
DRAFT

Community of Sant'Egidio—International Meeting
"Religions and Cultures: The Courage of a New Humanism"

M i l a n ,  I t a l y
September 5-7, 2004

Treating AIDS in Africa: a Challenge to the International Community 

Katherine Marshall, The World Bank

Introduction

I am honored to participate (for the third time) in the remarkable spirit and tradition of the 
Sant'Egidio international gathering for peace, this year in Milan. This meeting promises to be, once 
again, an intellectual as well as a spiritual fest, a place for contemplation and conversation about 
the most critical issues facing humanity.

The overarching theme we confront this year is "Religions and Cultures: the Courage of A 
New Humanism." I will argue that any 'new humanism' must address, centrally and dynamically, 
individual and community attention to HIV/AIDS. Among the countless global problems today 
which require a demand a sense of urgency, none is as central and demanding, yet also so elusive 
and complex as the HIV/AIDS pandemic. There are complex and demanding technical and ethical 
issues around HIV/AIDS, but most central is the issue of priority and focus: this is a calamity for 
the global community without rival, yet its treatment in many if not most global fora too rarely 
reflects this urgency and centrality.

We bombarded by HIV statistics, and many leaders and institutions appear to be growing deaf 
to the saga of ever-growing numbers that tell of people infected and dying. Are the horrific 
realities of HIV/AIDS becoming mundane and acceptable? At the Parliament of World Religions 
meeting earlier this summer, I was struck and disheartened at how few attended the sessions 
dedicated to HIV/AIDS and how seldom the issue came up in plenary discussions. I hope that 
those gathered here, so committed to social justice, can help reinvigorate discussion and action on 
HIV/AIDS.

It is worth reminding ourselves:

• AIDS is a human crisis of inconceivable proportions. Over 20 million have already died 
of AIDS. Over 40 million more are infected. Each day, there are over 18,000 new 
infections, with more than 95% of infections in developing countries. It is estimated that 
75 million people will be infected worldwide by 2010 and 100 million by 2020, if there is 
no effective intervention. Millions of children have lost parents to AIDS.

• AIDS is a major development problem. Indeed, the AIDS pandemic presents the greatest 
test of the new millennium, ravaging as it does the social fabric of so many communities. 
HIV/AIDS has turned back the clock on development by undermining social 
infrastructure and wiping out productive individuals (nurses, teachers, and farmers 
included) and communities.

• HIV/AIDS causes instability and threatens peace and security, with impact both national 
and regional.

These statistics paint a grim picture and underpin the sense of urgency with which we should 
be collaborating to combat this pandemic. Unfortunately, while there is much rhetoric about 
partnerships, collaboration, and AIDS education, the reality is that an accelerating number of
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people are becoming newly infected with HIV, and too few of those already infected have access to 
the medicines and holistic treatment they need to live productive lives. This pandemic challenges 
all of us to put our best selves and resources forward to figure out creatively how to halt the spread 
of HIV and get sick people the life-saving medicines they desperately need.

My remarks today focus on the development dimension of HIV/AIDS, examining issues 
around gender, prevention, and treatment. I hope to leave you with a sense of these issues and a 
sense of the critical importance of public, private, and civil society partnerships, including some of 
the critical challenges that face us all if we are to make these partnerships work well. In particular, 
I wish to highlight for you three countries in which multi-sector alliances have mobilized 
formidable responses against HIV/AIDS. Many of you will no doubt be somewhat familiar with the 
cases of Senegal, Thailand, and Uganda, but I believe it is worth reiterating why these countries 
have been relatively successful in dealing with AIDS. The lessons learned in these cases are 
worth repeating and sharing.

Senegal, Thailand, and Uganda

While Senegal, Thailand, and Uganda present very different stories related to HIV/AIDS, the 
common threads are (1) government commitment— in each of these cases, governments were 
responsive early on to the threat of HIV/AIDS, and critical in building a cross-constituency 
coalition to tackle the problems of the pandemic head on—and (2) a prominent role for faith 
institutions.

