be implemented in all countries. The core actions include: youth education and mobilization; 
voluntary counselling and testing; interventions to interrupt mother-to-child transmission; 
strengthening STD prevention and treatment; condom distribution; special programmes for those 
most vulnerable to HIV/AIDS; community standards of care, including treatment of common 
opportunistic infections of people living with HIV I AIDS; and special services for families with 
orphans. Programmatic actions should cover the reduction of both risk and vulnerability to 
HIV/AIDS. 

While effective prevention activities must remain central to a national response - in both low­
and high-prevalence countries - heavily-affected countries today have an urgent need for policies 
and programmes that can soften the epidemic's impact on individuals and their families 
(especially the poor). They also need to anticipate and alleviate the effects on communities and 
productive sectors. 

Main lines of action for the Partnership during 1999 

To achieve its goals, the Cosponsors agreed that the Partnership will focus on the following main 
lines of action for 1999. 

1. Mobilizing high-level African political support by: 

discussing HIV/AIDS with African heads of state and striving to include AIDS in the central 
agendas of the Organization of African Unity (OAU), Economic Commission for Africa (ECA), 
Southern Africa Development Community (SADC), Economic Commission of West African 
States (ECOW AS), etc. 
developing and disseminating widely advocacy materials emphasizing the gravity of the AIDS 
crisis and its catastrophic demographic, social and economic effects 
supporting the advocacy efforts of respected African figures from the political, cultural, 
religious, and sports spheres who seek to persuade African heads of state to commit themselves 
to attacking the AIDS crisis head-on. 

2. Widening the partnership to include African governments and other key constituent groups 
including national and international NGOs, the business community, and bilateral and 
multilateral development institutions. As part of this effort, a donors' meeting will be held in the 
first half of 1999, possibly as early as March, and similar meetings will be organized for major 
NGOs and business partners. 

3. Assisting African countries showing their commitment to the Partnership to design and 
implement intensified national AIDS programmes, by: 

carrying out joint national/donor programme planning exercises in at least 10 priority countries 
over the next 12 months 
mobilizing additional financial resources to support these intensified programmes through 
consultative group meetings and donor round-tables, incremental government financing (possibly 
linked to debt relief), and reallocation of existing funds already committed to social funds and 
ongoing projects in the health, education, transport, labor, justice and other sectors 
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promoting active communication and information-sharing among all actors, including African 
communities and local governments, focusing particularly on examples of successful national 
and local initiatives. 

4. Overall, mobilizing extra financial resources for intensified AIDS programmes at both 
country and regional levels. Current spending on AIDS in Africa, estimated at about $150 
million a year, needs to be doubled to more than $300 million by the end of the year 2000. 

5. Strengthening technical resources to support national and local projects, by: 

reviewing and rationalizing existing technical clusters located in the region, including the 
UNAIDS intercountry teams 
strengthening these technical groups through the hiring of additional key specialists 
building stronger networks of specialists in key programme fields (e.g., strategic planning, STD 
treatment, MTCT prevention, community mobilization, etc) within and across countries. 

Next steps: follow-on to the Annapolis meeting 

There are many actions that the UNAIDS Cosponsors and the Secretariat can take immediately, 
to drive forward the aims and activities of the Partnership. UNFPA, for example, will use its 
upcoming training programmes in Africa to expand AIDS activities in countries' reproductive 
health services. UNESCO will continue to implement its expanded network of community 
media addressing AIDS and to pursue research on cultural aspects of AIDS. WHO will drive 
home the messages of the Partnership with African political leaders and will strengthen its cadre 
of AIDS specialists in the region. UNDP will conduct a rapid assessment of its pilot projects on 
AIDS and Development, generate and disseminate best practice on HIV and development, 
strengthen the use of social capital in responding to the epidemic, organize stakeholder fora, and 
work with its resident coordinators in Africa on how to implement the goals and activities of the 
Partnership. UNICEF will step up implementation of its programmes for youth, AIDS orphans 
and the prevention of mother-to-child transmission. The World Bank will build AIDS into the 
centre of all its Country Assistance Strategies, integrate AIDS into its agriculture extension 
projects, and reorient social fund projects to include local AIDS initiatives. 

In addition, the Partners will pursue a common calendar of actions in the coming months, with 
all Cosponsors ready to take on extra tasks, many of them carried out jointly by several 
Cosponsors. The UNAIDS Secretariat will be responsible for overall monitoring of this plan of 
action. It will focus on political mobilization and on supporting the design and initiation of 
greatly intensified AIDS prevention, care and mitigation programmes in at least ten major 
countries before the end of 1999. 

Annapolis, Maryland 
20 January 1999 
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Attachment 1 

Policy and Social Environment for an 
Effective Response to the 
AIDS Epidemic in Africa 

Policy Area #1: government commitment 

Objective: to achieve highest-level government commitment to confronting AIDS, as well as 
commitment in leadership groups at all levels, in order to mobilize for action, and to see this 
commitment reflected in increased allocation of national resources to HIV I AIDS. 

Examples of instruments/actions: 
• better advocacy based on reports on the status and impact of the epidemic 
• development and use of compelling advocacy materials on best practice 
• local advocacy groups, including people living with HIV and AIDS 
• counsel from other leaders outside and in Africa 
• AIDS on the agenda of regional political fora, such as OAU, ECA, SADC, ECOWAS 

Policy Area #2: national awareness 

Objective: to raise national awareness of the status of the epidemic and its current and potential 
socioeconomic impact. 

Examples of instruments/actions: 
• generating and sharing experiences (good and bad practice) 
• enhanced media partnerships, media training and support, community media 
• improved surveillance of the epidemic, impact analysis, and dissemination of the findings 
• laws on open, independent media. 

Policy Area #3: stigma and discrimination 
Objective: to fight the stigma and discrimination associated with HIV/AIDS. 

Examples of instruments/actions: 
• an effective ethical, legal, and human rights framework 
• getting leaders, opinion-makers to speak out 
• enabling people living with or affected by HIV/AIDS to speak out 
• legal reforms and services against discrimination 
• compliance with international treaties and statutes. 
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Policy Area #4: local empowerment 
Objective: to empower local governments, the private sector, communities and NGOs to 
participate actively in designing and implementing parts of the national AIDS programme. 

Examples of instruments/actions: 
• legal and policy changes that permit easy creation and operation of NGOs and 

community-based organizations (registration, licensing, tax status, etc.) 
• training of local government and NGO staff 
• mapping and engagement of local groups 
• alliance-building, networks of NGOs and local governments 
• financing local groups via social fund mechanisms that encourage competitive, demand­

driven design of local initiatives and cost-sharing 
• work with local and international business associations. 

Policy Area #5: national development agenda 
Objective: to insert HIV/AIDS considerations more fully and prominently into the national 

development agenda, linked to poverty alleviation, better governance, debt reduction, etc. 

Examples of instruments/actions: 
• socioeconomic impact assessment 
• agendas for consultative group meetings, donor round-tables 
• debt-forgiveness as an incentive for increased national action, investment in HIV I AIDS. 

Policy Area #6: protection of vulnerable populations 
Objective: to protect the rights of vulnerable populations, including children affected by 

HIV/AIDS (orphans, child-headed households, infected children). 

Examples of instruments/actions: 
• an effective ethical, legal, and human rights framework 
• support (e.g., food and educational assistance) for families and communities fostering 

AIDS-affected children 
• legal reforms and services against discrimination 
• compliance with international treaties and statutes. 

Policy Area #7: multisectoral response 
Objective: to implement a multisectoral response to the epidemic that includes centrally the 

health sector and institutions, but that goes well beyond health. 

Examples of instruments/actions: 
• creation of national AIDS commission 
• multisectoral planning 
• budgeting for multiple government agencies for HIV/AIDS. 
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Policy Area #8: external resources 
Objective: to harness external resources better and to increase the efficiency of planning for and 
implementation of externally-financed HIV I AIDS activities. 

Examples of instruments/actions: 
• stronger UN Theme Groups on HIV I AIDS 
• donor consortia using sector-wide approaches 
• joint planning for national programmes. 

Policy Area #9: impact mitigation 
Objective: to support policies and programmes that reduce the negative socioeconomic impact of 
HIV I AIDS on production systems, public services, and households. 

Examples of instruments/actions: 
• programme development that anticipates and responds to losses of human resources in 

education and health systems 
• programme design to meet the complex needs of children in AIDS-affected households 
• teacher training and employment policies (e.g., use of paraprofessionals to supplement 

teachers) that take into account higher teacher morbidity/mortality from AIDS 
• policies and projects for food security and rural development (e.g., pricing schemes and 

promotion of agricultural technologies better adapted to the needs of surviving spouses 
and elderly household heads) 

• programmes to support the maintenance of capacity in key areas of public administration, 
including public utilities such as water and communications. 

Policy Area #10: status of women 
Objective: to strengthen the status of women in order to reduce their vulnerability to HIV and 

AIDS. 

