
*?r''v&r3Tfwr 

ä] 
Oi s ' 

• W t r  . 

V  v -
*a:. v'-S; «. 

- •  •  

« >;. •' 
n*'i-yy- % -
f c * v v  
X  v : ' :  • :  ^ .  

V • * '.̂ r 
" e- . •-U: 

.  J -  '  . X  ^  •  

V .  ̂ ' 

• • v .  ^  

(r %;•% 
. - * v -  . \ ^ ̂  /: •• . ;-?y 

r« • ÄX- ̂  
- mmM -

t • 4 » t \ Tr • " '̂x T 
•*; • t , 

I \ ;V.̂  r 
. ' • • • • •  i *  v  

 ̂ ! ' .1 • >* 

 ̂ l 

vr-.v-.v-'-" i f  4  * \  7  J  • <  
TV LI: Vi .• » jlS- '" - * - * • 

*  '  V  .  
V . r  • ' *  

i. •••' ;v.y .. 

I: •. 

AIDS and 
iDvernance 

E D I T E D  B Y  
: .  P O K U ,  A L A N  W H I T E S I D E  
D  B J O R G  S A N D K J A E R  



S ŝio 
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Foreword 
His Excellency Dr. Kenneth D. Kaunda, 

First president of Zambia and Patron of the Commission on HIV/ 
AIDS and Governance in Africa 

It is now more than 20 years since the first cases of AIDS were diagnosed. Today, 
Africa is facing a crisis with frightening implications on populations. A crisis 
which, I feel, should be declared as an emergency requiring extraordinary and 
urgent measures to address; a crisis that not only needs the urgent attention of our 
governments but, more importantly, their commitment to act. Indeed, I sincerely 
believe that the AIDS epidemic in sub-Sahara Africa should be enough reason 
to compel our leaders to do what is right in the fight against the disease. For this 
pandemic has already taken millions of our people especially the young ones in 
the prime of their lives. And many more are living with HIV/AIDS. 

I wish in this regard to share with you an underlying motivation for my 
commitment to the fight against HIV/AIDS. When I was still in office as President 
of the Republic of Zambia, I lost my son in December 1986 due to an AIDS-
related illness. At that time, there was not so much known about this disease 
as we know today. As such, there was so much stigma against AIDS patients. I 
realised that if we had to make progress in the fight against AIDS, there was need 
at high political level to provide leadership to encourage openness in dealing with 
people infected with the disease. I viewed this to be important in order to break 
the wall of silence, which was mainly due to Stigmatisation as AIDS was viewed 
to be a disease of shame. 

I wish to stress the fact that I believed then, as 1 still do today, that if we 
succeeded in breaking the wall of silence, many infected people would be 
encouraged to come out into the open and seek medical treatment and our 
doctors would learn more about the disease for the good of humanity With this 
objective in mind, my wife and 1 decided to make public the cause of the death 
of our son. I convened a press conference at which I announced that my son had 
died of AIDS. Many people did not understand why my wife and I decided to 
announce publicly the cause of our son's death. But for us, this was an attempt 
to help remove the myth surrounding HIV/AIDS among our people. 

I have also taken an initiative to encourage people to go for voluntary testing so 
that they can know their status. In 2002,1 took an HIV test after which I publicly 
announced the results, which were negative. But I said that even if I had been 
found to be HIV-positive, I would still have made it public and used that status 
in the fight against this pandemic. Fm glad to mention that since then, the issue 
of stigma is becoming less of an issue and that there are many Zambians who are 
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going for voluntary testing. As you are aware, this is important so that those who 
are found to be HIV-positive would be counselled on how to live positively and 
those that are negative are given the necessary information on prevention. 

My comrades in this book have done a fine job in explaining the struggle we are 
facing in Africa. Our experience in Zambia illustrates this point. At independence 
in 1964, the country had produced only 100 university graduates after 70 years 
of British rule. Of these, only three were medical doctors. We realised that we 
needed to develop our manpower in order for the country to attain the capacity to 
develop. By the time I was leaving office in 1991, we had produced about 35,000 
university graduates. But unfortunately, we have since then lost many of these 
young women and men, who we trained at great cost, to AIDS. In view of the 
critical contribution these people were making to national development, there 
can be no doubt that this loss has seriously impaired the capacity of government 
to provide the necessary economic and social services in many sectors of national 
development. 

In view of the foregoing, there is an urgent need for close partnership 
among the stakeholders involved in this fight. The involvement of political 
leaders is important because people do listen to what they say. Political leaders 
and governments need to work closely with non- governmental organisations, 
communities, people living with HIV/AIDS and international partners in order to 
develop effective strategies for combating HIV/AIDS. We need to look at critical 
strategies, which can help us to keep the infected to live longer and to help those 
that are not infected to remain that way. As an old freedom fighter, I am obliged 
to urge our governments to wage a relentless fight against HIV/AIDS with similar 
vigor and determination, which characterised the struggle against colonialism 
and apartheid. I sincerely hope that given the adverse impact of HIV/AIDS on 
governments' capacity to govern, our leaders will rise to the occasion and do what 
is right to help reverse the spread of HIV/AIDS. This book will help them to 
better why they need to act now to save succeeding generations from the scourge 
of this epidemic. 

Lusaka 
15 June 2006 



Introduction 
Nana K. Poku and Alan Whiteside 

This volume addresses the effectiveness of global and national responses to 
HIV/AIDS as well as mapping out the contours of the crucial debate regarding 
the direction and scope for future governance. The global HIV/AIDS epidemic is 
a long-term event whose impact unfolds over many decades rather than months. 
Twenty-five years after seeing the first infection, the faces of the epidemic are 
increasingly the faces of women, especially young women; orphans who will have 
to grow up without the nurturing of parents; and the rising number of people 
living with HIV/AIDS. More worrying still, there is no convincing evidence to 
suggest that the epidemic is significantly slowing down anywhere in the world. 
Each day that HIV/AIDS continues to spread therefore adds to the ramifications 
and duration of its likely impact. 

The global data as at the end of 2005 are shown in Table 1. it is tempting to 
hypothesise two simultaneous epidemics, one in the developed world, beginning 
in North American gay ghettoes and moving from there into injecting drug 
user and haemophilic populations, the other, far more generalised, beginning 
in Central Africa and spreading not into specific communities but into the 
'general population'. While Africa is not necessarily the source - certainly not 
the only source - this latter pattern has been repeated in the Caribbean, South 
and Southeast Asia and the rest of Africa. This has some parallels to early 
mappings of the epidemic, which spoke of Patterns 1, II, and III based on 
different epidemiological patterns. Just as these are too simple - in some parts 
of the world, for example, Uganda, one could find evidence for all three patterns 
simultaneously - so too is a divide between the developed and the developing 
world in terms of the political and social response. Denial and the availability of 
resources for prevention care and community organisation is not always linked 
to levels of development or affluence. 

The current epidemiological data from the United Nations Joint Programme 
o n  H I V / A I D S  ( U N A I D S )  c o n f i r m s  t h e  s t r i k i n g l y  p a t t e r n e d  n a t u r e  o f  t h e  H I V  
epidemic. That is, it is possible to identify different forms and impact of the 
epidemic in different parts of the world. Despite nearly 76,000 new infections last 
year, HIV prevalence rates in the high income countries of Western Europe, North 
America and Japan remain relatively low, with infections concentrated principally 
among injecting drug users and men who have sex with men - although recent 
studies indicate that this is changing. Across Western Europe, data suggests that 
a larger proportion of new HIV diagnoses (59 per cent, overall between 1997 
and 2001) are taking place among the heterosexual community, with infections 



04 WC 
c 
2£ 

o
 
o
 
o
 

o' 
r-

c o 

(N 
q
 
s-

O
 

U-) O
 -̂T -«T 

-rj-
r\ rn 

—
 

Tt 
m 
m 

4
 o
 

m
 
rn 

B
 

Ö
 

<N 
OO 

o
 
o
 
q
 
ö
 
o
 

IT) 
. 

. 0° 8
 

r̂i (N 
O
 

I 
I 

1 
j-T 

 ̂o
 
g
 

— (N (N (N 

cn 
q
 

r̂, 
r<"i 

cu s t/) 
faj 

3 
C 

C 
3 

to 
O 

O 
O 

o 
*
"
 

'
 ̂
 

—
 

—
 
—
 O
 's 'p '2 

3 
p q

 
&

 
—-

—
 

M 
VC cn 

m 
•
 VO 

_ 
"T 

3C 
vD 

T
 

rr-j CO i—i 

c 
c
 
c 

#o 
_o 

—
 s
 
o
 

1
 1
 1
 o
 
o
 

3C 
o" 
OO 

(N 
ri (N f) 

=
 

c
 
.
2
 

o 
=
 

a
 
1
 

E 
<s 
tri 

(N 
— 

in u Qß 
U 

ITj 
0
 
c
 
n
 

-o c •v 
CJ 
1
 o* 

'S. 
o; 

(/̂
 

q
 

>
 
E
 Ol «
 E E 3 (/5 

's 
.c 
_£ 
o
 

-C « 

lO V
 
c 

— 
— -a 

« 
3 -— 

o ̂
 x: 

H
 
<! U

 

ö 
(U 

V
 c OJ U 

£ 2
 
« -

« 
3 

O 
 ̂

h- <
 
>
 
U
 
h- 
<
 
U
 

tTj 
V
 c 

-o 
3 r= 

o 

tr, 

fN c 

•o a; u 
.a> S: <u 
c
 

i« c Ol 
0. 

(Sl 

9
 

>
 
E
 

jr 
"i 
0X) 

o. 
o -o. 

a> 
-= E 

ITj 
o
 
©
 «
 

•3 
i/} 
Q
 

« 

r— CJ E Ol 
'5. 
v
 QJ 

0 ot 
<s 
*3 c 
'Sc 
<u 01 a> u 
_c 
'K V) 
— QJ 
•8 

Q
 o
 E 3 O 

?5 

ÖJC 
3 3
 

O) 

*
 C/3 3 
—
 
3. 
— O 

c/o 
Q
 o» E 3 3 

3
 

1> 
-O C 3 
«D 1» C
 
D 
-C 

Q <
 o c <u Ui a
 o 

X) 
Uc o u-(U O S 

Vg 
CN 
0
 

1
 

^
 

s
 

sz 
G 

o c/J ra
 

T3 « C 
«3 <u 
Q o 
-C c u 

< 
z
 
D
 V. 3 O 

CO 



Introduction 3 

occurring within the region and beyond. In the case of the United Kingdom, for 
example, the number of people diagnosed with HIV who were infected through 
heterosexual sex increased by 33 per cent between 1998 and 2001. In Ireland, to use 
another example, a similar trend is also visible, with the number of heterosexual 
transmitted HIV infections increasing fourfold between 1998 and 2001. 

The position is more diverse across the developing world where most 
transmission occurs through sex between men and women, but there are also 
very high rates of infection among men who have sex with men and injecting 
drug users. In much of Latin America. HIV infections are confined largely to 
these sub-populations. This is also the case in Eastern Europe, the Middle East 
and North Africa. While in the rest of Africa - where over 70 per cent of the 
global HIV-positive population resides - the virus is spread primarily through 
heterosexual and perinatal transmission, with heterosexual activity being the 
dominant mode of transmission. 

In many countries, infection rates have increased from 3 to 10 per cent in 
adult populations in less than a decade. In South Africa, for example, the level 
of infections has risen roughly tenfold in just the last 10 years. Thus, before 
people are even aware that infected families and friends surround them, their 
communities have been deeply penetrated. Take the case of India, its national 
adult HIV prevalence rate of less than 1 per cent offers little indication of the 
serious situation facing the country. An estimated 3.97 million people were living 
with HIV at the end of 2001 - the second-highest figure in the world, after South 
Africa. HIV prevalence among women attending antenatal clinics was higher than 
1 percent in Andhra Pradesh, Karnataka. Maharashtra, Manipur, Nagaland and 
Tamil Nadu. This figure is expected to more than quadruple in the next decade 
- thus making the country one of the most infected countries in the world. 