These three cases studies serve to underscore powerfully the importance of partnerships with 
faith communities—this faith group participation is of course not sufficient to address the 
pandemic but it was, and continues to be, a critical factor in each of these countries. The cases of 
Uganda, Thailand, and Senegal demonstrate that faith leaders of many faith traditions can be 
effective agents for change, successful in mobilizing communities in the areas of prevention and 
treatment. These three case studies, as you know, run the gamut of the three major religions. 
Senegal is largely a Muslim country; Thailand largely a Buddhist country; and Uganda largely a 
Christian country. In each of these countries, a variety of faith groups have been involved and 
instrumental in dealing with HIV/AIDS.

Faith based organizations have tremendous potential to provide effective communication 
channels, given their influence in most cultural and social environments. Thanks to their 
geographical reach, the respect they have earned in their local communities, and the staying 
power they have attained over centuries, many faith based groups are critical to HIV/AIDS 
efforts. They are in a unique position to advocate for open dialogue, particularly when addressing 
the root causes of HIV/AIDS and taboo subjects surrounding the pandemic; in the cases of Uganda, 
Senegal, and Thailand, faith groups were certainly successful in this regard.

Uganda1

The response of Uganda to HIV/AIDS may be characterized as high level support for 
multi-constituency efforts to prevent further transmission of HIV; through these efforts, Uganda 
was the first African country to reverse the AIDS epidemic by reducing the number of new 
infections. In 1986, President Museveni established the National Commission for the Prevention 
of AIDS and, in collaboration with the World Health Organization, launched the AIDS Control
1Marshall, Katherine and Lucy Keough, Eds., Mind, Heart, and Soul in the Fight Against Poverty, The 
World Bank, 2004.
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Program (ACP) later that year. The ACP met weekly under the leadership of the president, the 
program having several major objectives: health education, blood screening, rehabilitation of blood 
transfusion facilities and services, surveillance and data collection, distribution of condoms, 
research and patient care. From the start, the government sought a partnership with religious 
communities in response to AIDS, with a special appeal to church leaders. Uganda's program was 
quickly recognized internationally as a model for other countries, in Africa and as far away as 
Thailand.

Several years later, Museveni, after touring the country talking about HIV/AIDS, called for 
an assault-like public information campaign on HIV/AIDS, aimed at building consensus on a 
national response. The National AIDS Prevention and Control Committee—a precursor to the 
Uganda AIDS Commission established several years later—was composed of a broad base of 
government, non governmental organizations, and faith leaders, and was charged with launching 
the public debate on HIV/AIDS. The government targeted NGOs and faith-based organizations 
as creative and respected change agents sensitive to local conditions and able to engage a wide 
range of stakeholders not traditionally involved in health issues, including politicians, community 
leaders, educators, students, administrators, commercial traders, and sex workers. The 
government also enlisted the media as an important partner in the fight against HIV/AIDS. When 
Museveni came to power, the media included a small number of state-controlled newspapers and 
radio stations. After the government liberalized the media in the early 1990s, they became an 
important vehicle for informing the public on a number of topical issues, key among them 
HIV/AIDS.

By 1990, the government recognized that HIV/AIDS posed a critical challenge to the 
country's prospects, requiring human and financial resources and strategies beyond the scope of 
the Health Ministry. The government thus established an interim secretariat, again with a broad 
cross section of government, private sector, civil society, and faith based organizations. This led in 
1992 to the formal inauguration of the AIDS Commission (AUC) within the Office of the 
President. Religious leaders from Catholic, Protestant, and Muslim faith traditions have actively 
taken part in the Commission and often chaired the Board.

In 2000, the Ugandan government defined a five year National Strategic Framework, 
which included three overarching goals: reducing HIV prevalence by 25 percent; mitigating the 
effect of the disease; and strengthening the national capacity to coordinate initiatives and monitor 
HIV/AIDS. A key objective was to integrate these efforts with other national planning strategies, 
including the five pillars of the country's Poverty Eradication Action Plan: economic 
management, security and disaster management, governance, production and competitiveness, 
and human resource development. Following a midterm review, the government revised the 
framework early in 2004 to ensure greater emphasis on care and treatment in parallel with 
prevention efforts.