Examples of instruments/actions: 
• legal reforms, legal services and counselling 
• support to women's organizations 
• support for changes in male sexual behaviour 
• leadership development 
• information and examples for informed debate 
• girls' education. 
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Attachment 2 

International Partnership Against AIDS in Africa 
Action Plan for 1999 

1. Refine, finalize partnership concept and roadmap for action 
• revise and issue meeting statement 
• develop and disseminate common "script" and 

description of Partnership 
• intensify internal UN advocacy at senior level 
• discuss with Cosponsor country representatives 
• Partnership meeting to discuss framework agreement 
• public launch of the Partnership 

2. Mobilize political support 
• continue to seek input and endorsement 

of African leaders 
• support the efforts of the African 

leadership group 
• develop advocacy plan and materials 
• introduce into agendas of finance ministers (ECA) 

African health ministers (OAU) May 
heads of state (OAU summit) 

3. Engage donors, NGOs and private sector 
• bilateral donors meeting 
• Partnership forum 

4. Country-based programme intensification 
• UNAIDS Country Programme Advisors (CPA) retreat 
• UN Theme Group on HIV/AIDS (TG) to engage 

national political leadership and senior government 
counterparts 

• country-focused impact/advocacy work 
• initial TG/national readiness assessments 
• intensified programmes under way in >I 0 countries 
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ANNEX 4. STRATEGIC OPTIONS FOR THE PREVENTION OF MTCT 

Prevention of HIV transmission from mother to child: Strategic options 
UN AIDS 
May 1999 

Introduction 

Mother-to-child transmission (MTCT) is by far the largest source of HIV infection in children 
below the age of 15 years. In countries where blood products are regularly screened and clean 
syringes and needles are widely available, it is virtually the only source in young children. 

So far, the AIDS epidemic has claimed the lives of nearly 3 million children, and another 
million are living with HIV today. Worldwide, one in ten of those who became newly infected in 
1998 was a child. Though Africa accounts for only 10% of the world's population, to date around 
nine out often of all HIV-infected babies have been born in that region, largely as a consequence 
of high fertility rates combined with very high infection rates. In urban centres in southern 
Africa, for example, rates of HIV infection of 20-30% among pregnant women tested 
anonymously at antenatal clinics are common. And rates of 59% and even 70% have been 
recorded in parts of Zimbabwe, and 43% in Botswana. 

However there is no room for complacency elsewhere. African countries were among the earliest 
to be affected by HIV, and the epidemics on the sub-continent are therefore well advanced. But 
the virus is now spreading fast in other regions of the world, and everywhere the proportion of 
women among those infected is growing. Globally, there are around 12 million women of 
childbearing age who are HIV-positive. And the number of infants who acquire the virus from 
their mothers is rising rapidly in a number of places, notably India and South-East Asia. 

The effects of the epidemic among young children are serious and far-reaching. AIDS threatens 
to reverse years of steady progress in child survival, and has already doubled infant mortality in 
the worst affected countries. In Zimbabwe, for instance, infant mortality increased from 30 to 60 
per 1000 between 1990 and 1996. And deaths among one to five year olds, the age group in 
which the bulk of child AIDS deaths are concentrated, rose even more sharply-from 8 to 20 per 
1000-in the same period. 

The risk of MTCT 

The virus may be transmitted during pregnancy (mainly late), childbirth, or breastfeeding. In the 
absence of preventive measures, the risk of a baby acquiring the virus from an infected mother 
ranges from 15% to 25% in industrialised countries, and 25% to 35% in developing countries. 
The difference is due largely to feeding practices: breastfeeding is more common and usually 
practiced for a longer period in developing countries than in the industrialised world. 
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Prevention strategies 

Until recently, countries had only two main strategies for limiting the numbers of HIV-infected 
infants: 

•primary prevention of MTCT-taking steps to protect women of childbearing age from 
becoming infected with HIV in the first place; 

•the provision of family planning services, including pregnancy termination where this is legal, 
to enable women to avoid unwanted births. 

These remain the most important strategies for reducing HIV among young children and 
essential activities in all national AIDS campaigns. Today, however, there is a third option for 
HIV-positive women who want to give birth which consists of a course of antiretroviral drugs for 
the mother (and sometimes the child), and replacement feeding for the infant. A recent trial in 
Thailand using a short course of zidovudine has shown that this strategy is able to reduce the risk 
of MTCT to below 10% when breastfeeding is strictly avoided. Alternative regimens using short 
courses of other antiretroviral drugs, sometimes in combination, will soon be available. 
Furthermore, trials are being conducted to find out what happens if mothers do subsequently 
breastfeed their babies instead of giving replacement feeds. This is a critical issue since the 
majority of HIV-positive women who risk transmitting the virus to their infants come from 
cultures where breastfeeding is the norm, and where replacement feeding presents great 
difficulties for many women. 

Introducing a strategy of antiretroviral drug use and replacement feeding is, however, a complex 
process. To take advantage of the intervention, mothers need to know that they are HIV-positive, 
and they must therefore have access to voluntary counselling and testing. Costs and benefits need 
to be carefully assessed. Policy-makers need to decide what kind of programme is feasible and 
most appropriate for their countries, and whether or not to test models of the strategy in pilot 
projects before introducing it more widely. Such a programme requires a commitment to 
ensuring there is an efficiently functioning primary health care system with certain key services 
as a basis for introducing the strategy. Where these conditions do not already exist, decisions 
need to be made about how to strengthen the health infrastructure, what time-frame would be 
realistic, and what else is needed to create the conditions for safe and successful introduction of 
antiretroviral drugs and replacement feeding. 

The purpose of this paper is to review the key issues for consideration in policy-making, and to 
propose ways in which the strategy might be tailored to suit local conditions. The paper is 
intended for all those with a part to play and a special interest in national policy making with 
respect to HIV prevention and care. 

The cost of inaction 

The cost of doing nothing to reduce MTCT will depend a great deal on the prevalence of HIV 
infection among parents-to-be. ln areas where 20% or more of pregnant women are HIV~ 
positive, the financial cost of caring for sick and dying HIV-infected children will be enormous, 
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and there will be significant loss of the benefits from the huge commitment of time, energy and 
resources spent on reducing child morbidity and mortality over recent decades. Where HIV 
prevalence is low, health care costs will be relatively low too, and the waste of resources already 
spent on child survival not quite so dramatic. However, the costs for families and communities 
cannot be measured in financial terms alone, and many couples will bear responsibility for 
looking after their infected babies, often while struggling to cope with their own ill-health. 

Major issues for decision-making 

The following issues need consideration: 

• Counselling and voluntary testing. For women to take advantage of measures to reduce 
MTCT they will need to know and accept their HIV status. Voluntary counselling and testing 
services therefore need to be widely available and acceptable. Ideally, everyone should have 
access to such services since there are clear advantages to knowing one's serostatus. People 
who know they are HIV-infected are likely to be motivated to look after their health, perhaps 
with behaviour and lifestyle changes, and to seek early medical attention for problems. They 
can make informed decisions about sexual practices, childbearing, and infant feeding, and 
take steps to protect partners who may still be uninfected. Those whose test results are 
negative can be counselled about how to protect themselves, and their children from 
infection. Furthermore, voluntary counselling and testing has an important role to play in 
challenging denial of the epidemic: it helps societies which are currently only aware of 
people who are ill with AIDS to recognise that there are many more people living with HIV 
and who show no outward signs. However, it must be emphasized that, unless people have 
real choices for action once they have their test results, there is no good reason to take a test. 

However, providing voluntary counselling and testing for the whole population will not 
necessarily be justified in low HIV-prevalence areas where resources are scarce. And 
even where justified on the basis of prevalence, it will not be a realistic option in some 
places because the health infrastructure is not sufficiently strong to support the service. 
For, besides the cost and practical requirements of providing counselling and testing 
itself, there must be an efficient referral system to a range of other basic services that 
people need once they have received their test results. These include family planning, 
prevention and treatment of sexually transmitted diseases (STDs), mother-and-child 
health services, and health care for infected people including prevention and treatment of 
opportunistic infections, counselling, and psychological support. 

Taking local conditions into account, therefore, policy-makers need to decide what kind 
of counselling and testing services are most appropriate and feasible, and what action, if 
any, is required to strengthen the health system that supports them. In particular, 
decisions need to be made about whether to make counselling and testing available to the 
whole population (comprehensive VCT); or to target the service at women or couples 
making use of reproductive health services in areas where the HIV prevalence is 
especially high (targeted antenatal VCT); or to offer counselling and testing to all women 
attending antenatal services as part of a programme to reduce MTCT of HIV (routine 
antenatal VCT). 
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• Stigma and discrimination. Measures to reduce MTCT of HIV, especially the administration 
of antiretroviral drugs and avoidance of breastfeeding, make it virtually impossible for HIV­
positive women to keep their infection a secret from their families and people in the wider 
community. It is therefore essential to the safety and acceptability of MTCT interventions 
that effective steps be taken to combat rejection of people with HIV/AIDS. Where women 
fear discrimination, violence, and perhaps even murder if they are identified as HIV-infected, 
they will be reluctant or completely unable to take advantage of opportunities offered to 
protect their infants from infection. Special attention should be paid, in particular, to 
developing positive and non-judgemental attitudes towards HIV/AIDS in health staff so that 
they can serve their clients with empathy. In places where stigmatisation of HIV-infected 
people is a serious problem, it would be advisable to introduce the antiretroviral strategy for 
reducing MTCT in a pilot programme initially, so that the risks can be carefully monitored 
and ways of dealing with stigma and discrimination tested. 