In the heavily affected societies, the epidemic is leading to a deterioration in 
indicators that had been improving, such as life expectancy, infant mortality, 
literacy and primary school enrolment. It is reducing capacity in all social 
and economic sectors, as a result of the illness and death of highly skilled and 
experienced people who cannot be replaced quickly or easily, but only after long 
periods of training and skill acquisition. It is lowering general levels of education 
as enrolments fall among children who lose parents as a result of HIV/AIDS and 
as educational capacity is lost because of mortality among teachers, educational 
administrators and teacher trainers. It is leading to a retreat into subsistence 
production in agriculture as a result of reductions in the economically active 
population - the group most likely to be HIV-positive. It is reducing productive 
capacity in all sectors because of the decline in key categories of skill, especially 
managerial capacity. These declines in economic activity in turn are reducing 
levels of tax revenue, which lowers the capacity of the public sector to undertake 
its functions at a time of dramatically increased demand for public services in 
health, education and training. 

The process is insidious, since the full effects of the epidemic will be felt only 
over the long-term, although the broad patterns of change are clearly evident. 
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These patterns are not felt uniformly across the world, but significant numbers 
of countries in the developing world, particularly Africa, are now experiencing 
a reversal of development gains as a direct result of HIV/AIDS, even countries 
which had been manifesting evidence of improvements in general living standards 
of their people. 

It has, for sometime, been the position of many observers of this grotesque 
crisis that politics, not medicine, holds the key to effective response. This was 
formally confirmed in 2001 when the United Nations General Assembly Special 
Session on AIDS called for 'greater political leadership' in the fight against the 
epidemic with the donor community's acquiescence. Since then, new programmes 
of mitigation, treatment and care, funded increasingly by the Global Fund to 
Fight AIDS, Tuberculosis and Malaria, the World Bank, private foundations, 
corporations, bilateral donors and national governments have transformed the 
opportunities for developing and implementing effective responses to the HIV 
epidemic. The expanded level of funding together with dramatic reductions in the 
costs of drugs has led to a rapid expansion of programmes providing antiretroviral 
therapy (ART) in many countries. These new programmes offer the potential 
for dramatically changing the lives of those infected with HIV and the families 
and communities of those affected, while at the same time generating social and 
economic benefits for societies in general. 

But major challenges remain, and countries are at present only at the start 
of the process whereby they will be able to provide comprehensive programmes. 
Finance is far from assured for these expanded programmes and it is by no means 
clear that the necessary resources will be forthcoming. At the present time the 
various funding sources are only a fraction of what will be needed for sustained 
programmes of ART, and hence the need to ensure that innovation take place 
both in programme development and in service delivery. This is essential if costs 
are to be confined within the envelope of resources likely to be forthcoming. It 
seems highly unlikely that the scale of resources currently estimated as needed 
- US$ 18 billion for 2007 and US$22 billion for 2008 - will be available, and hence 
the urgency to identify less resource intensive ways of making services available, 
including ART, to those in need. 

The chapters ahead elaborate these themes and issues. The quality and 
contributions are of the highest order and they offer, together, a comprehensive 
account of the power relations driving the HIV/AIDS epidemic in the most 
affected regions, frustrating the possibility of alleviation, care and recovery - and 
operating not just to marginalise people living with HIV/AIDS (PLWHA), but 
to relegate entire regions to a vulnerable and bleak future. The volume is divided 
into two parts. Chapters in the first part of the book map the nature and forms of 
impacts of AIDS on governance. The impact is explored in respect of key areas 
of political and economic life; including education, health, security, democratic 
accountability and representation. Although attempts at countering the impact 
of HIV/AIDS have been made through reforms of state organisation, multiple 
factors, such as ownership, existing capacities and unintended consequences of 
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reforms may aid or in the worst case jeopardise the overall national strategies 
of fighting HIV/AIDS. These are the themes of the chapters in the second part 
of this volume. Collectively, they explore the role of leadership, civil society 
organisations, and global institutions in confronting the epidemic. Crucially, they 
provide a critical assessment of the challenges and opportunities encountered in 
the two and half decades of living and confronting HIV/AIDS. 





THE IMPACT OF AIDS 
ON GOVERNANCE 





Chapter 1 

HIV/AIDS and the African 
Nana K. Poku and Bjorg Sandkjaer 

State 

Introduction 

Amidst the unrelenting catalogue of horrors - the prediction by the United 
Nations of a possible 60 million additional deaths worldwide, 50 million of them 
in Africa by the year 2025; the ghastly findings that the epidemic is still in its 
early stages overall - must be added the real possibility that with HIV/AIDS the 
very survival of the African state may well be at stake. Often in conditions of 
extreme poverty, conflict, weak institutional and physical infrastructure, deficient 
educational and health care systems; many societies are struggling with the 
epidemic in ways that is changing the very character of everyday life. If to this 
is added the demographic effects of the epidemic, then there is every reason to 
suppose that AIDS may well be the deciding factor in shaping the body politics 
in many societies on the continent. 

In the most heavily affected countries the epidemic is reversing many 
development achievements of past generations. The most dramatic effects being 
reflected in changes in life expectancy; where the epidemic has hit hardest, it has 
slashed life expectancy in half, amidst doubling or even trebling adult mortality. 
In cataloging the devastating human losses, the question of how African states 
might continue to function has often taken a secondary seat. Naturally the 
concerns of most observers have focused on the epidemiology of the epidemic 

in particular, prevalence trends, be they local, national or continental. In its 
25th year, however, the evidence poses, with increasing immediacy, the question 
of how key institutions in states already reeling from decades of poor governance 
coupled with auxiliary measures which have contributed to a weakening of the 
public sector, can continue to function amid prevalence levels as high as 20, 30 
and 40 per cent of adult population. 

The chapter focuses on three issues: 1) the emergence of the African state from 
colonialism and the challenges of state consolidation for post-colonial regimes; 
2) the impress of HIV/AIDS on Africa's fractured societies; 3) the need to put 
effective mitigation strategies in place as the epidemics impact deepens across 
the continent. 
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Weak States and Fractured Societies: The Context of AIDS 

At independence, we looked forward towards an African future in which the Blackman 
was running his own affairs with dignity, equality and pride. But above all, in the 'new' 
African state, we felt we had the means to determine our own destiny. We therefore 
looked toward a future characterized by rapid economic development and stability ... 
This was the pan African dream of Nkrumah and we all shared it. (Kaunda 2006) 

Unlike Europe, where nation-builders sought to replace the older empires with 
states comprising of some combination of cultural, linguistic and patriotic unity, 
the African state emerged from the authoritarian structures of their colonial past.1 

Across the continent, therefore, states preside over fractured societies with multiple 
ethnic identities making it particularly difficult for governments to generate a 
legitimate basis for governance.2 Consequently, states on the continent are weak 
and much of their enduring force derives more from the feebleness of potential 
challengers, than from inherent capabilities of the state itself. 

As the years since independence lengthen, the aura of vigour, which the new 
African leaders inherited from their predecessors, fades, while the debilitating 
effects of underlying fissures become salient. In general, the continent's economic 
growth has failed to keep up with its population's expansion. Exports have declined 
in relative and absolute terms. Food production has also declined, while imports of 
food and other necessities have increased. Similarly, import substitution industries 
have not lived up to expectations. Industrialisation has, with very few exceptions, 
failed to materialise; borrowing and debt have soared; currencies have weakened 
or collapsed. State revenues have plummeted. State-controlled economic activities 
have foundered. State-funded services have declined or disintegrated; official 
economies have shrunk and parallel economies have grown. 

Africa, therefore, has quite literally been left behind in terms of any of 
the spoils of globalisation. Today, only few countries on the continent have a 
population large enough to rank as middle-sized by the standards of Europe, Asia 
or much of the Americas. Given the legacy of ethnic fragmentation, moreover, 
population size can only be purchased at the price of internal division. All of the 
continent's large states - Angola, Ethiopia, Nigeria, Sudan - have been riven by 
conflict. Almost all of them are desperately hard-pressed to extract the resources 
needed for their maintenance from their inadequate economic base, and even, 
Nigeria, the giant of the continent, has a gross domestic product only a little larger 
than the Republic of Ireland; while the gross domestic product (GDP) of the 
whole continent is about equal to that of the Netherlands. The continent's share 
of world trade has declined from 3.5 per cent in the 1970s to 1.5 per cent today. 
This decline is equivalent to an annual loss of approximately $70 billion. When 
compared to the $25 billion that comes to Africa each year in the form of overseas 
development assistance, the significance of Africa's declining participation in 
international trade becomes clear. 

These physical indicators of weakness are a mere foreshadow of the deep 
human insecurity challenges facing ordinary people on the continent. With less 
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than a fifth of the world's population (see Figure 1.1), Africa is home to one in 
three poor persons in the world and four of every 10 of its inhabitants live in what 
the World Bank classifies as 'a condition of absolute poverty'. More worrying 
still, Africa is the only region in the world where both the absolute number and 
the proportion of poor people have increased are expected to increase during this 
millennium, and the proportion hungry has increased by more than a third over the 
last decade or so (United Nations 2005, see Figure 1.2). Nearly half the population 
(300 million people) lives on less than $ 1 a day: if current trends continue, by 2015 
Africa will account for 50 per cent of the poor of the developing world (up from 
25 per cent in 1990). During the 1990s the region experienced a decline in GDP 
per capita of 0.6 per cent per annum, and because economic growth was highly 
skewed between countries, approximately half the total population lived on less 
than a dollar a day in 2004 - an increase compared to 1990. 

-•— Africa 
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Latin America and 
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Figure 1.1 Population trends, UN world regions, thousands 

Data source: United Nations Population Division, 2005. 
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Sub-Saharan Africa 
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Figure 1.2 Increase in proportion hungry, 1990-2002 

Data source: United Nations, 2005. 

There is also increasing evidence that income and wealth distribution are extremely 
unequal in many countries, and with economic growth such inequalities are likely 
to increase rather than to diminish (World Bank 2005). One manifestation of this 
is a widening gap between Africans at large and African elites. In many countries 
elite control of the state systems ensures their access to both the dwindling 
economic opportunities and the mechanism of the state power (military and police 
forces) ensuring that their economic and political privilege are protected. State 
effectiveness, therefore, has continually waned as a result of parochialisation of the 
public realm. Resources allocation by government and other state institutions has 
typically come to follow ethnic or religious lines. This use of power by the political 
elite has been very detrimental to the socio-political and economic evolution of 
the continent: not least because, it has created a skewed distribution of resources 
in favour of those groups that have power and wealth. 

The parochialisation of the political realm has played a central role in 
institutionalising corruption. Due to an absence of effective structures with 
autonomy and strength to check corruption, the governing elite of most African 
states have engaged in high and sometimes egregious levels of corruption, 
increasingly diverting state resources for personal gains. In countries such as 
Nigeria, Sierra Leone, Democratic Republic of Congo, the Central African 
Republic and Zimbabwe, corruption is so extensive that it is viewed as a way of 
life. Making or receiving bribes is considered a practical method for supplementing 
one's income and achieving economic security far in excess of individual ability. An 
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unpublished report from the UN into corruption in 15 African countries suggest 
that nearly 40 per cent of annual government budgets are misappropriated by a 
corrupt governing elite (Poku 2005). 

For these reasons and more, the parallelism between statism and nationalism 
has had a limited role in contemporary Africa. This has given rise to a 
position where individuals have greater attachments to their localities (or local 
communities) than to the overarching state. The segmentation of society that 
has followed has impeded the many reforms of the political structures that 
possibly could have enhanced Africa's ability to develop sustainably as well as 
exacerbating political tensions on the continent. One manifestation of these 
political tensions is the litany of conflicts strung across the continent. Between 
1970 and 2002, more than 35 wars were fought in Africa, with the vast majority 
of them intra-state in origin. In 1996 alone, 14 out of the 53 countries of Africa 
were afflicted by armed conflicts, accounting for more than half of all war-related 
deaths worldwide and resulting in more than 8 million refugees, returnees and 
displaced persons (see Figure 1.3). 

Developed 
regions / jo/ 

2% / 
Southern Asia 

14% 

Sub-Saharan 
Africa 
69% 

South-Eastern 
Asia 
2% 

Western Asia 
10% 

Latin America 
and Caribbean 

2% 

Figure 1.3 Deaths from conflict 1994-2003, world regions 

Data source: United Nations, 2005. 