The cornerstone of Uganda's HIV/AIDS program is the ABC program: that is, promote 
abstinence, be faithful, and use condoms responsibly. In formulating and implementing this 
approach, policymakers reached out to a wide spectrum of partners, taking great care to avoid 
pitting the moral precepts of one against another, particularly when it came to the case of faith 
communities and condoms.

Some would argue that the donor community has overemphasized condom distribution, 
and that behavioral change—towards abstinence and monogamy—is at least as important yet has 
received less attention. Indeed, in the case of Uganda, condoms were only part of a broader 
package that promoted behavioral change. The abstinence message, mainly geared at younger
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people, encourages delayed onset of sexual activity, ideally until marriage. The impact of this 
message, seen in declines in indicators of sexual activity, appeared more pronounced in the early 
half of the 1990s. As for the "be faithful" message, many experts believe that the single most 
important factor driving the AIDS epidemic is multiple sexual partners, and that the number of 
sexual partners matter most in determining whether people contract HIV. Efforts to promote 
fidelity aim at both married and unmarried couples. Concurrently, condom distribution rose 
dramatically—from 300,000 in 1991 to over 20 million in 2000, as did general awareness about 
condoms.

Religious leaders and faith communities have played a central role in Uganda's efforts to 
combat HIV/AIDS. In the epidemic's early days, when the government focused on prevention, 
faith-based health services recognized that patient care and counseling were woefully neglected. In 
the intervening years, faith-based groups and a host of volunteers, many trained by religious 
organizations, have provided counseling, home-based care, care of orphans and vulnerable children 
and, increasingly, antiretroviral (ARV) drug therapy. Partnerships with faith-based organizations 
have permeated virtually every aspect of Uganda's HIV/AIDS program since its inception. 
Moreover, many of Uganda's key HIV/AIDS organizations, while not directly faith based, have 
long-standing and deeply rooted partnerships with faith-based organizations, both Ugandan and 
international.

Senegal

Along with Uganda, Senegal is considered one of the pioneers of HIV/AIDS prevention 
in Africa. With one of the lowest HIV/AIDS prevalence levels in Sub-Saharan Africa, it did not 
reverse the course of HIV/AIDS but instead kept the rate from ever going up, keeping its total 
infection rate near 1 percent. Last summer, when US President Bush made a five day trip to the 
continent of Africa, to highlight 'African success stories,' he began in Senegal, one of the 
countries on the list to receive Millennium Challenge Account funding from the United States.

The Senegal case has also been one of government leadership partnering with many 
constituencies, including faith communities. Political leaders and faith leaders collaborated to 
come up with prevention programs in the epidemic's early stages; these prevention mechanisms 
included the creation of the National AIDS Control Program in 1987, a body responsible for 
coordinating HIV/AIDS prevention activities nationwide.

Factors which have contributed to the low HIV rate in Senegal included the reduction of 
sexual partners and increased condom usage. Messages were and are particularly focused on 
young people, pushing for them to delay their first sexual experiences or to use condoms.

One aspect of Senegal's success in this area may be attributed to a program that was in 
place even before the onset of the HIV/AIDS pandemic: a program started in 1969 to control 
sexually transmitted diseases through a regulated commercial sex trade market. As far back as '
69, Senegal began requiring its commercial sex workers to register and to come in for regular 
medical appointments. If they are healthy, they receive a stamp on their ID cards indicating as 
much. If the police visits prostitutes in their workplaces, sex workers are required to show their 
ID cards, so that the police can check the regularity of their medical visits. The system is not 
100% effective—there are unregistered sex workers, particularly in rural areas—and it also can 
be controversial for the extent to which it regulates sex work. Still, it is thought to be quite an
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effective program, keeping the HIV infection rate steady, and relatively low, since the early 
1990s.2

Senegal's success is also often attributed to Senegal's community and religious leaders, 
who often discussed the threat of HIV/AIDS in the context of their religious teachings. In the 
1990s, the religious community joined together with the government to declare AIDS prevention a 
national priority.