It is still common for women to be blamed for spreading STDs, including HIV, despite 
the fact that very often they are infected by the husband or partner to whom they are 
entirely faithful. To challenge this pervasive prejudice, as well as to encourage joint 
responsibility for childbearing and related decisions, it is a good idea to offer counselling 
and testing to pregnant women's partners also, where this is feasible and desired. 

• Health care systems. A programme of voluntary counselling and testing, antiretroviral drugs 
and replacement feeding can only be set up where there is an efficiently functioning health 
system with certain key services. Mother-and-child health services, including widely 
available and acceptable antenatal, delivery and postnatal services, are essential. And 
counselling services, family planning services and medical care for HIV-positive women and 
their children should also be part of the basic health care provision. These services need to be 
carefully prepared for the integration of the new programme. In particular, steps are required 
to ensure: 

a) easy access and privacy for clients attending services. This will require assessment of 
the physical environment of clinics, and perhaps rearrangement of activities; 

b) continuity of care and a good flow of information between the various units involved 
in the management of HIV-positive clients; 

c) technical supervision of services to enhance quality; 

d) opportunities for clients to express their needs and their views. 

Where the basic services are already in place and operating efficiently, the cost of 
providing counselling and testing, antiretroviral drugs and replacement feeding is likely 
to be well distributed across the health system and relatively easy to absorb. However, in 
places where the health infrastructure needs considerable strengthening and perhaps even 
building from scratch to support the new programme, the additional cost will assume 
greater significance. Since expansion and improvement of the health system benefit the 
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whole of society, it is important that the MTCT programme is not expected to bear an 
undue and perhaps crippling proportion of the costs and responsibility. If the provision of 
antiretroviral drugs and replacement feeding is to be sustainable over the long term, the 
financial burden must be fairly distributed across the health services. Policy-makers 
should take account, also, of the fact that improvements in access and quality of services 
have a tendency to increase public expectations of health and therefore the demands on 
the health services. 

Replacement feeding. The issue of replacement feeding is a complex one. Promotion of 
breastfeeding as the best possible nutrition for infants has been the cornerstone of child 
health and survival strategies for the past two decades, and has played a major part in 
lowering infant mortality in many parts of the world. It remains the best option for the great 
majority of infants, and in providing for replacement feeding as part of the strategy to reduce 
MTCT of HIV, policy-makers need to take into account the risks of undermining 
breastfeeding generally, and of relaxing vital controls on the promotion of infant formula by 
the industry. They also need a sound assessment of how safe it is to recommend replacement 
feeding in their local setting. For example, is infant formula readily available; is the supply of 
formula assured over the long term; do people have access to clean water and fuel for boiling 
it; and are they sufficiently educated and informed to make up replacement feeds correctly? 
If used incorrectly-mixed with dirty, unboiled water, for example, or over-diluted­
breastmilk substitutes can cause infection, malnutrition and death. Where the risks associated 
with replacement feeding are not clear, research will be necessary to establish the facts, and 
strategies should be tested in pilot projects. The fact that the fertility lowering effects of 
breastfeeding will be inactivated, makes the availability of family planning services as part of 
post-partum care a necessity. 

Pilot projects 

In many places it will be a good idea to introduce prenatal voluntary counselling and testing and 
the use of antiretroviral drugs and replacement feeding in a limited way in pilot programmes 
initially, so that lessons can be learnt about how best to operate the new service before it is 
introduced more widely. Careful monitoring and evaluation of such an exercise are essential and 
must be planned for from the start. Pilot programmes are specially important in places where 
stigmatisation of people with HIV I AIDS is common, and where there is uncertainty about the 
safety of replacement feeding, or the acceptability of voluntary counselling and testing. Pilot 
sites should be selected on the basis of having good basic health services (as described above) 
already in place and efficient referral systems. Only if the projects are successful under these 
carefully chosen pilot conditions will further testing be tried in more challenging environments. 

Integration of services is a key requirement: measures to prevent MTCT of HIV are one part of 
the wider programme to cope with HIV I AIDS in a country, and should have strong links to all 
other aspects of the programme, such as primary prevention of infection, care of infected people, 
and the support of orphans. 
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The wider benefits of the package of interventions 

Providing voluntary counselling and testing, antiretroviral drugs and replacement feeding for the 
reduction of MTCT has benefits that extend way beyond the direct benefits to the health and 
survival of infants. All pregnant women, mothers and infants will benefit from the expanded 
provision and improved quality of health care, especially mother-and-child health, antenatal, 
delivery and postnatal services. And the population as a whole will benefit from general 
strengthening of the health infrastructure, as well as from the increased understanding and 
acceptance of the HIV I AIDS epidemic and those affected that develop as a consequence of 
counseling and testing and measures to combat stigmatisation. A decision to introduce the 
package of interventions can, in the first place, be a force for social change, providing the 
opportunity and impetus needed to tackle often long-standing problems of inadequate services 
and oppressive attitudes. 

Questions of ethics 

A guiding principle behind the introduction of any measure to reduce MTCT is that it is the 
pregnant woman's absolute right to choose, on the basis of full information, whether or not to 
take advantage of the intervention. Coercion is not justified under any circumstances, even if it 
seems to be in the best interests of the woman or her child, and her choice should always be 
accepted and respected. 

Introducing antiretroviral drug programmes for the prevention of mother-to-child transmission in 
countries where antiretrovirals are not available for the treatment of HIV-positive people more 
generally has raised sometimes heated debate about the ethical implications. The question is 
asked: If a mother's access to antiretroviral drugs is limited to the period of pregnancy and 
labour, does this amount to treating the mother for the sake of her baby alone? In fact, the 
question is based on an erroneous perception, for an antiretroviral drug used for the purpose of 
preventing MTCT of HIV is not really a treatment, but a "vaccine" for the infant. A useful 
analogy is the rubella vaccine given to pregnant women to protect their offspring from the ill­
effects of maternal infection. Rubella vaccination does not meet with ethical objections, despite 
the fact that it, too, could be seen as treating the mother for the sake of the baby. 

The fact that antiretrovirals can serve two separate purposes-as vaccine for infants against 
MTCT of HIV, and as treatment for HIV-infected individuals-is, of course, very significant. 
But the issue of antiretroviral treatment for infected people must be considered separately from 
the issue of antiretroviral drugs used for the prevention of MTCT. It requires debate and policy 
decisions outside the scope of MTCT policy-making. However, it is a point of principle when 
adopting a strategy of antiretroviral drug use and replacement feeding that HIV-positive pregnant 
women must be assured of the best possible care available in their countries. In some places 
antiretroviral drugs will be available for therapy, too; in others, such treatment will simply not be 
feasible. 

It is important also to note that a short course of antiretrovirals during pregnancy, while 
increasing the chance that she will give birth to an uninfected baby, does no harm to the health of 
an HIV-positive woman. The only possible risk is anaemia. But anyone taking antiretrovirals for 
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HIV should be screened for this condition in advance, and treated for it if necessary. Concern is 
sometimes expressed that the strategy might encourage the development of drug-resistant strains 
of HIV. However, the risk of resistance developing is minimal with such a short period of drug 
use. 

Another concern is the idea that introducing this strategy for the prevention of MTCT might 
exacerbate the problem of orphaned children, increasing the burden of care on families and 
society. It is widely assumed that infected infants do not survive long enough to become orphans. 
But this is a misconception: in fact, around half of such infants are still alive at their fifth 
birthdays and beyond and are highly likely to survive their infected mothers. The most likely 
effect of introducing the strategy, therefore, will be to alter the proportion of orphans who are 
HIV-infected compared with those who are uninfected. 

For example, it is estimated that, of l 00 infants born to HIV-positive mothers in the absence of 
intervention, roughly 66 will be uninfected, 17 will be infected and die before the age of five 
years and 17 will be infected but still alive at their fifth birthdays. With the intervention, roughly 
90 will be uninfected, five of the remaining ten who are infected will die rapidly and five will 
survive longer-term. Thus, with or without the intervention, more than 80% of the babies born to 
HIV-infected mothers will be exposed to the risk of being orphaned by the age of five years. The 
intervention does not therefore affect in any significant way the need for societies to make 
provision for their orphaned children. However, from the point of view of planning for care and 
allocating resources, it is important to recognise that, with measures to reduce MTCT, many 
fewer orphaned children will be HIV-infected and in need of medical care and support, many of 
them long-term. It is also worth noting that improving perinatal care and diagnosing HIV 
infection to permit early access to care may prolong the life of mothers. HIV-positive women 
may also live longer if they do not have to cope with sick children. Thus, their children will have 
the care of their mothers and be spared the misery and vulnerability of orphanhood for longer. 