Conflicts and their related instability have forced many Africans to flee their 
communities and countries. The number of refugees in Africa increased from 
79,000 in 1960 to 6.4 millions in 1995, before dropping to 3.6 million in 2000 and 



14 AIDS and Governance 

2.77 million at the end of 2005 (UNDP 2004, UNHCR 2006). The geographical 
distribution of refugee source and destination countries has shifted over time. 
In the 1970s and 1980s, the bulk of the refugees originated in the eastern 
African region. Droughts, famines and other environment-related disasters, in 
combination with wars in countries such as Ethiopia, Eritrea, Somalia and the 
Sudan, gave rise to large movements of refugees and internally displaced persons 
(IDPs) in this region. During the 1990s, the momentum shifted towards western 
and central Africa, where the bulk of the present-day refugee and IDF population 
is found (see Figure 1 A). At the end of 2005, among the 10 countries where most 
refugees originate, five were African (Sudan, Burundi, DR Congo, Somalia, and 
Liberia). Because people mainly flee to neighbouring countries, this also means 
that the pressure on African receiving states is great. Chad, for example, while 
struggling to provide livelihoods for its own population, has received close to 
230,000 refugees from the Sudan by the end of 2005 (UNHCR 2006). 
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Figure 1.4 Refugees in 2005, thousands 

Data source: UNHCR, 2006 

The Increase of HIV/AIDS 

Africa's condition of extreme poverty, conflict, weak institutional and physical 
infrastructure (particularly deficient educational and health care systems) has 
provided an ideal environment for the spread of HIV/AIDS. Estimates made in 
1991 predicted that in sub-Saharan Africa 9 million people would be infected 
with HIV and 5 million would have died of the disease by the end of that decade. 
Unfortunately, the epidemic was far more powerful than expected and three times 
as many people were infected and had died than had been initially estimated. 
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Following an initial stage during which HIV spread throughout the population, 
the epidemic has now reached a more mature stage characterised by large numbers 
of people living with HIV/AIDS. As shown by Figure 1.5, the rate of increase 
seems to be slowing down. However, the observed leveling of prevalence levels 
may also be occurring because the number of new infections are being offset by 
rising mortality. 

As of mid-2006, an estimated 40 million people around the world were living 
with HIV/AIDS, of which 25.1 million are on the African continent (UNAIDS 
2006). Infection is concentrated in the socially and economically productive 
groups aged 15-45, with slightly more women than men infected. It is estimated 
that 24 million persons have died from HIV-related illnesses since the start of the 
epidemic worldwide, of whom more than 20 million were Africans. It follows that 
the cumulative affected population in sub-Saharan Africa, taking into account 
spouses, children and elderly dependents, must be of the order of 250 million (29 
million currently living with HIV plus 20 million who have died times a factor of 
5 to represent those directly affected). This is a staggering proportion of the total 
population in sub-Saharan Africa - meaning that around one-third of Africans 
are directly affected by the HIV epidemic. Few people can remain unaffected in 
indirect ways, that is, through the illness and death of relatives, friends and in 
their workplaces and their communities. 
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Figure 1.5 Number of people living with HIV /AIDS, sub-Saharan Africa 

Source: Projected by author using data from UNAIDS and UN Population Division. 
2005. 

The levels of HIV prevalence in parts of Southern Africa are extremely high 
- increasing numbers of countries in the region have HIV infection rates among 
adults in excess of 15 per cent (see Table 1.1). The adult rate of HIV prevalence 
in SADC is 13.7 per cent compared with 7 per cent for sub-Saharan Africa as a 
whole. No fewer than 15 million adults and children are currently infected with 
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HIV in Southern Africa, accounting for 51 per cent of all infections in Africa 
(equal to 37 per cent of the global total of those living with HIV). While overall 
HIV prevalence rates are extremely high it is still the case that there is considerable 
variance- with a range from approximately 3.7 per cent in Angola and DRC to 
over 30 per cent in Swaziland. 

It is unclear how far the variance in HIV data reflects the comparability of 
data between countries, since there is clearly a gap between countries in the quality 
of their sero-prevalence surveys, or whether this reflects simply the timing of 
countries with respect to their experience of epidemic processes. It is likely to be 
a mixture of factors, as well as others, and this need to be borne in mind when 
making cross-country comparisons. What stands out from Table 1.1 is the very 
high levels of HIV prevalence in general, and on the basis of past experience 
it would appear likely that countries with relatively low current rates of HIV 
will follow the path of other countries in the region unless effective policies and 
programmes are implemented. There is only very limited evidence that sexual and 
other behaviours are changing within countries in the region, although there is 
some evidence for example from Uganda of declining incidence of HIV amongst 
young urban and rural women. 

The gap between rural and urban HIV rates - previously substantial - is now 
narrowing rapidly in many countries. For some urban populations HIV is now as 
high as 40-50 per cent - rates of infection earlier considered wholly improbable. 
For example in Botswana, HIV prevalence in the capital city, Gaborone, rose 
from 15 per cent in 1992 to 45 per cent in 2003. In the case of Francistown the 
prevalence was estimated at 46 per cent in 2003, while the third major urban area 
in the country, Selebi-Phikwe, recorded prevalence levels among ante-natal clinic 
attendees in 2003 of a staggering 52 per cent (WHO 2005). It is now projected 
that over the next 10 years, Botswana will lose a quarter or thereabouts of its 
total population to AIDS. This is in a country which has done remarkably well 
since independence and one where there has been sustained social and economic 
development. But it is still a country where about half the population lives in 
poverty, concentrated particularly amongst female-headed households. 

One of the key characteristics of the epidemic is the long time period between 
when a person becomes infected with the virus and the onset of AIDS and 
its various symptoms. That time period ranges from five to 10 years in most 
individuals. To simply look at the number of reported AIDS cases is to grossly 
underestimate the number of people infected with HIV - a mistake with deep 
consequences for countries. For both individuals and leaders, this 'long wave 
event', as Barnett and Whiteside (2002) have called it, makes it difficult to 
generate concern and to invest in effective interventions. Unfortunately, even 
if the pandemic were halted today, given the current number of people living 
with HIV/AIDS and those people already affected by the disease, the long-term 
impacts and consequences will become worse in the coming next two decades 
- and beyond. 
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In the absence of HIV/AIDS, the population group aged 15^49 accounts for 
about 20 per cent of all deaths. But with AIDS the mortality rate of the adult 
population increases sharply. How much the mortality rate increases has been 
a subject of considerable debate in Africa due to the lack of adequate statistics 
on the causes of death. In the absence of such data one is forced to turn to two 
alternative methods. The first one is to project the AIDS-related increase in 
mortality on the basis of a mathematical modeling of the epidemic. Applying 
this approach to SSA countries suggests that HIV-related deaths represented 30 
per cent of all deaths during the period 1996-2002 (Bradshaw et al. 2003). An 
alternative method is to estimate the increase in mortality directly from the excess 
deaths that can be attributable to AIDS. In the case of South Africa, this method 
indicates that about 27 per cent of the deaths recently observed in South Africa 
were HIV/AIDS-related (Groenewald et al. 2005), which is quite consistent with 
the first approach. 

The reason why HIV/AIDS has such an impact on mortality can be understood 
from the characteristics of the HIV/AIDS epidemic. In a typical African country 
the adult mortality was around 7 per 1,000 before the advent of HIV/AIDS. A 
stable 7 per cent HIV prevalence rate (average for sub-Saharan Africa) would 
therefore increase the death rate of the whole population by about 20 per cent.? 

For the more heavily infected countries with an HIV prevalence rate of 20 per 
cent, the increase would be much larger of the order of 80 per cent.4 

The growing number of HIV/AIDS-related illnesses and deaths in society 
is affecting achievements in reducing death rates. Estimates made earlier in the 
pandemic's history projected some slowing of population growth rates. However, 
as the epidemic has become more intense and extensive, we are seeing hard hit 
countries experiencing great loss of population, as more people die than are 
being born. Already, Lesotho, Swaziland and Botswana are experiencing negative 
growth rates, and by 2010, these countries will be joined by South Africa in 
experiencing a shrinking population (UN Population Division 2005). 

AIDS-related deaths are occurring especially among young and middle-aged 
adults, between the ages of 24 and 50. Women tend to die in the younger age 
brackets (20-35 years old) while men tend to die in the older age brackets (30^45 
years old). Infants, too, are dying at an increasing rate because they acquire 
HIV/AIDS before they are born or shortly thereafter. In 1990-1995 the infant 
mortality rate in Zimbabwe was 50, 10 years later, in 2000-2005 the rate had risen 
to 62, rather than remaining at 50 as it would have without AIDS. In Kenya, 
infant mortality in 1990-1995 was 63, in 2000-2005 it had risen to 68. Without 
AIDS, Kenyan infant mortality would have declined to 60 (UN Population 
Division 2005). 

As infants and young adults die at increasing rates, overall life expectancy is 
dramatically declining. As of end-2004, life expectancy in Botswana was less than 
half of what it would have been without AIDS. Figure 1.7 dramatises the impacts 
of HIV/AIDS on life expectancy. In the case of Zimbabwe, life expectancy is 
now about 37 years instead of 70 as it would have been in the absence of AIDS. 
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Figure 1.6 Population growth rates. Southern African countries 

Data source: United Nations Population Division. 2005. 

Five sub-Saharan African countries (Botswana, Central African Republic, 
Lesotho, Zambia and Zimbabwe) have life expectancies below 40 years. Each of 
the countries would have had an estimated life expectancy of 54 years or more 
without AIDS (UN Population Division 2005). 

The epidemic is restructuring the population. Age distribution in societies 
is changing dramatically, with fewer infants, young children and young adults 
than would be the case without HIV/AIDS. The implications are several. Fewer 
children mean a smaller pool of future human resources to take part in national 
development. Older adults will be proportionally more numerous and will have 
to take on new responsibilities to care for children and generate income. There 
will be fewer young and middle-aged adults to provide income and raise families. 
Families, businesses and nations will have a smaller number of adults to count 
on for leadership and management. 

As population structures changes, so to are changes occurring in the size and 
composition of households. A family death always produces change. In some 
cases, households compensate for a death by asking urban-based relatives to 
return home. In rural Kenya, household size decreased by a greater number when 
an adult woman died - because boys were sent to relatives and girls were fostered 
or married off. The death of an adult male resulted in a small, but still significant 
downward shift in household size (Yamano and Jayne 2002). Women widows are 
less likely to remarry than male widows, while female-headed households are more 
likely to be fostering orphans than male-headed households. What definitely is 
happening is that household composition is changing under the impacts of HIV/ 
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Figure 1.7 Changes in life expectancy 

Data source: United Nations Population Division, 2005. 

AIDS. Among the forms of households that may emerge following the death of 
a prime-aged adult are: 

• households headed by elderly people who are caring for young children; 
• large households composed of unrelated fostered or orphaned children; 
• households in which groups of children are cared for formally or informally 

by neighbouring adults; 
• households composed of a single, childless adult woman or man; 
• a growing number of households headed by women; 
• households headed by children, who are caring for siblings; 
• households dissolve completely and members disperse. 

In Senegal, noted for its low prevalence, the tendency is for household members to 
disperse both before and following the death of a male family head (Niang and Van 
Ufford 2002). Across the continent, households are being re-configured in ways 
that have long-term implications for household livelihoods, poverty alleviation, 
national productivity and national development strategies. Government leaders 
that have assumed that African household systems will absorb the impacts of 
HIV/AIDS are likely to find that the changes in household structures severely 
constrain what households are able to do without additional assistance. 

Towards a 'Hollow States' Hypothesis 

Over time, sustained human capacity losses to HIV/AIDS set in motion a process 
of immiseration which may eventually leave states incapable of protecting and 
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providing for their citizens, precipitating state collapse. Elsewhere, William 
Zartman (1995) defines state collapse as a condition where 'the basic functions of 
the state are no longer performed'. In other words, a position where governments 
fail to: maintain efficient public institutions, to produce/deliver sound policies, 
promote the rule of law, sustain livelihoods and provide an enabling environment 
for public, private and civil society to play their respective roles in the national 
development. Zartman's definition focuses on three specific functions of the state: 
the state as the sovereign authority - the accepted sources of identity and the 
arena of politics; the state as an institution - therefore a tangible organisation 
of decision making and an intangible symbol of identity; and the state as the 
security guarantor for a populated territory. 

In truth, these have all been hard to achieve by states born out of external 
aggression with a legitimacy deficit, but the position is getting progressively worse 
because of HIV/AIDS. With HIV/AIDS, although the territorial boundaries 
of the state remain, the impact is such that state structures are systematically 
eroding. His Excellency Kenneth Kaunda (2006) provides the follow image of 
what is going on in his country, Zambia: 

At independence in 1964, the country had produced only 100 university graduates 
after 70 years of British rule. Of these, only 3 were medical doctors. We realized that 
we needed to develop our manpower in order for the country to attain the capacity 
to develop. To cut a long story short, by the time I was leaving office in 1991. we had 
produced about 35,000 university graduates. But unfortunately, we have since then, 
lost many of these young women and men who we trained at great cost, to AIDS. In 
view of the critical contribution these people were making to national development, 
there can be no doubt that this loss, has seriously impaired the capacity of Government 
to provide the necessary economic and social services in many sectors of national 
development. 