In essence, the Uganda and Senegal cases illustrate that it is open dialogue, where 
government and religious authorities were frank about the ramifications of HIV/AIDS at an early 
stage, which changed the trajectory of the pandemic and reduced the stigma associated with it. This 
shows the great power of dialogue and cooperation in developing and delivering an effective 
response.

Thailand

In July of this year, Thailand hosted the Fifteenth International AIDS Conference, the 
largest gathering ever of AIDS experts and activists; it was fitting for this event to be held in 
Thailand, one of the few HIV/AIDS 'success stories.' Thailand has experienced a major drop in 
HIV/AIDS prevalence rates, which is most often attributed to Thailand's strong condom program 
as well as the strong involvement of religious communities, including Buddhist monks, in 
HIV/AIDS prevention; According to the Thai government, the number of people testing positive 
for HIV fell last year to 23,676, down 83% from a peak in 1991 of 142, 819.

In the case of Thailand, as with Senegal and Uganda, a comprehensive mobilization of all 
stakeholders was instigated with a strong political commitment from the King and Prime 
Minister. A nationwide was launched early in the 1990s which emphasized condom usage and 
behavioral change. A '100% condom program' was established in 1991-1992 by the Prime Minister. 
This program entails regular screening of sex workers to ensure that they are using condoms. This 
aspect of the program has not been without criticism. Human Rights Watch, for instance, highlights 
that penalizing sex workers who not use condoms perhaps will result in pushing sex workers 
underground. The program provides free condoms in sex establishments. Seemingly, as a direct 
result, there has been a dramatic increase in condom use. There has also been, according to Human 
Rights Watch, a corresponding drop in demand for commercial sex.3

Thailand is remarkable for the great extent to which diverse religious communities are 
involved in providing direct services to people with HIV/AIDS. Images of Buddhist monks 
providing HIV/AIDS education training are powerful. In fact, both Buddhist and Christian 
groups have mobilized to combat HIV/AIDS. Religious groups provide home based care 
services. Buddhist monks have been involved in creating AIDS-education programs in local 
school, and providing support and counseling to HIV-positive individuals. Through this open 
commitment of religious communities to be involved with HIV/AIDS advocacy and treatment, 
the stigma of HIV/AIDS is less pronounced in Thailand than in many other countries.

Thailand is emerging as something of a learning center on HIV prevention for developing 
countries in Asia. At Thailand's Chiang Mai University, training courses for AIDS prevention 
have attracted healthcare workers from around the region, including from Afghanistan, East

2 'Senegal's Success," Online NewsHour: A NewsHour with Jim Lehrer Transcript, May 17, 2001.
3 "Condoms, Clean Needles, and Generic Drugs: Key Issues for the XV International AIDS Conference," A 
Human Rights Watch Backgrounder, 2004. http://www.hrw.org/campaigns/aids/2004 
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Timor, and Sri Lanka. The Minister of Health from Afghanistan, while visiting Thailand to learn 
about HIV prevention, was quoted in the Christian Science Monitor as reporting "zero percent 
condom use" in Afghanistan and "large numbers of drug users sharing needles."4 Clearly, 
Thailand's strong emphasis on the sex worker industry, the promotion of 100% condom usage, and 
the involvement of the religious community are all lessons worth sharing.

However, even as we acknowledge the success of Senegal, Uganda, and Thailand, it is 
important to make clear that they are not entirely in the clear. In Senegal alone, 79,000 people are 
estimated to be HIV infected, and there are 42,000 AIDS orphans.5 It is crucial for countries that 
have been remarkably successful to HIV prevention to remain vigilant. The battle to stop the 
spread of HIV is nowhere near over, and people continue to get sick.

Partnerships

Among the all too few success stories in the fight against the HIV/AIDS, one of the clear 
messages is that partnerships, particularly when initiated and/or strongly supported by 
governments, largely account for success. Close and on-going collaboration from a broad 
spectrum of actors is imperative— in the cases of Uganda, Senegal, and Thailand, governments, 
external donors, private sector players, secular civil society, and faith communities all came 
together. This kind of collaboration is critical.