Affordability and cost-effectiveness of the strategy 

The affordability of antiretroviral drugs and replacement feeding will depend a great deal on the 
condition of the health infrastructure within a country or district, and how much strengthening or 
expansion of services is needed before the strategy can be introduced. 

Antiretroviral drugs for mothers known to be HIV-positive and replacement feeding for their 
infants is affordable in most countries, or districts within countries, where there are already well­
functioning health care systems. For instance, countries that would be able to negotiate a price 
for the drugs of US$50 per woman, and infant formula at US$50 for six months, would need to 
spend US$ l 30 per pregnant woman with HIV, including the costs of counselling and other 
inputs. In countries with a birth rate of 40 per thousand, and 15% HIV prevalence among 
pregnant women, and assuming that all women who know their status (estimated to be 10%) 
accept the intervention, the cost per capita of the specific inputs (i.e. drugs and replacement 
feeds) would amount to US$ 0.08. This calculation does not take into account savings of medical 
and other expenditures to care for HIV-positive infants-which, though admittedly very low in 
some countries, can be substantial in others. In fact, the savings may more than compensate for 
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the cost of the intervention. Nor does it take into account the wider benefit of the intervention to 
the general population, which, as has been shown, is often considerable. 

Voluntary counselling and testing also needs to be taken into consideration. If the cost of this 
service is to be borne exclusively by MTCT prevention programmes, the cost-effectiveness of 
the strategy will depend on the HIV prevalence in the area: the lower the prevalence, the more it 
will cost to identify each HIV-positive pregnant woman. Models show that cost-effectiveness 
remains fairly stable at HIV prevalence rates of 5-10% and over, but that where the prevalence 
rate is below this, the cost-effectiveness of the intervention rapidly decreases as the prevalence 
rate drops. In such situations, targeting HIV screening at women who are pregnant or who plan a 
pregnancy in specific population groups will lead to greater cost-effectiveness. 

Cost-effectiveness by HIV seroprevalence 

Where HIV prevalence is high, the cost of a programme of voluntary counselling and testing, 
antiretroviral drugs and replacement feeding compares well with the cost of interventions for 
other health problems. It is estimated, for example, that at HIV prevalence rates of 5% and 
above, this strategy costs around US$35 per Disability Adjusted Life Year (DALY), compared 
with US$20-40 per DALY for polio and diphtheria vaccination, and US$200-400 per DALY for 
river blindness prevention. 
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Definition 

Disability-adjusted life-years (DALY) are the number of years of life saved through a particular 
intervention, discounted slightly for each successive year saved to take account of the fact that 
the quality of life diminishes as time passes and the risk of dying of some other disease increases. 
Thus, the first year of life saved as the consequence of the intervention counts as a full year, 
whereas each successive year counts for a little less each time. The great strength of DALY s is 
that they reflect both quality of life and chances of survival, and allow for easy comparison 
between different kinds of intervention. 

A Decision Tree 

Clearly, national and local circumstances will have a major influence on decisions regarding the 
adoption of voluntary counselling and testing, antiretroviral drugs and replacement feeding. The 
following "decision tree" is proposed as a means of assisting those involved in national and local 
policy-making to decide on: a) the appropriate levels of provision, and b) the best model of 
operation of the strategy. 

The influencing factors: 

•seroprevalence of HIV in the country or community will determine the costs of inaction and the 
relative cost-effectiveness of different screening strategies. 

•attitudes towards HIV in the country or community will determine the risk of discrimination 
against women found to have HIV, the likelihood of infringement of their rights, and the 
expected acceptability of the intervention 

•the risks associated with replacement feeding will determine whether or not the intervention can 
be introduced on a large scale immediately or whether pilot projects will be needed initially so 
that lessons can be learnt about how to make replacement feeding safer 

•the state of the existing health system and Mother-and-Child Health services (including family 
planning) will determine the expenditure of effort and resources required to strengthen them 
sufficiently to support the new programme 

•the maturity of the epidemic and level of social support that has developed to cope with it will 
determine how big a burden will be imposed upon the MTCT programmes by increased demand 
for health care and counselling 

•the wider benefits to society will have to be taken into account when balancing costs and 
benefits of the intervention 

•available financing· for MTCT interventions and associated services will be a major 
consideration in decision-making. 
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These factors will vary a great deal from one place to another. The following table proposes a 
decision-making process to assist policy-makers who wish to consider adopting an antiretroviral 
drug and replacement feeding strategy that is suited to their situation, and that reflects the local 
HIV prevalence, available resources, health system performance and expected risks associated 
with replacement feeding. 

Definitions 

1. Local health system meets requirements: Access to adequate Mother-and-Child Health 
services including antenatal, delivery, postnatal and family planning services and continuing 
medical and psychosocial support for mother and child 

2. Short ARV: Regimens as used in Thailand study, i.e 
300 mg ZDV bid from 36 weeks 
300 mg ZDV 3-hourly during labour 
(Note: alternatives to the Thai regimen will soon be available for short ARV) 

3. Long ARV: Other regimens including ACTG 076 and regimens using a combination of 
antiretroviral drugs and antiretrovirals for the neonate as well as the mother. 

4. Known HIV-positive: Women who present for antenatal care having already been tested for 
HIV outside the maternal health services, and found to be infected. 

5. Targeted antenatal VCT: Voluntary counselling and testing offered to pregnant women and 
their partners in communities (geographical or social networks) where HIV prevalence is 
particularly high. 

6. Routine antenatal VCT: Voluntary counselling and testing offered to all women attending 
antenatal services and their partners as a matter of course 

7. Pilot introduction of VCT and ARV /RF: Introduction of the full strategy in a selected number 
of sites, and careful monitoring and evaluation of the processes and their impact, with particular 
attention to replacement feeding 

8. Prepare the health system: Where the health system does not meet the requirements for the 
successful introduction of the strategy, careful preparation is needed for voluntary counselling 
and testing, mother-and-child health services, and medical and support services for seropositive 
women and their children. 
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List of documents on MTCT available through UNAIDS Information Centre or through 
UNAIDS web site (www.unaids.org): 

General Information: 
• UNAIDS Technical update on HIV Transmission from Mother to Child (October 1998) 
• Prevention of HIV Transmission from Mother to Child : Planning for Programme 

Implementation. Report from a Meeting, Geneva, 23-24 March 1998 
• Prevention of HIV Transmission from Mother to Child: Strategic options (May 1999) 
• AIDS 5 years since ICPD: Emerging issues and challenges for women, young people and 

infants. ( 1998) 

HIV Counselling and Testing: 
• Counselling and voluntary HIV testing for pregnant women in high HIV prevalence 

countries: Guidance for service providers (May 1999) 
• The importance of simple/rapid assays in HIV testing. WHO/UNAIDS recommendations 

(WER 1998, 73, 321-328) 

Antiretroviral treatments: 
• WHO/UNAIDS recommendations on the safe and effective use of short-course ZDV for 

prevention of mother-to-child transmission of HIV. (WER 1998, 73,313-320) 
• The use of antiretroviral drugs to reduce mother to child transmission of HIV (module 6). 

Nine guidance modules on antiretroviral treatments. (UNAIDS/98.7) 

HIV and Infant feeding: 
• HIV and infant feeding: A review of HIV transmission through breastfeeding 

(UNAIDS/98.5) 
• HIV and infant feeding: Guidelines for decision-makers (UNAIDS/98.3) 
• HIV and infant feeding: A guide for health care managers and supervisors (UNAIDS/98.4) 
• WHO/UNAIDS/UNICEF Technical Consultation on HIV and Infant Feeding 

Implementation guidelines. Report from a meeting, Geneva 20-22 April 1998. 
• HIV and infant feeding: A UNAIDS/ UNICEF/WHO policy statement (May 1997) 

Planning, Implementation and Monitoring & Evaluation: 
• Vertical Transmission of HIV - A Rapid Assessment Guide ( 1998) 
• Local Monitoring and Evaluation of the Integrated Prevention of Mother to Child HIV 

Transmission in Low-income Countries ( 1999). 

MTCT prevention in Asia: 
• Thaineua V. et al. From research to practice: Use of short-course zidovudine to prevent 

mother-to-child HIV transmission in the context of routine health care in Northern Thailand 
(South East Asian Journal of Tropical Medicine and Public Health, 1998). 

MTCT prevention in Latin America: 
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• Prevention of vertical transmission of HIV. Report from a workshop, Buenos Aires 29-31 
July 1998. 

MTCT prevention in Africa: 
• The Zimbabwe Mother - to - Child HIV Transmission Prevention Project: Situation Analysis. 
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MuJti-Counta IUV/AIDS Project 

Introduction: 

DRAF'T 

1. We commend staff fort.heir rapid development of the overall Africa HIV/AIDS project' 
and the two initial country programs. The USED has joined other members of the Board calling 
for bold and immediate action regarding IIlV/AIDS in Africa and the world. We support Lhis ! 

new effort for lllV/AIDS in the context of the Bank's expanding supp<.Ht for ba..;ic health. 
Today's documents confirm that the Bank can move quickly when it decides and can generate : 
creative approaches to demanding problems. We welcome the empha-;is on learning and 
applying lessons during implementation given the dramatically different situations across 
counuies. We agree with general f1cxibiliry of implementation as Ion~ as approaches are 
srrongly governed by the Rank's fundamental policies and principles. 