A fundamental organisational principle of the state - that the civil servants 
assure its effective functioning - is thrown into question by the incapacity due to 
prolonged illnesses and early deaths of government employees due to the epidemic. 
It is not, however, only the absolute levels of mortality of public servants that 
should concern policy makers - serious though this is already: they should also 
be particularly concerned about the broader implications of high and rising 
levels of morbidity and mortality for institutional knowledge formation and 
retention - that is, how to sustain an organisation and ensure that it operates 
efficiently under conditions of persistent losses of human resource capacity. The 
effects of the impact of HIV/AIDS on the educated and professional cadres 
reduces their ability to pass on their accumulated knowledge and expertise to 
succeeding generations. As a result, younger and less experienced workers find it 
harder to acquire the specialised skills, expertise and professionalism needed for 
their jobs. In the longer term there will be fewer experienced officials available to 
train younger personnel in key formal skills, or pass on more informal standard 
operating procedures or norms such as ministerial accountability, bureaucratic 



22 A IDS and Governance 

neutrality, official ethics and institutional transparency with consequential effects 
on the quality of both public and private services. 

A highly publicised World Bank study argues that after allowing for 
inter-generational losses of human capital (and knowledge), the projected 
macroeconomic effects of HIV/AIDS will be severe. The main reason is the loss 
of human capital as inter-generational transfers of information and knowledge 
diminish due to the premature death of parents and mentors (Bell et al. 2003). 
These inter-generational effects were already widely noted, especially in relation 
to the effects of HIV/AIDS on agriculture. The study, however, represents a 
watershed for the World Bank. To this point, its research had concluded that 
the macroeconomic impacts of HIV/AIDS would be limited (Ainsworth and 
Mead Over 1994, Arndt and Lewis 2000, Bonnel 2000). This impact is further 
exaggerated by existing weaknesses in state capacity, such as reforms of the civil 
services, staff departures to the private sector or other countries, and financial 
constraints undertaken at the behest of international agencies. The outcome is 
that, in the most affected countries, the epidemic is already adversely affecting 
institutional robustness and vitality, reshaping governmental structures, and 
restructuring state-society relations. 

HIV/AIDS strips time out of the decision horizons of those who are infected or 
affected. Individuals who are HIV-positive (or think they are) begin concentrating 
on the present and immediate future. Many activities that used to be attractive 
when life expectancies were 'normaF lose their appeal, and even their relevance. 
Consequently, HIV/AIDS changes economic behaviour, often dramatically. The 
act of saving, for example, requires individuals to forego consumption. With 
time at a premium, the incentive to save diminishes. Investment, which involves 
the commitment of current resources in the expectation of some future benefit, 
becomes less attractive. At the macro level, these trends are self-reinforcing. The 
decline in savings reduces the resources available for investment. As investment 
falls, the rate of economic growth declines, reducing the supply of savings.^ 

As a result, we can expect national revenues to diminish in comparative 
terms and the productivity and profitability of businesses to fall. As production 
and service delivery is disrupted, income is also likely to fall. These are no 
longer projections; evidence suggests that families and businesses are shifting 
spending from productive activities to medical care and related services, reducing 
both savings and government revenues (CHGA 2004a). At the same time, the 
costs associated with dealing with the epidemic are increasing for government. 
Government agencies are diverting funds from planned development activities in 
order to pay for the increased costs of ill and dead employees. These declines in 
economic activity are reducing tax revenues, lowering the capacity of the public 
sector to undertake its functions at a time of increased demand for public services 
in health, education and training. 

The macroeconomic impacts, such as impact on gross domestic product 
(GDP), are not immediately clear. However, we can anticipate that reductions in 
skilled human capacity due to declining life expectancy will eventually adversely 
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affect economic output; an impact that will be compounded by reduction in 
productive efficiency associated with increased incidences of ill health and 
shortages of critical skills. In high HIV prevalence countries, we can also expect a 
non-linear impact of HIV/AIDS on economic growth - the longer they persist, the 
more difficult/costly recovery will become. We are already seeing this in Southern 
Africa. Here the cumulative impact of HIV/AIDS has sapped the resilience and 
flexibility of countries in this region and thus reducing their ability to sustain 
economic growth. 

The decline in economic activity is taking place against a background of 
rising social service expenditure, both private and public, which further strains 
government budgets as well as increasing poverty. In countries with consistently 
low HIV/AIDS prevalence rates (for example, below 4 per cent), we expect GDP 
to be only slightly affected. But in countries where the epidemic is 10 per cent or 
more we predict that if nothing changes, these economies could be 18 per cent 
smaller by 2020. Even with conservative assumptions, we calculate that HIV/ 
AIDS-related mortality and morbidity has already cost Africa about 15 per cent 
of its GDP in 2000. This translates into a decline in income of 1.7 per cent per 
year between 1990 and 2000, an amount greater than previous estimates which 
were based solely on the loss of output due to the epidemic. 

The net effect of HIV/AIDS is institutional fragility compromising the overall 
capacity of the state. The effect is then circular; the epidemic weakens government 
institutions, rendering the government increasingly ineffective in stopping the very 
agent that is weakening it. The result is a downward spiral wherein the epidemic 
relentlessly reduces state capacity, even as the state requires ever-increasing 
capacity to stop the growing epidemic. The structures of government remain, 
but the ability to govern is diminished. It may be useful to refer to this situation 
as the 'hollow states'. The concept refers to the existence of state systems, but the 
inability of the state to fulfill its stated responsibilities and functions. It implies a 
weak state, without the ability to provide sustained leadership across society. It 
further implies a state relying largely on the support of those who receive some 
benefit from its existence. Finally, it implies a form of governance in which the 
state is unable to adequately interact with citizens through its institutions. 

Looking to the Future 

The ongoing discussions raise the central question of how African states can 
remain functional in the coming years. This question becomes even more pertinent, 
because it is likely that the worst of the epidemic's impacts lie ahead. There are, 
it seems, two elements which go some way to providing an answer. 

The first is the provision of treatment for people living with HIV/AIDS on 
the continent. As discussed above, the costs of the epidemic to societies and 
economies are much greater than those usually quantified by economists, and so 
the benefits from treating people will also be greater, once there is a full accounting 
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for the losses. These costs are to a significant degree socio-economic, and are 
largely avoidable through increasing access to life-prolonging treatment. Thus 
the costs of inactivity in conditions of weak access to treatment are much greater 
than the UNAIDS estimate of losses of 2.6 per cent of GDP annually, once all 
of the direct and indirect costs of the epidemic are factored into the analysis. 
Although not a cure, antiretroviral therapy (ART) increases the quality of life 
of people living with HIV/AIDS, in addition to easing the burden of their care 
on families and health systems (CHGA 2004b). Antiretroviral therapy reduces 
mortality by up to 90 per cent and the risk of major opportunistic infections 
by 55-80 per cent, at least in the first years of treatment (Dorrucci et al. 1999, 
Palella and others 1998). 

The benefits from expanding access to treatment include the direct 
contributions to GDP of men and women who would otherwise have succumbed 
to morbidity and mortality, plus their unmeasured contributions in terms of social 
output. The social benefits also include those that arise from continued support 
to both young and elderly dependents, and in particular the avoidance of most 
of the social costs that arise from large and increasing numbers of orphans and 
vulnerable children. There is a separate and powerful case to be made in respect 
of access to ARV therapies for pregnant women where HIV transmission from 
mother to baby can be reduced substantially through the provision of prevention 
programmes that are relatively inexpensive and clearly beneficial to mothers and 
infants. 

The second element is human capacity planning. National policy makers 
must sustain and improve the pool of human resources in the face of HIV/AIDS. 
In most countries it is still the case that most workers are free of HIV infection 
and are productively employed. It follows that keeping the labour force free 
of HIV infection through an expansion of prevention activities must become 
everywhere a priority. Making it possible for those infected with HIV to remain 
economically active requires increased access to care, support and ARV therapy 
and to achieve this objective there is a need now for a scaling up of key health 
and other services. 

It should not be assumed by the national planning process that public services 
can continue to be supported with the present establishments, and innovative ways 
of delivering educational, health and other services that are less human resource 
intensive must be developed. If present losses of skilled and professional labour 
are to be addressed, it is clear that responding to losses through an expansion of 
existing training programmes will rapidly become too costly for national budgets. 
Both new ways of delivering essential public services need to be developed 
and implemented, and less costly ways of meeting the needs for skilled and 
professionally qualified labour need to be identified and delivered. 

To match and improve skills the educational sector must adapt to the human 
resource needs of other sectors as well as its own. Managers must ensure that 
workplace training and skills developed on the job are not lost. Professional 
criteria, the length and speed of training, standards and quality of training and 
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the constraints on the capacity to train determined by infrastructure and number 
of teachers must be addressed. The losses of qualified personnel from public to 
private, rural to urban, national to international and to other employment requires 
that the public sector in particular undertake salary and other reforms so as to 
ensure that key human resources are retained for national and sectoral priorities. 
It is evident in many countries that conditions of service of public servants are 
no longer related to the need to retain and recruit the labour that is needed in the 
face of the attrition caused by HIV/AIDS and the internationalisation of labour 
markets. Responding to the new and emerging conditions of labour markets - both 
internally and externally - will not be easy but it is essential that countries plan 
for the needed changes rather than simply respond to market outcomes. 

Losses of labour are not of course confined to the public sector but are 
common throughout the economy. Many international firms have already 
responded to the threats posed by HIV/AIDS for their human resources through 
comprehensive workplace programmes that ensure access to care, support and 
treatment for staff (and sometimes families). There are examples also of the 
public sector similarly developing workplace programmes for HIV/AIDS. The 
problem is that such programmes are far too limited in number and in terms 
of the coverage of the labour force, and efforts by government and enterprises 
supported as appropriate by international organisations and bilateral donors 
are needed to take these activities to scale. Additional resources - both financial 
and technical- will be needed if there is to be a rapid expansion of workplace 
programmes but research demonstrates their importance in the national response 
to the epidemic. 

Notes 

1 In 1870 only 10 per cent of the continent was under direct European control, but 
by the end of the century only 10 per cent remained outside it. From the ownership 
of a landholding through a hierarchy of political administrative areas such as the 
community all pieces fit together with neither overlap nor extension. By 1914, the 
political map of Africa was virtually complete. 

2 Note all the straight line boundaries on the African map. These usually were drawn 
from divides between coastal nodes of competing powers and extended inland until 
they conflicted with another colonial power. Whereas the reality of a straight line 
across the Sahara or the Kalahari may appear to be of little consequence, the impact 
of similar delimitation across populated areas, such as between Kenya and Tanzania, 
Rwanda and Burundi, Ethiopia and Somalia do have potential ramifications for 
state consolidation. Nigeria, for example, works to bring over 250 ethnic groups 
within national politics and the Democratic Republic of Congo, despite continual 
proclamations declaring all its citizens as equal, regularly has to play politics with 
over 240 recognised ethnic groups. 

3 Under the assumption that the median time from infection to death is 10 years, adult 
mortality would increase by 7 per 1000 or 100 per cent. As the group aged 15-49 
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typically accounts for 20 per cent of number of deaths in the absence of AIDS, the 
aggregate mortality would increase by 20 per cent. 