There is a continuing, tragic pattern of believing that HIV/AIDS will not affect a given 
society until the pandemic is deeply established. Services are institutions are for social service are 
then overwhelmed by the effort to respond to the disease. But, on the positive side, we are seeing 
in faith after faith, parish by parish and denomination by denomination a rise in concern and 
compassion. What is most needed in the fight against HIV/AIDS is action at the community level, 
and this demands the full engagement of faith institutions. The challenges to these institutions are 
enormous and a common effort is urgently needed to ensure that funds are well and honestly used 
and that lessons of experience are shared across communities and countries. This is classic story of 
partnership, and the good news is that, in a jerky fashion and with considerable difficulty, these 
are taking shape quite rapidly in many countries.

We need significantly more dialogue, partnerships, and cross fertilization across cultures, 
faith traditions, and development practices to be able to formulate a more comprehensive global 
AIDS strategy that is still able to maintain the core and integrity of faith traditions. We need to 
better understand and to deal with the stigma associated with HIV/AIDS and, crucially, to ensure 
that the faith-based organizations that are doing effective HIV/AIDS work are able to access funds 
to continue that work. An area in which faith communities are especially important is in providing 
the long-term inspiration for sustained work and in facilitating the partnerships necessary to 
extend the reach of AIDS prevention, treatment, and related social services.

Prevention and treatment issues

Prevention and treatment issues are multi-faceted and closely related, underpinned by a 
complex web of choices among financial, ethical and policy issues.

4 "Asia Looks to Thailand's AIDS Success Story," The Christian Science Monitor, November 20, 2003.
5 "Global AIDS Program: Countries – Senegal," National Center for HIV, STD and TB Prevention Global 
AIDS Program, 2004. http://www.cdc.gov/nchstp/od/gap/countries/senegal.htm 
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• In resource poor settings, it has been tempting for many to focus solely on prevention, which 
is less costly than treatment. Indeed, prevention efforts need to remain at the heart of any 
effort to halt HIV/AIDS. But it has been amply demonstrated that prevention and treatment 
are closely interrelated. Access to life saving medication has been shown to motivate 
people to undergo voluntary testing and subsequent preventative measures. We should not 
highlight a largely false choice between prevention and treatment. We need to do both.

• Significant expansion of treatment calls into question health sector infrastructure in Africa, 
and whether many countries are capable of responding by providing sufficient monitoring 
and diagnostic facilities. A number of alternative distribution models are being tested for 
their effectiveness and applicability to specific African environments involving a 
combination of public/private/community based partnerships. As many of you know Sant'
Egidio is among the pioneering organizations in this field with its efforts in Mozambique.

• A central component of dealing with the pandemic is to make antiretroviral treatment 
readily accessible, which has posed to be a challenge for many African countries who 
cannot afford the exorbitant prices of this treatment. Notably, the Clinton Foundation this 
year has made great strides in this area by negotiating down the cost of drugs for a number 
of countries in Africa.

• Having enough drugs available of course does not ensure that they will reach the people 
who need them most. In poorer communities, there are lower adherence rates when taking 
drugs. Cultural and practical reasons abound for this, and need to be taken into account in 
planning treatment programs. The organization Partners in Health, which works in Haiti, 
Peru, and Boston primarily, has ensured that people comply with TB drug treatments by 
actually taking medicines directly to people who need them and watching people take the 
medicine. This kind of vigilance, while seemingly not practical, might just be what is 
necessary to ensure the kind of compliance that is necessary for people taking HIV/AIDS 
drugs.

• There are hugely important ethical questions which demand consideration in a resource 
constrained environment. Should certain categories of people have privileged access to 
treatment, say the medical profession or teachers? Or should we work for an equitable 
treatment dissemination program? Government policies need to be developed and refined 
to address these questions, and international leaders need to take a stand here. We need 
to insist that treatment coverage be as equitable and comprehensive as possible, and we 
need to help provide governments ways to make this possible.

• HIV/AIDS treatment raises a whole host of issues that have to do with stigma, moral, and 
legal issues...I want to draw your attention to the next so-called 'flashpoints' of HIV/AIDS: 
Eastern Asia and the Subcontinent, where the issues will be slightly different than in Africa. 
In these contexts, the vector of transmission is much more likely to be injection drug use. Is 
the government going to reach out to drug users in the cases where drug use is illegal? The 
faith community has a significant role to play here.