2. The Multi-Country Program for Africa (MAP) and the two initial country PADs for 
Kenya and Ethiopia present the stark picture of HIV/AIDS in sub-Saharan Africa. Due to 
delayed comprehension and action by the ffiV/AIDS disease has evolved into a pandemic, 
which is an economic and social as well as health crisis. 

3. Given increa5ing rate of prevalence, the deteriorating development indicators and the , 
profound economic effects associated with HIV/AIDS, the Bank is correct that immediate acti0n 
is necessary. We do have concerns, however, with the design of the projel:I. The horizontal 
APL is an untested instrument that is being used to respond to a unique and urgent simation. 
The APL instrument irself has never heen evaluated for its development effectiveness. The A Pl. 
may have implications for Bank policies, CASs and poverty reduction, which are not yet clear. 
Implementation of this horizontal APL must be fulJy congruent with Bank policies and 
slralt:git!s. Monitoring of implementation during the first phases is critical. Given the prnjccr 
risks and importance of learning all we can a<; we proceed, we believe it is important to schcduk 
regular informal briefings with the Board. 

·n1is dOCument has a restricted distribution ::ind may be used by recipients only In tne pertormance of their official duti~s. Its conlents 
may not otherwise be dl$Closed without the consem of the Executive Director concerned.• 
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4. The horizontal APL also asks the Board to approve programs in future countries without 
iirt indication of which counnies will be participating. 'While the document provides a summary 
of the entire situation in Africa, it does not specify countries for future projects. We must have a 
list of countries that are candidates for MAP projects. If that is not possible, che Board mll$t 

have the righc, should th.rec Directors request, to call for a vote on subsequent projects. We 
would like Management's assurances that the process allows a Board vote on subst:quent 
projects. Anything :short of that would re:quire us to oppose any future horizontal A PLs or 
instruments of a similar design. Given the major concerns we oppose chis ho1i:.wntal APL 
establishing a precedent. 

5. We understand thar. this project addresses IDA-only countries Lhat are in good standing 
and fulfill basic criteria such as a sound national IDV/AIDS strategy. We apprc(iatc the 
dilemma regarding Africa's IBRD countries and emphasiZe that chis problem mu~L he consici~red 
thoroughly and appropriately. How the Bank will address this challenge is an issue thaL will 
have to be considered by IDA Deputies as well as the Board. We would like assurances that a11y 
use of IDA funds, including IDA grnnts, is understood to be an issue: for IDA Deputies 
consideration. There are options [O consider for IBRD countries including, the expansion of 
DGF resources. 

6. The fact that this project is over and above what countries receive as pare of their IDA 
allocations raises questions regarding the implications for CPTA. Similarly, this raises the 
question of which countries are eligible for the project -- whether in fact tht:re is adequate 
empha"is on country performance. We believe that the eligibility criteria has LO include 
adequate emphasis on country performance and ownership of which the CPTA is an important 
measure. Most importantly, the CPIA is a program that is critical to IDA. Only IDA Deputies 
have the authority to change fundamental aspects of the IDA-12 agreement. We do not agree 
that there is any agreemem regarding the distancing of che project from CPI A for the sh01t term 
or long term. 

Project Focus: 

7. We appreci~ted the briefing last Friday that confirmed that the project's focus will be on 
prevention. From the grim statistics highlighted in the documents, it is clear that prevention is a 
priority. Attention to the incrc.asing number of orphans and improving quality of care is also 
in1portant. The MAP's estimate of savings governments will have from controlling and 
reversing the trend are dear and support the importance of ensuring this projccr's success. 

8. The MAP and both country PADs emphasize the disproportiouatt: effects of the disease · 
on women, particularly young women. We are conceme.d, however, that there is little guidance 
on how tu approach the problem practically. We are disappointed that the Ethiopia document 
highlights the negative impact of HNI AIDS on Ethiopian women, but fails to explain how it 
will address the problem. There are many examples of programs that provide lessons in 
designing solutions that educate men and women and empower women and girls. We urge all 
countly teams to examine and apply these lessons. 

'This document has a restrictE:d distribution and may be used by recipients only in the performance o1 their official dtJties. Its contents 
may not otherwise be disclosed without :he consent of the Executive Director concernao. • 
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Project Design: 
.1 

1. 

9. While we endorse the Bank's intent to move quickly, we are concerned with the design;0f 
the horizontal APL, which is an untested instrument. We understand from Su:1.ff that Bank ! 
monitoring and support will bt: extremely high. We think project success depend~ critically on 
this. We would apprccialc assurances that this importanl support is adequately budgeted and ; 
staffed and that p.l·ovisions will be made for sharing insights from initial experiences with ~taff ~ 
and beyond the Bank so lhaL sm.:c.:essful interventions can be replicated. : 

I 

IO. The project risks may be increased by conferring responsibility on local levels. The i 
capacity building:at local levels cannol be overemphasized. We en<lor:->e the project's goal ofl 
reaching out to cqnununitic~. to ~rovide them with th~ ab.ility to respor~d to lht:ir own needs, bu!··· 
we are concerncd:by the pro.1ect s complete dcccntrn..hzauon. Lack of transpMcm.:y and : . 
corruption exist te> vaJ.ying degrees in both Kenya and Echiopia and the documcncs chcmse.lves 11 

state that the lack:of capacity is one of the greatest challenges. In the~e circumstances :~ 
decentralization i$ a tremendous risk particularly given financial and procurement weaknesscs.:i 
Procurement conlrols are essential -- without them it is impossible Lo do any meaningful · 
monitoring and evaluation. 

11. ln Kcnya,~or instance, past STl/AIDS programs have been hobbled by procurement ii 
problems. The Kenya PAD tries w address this problem, but decentralizing all processes i~ a ii 
great risk given v.:cak capacity and corruption. The PAD does not proYidt: the necessary detail~! 
to ensure chat there is no dilution of procuremenr and financial principles. While we raise: tili~ In 
the context of the ~roposal today, olher countries have similar problems and we have w have 
hard and fast assurances that Bank rules and regulations will be enforced. We must have more 
detail on Kenya ahd must sec more detail in future proposals. 

I 
·, 
J 

12. The PAD proposes filling the evidenc gaps in capacity by outsourcing for accounting, 
dishursei:nents, auf-iting and procurement. We ~lieve it is impor:ant that the criL~ria for ~uch JL 
oursourcmg he cl~ly defined so that lhe regulations can be morutored and enforced. we: do nrl 
see any de~ni~ion~des~ribing the requirement~ and would appreciate~ update from Staff on ~· 
how the cntena ruo:e bemg developed and applied. The PAD also dcscnbes the developmenr of 1 

new simp~fied cohrmu~ity-based procurement an~ disbu~sem~nt. . We understand fron~ Sr...1ff r :a.t 
the Bank is not ddvelopmg new procedures, but usmg sohd gmdelmes that are already m p.lacc : 
and have been us~d in countries like Ghana. We would appreciate further clarification from 
Slaff that the exis~ng systems in place will be applied and enforced fully. 

i. 

I 3. The MAP l:Jjnd country P ADs discw;s generally the procurement of pharmaceuticah. 
want to stress that~pharmaceutical procurement must bt: done on an open, transparent and 
competitive basis that respects intellectual property rights. 

Monitoring Projt;et Impact: 

i I 

14. The MAP's focus on establishing and improving monitoring and evaluation throughout! 
all Lhe countries is;critical. We support those efforts and welcome OED's participation in: the '· 
monitoring and ev~uation. As Staff indicate, improving monitoring and evaluation is key' if 1: 

1: 

il 
"This document has a re~lricted distribution and may be used by recipients only in the performance of their official auties. Its conte~ts 
may l"IOI otherwise be disclosed without the consenl ul Ille Executive Director concerned: 
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i; 
~ ! countries are Lo ge. t long tem1 control or Lhe HIV I AlDS situation. . 
1: 
:1 

15. We agree !with the general evaluation of the impact of the MAP. We agree with Staff~ ii 
Lha~ measuring rcBults is difficult ~ivcn the urgency o~· t?e. situation and ca~ accep~ th~t th~ foe s 
on mputs and out.\JuL~- We do beheve. however, that u is important to conunue thinking abouc. 
rneasuring impad as country projects are developed. Less·ons will he learned through initial .; 
implementation and we must apply Ihose lessons. Considering these issues at the earlie~t ~tag~~ 
of project design is important to assure pragmatic measures of projecr effectivenes!i and the · 

perfom1ance of participating countries. 