4 With an HIV prevalence of 20 per cent, adult mortality rises from 7 to 27 deaths per 
1000 or 386 per cent. 

5 For purposes of exposition we focus on diminishing time horizons. HIV/AIDS also 
raises the risks faced by the individual. As HIV/AIDS spread reduces economic 
growth, these risks become systemic. In this regard, HIV/AIDS represents a 'public 
bad" with adverse spillover effects from the aggregate economy to all individuals and 
households. These spillover effects create conditions similar to those described by 
Gladwell (2000) causing societies to 'tip' into a sustained decline. 
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Chapter 2 

HIV/AIDS, a Long Wave Event: 
Sundering the Intergenerational Bond 

Tony Barnett1 

Twenty years or more ago the question of whether or not the H1 V/Al DS epidemic 
was going to have 'impacts' was widely disputed. Now we know difTerently. 
Those impacts exist, are poorly understood, and may have serious long-term 
consequences. We can either prepare to confront these some time in the future 
or, better: try to avoid them by taking action now. Acting now and in the near 
future to avoid impacts will save lives and suffering in other countries. As well 
as meeting these altruistic goals, such actions may even be in the long term self-
interest of donor countries. Whether or not these impacts include 'security' effects, 
what these might be, whom they might affect, how and why are all-important 
questions to which we have few answers and little evidence on which to base our 
answers? My colleague at LSEAIDS, Gwyn Prins, recently reviewed some aspects 
of the HIV/AIDS and security agenda (Prins 2004). Here I explore the issue of 
AIDS, politics and 'security' from the perspective of the deep relations between 
the nature of the pathogen, its social effects and the resultant political processes 
and what we might possibly say about issues of 'security'. 

Security is a troubling and greatly evocative word. It can be taken to refer 
to the individual, communities, states or, most generally, the global community. 
Most often it is applied to states, and it is mainly in this sense that it is used here. 
However, such usage has dangers, not least neglect of the other possible senses, and 
also its linkage to a variety of events, such as an HIV/AIDS epidemic, in which 
the effects of these events are discussed as though their greatest and perhaps only 
importance is because they supposedly pose a threat to a particular state or group 
of states. In so doing, others senses may be obscured or their importance neglected. 
There is a danger that this is happening in the current linkages made between 
HIV/AIDS and security - and on the basis of very little evidence indeed. 

H I V  a n d  H u m a n s :  A  D i s h a r m o n i o u s  R e s o n a n c e  

To begin with, we must attend to the evident disharmonious resonance between 
the life cycle of the virus, the length of infection in the individual human host and 
the length of a human generation. Put briefly, an infected person has children, 



30 AIDS and Governance 

these are orphaned and grow up to become infected, but not before they have 
themselves had children - who are orphaned in turn. Hence a basic unit of 
social structure in most human societies, the three-generational bond between 
grandparents, parents and the current generation - and on into the future - is 
rent asunder. Given mean life expectancies and reproductive cycles, such a bond 
probably spans about 70 years with variation depending on life expectancy and 
reproductive outcomes. In the absence of effective, sustainable and available 
treatment regimens, a vaccine or behaviour change, this happens repeatedly. Worse 
still, this process should be read against the possible threat of developing resistance 
to existing ARV (antiretroviral) regimens when these are used widely in 'resource 
constrained' - for which read poor and ill-resourced - settings where sustainability 
is dependent on donor commitment. There are two kinds of resistance, acquired 
resistance, which manifests itself in an individual patient and is resistance to their 
particular drug regimen. Such resistance to individual ARVs or whole classes of 
ARVs is seen in as many as 20 per cent of patients seen in the UK and the US. 
In Thailand, recent reports suggest the appearance of widespread resistance to 
locally produced versions of Lamivudine, Nevirapine and Stavudine (The Nation, 
15 July 2005). This is not only resistance to the individual drugs but also to whole 
classes of these drugs. More worrying still is the possibility of viruses that have 
acquired resistance to particular ARVs or classes of ARVs being transmitted 
between people: this is transmitted resistance. The current evidence on this is 
very limited (Baggaley et al. 2005, O'Rourke 2005, Smith 2005, Wainberg 2004, 
Little et al. 2002). 

The epidemic is producing very large numbers of orphans in poor and 
politically fragile societies.2 Children brought up in difficult circumstances develop 
a pragmatic and short-term survival perspective.3 Furthermore, behavioural 
change messages about HIV/AIDS may have the unintended consequence of 
stigmatising the parental generation who are seen by their children as having acted 
sinfully and to have breached taboos. In many societies, and perhaps pronouncedly 
in Africa, respect for the ascendant generation is said to be a central cultural 
value. In such places and against the background of stigma, the intergenerational 
structural break may appear as loss of respect for elders in general: this at a 
time when rapid change is in any case already contributing to that process. In 
these circumstances, this breach is combined with an unmoderated pragmatic 
orientation towards the world, a rational orientation for children and young people 
who in any case are hard-pressed merely to survive from day to day. This may 
have substantial implications for social and political relations at the household, 
community, and ultimately the national level when these inadequately socialised 
people reach adulthood. Some observers of these processes see these orphans as a 
threat to local and international order. Bluntly put, those who are orphaned may 
be indifferent to prevailing norms and values, or look for salvation in millenarian 
and fundamentalist beliefs of one kind or another, and may ultimately do this 
with assistance from a Kalashnikov or a bomb. There is as yet little evidence to 
suggest that this is happening or that it will happen but it is a view which is held 
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by some of those who determine foreign policy in, for example, the United States. 
For these reasons, the implications of large scale orphaning and its relation to 
security do merit examination. 

A recent comprehensive and relatively measured report by the South African 
Institute for Strategic Studies says: 

The HIV/AIDS epidemic will cause major social changes in Southern Africa, and will 
most likely change the face of communities and societies in ways that we now find hard 
to imagine. In particular, the long-term consequences of the trauma many children will 
experience could be severe if adequate psychosocial care and support are not provided 
to all children affected by HIV/AIDS in the region. (Germann 2004, p. 112). 

There should be no doubt in our minds that the HIV/AIDS epidemic is extremely 
serious. Its impact is also serious and extends over generations and may have global 
implications. Our response to its challenges raises many important questions with 
which we must engage when we consider: a) what we believe is actually happening; 
b) what evidence we have for those beliefs: and c) how we develop policies as part 
of that response. Whatever the uncertainties, when it comes to the implications 
of the HIV/AIDS epidemic for future politics and governance, we must take heed 
and we must act on the best information and advice that we can garner. 

What is Happening? 

We first became aware of the HIV/AIDS epidemic in the early 1980s assumed 
at that time to be confined to gay men in Europe and North America. That was 
then: fast forward to now. We see a huge epidemic; indeed what some prefer to 
call a pandemic. It might be more honest to recognise that with viable vaccines at 
least a decade away - and this pessimistic prediction has already remained fairly 
constant for a decade or more - we are really living with an endemic. In other 
words, HIV/AIDS is not going away in the near or foreseeable futures. It will be 
a constant presence in the lifetimes of most of those reading this. 

With its awful global reach, present on all continents and reported from every 
country in the world, resulting in millions of infections and millions of deaths, it 
is frequently compared to the Black Death. Thus, 

The Black Death ... better informs the discussion of HIV/AIDS, though it claimed its 
death toll, featuring the elimination of more than a third of the European population, 
in roughly eighteen months' time. Because the timeline of the Black Death was so short, 
it is easier to discern the impact the Yersinia pestis bacterium had on European societies. 
Striking similarities between HIV/AIDS and the Black Death can be seen, including 
the reshaping of the demographic distribution of societies, massive orphaning, labour 
shortages in agricultural and other select trades, strong challenges to military forces, an 
abiding shift in spiritual and religious views, fundamental economic transformations, 
and changes in the concepts of civil society and the roles of the state. (Garrett 2005, 
p. 9). 
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It is not clear whether the comparison is really useful; but when it is associated 
with a security agenda, it accretes another level of threat that may inadvertently 
associate it with another aspect of the security agenda, 'the war on terror'. The 
combination of AIDS, orphans and terror begins to take on an independent 
life, perhaps regardless of either the strength of the evidence or the precise value 
of the parallel. In these circumstances, it becomes of the greatest importance 
to understand that HIV/AIDS confronts us with a new type of challenge - the 
challenge of a long wave event and how to begin thinking about such events. 

Official statistics as published by UNA IDS, the UN agency charged with 
coordinating the global response to the epidemic, are astounding and awful. 
Allowing for margins of error and the pressures for exaggeration and spin borne 
out of the natural demands of advocacy in an ever-more cacophonous arena of 
demands for humanitarian action in a troubled world (Barnett et al. 2004),4 we 
must not remain unmoved. The current situation is summarised in Table 2.1 and 
even given the limitations of current disease surveillance methods and epidemic 
models, these figures are terrifying. Whether or not a society's adult seroprevalence 
level is above 40 per cent (as in three southern African countries, Swaziland. 
Lesotho and Botswana), or at 35 per cent, 20 per cent or 'only' 5 per cent is of 
importance - but of only limited importance. These are all appalling levels, which 
bode ill for any society. This is a terrible disease that kills, slowly, again and again. 
In India, estimates of numbers of people infected top five million, with a range 
between 2.5 million and 8.5 million (UNAIDS 2004). If we had a mortal infectious 
disease in the UK where prevalence levels were reported by the Health Protection 
Agency at a fraction of the levels in Africa, India,5 Papua New Guinea, Ukraine, 
Russia and a host of other countries, something would have to be done! But the 
global figures do not terrify us enough, we do not comprehend their implications, 
the reality is geographically distant; their implications are distant in time. We do 
not attend to their implications. Why is this? 

There are several reasons why we may not be fearful enough. The first is 
perhaps scepticism as to the strength of evidence for the epidemic's impact. 
Is this event actually happening and is it any different from numerous other 
dramatic crises occurring in the world? The second is that even if we accept 
that it is happening, we do not really know what to do about it.6 The third, and 
fundamental, problem is that we do not really know how to understand such 
an event at all. This is because it falls into a special class of events containing a 
small number of other slow nightmares, one of which is global climatic change. 
And recent debates around the G8 meeting in Scotland show just how hard it 
is to shift the US administration when its short and medium term material and 
political interests are threatened by admission of the seriousness of that possibility 
even in the face of the very strongest scientific evidence and consensus (National 
Research Council 2001, Joint science academies' statement, http;//www.royalsoc. 
ac.uk/displaypagedoc.asp?id= 13057)! 

http://www.royalsoc


•o 
c 

u 
sx: 
c 
C8 

E 
t/5 
U 

o 
o 
o, 
cT 
r-

Tf r-

c 
o 

E 
r̂ , tri 
Tt —' CT-' 

T T 7 -o o 
I ON OO c<-) 
 ̂̂  r- wS rn vd 

o 
o 
o 
o 
o 
vO 

vO  ̂ov g 
ri rn oi o 

o O OC S 
-t r-, ID r̂ , r'-, ! (̂ i pi r-4 

c 3 3 
s 3 —. O O 3 3 3 o 
_© O ' M  

1 1 O O O im 
* ;3 MM i3 O 

73 s 3 5 | '3 
3 3 o E u* £ 3 E o •—* 

M l-N -r r) vO f-̂ s QO 
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A Long Wave Event 

This is a long wave event. It is one where troubling and large-scale effects emerge 
gradually over decades. Lots of abrupt happenings, 'disasters', have long-term 
sequelae. Long wave events are not the same as these short wave events, which 
have long-term effects. This distinction is subtle but important. Take for example 
outbreak of an infectious disease with a short incubation period and a high 
rate of mortality - for example cholera. This has long-term effects inasmuch as 
people die and leave others bereft, but the event itself has a short wave form. We 
know that it is happening soon after it begins, we respond to it as best we can, 
for example through public health measures and treatment of those infected. 
This is similar to a natural event such as a volcanic eruption or the 2004 Asian 
tsunami. Once again, the effects were immediate and the need to respond was also 
instantly apparent. But it is not only 'natural' events which fall into this category 
- indeed, a large and developed body of theory argues that there is no such thing 
as a 'natural' event (Blaikie et al. 2003). Their happening reflects various acts 
of human commission or more likely omission. The tsunami created a human 
disaster because we had not established the necessary monitoring facilities and 
because the poor live within the flood range more than do the rich; the effects of 
global climatic change threaten future generations because we cannot achieve the 
political consensus to do something about it. However, long wave events can be 
clearly distinguished from these. 