• There are also many complementary issues around treatment—it is well known that a 
holistic treatment program, which stresses the importance of good nutrition and treatment of 
overall health is best. Treatment of opportunistic infections can prolong life and

7



DRAFT

extend the period before which drug therapy is appropriate. These complementary issues 
need to be at the core of any treatment program.

Focus on Women

• In dealing about treatment issues, we must turn our attention to focus on the 
particularities of treating women with HIV/AIDS. Too often, programs of prevention, 
treatment, and drug development are developed with men in mind. Women are 
physiologically more vulnerable to contracting HIV, and socially more likely to 
unknowingly contract it from a cheating partner. Women's bodies need to be respected 
and protected. All of us are responsible for globally offering women a voice about the 
impact of HIV/AIDS on their lives and communities.

• One of the most contentious and divisive issues among and within faith communities and 
between the worlds of faith and development is the role of women in society and 
particularly women's reproductive health issues and rights. These issues have both 
practical and symbolic importance, lying at the core of issues of identity, cultural 
heritage, individual versus community rights, and pitting tradition versus modernity. No 
other set of issues seems so to have colored the relations between faith and development 
institutions over the past decades, generally in a negative light (on both sides). Yet few 
issues have such vital importance for social welfare and stability — whether in education 
policy, child health and nutrition, small business development, and achievement of human 
rights. We need to find ways to engage in dialogue on these sensitive issues in ways that 
promise to advance understanding, build on such common ground as concern for 
maternal health, violence against women, and HIV/AIDS, and address the areas 
where there is real disagreement. Leaving this issue as a "sleeping dog" is both 
unproductive and damaging to the broader objectives that we share.

• Access continues to be a huge issue. Women enter care later than men and, as a group, 
adhere less well to treatment than men. Today, it is not so much that providers will not or 
do not treat women; It is that women have real trouble with the basics of regularly 
accessing health care—they have trouble making and keeping appointments. Women face 
even more stigma and thus may delay seeking treatment and wind up with 
suboptimal care. Access is generally not something restricted for women, but perhaps it 
needs to be catered to women's needs.

• Drug toxicity and side effects in relation to HIV/AIDS are issues we're only beginning to 
understand. Clearly it is a huge issue for men, too, but men and women may have different 
susceptibilities to many side effects. Diabetes is a good example. Women tend to have 
more body fat, and body fat is a predisposing factor for diabetes in the general population. 
What do HIV and HAART (Highly Active Anti-Retroviral Therapy, which is prescribed to 
many HIV positive people even before the onset of AIDS) do to the picture for women? 
These and other questions, if answered, could improve routine monitoring—for instance, 
by informing better ways to use glucose and liver tests.

• Liver health is a real concern. Women's livers work differently than men's. For example, 
we know that women are more susceptible to cirrhosis [liver scarring] when they 
consume the same amount of alcohol over the same amount of time, matched for 
weight—pound for pound—with men. We really don't know why, but the fact has been 
well demonstrated. Today, in HIV disease, a major cause of death is hepatitis and liver
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failure. Women with HIV are likely to be ethnic minorities and younger, inner-city 
residents with a high risk of smoking, alcohol use, and injection drug use. It's reasonable to 
ask whether these women might not be particularly susceptible to liver injury. This really 
needs to be studied.

• In talking about treatment issues for women, it is important to highlight how little 
research has been done about how HIV/AIDS drugs interact with women's hormones 
depending on what stage in life medicine is taken. Studies have shown that HIV itself 
can affect the body's ability to produce or maintain hormone levels. Changes in the 
balance of estrogen, progesterone, or testosterone can affect HIV-positive women in 
many ways. There is conflicting evidence about whether HIV itself and antiretroviral 
drugs used to treat HIV can also lead to estrogen deficiency and/or health conditions 
associated with low estrogen such as early menopause or bone loss.

• While men with HIV have been offered testosterone for years to treat HIV-related weight 
loss and low sex drive, there is limited experience with testosterone replacement in HIV-
positive women. This may be an especially important option for women showing signs of 
wasting or low weight, body composition changes, and/or bone density.