Donor Coordina.tion: 

16. While the~$500 million MAP is only a fraction of Africa's entire needs for fighting 

HIV I AIDS, it is <~ significant figure and is a good start. Leveraging these resources to ensure 
that other dl)norsjin Lhe rield continue to complement these reso~rces .we~! to ensure t~at the J 
work of donors C\)mplement and extendo; the Bank's own efforts is quite important. (1A VJ anc~ 
other partnerships hope.fully give us that opportunity. The document reports close coordihatio~1 
with UNAIDS, but we would appreciate a brief report from Staff on how other donors view ': 

MAP and wbac d~nor coordination is planned on the ground. 
! 1\ 

18. While national HIV/AIDS secretarials are being eslablishe<l, the fact remains that thl:s~: 
govemmencs have weak coordination capacity. Is the Bank planning to provide technical .i 

assistance to help, the govemmenLS coordinate donors working on HJV/AJDS? 1· 

1; 

~:oclus=~ost ~undamental concerns rests with the basic project design. The horizont:il AJ 
leaves many fun~amental gaps in the financial management of the pn.iject. The focus on rapidt 
decentralizacion qr all responsibilities to community levels creates significam risk~. We lpok . 
forward to follo~~ing closely the implementation of these two projects and the dc:<;ign of future:\: 
ones. 1! 

1: 

20.. Dcs~ite o~r concer~1s with the tec~cal design, we commend the Bank on produdng al\ 
project of this sc4J.Jt! so quickly. We beheve che four fundamental criteria outlined by the Ba~ 
are correct and targets the correct priority areas in making headway in the HIV/AIDS fighr. Ai;, 
HIV/AIDS now Cf>nsituleS a fundamental threat to su~tainable development globally, the Boar~ 
should remain engaged in overseeing the Bank's work and supporting donor collaboration with

1 

the Bank's effons' in this area. 

'This document f\as a r~ricted distribution and may be used by recipients only In the performance of their official duties. Its cont~hts 
may not o!h9rwise be disclosed without the consent of the Executive Director concerned." · 

' 
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August 11, 2000 

Caribbean Meeting on HIV/AIDS 
Sherbourne Conference Center, Bridgetown, Barbados 

September 11-12, 2000 

Dear Ms. Thunnan: 

It is my pleasure to invite you to attend a high-level meeting on HIV/AIDS in the Caribbean, 
hosted by Barbados Prime Minister, the Right Honorable Owen Arthur, at the Sherbourne 
Conference Center in Bridgetown, September 11 and 12, 2000. Tue meeting is jointly sponsored 
by the CARICOM Secretariat, PAHO/WHO, the UNAIDS Secretariat and the World Bank. 

Participants invited to this meeting include Caribbean country representatives, major 
bilateral/international development agencies, UN organizations, regional development 
institutions and intergovernmental organizations, civil society organizations and associations of 
people living with HIV I AIDS. 

Tackling HIV/AIDS has emerged as the most urgent development priority for the Caribbean, and 
was placed at the top of the agenda at the June meeting of the Caribbean Group for Cooperation 
in Economic Development (CGCED) in Washington, DC. CARICOM Heads of Government 
meeting in St. Vincent on July 2 to 5 also publicly recognized that HIV/AIDS now threatens to 
reverse the region's development achievements of the last three decades. 

Your leadership and commitment is needed as c<>untries and the international community come 
together to address this development crisis in the Caribbean. There is much we can do to curb 
HIV/AIDS if we act compassionately and decisively. 

To this end. the meeting we are organizing has several objectives: a) to foster political support 
for a multi-sectoral response to the HIV/AIDS epidemic in the Caribbean; b) to gamer support 
for the Regional Strategic Plan prepared under CARICOM's leadership (the plan will be 
available to participants prior to the meeting on our website, for address see next page); c) to 
increase human and financial resources for the National AIDS Program; d) to obtain pledges of 
support from the international community, specifying the level of funding to be made available 

PHONE (202) 458-2636 ~ fAX {202) 671>-1'94 
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Ms. Sandy Thurman 2 August 11, 2000 

and how each development agency will contribute to regional and national efforts to combat 
HIV I AIDS in the Caribbean; and, e) to set up a partnership mechanism such that a wide range of 
interested parties can effectively coordinate the response to HIV I AIDS. Please see the enclosed 
tentative agenda for more details. 

We have made arrangements for participants to stay at the Accra Beach Hotel and at the Grand 
Barbados Beach Resort Hotel. Per the enclosed registration form, please provide the necessary 
information so that we may reserve a room for you at one of these hotels. Please note that in 
order to confirm your reservation, we ask that you provide us with your credit card information_ 
Travel to Barbados and hotel accommodations will be a responsibility of each delegation. 

My office would be grateful to receive your response by August 24, 2000. Please complete the 
attached registration form, one for each member of your delegation, fax it to: Ms. Maria 
Colchao, fax 202-522-1201, phone 202-473-8408, e-mail mcolchao@worldbank.org_ Additional 
information and updates, as well as background documents, will be also available on our 
website: http://www.worldbank.org/lacheal th. 

Please call Ms. Colchao if you have any additional questions, or contact Mr. Kevin Tomlinson, 
phone 202-473-9763, e-mail Ktomlinson@worldbank.org. 

I look forward to the pleasure of seeing you and your colleagues in Barbados and to a fruitful 
meeting_ 

~:r: \ 
Orsalia kaiantzopoulos 

Director 
Caribbean Country Management Unit 

Latin America and the Caribbean Region 

cc. Ms. Jan Piercy, Executive Director, World Bank 

Attachments: (l) Tentative Agenda 
(2) Logistics/Registration form 
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PAH.O/WHO 

Caribbean Meeting on HIV/AIDS 
September 11 - 12, 2000 

REGISTRATION FORJl.-f 

Registration Deadline: August 24. 2000 

1-·'p"' ;. : • . • \~. 
. .. ~ ,.,. .... 

1¥:JICIL.CJ ~NK. 

Completing the following form is essential to confirm your participation in this meeting. Upon receipt of this 
completed registration form. you will receive your reservation confirmation and a final agenda_ Send this form by 
Fax (202) 522-1201 to Ms. Marla Colchao. 

p p c lease rint 1eariy 
Name 

Title Organization 

Address 

Phone Fax 

E-Mail Address Country 

Hotel 
Would you lik.e us to make your reservations at the Accra Beach Hotel? 

Would you like us to make your reservations at the Grand Barbados 
Beach Resort Hotel? 

Do you plan on bringing a guest? YesD NoD 

Please let us know your preference, we will contact you 1f not 
available 

Credit Card Number 

Translation 
The conference will be held in English. Will you need simultaneous 

YesD NoD 

Yesn NoD 

Single bed D Double bed D 

Expiration Date Credit Card Type 

translation during the conference? French D S anish D 
For further information, contact Maria Colchao (202) 473-8048 
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PAHOIWHO 

Caribbean Meeting on HIV/AIDS 
September 11 - 12, 2000 

LOGISTICS 

Registration Deadline: Mondav. August 24, 2000 

Meeting Location 
Sherbourne Conference Centre 
Two Mile Hill 
St. Michael, Barbados 
Phone (246) 434-3000 
Fax (246) 431-9795 

Accommodations 
Participants may stay at the Accra Beach Resort Hotel or the Grand Barbados Beach Resort 
Hotel. 

Accra Beach Resort Hotel 
Rockley 
Christ Church, Barbados 
Phone (246) 435-8920 
Fax (246) 435-6794 

Grand Barbados Beach ResorT Hotel 
Aquatic Gap 
St. Michael, Barbados 
Phone (246) 426-4000 
Fax (246) 429-2400 

After the registration deadline (August 24, 2000), please contact the hotels directly to 
make own arrangements. 

Cost 
Participants will be responsible for travel to and from Bridgeto'Wil, Barbados; hotel 
accommodations, and for some meals. 
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Meals 
Breakfast is included in hotel accommodations. Conference hosts Vtill provide lunches and a 
reception. 

Language 
The conference will be conducted in English. Simultaneous translation will be available in 
French and Spanish (please see registration form). 