Apart from the HIV/AIDS epidemic, some other events seem to fall into this 
class of long wave events. They include: global climate change, arsenic poisoning 
from deep bore wells in Bangladesh, and possibly the epidemic of obesity in some 
societies. There are undoubtedly others: indeed they form the research agenda of 
the recently established MacKinder Centre for the Study of Long Wave Events 
at the London School of Economics. The point about such phenomena is that 
while they are not necessarily easy to identify at one point in time, they do share 
the following distinguishing features: 

• we are usually unaware of their starting points; 
• by the time we become aware of their presence, dynamic and effects, it takes a 

long time to slow down the process or to stop it - and in many cases the event 
may turn out to be unstoppable; 

• engagement with their implications and long-term ramifications requires 
different and long term thinking from that which is familiar to us from 
experience with short wave events; 

• a central reason these events are difficult to halt is that it is enormously hard 
to get people in positions to act and mobilise resources to recognise them 
for what they are and to take appropriate action, such events fall outside the 
normal time horizons of politicians and business strategists for whom the 
'long term' usually means five years; long wave events are likely to cover many 
decades and probably much longer; 



HIV!AIDS, a Long Wave Event: Sundering the Intergenerational Bond 35 

• managing the consequences of long wave events makes novel demands and 
our existing experience is not necessarily a good guide to how we should 
respond; 

• most political and administrative capacities are not established to deal 
with such events - that is why they confront us with particularly testing 
challenges; 

• when 'discovered', they are thought of and reacted to as 'emergencies', creating 
a high chance that actions taken for good in the short term will make the 
situation worse in the long term. 

HIV/AIDS is just such an event because of the peculiar and particular 
characteristics of the disease pathogen - HIV. 

The Distinctiveness of HIV 

The relation between the epidemic, its social effects (for example, large scale 
orphaning) and possible political outcomes directs us to the pathogen. There is 
a direct route from the characteristics of the pathogen through the course of the 
disease to its effects on human life cycle and intergenerational relations. 

HIV is a retrovirus. This is a fairly small group of viruses where the core 
is composed of RNA (ribonucleic acid) rather than the more common DNA 
(desoxyribonucleic [or deoxyribonucleic] acid) found in other life forms. The 
significance of this feature of the virus is that multiplication requires that it 
colonise host cells. In this case it is the cells of the human immune system. The 
virus converts these into 'factories' for the production of more viral particles. In 
the process the host cell is destroyed and many tens of millions of viral particles 
are expelled into the body of the infected person. 

The human host's immune system fights back and over a median period of 
about eight years there is a continuing battle between host immune system and 
viral population. An infected person has greatly varying viral load over this 
period. This influences their infectiousness to other people, their susceptibility to 
other infections and their state of health. A key feature of the virus, its translation 
of RNA to DNA, means that it is particularly liable to errors in transcription of 
the genetic code, resulting in a high frequency of 'mistakes'. These mistakes mean 
that within the human host, the virus is mutating and over time these mutations 
accumulate. The result is increased size of the pool of viral variation within an 
individual. It is this which enables the virus to outwit the human immune response 
and also in some cases ARV treatments. Because of the typically slow progress 
from infection to death, this group of viruses are described as /e«//viruses, slow 
acting viruses. Viral mutability and the further possibility of recombination 
of mutated viruses with each other - both in individual people and in cases of 
re-infection of an already infected person, with a new viral clade - have serious 
implications. Particularly worrisome is possible development of either acquired or 
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transmitted viral resistance where supplies of medication are interrupted and/or 
treatment compliance falls below 95 per cent for other reasons. 

The relatively long period that it takes for the HIV to prevail over the host 
immune system has social and economic implications. For much of the time, 
an infected person is in reasonable health and able to function at some socially 
and economically satisfactory level. They are also, of course, capable of sexual 
relations, particularly in the period after an initial viraemic episode (about 2-12 
weeks from infection) and before terminal increased viral load sets in - anything 
between a few months to many years after infection. Depending on the social, 
cultural and economic environment, the reproductive rate of each initial infection 
can be greater or smaller. It is important to note that the sexual nature of 
transmission and the long viral life cycle (combined with high mutation potential) 
means that infection is likely to occur at an early stage in an individual's life, 
perhaps even soon after sexual debut, and not necessarily to result in illness until 
children have already been conceived and born. Thus, in each individual infection, 
a host - woman or man - may remain alive long enough to reproduce and leave 
behind offspring who, if not infected at birth, can be infected in the future.8 Hence 
there is a pathological harmony between the viral and human life cycles. The full 
wavelength of the HIV epidemic curve is probably up to 50 and perhaps 120 years 
long.g Unlike most other infections, this one passes from generation to generation 
and so the 'normal1 epidemic sigmoid curve instead of merely reaching a peak, 
in the absence of marked changes to rates of transmission, receives an additional 
boost as each new generation becomes available for infection. 

Such pathological harmony between virus and host reproductive cycles has 
potentially significant social and economic results. And this is all the more the 
case when we consider that each succeeding generation is likely to be born into a 
higher HIV prevalent environment than was its parents, the situation exacerbated 
further as its orphan status - with sub-optimal socialisation, early deprivation, 
poorer life chances - means that in all probability its likelihoods of contracting 
HIV is increased. Basia Zaba's simulation of the life-time risk of infection among 
young women in a range of seroprevalent environments shows that in countries 
where adult seroprevalence is in the range 15-40 per cent, a young woman aged 
15 has a 50-95 per cent chance of contracting HIV infection and dying of AIDS 
(UNAIDS 2000, p. 26). Even at the relatively iow' adult seroprevalence level of 
5 per cent, a young woman's lifetime risk of contracting HIV is around 20 per 
cent. The risk for young men is higher still. This has to be seen further against the 
declining life expectancy in countries with generalised AIDS epidemics. In several 
countries in Southern Africa, after decades of improvement, life expectancy at 
birth has now declined from around 60 years to below 50 years and in some cases 
barely above 35 years (United Nations Department of Economic and Social 
Affairs, Population Division 2000). Tragic as this is, more significant is what 
Alex de Waal has described as 'expectancy of adult life" (de Waal 2003). People 
who grow up in harsh circumstances and surrounded by premature death may 
soon become convinced of the inevitability of their own fate. The expectation 
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that one may not live beyond 25 or 30 years no doubt alters ones perspective 
on the future and whether there is one at all - and thus also on the present. In 
other words it dramatically discounts the returns on any investments, whether 
financial, business or personal. Why take out an insurance policy, why invest in 
land, why put money into your children's education, why do anything but live for 
the present when there is every chance that you are either infected or will become 
infected? This is hardly a recipe for 'behaviour change'.10 The future may look 
very much like this to current orphans in many places where there is a generalised 
AIDS epidemic. And it is important always to bear in mind that seroprevalence 
rates are not the same as AIDS epidemics they are a peek into the future. The 
worst is yet to come. 

What Does This Do to Human Societies? 

The general situation with regard to the pathological harmony between pathogen 
and human society is outlined schematically in Figure 2.1. This illustrates the ways 
in which a generalised epidemic adversely affects the potential and actual capacity 
for a society and economy to reproduce itself in a variety of ways including via 
transmission of knowledge and education, through maintenance of social and 
cultural patterns and via the peopling of institutions whether government organs 
or community infrastructure in general. Figure 2.1 shows the following: 

The resonance between the viral life cycle and the human generational cycle. 
H e r e  w e  s e e  t h a t  g e n e r a t i o n  1  r e p r o d u c e s  i t s e l f  a n d  a c t s  a s  a  h o s t  f o r  t h e  H I V  
pathogen. As this generation dies it leaves orphans. These orphans enter a world 
where the risk of infection with HIV has increased as the general epidemic curve 
rises. In addition, as orphans, this generation is also possibly more socially, 
culturally and economically exposed to infection. Thus the pattern repeats itself, 
the second generation reproduces, but so also does the pathogen, and a third 
generation of orphans is produced. This generation faces an increased risk of 
infection for the same reasons as did its parents - but the risk is increased as 
general seroprevalence rises and social exposure to sexually transmitted infections 
(including HIV) also increases as a result of less adequate socialisation, reflecting 
in part the decreased expectancy of adult life of parent generation. While ARV 
roll out increases national seroprevalence rates by keeping HIV+ people alive, it 
also reduces overall levels of viraemia in those who are HIV+ to below measurable 
levels. This is the good news; but in the background is the possibility of increased 
viral resistance to these medications as ARV roll out occurs under sub-optimal 
circumstances with poor compliance and inadequate health systems. We can 
only speculate about the significance of this development. So far experience is 
very limited.11 
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Increasing probability of infection 

Decreasing life expectancy 

Increasing possibility of acquired and transmitted viral resistance?^ 

Year 1 Year 20 Year 40 Year 60 

Epidemic curve Individual viraemia Generation 

Figure 2.1 HIV/AIDS: sundering the bonds of human society? 

In addition to these processes of disruption, epidemic associated mortality affects 
the demographic structure of a society. These effects are not uniform and will 
vary from place to place. For some parts of Africa we have evidence of what had 
happened to population as a result of AIDS deaths. In heavily affected regions 
of Uganda the effects of AIDS could be observed in Rakai District as long ago 
as 1993 - reflected in the census data as shown in Figure 2.2. Figure 2.3 shows 
a simulation of Botswana's population with and without AIDS mortality in 
2020. 

Of course, initial population structure without AIDS will play a part in 
any outcome. For example whereas the typical base structure in Africa and 
central Asia is characterised by high birth rate and relatively low life expectancy, 
producing a typical demographic triangle, in other regions, such as in Ukraine, 
Belarus and Russia, the base demographic picture is quite different as of course 
is the economic and political base. No doubt increased AIDS related mortality 
will have different social and economic consequences as between these two 
regions (UNDP 2004, Sharp 2002). Thus it is important not to generalise too 
far - an AIDS epidemic encounters pre-existing histories, cultures and social 
structures. Over generalisation can lead all to easily to hasty conclusions about 
state breakdown, security threats and so on. In fact the long wave of the event, 
like any wave, crashes more or less intensely depending on the depth of the water. 
Some societies have deeper water than others, they are richer, better organised, 
or in other respects more resilient. 
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Figure 2.2 The effect of HIV/AIDS on population in Kakai, Uganda, 1993 

Source: Low-Beer et al. 1997. 
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Figure 2.3 Projected population structure with and without AIDS epidemic, 
Botswana, 2020 
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Politics and Governance Effects 

With these provisos, we can however speculate as to the political and governance 
implications of HIV/AIDS epidemics. National strategic planners have been 
thinking about the likely security implications of the epidemic for some years 

with more or less apocalyptic predictions. In the aftermath of 11 September 
2001, some political analysts suggested that the projected 42 million children 
who will cumulatively have been orphaned by AIDS by the year 2010 are likely 
to be source of political and social unrest, even a source for terrorist recruitment 
(Steven and Jensen 2004, Schönteich 2002, Fourie and Schönteich 2001). In 2003, 
the Pretoria-based Institute for Security Studies predicted that the 'severe social 
and economic impact of HIV/AIDS, and the infiltration of the epidemic into 
the ruling political and military elites and middle classes of developing countries 
may intensify the struggle for political power to control scarce state resources. 
Such dynamics, even singularly, have the potential to lead to political instability' 
(Pharoah and Schönteich 2003). Some of the more extreme predictions have come 
from within US administrations, thus: 

AIDS, other diseases, and health problems will hurt prospects for transition to 
democratic regimes as they undermine civil society, hamper the evolution of sound 
political and economic institutions, and intensify the struggle for power and resources. 
(National Intelligence Council, http://www.cia.gov/cia/reports/globaltrends2015/) 

This particular report concluded that the prospects for transition to democratic 
regimes were compromised by HIV/AIDS. It suggested that epidemic impacts 
may 'serve to undermine civil society, hamper the evolution of sound political 
and economic institutions, and intensify the struggle for power and resources' 
(ibid.). And it was just such an assessment which prompted the then CIA Director 
George Tenet to state in February 2003 that: 

The national security dimensions of the virus are plain: It can undermine economic 
growth, exacerbate social tensions, diminish military preparedness, create huge social 
welfare costs, and further weaken already beleaguered states. And the virus respects 
no border. (Anderson 2003) 

All of this is crude and unsupported analysis. It is based on no evidence 
and little theory whatsoever and necessarily arrives at its conclusions from the 
perspective of post 9/11 expectations of potential threats to the security of the 
USA. However, rather than rushing to premature conclusions as to 'threats to 
national security' or 'state breakdown' as a result of HIV/AIDS (rather than 
because of other factors) it is necessary to take a closer look at the processes and 
structures within AIDS affected countries to see what we may discern about an 
unclear future. Such a review should however be made in relation to the perspective 
on pathogen-host relations outlined above. 

http://www.cia.gov/cia/reports/globaltrends2015/
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What Do We Know about Politics, Governance and AIDS? 