• An issue that continues to be troubling is antiretroviral dosing, and possibly overdosing, of 
women. Let us not forget that FDA approval [of anti-HIV drugs] has essentially been 
based on dosing data gathered in male adults. There also have been a myriad of researcher 
observations, including published data, on differential initial viral loads and CD4 cell 
counts in women, and there are different patterns of drug toxicity in women as well. The 
most important issue here is probably the fact that we need studies focused on women. If 
we want answers to questions about women, we cannot get the data we need from men. 
This is true whether you're talking about antiretroviral treatments or side effects.

• Another important issue for women, and one that affects access, is the amount of violence 
that so many women experience, especially at the hands of intimate partners. This includes 
both psychological and physical threats. HIV positive women also have a very high rate of 
past childhood abuse, including sexual assault and molestation. For example, you have to 
be very careful when interpreting depression in women—is it related to HIV? To 
medication side effects? To current violence, or a childhood history of sexual assault? 
Women living with violence or with a history of violence often have a condition similar 
to post-traumatic stress disorder, but since they're not often screened for any of this, they 
don't often receive the appropriate care. Such women often self-medicate too, and it's 
important for providers to know why. Violence also impacts women's entry into care 
and adherence to care. Safety plans are critical for women in violent situations—do 
they have a supply of medicine and a suitcase ready to go in case they need to leave a 
violent situation? Finally, women with so much violence in their lives may also end up in 
jail or otherwise incarcerated, which has implications for access to medicines.

• HIV/AIDS, drug use, and violence against women are often, though not always, 
intimately linked. In treating women with multiple major issues, ARV drug distribution 
alone is not the answer. These women need and deserve more comprehensive, holistic 
programs that address their underlying insecurities and particular needs.



DRAFT

All of this underscores how treatment and prevention options, for women and men, pose 
difficult challenges. The right questions need to be asked. Those of us here should invite our 
organizations to use their convening power to bring together the primary stakeholders in the AIDS 
pandemic, at a global and individual country level, to better our understanding of the complexity 
of the issues involved and to coordinate our efforts. In addition, treatment and prevention will only 
work if there is openness and dialogue, which is jointly promoted by governments, civil society, 
faith based organizations and all relevant constituencies.

World Bank Role and HIV/AIDS

There is much to say about the World Bank's role in combating HIV/AIDS. Briefly, our 
President Jim Wolfensohn has committed the institution to direct support, at whatever financial 
level it takes, and to a rich array of partnerships. The Bank has also devoted millions of dollars 
available for HIV/AIDS prevention and treatment in Africa. Briefly, the Bank has committed 
US$1.7 billion in grants, loans and credits for HIV/AIDS programs worldwide, and is especially 
engaged in Sub-Saharan Africa.

The Bank has pledged that no country with an effective strategy for fighting the disease 
will go without funding. The approach to AIDS is to support multi-sector, multi-actor strategies, 
providing funding and strengthening national HIV/AIDS strategies and supporting a wide range of 
interventions at the level of community based organizations.

The World Bank is working with all regions in the developing world that are affected by 
HIV/AIDS. The Global HIV/AIDS Program and ACT Africa (AIDS Campaign Team for Africa) 
within the Bank are both helping to coordinate this work.

In partnership with African countries, a series of Multi-Country HIV/AIDS Programs (
MAPs) have been launched. The common approach of these projects is to place HIV/AIDS in the 
context of a multi-sectoral development challenge. Working through national HIV/AIDS groups, 
these projects are supporting a full range of interventions—prevention, care, treatment and 
capacity building. Within the funding allocated to each country's program, on average, about half 
is meant to be channeled to community level interventions—there is widespread consensus within 
the Bank that it is in these communities, your communities, that the question of sustainability will 
be addressed.

As of April 2004, the Bank has partnered with the Global Fund, UNICEF, and the 
Clinton Foundation to enable developing countries to purchase high-quality AIDS medicines at 
low prices.