Sponsors 
CARICOM, PAHO/WHO, UNAIDS and World Bank. 
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Barbados Conference on HIV/AIDS hosted by the Prime Minister of Barbados 
September 11 - 12, 2000 

Draft Agenda (to be confirmed) 

September 11. 2000 

9:00 SESSION I: Opening Remarks 

Chair: Mr. Phillip c_ Goddard, Minister of Health, Barbados 

Statement by Mr. Edwin Carrington, Secretary General, CARICOM 

Statement by Mr. David De Ferranti, Vice-President, Latin America and the 
Caribbean Region, the World Bank 

Statement by Mr. David Brandling-Bennett, Deputy Director, P AHO/WHO 

Statement by UNAIDS 

Statement by Mr. Owen S. Arthur, Prime Minister, Barbados 

10:30 Coffee Break 

11 :00 SESSION II: Where we are 

Chair: UNAIDS 

Overview of the epidemic in the Caribbean: 
Epidemiological situation: Mr. James Hospedales, Director CA.REC (10') 

Social and economic impact: Mr. Karl Theodore, Head-Health Evaluation Unit, 
UWI (10') 

Challenges for the response: Ms. Michaele Amedee-Gedeon, Minister of 
Health and Population, Haiti (1 O') 

Questions (15') 
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The Regional Strategic Plan: 
Overview: Mr. Barry Wint, Manager- Health Sector Development, CARICOM 
& Chairman Caribbean Task Force on HIV/AIDS (10') 

Prevention of Mother to Child Transmission (MTCT) (10') 
Mr. Jos Perriens, Team Leader, Care and Support Team, UNAIDS 

HFLE (10') - Ms. Elaine King, Project Officer, UNICEF 

Questions (15') 

12:30 Lunch Break 

14:00 SESSION II (continues) 

Country-level responses - What are the gaps? 
Mr. Peter Figueroa, Chief Medical Officer, Ministry of Health, Jamaica (30 ') 

Discussion (30') 

15:00 SESSION III: Strengthening the Response: Selected Experiences 

Chair: Ms.Veta Bro'"'n, Caribbean Program Coordinator, PA.HO/WHO 

The Bahamas response to the HIV epidemic (10') 
Mr. Peter G6mcz, National AIDS Program Coordinator 

Partnership with the private sector: the Brazilian case. CEO from Brazil (1 O') 

The key role of People Leaving with HIV/AIDS (PLHA): the Network in 
Dominican Republic case-study ( l 0 ') 

Questions ( 15 ') 

15:00 Coffee Break 

16:15 SESSION IV: The Perspective of the Caribbean Governments 

Chair: CARICOM Secretary 

St Kitts and Nevis (10') 

Jamaica (10') 

Trinidad and Tobago (1 O') 

Dominican Republic ( 1 0') 
Dr. Jose Rodriguez Soldevilla, Secretary of Health 
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Discussion (20') 

Wrap-up of the first day: Mr- Phillip Goddard, Minister of Health, Barbados 
(15') 

September 12, 2000 

8:30 SESSION V: Response by the International Community: Supporting and 
Pledging Statements 

Chair: World Bank 

Presentations. Bilateral and Multilateral Agencies (90', including discussion) 

10:00 Coffee Break 

10:30 SESSION VI 

"'International Partnership against AIDS in the Caribbean": 
Mr. Hans Moerkerk, Special Adviser for the Caribbean to the Executive 
Director ofUNAIDS (15') 

Questions and answers. Plenary discussion. 

12: 15 Lunch Break 

14:00 SESSION VII: Closing Statements 

Chair: PM Owen S. Arthur, Barbados 

Closing remarks by heads of country delegations, P AHO, CARI COM, UN AIDS 
and World Bank 

[Final organization of the sessioll to be defined by meeting cosponsors/ 
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JOSEPH E. STll3LITZ 
Senior Vice President 

CAP DR 

Development Economics and Chief Economist 

Mr. Todd Summers 
Deputy Director 
Office ofNational AIDS Policy 
The White House 
Washington, D".C. 

Fax No.: 9- (202) 456-2438 

Dear Mr. Summers: 

Ttie World Bank 
Washln11ton, c.c. 20433 

U.S.A. 

N0.981 

June 9, 1999 

Report on the Consultative Meeting on "Accelerating au HIV/AIDS Vaccine 
for Developing Countries: ·Issues and Options for the World Bank" 

Paris, April 1999 

P.1/10 

On behalf of the AIDS Vaccine Task Force at the World Bank. I would like t.o 
thank you for your co11tribution to the consultative meeting on what the World Bank can 
do - in collaboration with its development partners - to speed up the development of an 
AIDS vaccine that is effective and affordable in developing countries. I am pleased to 
enclose the report on that meeting. 

Since the April meeting, we have followed up on several of the recommendations: 

First, the consultative process has been taken directly to policymakers in 
developing countries. The first of these developing country consultations bas already 
taken place, in Bangkok, site of one of only two of the ongoing Phase III clinical trials of 
an AIDS vaccine. The participants provided concrete suggestions on what the Bank can 
do to encourage more vaccine trials and to help countries like Thailand negotiate better 
terms with pharmaceutical companies on early and less expensive access to the vaccines. 
Additional consultations will be held in South Africa, India, Brazil, and other countries 
over the summer. The Task Force will be re-examining the instruments and options 
during this process, and will propose a program of interventions to management around 
the time of the Allllual Meetings, in October, 

Second, we are launching two additional activities reconunended by the Paris 
meeting. The Task Force is preparing a mapping of the present structure of the 
international partnership 011 AIDS vaccines, in consultation with UNAIDS, IA VI, and 
others, to identify gaps in international action which the World Bank may have a 
comparative advantage in addressing. In addition, we are launching work with 
developing country researchers, UNAIDS, IA VI, and the European Commission to 
generate realistic estimates of the demand for an AIDS vaccine in developing countries. 
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Third, to e11sure that this issue receives the high priority that it deserves at the 
upcoming G-8 summit, Mr. Wolfensohn has written personally to the heads of state of the 
G-8 to urge international action on prevention of ffiV I AIDS, development of cost­
effective trea.1ments, and measures to accelerate the development of an AIDS vaccine that 
is effective and affordable in developing countries. Mr. Wolfensohn's letter draws 
attention to AIDS vaccine development as a global public good - a point which featured 
prominently in our Paris discussion - a11d raises the possibility of an international 
initiative which might also encompass malaria in this respect. 

Thank you again for your contribution to the Paris consultation. Any comments 
or suggestions on the report should be directed to the co..chairs of the AIDS Vaccine Task 
Force, Martha Ainsworth and Amie Batson. 

Sincerely, 

Joseph E. Stiglitz 
enior Vice Presi t 

Development Economics and Chief Economist 
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Consultative meeting on 
"Accelerating an AIDS Vaccine for Developing Countries: 

Issues and Options for the World Bank" 
Paris, April 13, 1999 

The World Bank's AIDS Vaccine Task Force sponsored a meeting at the World 
Bank European office in Paris on Tuesday, April 13, 1999, to consult with key 
shareholders, bilateral and multilateral donors, and representatives from developi11g 
countries on ways that the World Bank could accelerate the development of an AIDS 
vaccine that would be effective and affordable in developing countries. The 32 
participants included representativ~ from the North and South, from AIDS control 
programs, foreign affairs ministries, and ministries of finance, both teclmical experts and 
policy makers. An issues paper, "Accelerating an AIDS vaccine for developing 
countries: Issues and options for the World Bank'', served as background for the meeting. 

The World Bank's Interest in AIDS Prevention and an AIDS Vaccine 

Joseph Stiglitz, Senior Vice President and Chief Economist of the World Bank, 
launched the meeting by explaining the World Bank's interest in AIDS and in an AIDS 
vaccine. The AIDS epidemic is having an enonnous impact on developing countries, 
home to more than 9 of every 10 people infected with HIV worldwide. In the hardest hit 
countries in Sub-Saharan Africa, AIDS is erasing decades of progress in improving the 
quality oflife. The World Bank, with its mandate to promote economic growth and 
reduce poverty in developing countries, therefore has a vital interest in preventing 
HIV/AIDS and in mitigating its economic and social impact. Since 1986, the Bank had 
lent $765 million for lllV/AIDS in 79 projects in 48 countries. Since currently there is 
neither a cure for AIDS nor a preventive vaccine, the best hope of bringing HIV under 
control is by changing the behaviors that facilitate its spread. However, developing 
countries urgently need a preventive vaccine to add to their efforts. 

Participants from developing countries reiterated the severe toll the AIDS 
epidemic is tal<lng in all sectors, the high cost of treatments, and the need for a vaccine. 
In Thailand, where extensive prevention efforts have dramatically raised condom use and 
cut by more than half the infection rate in cohorts of army recruits, the first large~scale 
vaccine efficacy trial in a developing cmmtry i~ underway. In Uganda, where one tenth 
of the population is infected, vaccine trials will also be launched shortly. Other 
participants emphasized the lack of awareness of the huge development impact of AIDS, 
especially among economic decision~makers. The World Bank was urged to raise the 
economic consequences of AIDS with key policymakers at every opportunity. 

The Need for International Action 

Mr. Stiglitz stressed that the technology for an AIDS vaccine is an "international 
public good". The benefits of the vaccine and its technology will be widespread, even to 
those wbo don't invest in its development or in its purchase, so private entrepreneurs are 
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not likely to recoup their investments. Furthermore, the hardest-hit countries are least 
able to pay for a vaccine when developed. Thu~, industry does not have sufficient market 
incentives to invest in research and development of a vaccine ~pecifically for use in field 
conditions and for the strains of HIV found in developing countries. There was broad 
agreement among the participants that without international collective action to change 
these incentives, it could be decades before the poorest countries have access to an 
urgently needed vaccine. 