We have surprisingly little hard information about the efTects of HIV/AIDS on 
governance and politics in even the most severely affected countries. One of the 
few solid pieces of indicative evidence and analysis is to be found in a report by 
Kondwani Chirambo (2004). He makes the following observations about the 
influence of HIV/AIDS on politics in Southern Africa. Noting the importance 
of elections as core mechanisms of any system claiming democratic credentials, 
he suggests that illness and death associated with HIV could be having efTects on 
electoral systems in the southern African region. Looking at data from Zambia's 
1991,1996 and 2001 elections and from available sero-prevalence data since 1985, 
Chirambo provides perhaps the most convincing if only correlational evidence 
of the effect of AIDS on an electoral system. The study indicates that between 
1964 and 1984 there were a total of 14 by-elections as a result of death of the 
incumbent member. This number increased to 59 during the period 1984-2003 
- when the HIV epidemic first took off in the region. And we may want to note 
that in its earliest phases in Africa, HIV infections tended to cluster in wealthier, 
more mobile men rather than in other sections of the population wealth, or at 
least spending power which is not the same thing, and mobility being characteristic 
of politicians the world over. Of these 59 deaths, 39 occurred between 1993 and 
2003 - the period of high HIV and AIDS prevalence. Of the 39 MPs who died, 
15 were in the age range 25-49 and 12 were between 50 and 60 years old. Only 
four were listed as having died from road accidents. There were also similar 
trends in Zimbabwe, pointing to increased numbers of by-elections as a result of 
incumbents' deaths due to illness. In the period between the 2000 parliamentary 
elections and 2004. Chirambo reports that Zimbabwe held 14 by-elections. Eight 
of these were as a result of 'illness'. The 2002 general elections in Lesotho cost 
R118 million. Since then, the country has already held six by-elections, three as 
a result of MPs dying of unspecified illnesses. AIDS seems a likely factor. 

In the region's core. South Africa, competing with India as the country with 
the largest number of HIV infections, a very serious conclusion might be drawn 
from this kind of analysis. Could it be the case that HIV and AIDS are eroding 
the South African electoral base and its supply of parliamentarians? Evidence 
for this supposition can be found in a publication which suggests that increasing 
death rates in the voting age group could explain the downward trend in voter 
turnout over the last three elections in South Africa and also be a contributor to 
political power shifts (Strand et al. 2004). 

Unusual levels of mortality among the electorate are reflected on the voters' 
roll via the population register. This shows that between 1999 and 2003 almost 
1.5 million of South Africa's registered voters were removed from the voters' 
roll because they had died. This out of a total of 20,674,926 registered voters. 
In the same time period the number of deaths among registered voters increased 
by 66 percent. In some municipalities mortality increased by more than 300 
per cent over the four years for women between 30 and 39 years of age. In 
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Limpopo Province it increased by 160 per cent. Mortality in age group 30 to 49 
increased at a higher rate than in the other age groups. And the effects? Hard to 
be sure, but it is reported that of the leading political parties in South Africa, the 
ANC and Inkatha Freedom Party (IFP) acknowledge HIV/AIDS as having put 
some strain on their party structures, creating increased need for replacement of 
cadres who have succumbed to illness or died. Although no severe 'functional 
defects' have arisen in the party structures, the loss of seniority and experience 
nevertheless is reported to have reduced parties' capacities and 'intellectual 
memory' (Strand et al. 2004). 

None of the above shows dramatic disruption, nor does it show failed state 
syndrome. But considered against the background provided above, it should give 
pause for thought. We must not forget that although the HIV epidemic is in its 
third decade, we are still not seeing the full and cumulative social and economic 
impacts of the elevated seroprevalence levels we now read and digest (if we do 
read them) with hardly a blink. Let me repeat them: 25 per cent, 30 per cent, 35 
per cent, 40 per cent: these are not the impact of the epidemic; they are precursors 
to that impact. In that light we should think very carefully about whether the 
evidence from Southern Africa also provides a hint of what lies ahead in terms of 
political and governance effects. Of course at many worst case scenarios can be 
envisaged. For example differential seroprevalence rates as between constituencies 
and even different allocations of ARV therapies could affect voting outcomes. 
There is certainly strong and current rumour from Zimbabwe that MDC members 
have less chance of accessing ARV therapies than do Mugabe supporters. 

Even in less than perfect democratic systems, more frequent elections - as 
recorded in parts of Southern Africa, combined with a hollowed out electorate, 
as suggested for South Africa, means less experienced and less sophisticated 
electors and legislators. Declining adult life expectancy, increasing numbers of 
orphans, poorer socialisation, second and third generation orphans, and the 
orphans of orphans of orphans, all of these could constitute tipping points in 
already explosive local mixtures. What are the possible outcomes? The answer to 
this question lies not only in the internal operations of individual states but also 
in regional and global forces. 

A scenario exercise by UN AIDS and Shell looked to understand African 
futures with HIV/AIDS (UNAIDS and Royal Dutch Shell 2005). As with all 
scenarios and given normal distributions, there were three predictable outcomes 
(although some African participants evidently would have liked to include more): 
an optimistic, a pessimistic and a middle of the road. In the pessimistic, Africa 
goes down the tubes and all the bad things currently going on are exacerbated by 
an out of control AIDS epidemic; in the middle scenario, Africa goes it alone' and 
manages to avoid the worst but the situation is bad, and mortality and suffering 
are high; in the best case, global assistance and African political leaders' wisdom 
saves the continent from the worst, and while having (as we already know) dreadful 
effects, Africa is saved and saves itself from disaster. 
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All too predictable, but of interest in relation to the questions we have posed 
about politics, governance and security. First of all, of course, there is no 'African' 
or any other political and governance effect of AIDS. There is likely to be a 
diversity of outcomes on that continent as elsewhere. As with the demographics, 
the starting point is important. Possibilities include failed state syndrome where 
hollowing out of effective democratic processes as currently found in South 
Africa. Botswana and a few other countries, leads to disorder, regional secession, 
warlordism and the kinds of political developments already apparent in parts of 
the continent (and not only in Africa) without HIV/AIDS. Could the breakdown 
of intergenerational links and of political trust and systems lead to these effects 
in South Africa and Botswana? Well, the President of the latter foresees serious 
possibilities. He is on record as saying: 

The impact of HIV/AIDS on the population, the economy, and the very fabric of our 
society undermines not only development, but poses a serious threat to our security 
and life as we know it. (Mogae 2000) 

In South Africa, the government of President Mbeki seems to have left it 
until demands for AIDS treatment become such an urgent political issue they can 
produce violence. The evidence for this is the shooting of 10 people in Queenstown 
on 13 July 2005 {Treatment Action Campaign Newsletter, 13 July 2005). These 
people were protesting for ARV treatment. In such circumstances, issues of trust 
between government and electorate, hollowing out of the electoral process and 
of the legislature, demands for AIDS treatment, external influences, and the long 
term demographic and intergenerational breach effects described above could 
all come together to produce odd and unexpected political results. But perhaps 
not state breakdown in many cases - or at least not as a result of AIDS. Perhaps 
more likely among the possible responses is a form of authoritarian government 
- partly as defence of established interests, partly in response to an attempt to do 
something, partly because the last 50 years has stamped authoritarianism into the 
political culture of much of sub-Saharan Africa. The middle UNAIDS scenario 
comes out with something like this. 

A recent revealing visit to a small African community where AIDS deaths 
were familiar in the early 1980s and where we are now seeing the second and 
third generation of orphans may show a particular possibility. The parish council 
chairman is in his early 30s. An orphan at seven, he brought himself and his 
younger siblings up together with one older brother. He is a serious man and he has 
a mission. He makes it his responsibility to stop the present generation of young 
people from becoming infected. If he finds them working in bars or as fishermen 
he takes action to compel them back to school. Not much room for 'human rights' 
based approaches here but probably good public health nonetheless! According 
to him this is an effective strategy. And who can condemn him for these actions 
when between 70 and 90 per cent of children in the local schools are orphans? 
In a society where candidates for political office are being winnowed by the 
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epidemic, how many, like this man. might enter local and national politics with 
the best of intentions and will but take actions, which would produce despair in 
most human rights activists? What if the survivors of this epidemic, the orphans 
or orphans or orphans are indeed the main actors on the future national stage? 
What if they enter it with desperate aims to achieve something to deal with the 
dreadful effects of this epidemic? What if state structures are so weakened by the 
epidemic? What if millenarian and syncretistic religious ideologies gain ground, 
and a dozen other 'what ifs'.12 Among these and crucial to future thinking are two 
questions: a) whether or not sustainable ARV treatment can be made available 
over the long term; b) whether the next generation of such drugs able to confront 
viral resistance can be made readily and cheaply available rather than be subject 
to lengthy bargaining to achieve this necessary end. 

While the label 'fascist" may seem odd. Karl Polanyi's description of the 
harbinger ideas of fascism seems somehow apposite to describe aspects of this 
possibility. They include: 'spread of irrational philosophies, racialist aesthetics, 
anti-capitalist demagogy, heterodox currency views, criticism of the party 
system, widespread disparagement of 'regime' or whatever was the name given 
to the existing democratic set up" (Polanyi 2000, p. 245). Poor countries are not 
immune to fascism and the BJP movement and its incumbency in government in 
India certainly trod a narrow line in this respect (Corbridge and Harriss 2000). 
Fascism can be built on the basis of diverse ideological and cultural traditions. 
But probably as important in all of this is not what happens within a country 
as a result of HIV - which in most cases will be a tipping point factor. Rather it 
i s  t h e  s t a n c e  o f  t h e  e x t e r n a l  w o r l d  t o  t h o s e  c o u n t r i e s  w i t h  s e r i o u s  c u r r e n t  H I V  
epidemics and looming AIDS epidemics. It is with these long wave events that we 
must all engage strategically. This is the real security issue. 'Security' in a globalized 
world is more than the defence of a 'homeland'. Suggestions either that AIDS is a 
threat to 'national security' or that it necessarily leads to political and governance 
problems are facile. We just do not have the evidence either way, for sub-Saharan 
African countries of for anywhere else. Such simple-minded perspectives may 
move national security organs. They fail to engage with the key problem of the 
twenty-first century: living together on one small, diverse and increasingly crowded 
planetary homeland. Grasping the real nature of the HIV/AIDS long wave is one 
way toward really assessing what all of this means. 

Notes 

1 My thanks to the following for most useful and informed comments on an earlier 
draft: Colette Clement, Sarah Knights, Bill Rau and Janet Seeley. 

2 For a global account, see UNAIDS/UNICEF/USAID 2004. 
3 For an extraordinary, country specific and disturbing account of the traumatising 

effects of the AIDS epidemic on orphans, see the recent unpublished PhD thesis by 
Marguerite Daniel (2005). For a study of the ways that orphanhood enters into the 
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life of another African society, Malawi, see Eleanor Hutchinson's PhD. 'Private Loss, 
Public Gain: Orphans in Malawi" (2006). 

4 Demographic and Health Surveys (DHS) have run seroprevalence studies in various 
places using different methods from UNAIDS and the US Bureau of the Census from 
whence UNAIDS obtains most of its statistics. Their estimates of prevalence have 
tended to be lower than those reported by UNAIDS. 

5 For example, the astonishing and deeply troubling film by Sorious Samura shown 
recently on Channel 4 (UK), "Living with AIDS', 27 June 2005. 

6 On these first two, see Barnett and Whiteside 2002. 
7 Median survival from seroconversion 8.6 years (95%CI 5.6 -*12 years), this was 

reported in a presentation by Whitworth et al. 2003. 
8 Of children born to HIV+ mothers, about 25 per cent are HIV+ after the first two 

years and are actually carrying the virus rather than antibodies to it. 
9 This was suggested by Professor Roy Anderson of Imperial College in a plenary 

address to the XIII World Conference on AIDS, Durban, 2000. 
10 On this see Barnett and Parkhurst 2005. 
11 Keynote Address by His Excellency Mr Festus G. Mogae, President of the Republic 

Of Botswana at the opening Session of The International AIDS Society Conference 
On HIV Pathogenesis and Treatment, Rio De Janeiro. Brazil, 24-27 July 2005, released 
Sunday 24 July 2005. 

12 The role of syncretist African Zionist churches in Southern Africa in relation to the 
HIV epidemic is an important area for further research. 
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Chapter 3 

The Impact of HIV/AIDS on the 
Education Sector: 

A Conceptual Framework and 
Implications for Research and Policy 

Ajay Mahal 

1 Introduction 

When Acquired Immune Deficiency Syndrome (AIDS) was first recognised in 
early 1981, few would have predicted that it would escalate into a modern-day 
plague, with over 40 million individuals infected worldwide. Indeed. AIDS is an 
exceptional infectious disease, posing challenges in terms of immediate needs 
and long-term development. During 2005. almost five million people were newly 
infected with HIV, the highest annual incidence rate since the beginning of the 
epidemic (UNAIDS/WHO 2005a). In the same year, more than three million 
individuals would have died of AIDS, with over 20 million having died since the 
first cases of AIDS were identified in the early 1980s. 