As many of you know, World Bank efforts to work with religious leaders on HIV/AIDS 
have been somewhat piecemeal, but still yield some important lessons, as the participation of faith 
groups in these MAP projects, while uneven, is strategic. Some examples illustrate the scope and 
nature of such joint efforts. In Kenya, faith groups have been actively engaged in testing out the 
operational manual for the MAP project and receive many subproject proposals. In Ethiopia, a 
country where the importance of religious ties to their respective communities cannot be 
overstated, MAP envisages particular outreach efforts to religious communities throughout the 
design of the project. Faith groups are represented on the national council and review boards and 
faith groups are represented among the approved projects. In Cameroon, more than 30 subprojects 
under that country's project are being implemented by faith groups. In Ghana, an active outreach 
campaign is planned for all of the country's major faith traditions, to
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ensure they participate in the MAP to the fullest possible extent. In Uganda, Senegal, and 
Thailand, as I have detailed, members of religious communities have been vital players in 
shaping messages as well as implementing projects.

Dialogue between the World Bank and Sant'Egidio:

Last year, the World Bank and Sant'Egidio signed a formal partnership agreement 
covering a wide scope of activities where we have common concerns and in which we will work 
together in the years to come. One aspect of this partnership which is of particular relevance to 
our discussion today is Sant'Egidio's AIDS treatment program, which is supported by a World 
Bank project called Africa's Regional HIV/AIDS Treatment Acceleration Program (TAP).

The aim of this special program is to address the very practical problems involved in 
moving from relatively small pilot projects for holistic treatment to much larger programs that 
offer the potential of scale to serve significant groups of AIDS affected people, even in the 
poorest countries. The program involves cooperation with a small group of countries in 
expanding treatment activities supported by NGOs and/or by a public/civil society/private 
partnership to test their efficacy in a decentralized, cost-effective and equitable manner. It also 
assists participating country governments to refine their national treatment policy and adopt 
WHO recommend treatment protocols to their individual situations. This program offers 
countries unique opportunities and methodology to train staff on the job and better target poor 
urban and rural neighborhoods, the youth, women of childbearing age and professional and 
technical staff at high risk. The program envisages a cross country learning process in the 
selected countries, including Mozambique.

This program, called the Drug Resource Enhancement Against AIDS and Malnutrition in 
Mozambique (DREAM), has brought in much needed hope in the face of the adverse 
ramifications of the HIV/AIDS pandemic. The program provides support for people affected by 
HIV/AIDS, with a focus on providing therapy for prevention of mother-to-child transmission as 
well as ARV therapy. The DREAM project echoes some of my previous remarks especially, the 
importance of forging partnerships. Sant'Egidio through the DREAM project has partnered with 
the government of Mozambique, universities in Italy and Mozambique, pharmaceutical 
companies, communities, other NGOs, and international development agencies. The DREAM 
project has made significant milestones since its inception. These include; the provision of care to 
4315 HIV/AIDS positive people-an increase of 58 percent from previous years. In that sense, Sant'
Egidio's DREAM project imparts a valuable lesson; an integrated approach, with multiple 
partnerships is a way to combat the HIV/AIDS pandemic.

I hope Sant'Egidio's International Meetings will continue to be a forum for discussing 
effective HIV/AIDS interventions, by Sant'Egidio and by your organizations.

Conclusion

I hoped to convey through my remarks my sense of urgency about AIDS and also a sense 
of hope—the cases of Senegal, Thailand, and Uganda provide important evidence that HIV/AIDS 
can be fought with effect. In each of these countries, attentive governments were crucial 
lynchpins, bringing together multi-constituency groups, including faith groups, to deal head on 
with the HIV/AIDS crisis. These countries need to keep up their vigilance on this front, and we 
need to share their strategies with other countries, helping to support dialogue and alliances 
wherever we can. Both the World Bank and Sant'Egidio have remarkable convening power—this 
International Meeting powerfully brings together leaders who are deeply invested in dealing
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with social problems. It is our responsibility to help bring together the right people and 
institutions to help stamp out HIV/AIDS— we must help foster and model a 'new humanism' that 
focuses on bringing together institutions and individuals, secular and religious, to save lives from 
sickness and death by a preventable and treatable disease.
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