Current Status and Future Prospects for an AIDS Vaccine 

Dr. Jose Esparza ofUNAIDS explained why there is renewed optimism 
concerning the scientific feasibility of an AIDS vaccine. However, development of a 
vaccine requires a combination of basic research, which is largely publicly funded, and 
product development and manufacture, which is done in the private sector. While 25 or 
more candidate vaccines have gone through small-scale safety and inununogenicity tests 
in humans, only two HIV vaccine candidates have moved into large-scale efficacy trials 
in which thousands of people receive either a vaccine or placebo and are followed over 
several years. Most of the research to date has been on vaccines for sub-type B of the 
virus, which is the predomin&nt sub~type in North America and Europe. There has been 
very little testing of vaccines for sub-types found in developing countries where the 
epidemic is far more serious. The extent to which the virus of one-subtype will respond 
to a vaccine for another is not known. 

There was broad consensus that a vaccine was a vital part of the armory against 
AIDS. But the first vaccines are unlikely to be completely effective and may be too 
expensive for the whole population. T11us, an AIDS vaccine will be an additional 
important tool alongside the existing prevention interventions, such as increased condom 
use, STD treatment, and safe injecting behavior, but not a complete solution. In addition, 
programs may have to be reinforced to ensure that those vaccinated with a less-than­
perfect vaccine do not adopt riskier behavior because they think they are protected­
underlining the need to reinforce programs to prevent HIV through behavior change. 

Task Force Findings on Industry's Perspective and Potential Demand 

Amie Batson, co .. chair of the Task Force, summarized the results of a study 
sponsored by the Task Force and the International AIDS Vaccine Initiative (IA VI) of 
industry's perspective on researcb and development of an AIDS vaccine for developing 
countries. World-wide spending on R&D for an AIDS vaccine is on the order of only 
$300-600 million annually, of whicb only a fraction is spent specifically on vaccines of 
use to developing countries. Most spending is by the public sector. The firms cUITently 
engaged in AIDS vaccine R&D believe tllere will be a significant OECD market. 
However, other firms are doubtful about tlle profitability of a vaccine even in the OECD 
countries and are not investing in an AIDS vaccine. Developing country markets do not 
enter into the firms' decision-making. A key signal to industry of the weakness of future 
markets for an AIDS vaccine in developing countries is the low level of :financing by 

2 
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countries and donors of new and existing vaccines in public vaccination programs. In the 
short term. the high cost and scientific lIDCertainty concerning which approach is likely to 
be effective is inhibiting industry from investing in large-scale efficacy trials, even in 
northem countries. 

Although some 2.5 billion uninfected adults could immediately benefit from an 
AIDS vaccine, no one knows how many doses of an AIDS vaccine would be purchased 
by the public sector or private individuals if one were to become available. Martl1a 
Ainsworth, Co~Chair of the Task Force, explained that the number of closes actually 
purchased would depend on a number of factors, including: characteristics of the vaccine 
(such as safety, efficacy, ease of l:\dministration); the public and private benefits; the 
price; individual or national income levels; the level of HIV infection in the population; 
and the implementation capacity of health systems. There are no credible estimates of 
potential demand for an AIDS vaccine in any developing country, the cost-effectiveness 
of an AIDS vaccine, or even what vaccine characteristics would be valued by the public 
and private sectors. One developing country participant noted that once a vaccine is 
available, social and political pressure can induce the public sector to purchase itt even if 
expensive, as has been the case for expensive antiretroviral therapies. 

Discussion 

The discussion centered on three central themes: the overall international strategy 
and the comparative advantage of the World Bank and other partners; the need for 
broader consultation, particularly in developing count?ies; and reactions to specific 
mechanisms suggested in the Issues Paper that was background for the meeting. 

International Strategy 

The participants agreed that achieving the goal of rapid development of and 
access to an AIDS vaccine will require the effo~ of the entire international community, 
with each organization contributing according to its own comparative advantage and 
working in coordination. There are already many organizations involved-IA VI, 
national research institutes, and UN AIDS, to name a few. The World Bank W$ viewed 
as a legitimate and potentially effective participant, given its development mandate, its 
access to key policymakers in developing countries, and its credibility in international 
financial markets. Likewise, industrialized countries and the EC have access to important 
policy instruments that the World Bank does not, such as patent laws, tax breaks for 
industry, and direct subsidies to vaccine development. 

Many participants thought it would be useful to have a mapping of what different 
organizations are already doing on AIDS vaccines, identification of the gaps, and an 
elaboration of a global strategy for advancing AIDS vaccine efforts. Each partner should 
bring its comparative advantages to the table, while avoiding duplication of others' 
efforts. 

3 
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The Need for Broader Consultation 

Titere was broad agreement .that no effort for an AIDS vaccine for qeveloping 
countries will succeed without the &ctive involvement and commitment of developing 
countries themselves. Developing countries-especially the larger and high~incidence 
countries-will play a key role in moving the pace of research and development forward. 
Participating in vaccine trials has advantages to developing countries-including the 
development of health infrastructure to distribute vaccines later. Countries with a local 
science base should enter into partnerships with research institutes and pharmaceutical 
companies to ensure that vaccines are developed .that will be relevant to their strains of 
the disease and the conditions of their health systems. There is knowledge in the North 
about the science, but no sense of urgency since the need is in the South. 

However, many developing cowitry policymakers are not aware that current 
vaccine development efforts are unlikely to meet the needs of their populations. The 
participants urged the World Bank to engage in broad consultation with developing 
country policymakers on tlle issue of AIDS and AIDS va.ccines, to raise the level of 
awareness and the political commitment to confront the epidemic. In addition, the Bank 
can ensure that the message comes across to policymakers in all sectors-particularly the 
economic sectors-by ensuring that the economic impact of AIDS is discussed 
prominently in its Country Assistance Strategiest and carried forward in policy and 
lending discussions with borrower govenunents. 

Advice on Specific Instruments 

The issues paper discussed three main strategies that the Bank coulc! pursue to 
hasten the development and accessibility of an AIDS vaccine that would be effective and 
affordable in developing countries: strengthening the policy dialogue to reinforce greater 
government commitment and encourage new partnerships between developing countries 
and industry; reducing the costs and risks of AIDS vaccine development to industry 
("pushn strategy); and providing greater incentives for industry to invest by assming 
future markets for an AIDS vaccine in developing countries (''pull" strategy). These 
strategies are complementary. 

Policy dialogue. There was very strong support among the participants for the 
Bank to engage key health sector, economic, and financial leaders in developing countries 
in intensifie4 discussions on health, the economic impact of AIDS, and the need for 
participation in AIDS vaccine development. The World Bank was seen to have 
particularly good access to economic and fmancial policymakers relative to other 
international partners. Policy dialogue is not only complementary to direct interventions: 
it is a prerequisite for them and will leverage the efforts of all agencies involved. 

"P1Uh" interventions. There was a strong sense that the international community 
should take some actions that will show immediate results-for example, support for 
vaccine clinical trials in developing countries. However, other agencies, including 
bilateral donors, are already heavily involved in these types of activities or could be. 
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The World Bank probably has a comparative advantage at foct.JSing on "pull" 
interventions to col.Ulteract marlc:et failure. Participants thought it important to sec the 
mapping of existing activities and actors to understand where there are gaps in the 
push side that the World Bank might have a comparative advantage in addressing, 
through lending, for example. 

"Pu/fl' interventions. There were diverse opinions about potential instruments in 
this area and questions about how effective these measures were lilc:ely to be in 
changing industry's investment behavior. TI1e potential for leverage and its 
importance in addressing the public goods dimension was acknowledged, however. 

• Many participants noted that it would be difficult to put aside money now 
in a 'trust fund for eventual purchase of an AIDS vaccine when the money 
could be used in the present to save lives. Treasury participants, in 
particular, were concerned about the opportunity cost of eannarked funds, 
either in the present or in the future. The possibility of funding the trust 
fund with promissory notes that would be cashed in the future was not 
discussed, however. 

• Increased lending for existing \Jaccines and for vaccine infrastructure was 
seen as ~ potentially important way of demonstrating potential markets in 
the short run, ensuring that the necessary infrastrucntre is in place and 
saving lives. 

• There was some interest in pursuing the idea of contingent loans for an 
AIDS vaccine, in wltich commitments would be made to borrow at a 
future date when a suitable vaccine is developed. 

• The lack of iriformation on the potential demand for an AlDS vaccine in 
developing countries was noted, and is something that can we can address 
right away. 

Next steps 

Geoffrey Lamb summarized the comments and proposed some immediate follow­
up actions: 

• Expanding the consultation process to developing country policymakers 
and other key constituencies 

• Preparing a mapping of the present structure of the international 
partnership on AIDS vaccines, in consultation with UNAIDS, IA VI, and 
others--who is doing what and has what capacities--as a basis for 
identifying the gaps in the strategy and which of these gaps the World 
Bank may have a comparative advantage in addressing. 
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• Re-examining the instruments and options, and packaging them as a 
program of interventions based on building capacity with existing 
vaccines. and then introducing the HIV dimension with a mix of financing 
and operational instruments-including bilateral grants. 

• Moving forward to generate realistic estimates of the demand for an AIDS 
vaccine in developing countries-the costs and benefits, the characteristics 
of vaccines that are valued, and the potential impact. 

WB Aids Vaccine Ta.qk Force 
May 27199 
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