It is apparent that sub-Saharan Africa has borne the brunt of the epidemic 
accounting for 60 per cent of the world s population living with HIV and 64 per 
cent of new infections in the year 2005 (UNAIDS/WHO 2005a). HIV-prevalence 
rates of over 30 per cent have been recorded among pregnant women in at 
least five countries, Botswana, Lesotho, Namibia, Swaziland and South Africa 
(UNAIDS/WHO 2005b). Large numbers of HIV-positive populations also exist 
in India, China, Vietnam and Thailand. Asia as a whole accounted for nearly 20 
per cent of people living with HIV at the end of 2005. Significant epidemics also 
exist in Eastern Europe and Latin America. 

In thinking about the implications of HIV/AIDS, considerable attention has 
been drawn to its clinical aspects: the nature of the HIV virus, the mechanism 
through which it is transmitted across individuals, the creation of vaccines 
to prevent infection, and the development of drugs to manage opportunistic 
infections and conditions associated with HIV and AIDS. Yet, it is clear by now 
that the effects of HIV/AIDS are not limited to the realm of medicine. HIV has 
profoundly influenced legal, human rights and ethical frameworks, and there 
are raging debates regarding the twin strategies of prevention and treatment 
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within these contexts. Considerations of gender equality, family structure 
and demographic implications have also attracted attention in studying its 
consequences. 

A large amount of attention has also been devoted to analysing the aggregate 
economic impacts of the worldwide HIV/AIDS epidemic. This is not surprising 
since HIV/AIDS affects individuals in prime working age groups, is typically 
expensive to treat, and has affected massive numbers of people worldwide. 
However, the focus on the aggregate impacts of HIV/AIDS is only one of 
several lenses through which economists have viewed the impact of the epidemic. 
For instance, researchers have examined the impact of HIV at the micro-level, 
on specific sectors, individuals and families, on economic inequality and on 
poverty. 

In assessing the impacts of the HIV on economic outcomes, be it at the 
national level, the sector level, or at the level of the household, an area that 
is receiving increased research and policy attention is the adverse influence of 
HIV on key elements of human capital, such as health and education. Health 
and education attributes play a crucial role in enhancing economic performance 
and improvements in one or both tend to be associated with expanded human 
'capabilities' in the language of Amartya Sen (Sen 1995). In its examination of the 
potential impacts of HIV/AIDS on the education and health sectors, the existing 
literature has tended to focus on epidemics implications on the demand for and 
the supply of, health and education services (Akunga et al. 2000, Carr-Hill et 
al. 2002, Coombe 2000, Kelly 2000). Based on this examination, the literature 
has drawn inferences about the impact of HIV/AIDS on health and educational 
capital and its quality. The loss of medical personnel and teachers owing to 
morbidity and premature mortality from AIDS has deservedly attracted attention 
on the supply side, along with tightening resource constraints on account of 
HIV/AIDS in the government sector. Then there are effects on the demand side. 
The latter effect arises from a combination of declining fertility, rising infant 
and child mortality, increased demand for care giving by children in households 
with sick adults, declining demand for education by orphans, lowered household 
incomes and discrimination against students with HIV (Case and Ardington 
2005, Canning et al. 2006). 

This chapter contributes to the above literature by describing the above 
relationships between HIV and the education sector by means of a simple 
model that relies for motivation on methods used for studying decision-making 
by economists on the one hand and by epidemiologists to study transmission 
of disease on the other. The principal value of the framework developed in this 
chapter is not only that it clarifies the various ways in which HIV affects education, 
but also the ways these different mechanisms are linked to each other. In doing 
so, the chapter provides a way to assess the combined long run impact of the 
different ways in which HIV is likely to affect the key educational outcomes of 
interest and the data required for this purpose. 
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The chapter proceeds in two sections. Section 2 provides a theoretical 
assessment of the impact of HIV on education in a one time period demand-
supply framework, where all impacts are taken to occur instantaneously. With one 
or two notable exceptions, this is the usual way in which analyses of the impact of 
HIV on education have been carried out in the current literature. While analytically 
simple and useful in highlighting most of the major ways in which HIV affects 
the education sector, this framework falls short of the ideal in one major respect. 
Specifically, it fails to take account of the fact that the stock of education, just like 
the stock of physical capital, has to be created by means of investments occurring 
over a period of time, and it can depreciate as well. An immediate consequence 
of this observation is that effects observed in the context of the demand-supply 
model are only the first of a succession of cascading consequences, so that a 
full accounting of these effects is necessary to appreciate the ultimate impact of 
HIV/AIDS on the education sector in a given economy. 

In section 3, the chapter then theoretically explores the impact of HIV on the 
education sector in the context of a 'dynamic' or 'long-run' model that addresses 
the need to examine the creation/depreciation of educational capital over time. 
In a recent analysis of the impact of HIV on aggregate economic performance. 
Bell et al. (2003) highlight one major feature of this process, namely the demand 
for acquisition of educational capital by households in succeeding generations, 
and how HIV influences this demand. While obviously very valuable, their 
analysis tended to underplay the role of the supply side factors in the creation of 
educational capital, except to the extent that parents/guardians provide "informaT 
education to their wards. In their model, parents also choose the intensity of 
'formal' education, but without going into depth into addressing the question 
of who precisely will supply such education. After all, the next generation of 
teachers have to be created (trained) from the current crop of students, and that 
depends in turn on the quality and supply of teachers and availability of other 
complementary inputs. 

It is the dynamic aspect of the supply side of education that is dissected 
further in this chapter, although ways to account for the demand for schooling 
in our framework are also discussed. This section also assesses the theoretical 
impacts of key model parameters on 'intermediate' education sector outcomes 
of interest, such as the quality of teachers, teacher-student ratios, and 'final' 
outcomes, such as the average quality of new graduates of the education system. 
The chapter concludes by noting the empirical groundwork necessary to assess 
t he  combined  l ong - run  impac t  o f  t he  mu l t i p l e  pa thways  t h rough  wh ich  HIV  
influences these parameters, and subsequently, intermediate and final outcomes 
of the educational sector. 
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2 A Demand and Supply Model of the Impaet of HIV/AIDS on Education 

We begin with a simple demand-supply model of the education sector. Suppose 
that students (or their guardians) purchase Y units of education, given a pre-
specified level of education quality. One can think of units of education Y as 
years of schooling obtained, or as the number of classes attended in a school 
year, or some other indicator of schooling. 

Suppose that the monetary cost of a unit of schooling of specified quality to 
the guardian is P. For a government school, P would typically incorporate some 
element of subsidy, whereas for a private school, P would reflect the full tuition, plus 
any additional charges the household may have to incur for the purchase of books, 
transportation, private tutoring and other expenses. We will not concern ourselves 
with the public-private distinction further in this chapter, although the analysis of 
this chapter can be easily extended to cover both public and private schools. 

Given this setting, how many years (or units) of schooling might a student, 
or their guardian wish to obtain? If the perceived benefit from each additional 
year of schooling is always greater than the cost P of an additional year of 
schooling, the answer ought to be that student would study in perpetuity. Given 
that we hardly ever observe this situation and that people do complete schooling, 
it must be the case that, at some point, the additional cost of one more year of 
schooling exceeds its perceived added benefit. A situation such as this is depicted 
in Figure 3.1. 

Schooling quantity desired (Y) 

Figure 3.1 The demand for schooling by the household 
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In Figure 3.1, the flat line at P* indicates the additional financial cost of a year 
of schooling, whereas the downward sloping segment AB shows the added gross 
monetary benefit from each additional year of schooling, as more and more years 
of schooling are obtained. Notice that having attained a level of schooling equal to 
Y*, the student (or his guardian) will have no interest in seeking additional years 
of schooling, since any additional year will cost more than the benefit that it will 
yield. The triangular area P*AE. divided by the area of the rectangle OP*EY* 
can be thought to be the 'net private rate of return' (net of costs) to investments 
in education to the household. 

Of course, monetary costs of schooling may not be the only factor that 
parents or guardians might consider. For instance, poor households may have 
other pressing needs - food, medical needs and clothing. If so, the benefit of an 
additional year of schooling must be simultaneously weighed against the benefit 
that would be foregone by allocating scarce funds to a year of schooling, instead 
of food and shelter. In this case, it is the benefit net of such considerations that is 
of interest. This observation could be interpreted as a leftward shift in the benefit 
curve AB from schooling. If so the years5)f schooling desired by the household 
on behalf of the student would then be y, which is less than Y*. as depicted in 
Figure 3.2. 

Figure 3.2 The impact of shifting marginal benefits of schooling on the 
household 
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How does HIV influence this decision process for the individual student (or his 
guardian)? Specifically, it can shift the perceived benefits from education, so that 
the curve AB shifts to the left. For instance, suppose that AB reflects the added 
lifetime earnings to the student from an additional year of education. If HIV 
leads to an assessment by the student's guardian that the expected work-life span 
of the student will be much shorter due to HIV, the expected lifetime earnings 
from an additional year of schooling will also be smaller. Alternatively, upon the 
death of parents, their orphaned children may have guardians who undervalue 
the lifetime earnings from an additional year of schooling of the children, relative 
to earnings estimates by their now-deceased parents. 

HIV may also influence the opportunity cost of an additional year of schooling, 
even if the out-of-pocket expense for that additional year of schooling remains the 
same. In the face of pressing medical needs due to AIDS, the perceived benefits 
for affected households net of such needs may fall, particularly if they do not have 
access to credit at reasonable rates of interest, or support from the community. 
The net effect of these influences will be a leftward shift in the benefits curve AB. 
leading to a choice of years of schooling that is smaller than it otherwise might 
have been. 

There are also factors that may also move the benefit curve AB for the student, 
or his guardian, in the opposite direction - that is, move the AB curve to the right. 
For instance, firms in heavily HIV-affected countries may offer higher salaries to 
more educated people, if HIV if high rates of adult mortality result in scarcity 
of skilled labour. The net effect of HIV on the desired level of education by the 
household depends on the relative strengths of forces that reduce the additional 
benefits from a year of schooling, and those that raise it, relative the costs of an 
additional year of schooling. 

Although we did not consider it before, per unit (or per year) costs of schooling 
faced by the household can increase. These can occur directly on account of a rise 
in fees demanded by schools. However, they can also occur if schooling quality 
falls, fees remaining the same, say by declining teacher quality, or by declining 
teacher-student ratios, or by worsening infrastructure, such as lack of classrooms 
and blackboards. An example of how this might happen is if guardians/students 
have to seek services of private tutors for their wards to maintain education 
quality, when standards of instruction fall in schools. A rise in the cost of an 
additional year of schooling will obviously reduce the demand for schooling in 
the framework of Figures 3.1 and 3.2, by reducing the returns from schooling 
and possibly the extent of education desired. 

H I V  a n d  t h e  D e m a n d  f o r  S c h o o l i n g  b y  t h e  C o m m u n i t y  

The previous discussion focused on demand for schooling by household-level 
decision-makers. Aggregating over all households yields the desired level of 
schooling in at the community or even the national level, depending on the 
scope of aggregation involved. Specifically, all things considered, at any given 
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level of money cost P of a year of schooling of given quality, we can add up the 
years of schooling demanded by all potential students. Some will demand more 
schooling, and some less, depending on perceived benefits and opportunity costs, 
as discussed above. When we plot the aggregate level of schooling demanded 
for every level of out-of-pocket unit cost for an additional year of schooling, 
we obtain the market (or the aggregate) demand (curve) for years of schooling, 
given by AA as in Figure 3.3. 

Figure 3.3 The community demand for schooling 

It should be apparent that any reduction in the perceived benefits from 
schooling (factors that shift the AB curves in Figures 3.1 and 3.2 will shift the 
AA curve to the left to, say BB. by lowering the amount of schooling desired at a 
specific fee level. An increase in perceived benefits would have the opposite effect. 
A rise in the fees for an year of schooling, or a decline in schooling quality will, 
i n  F i g u r e  3 . 3  l e a d  t o  l e f t w a r d  m o v e m e n t  a l o n g  t h e  A A  c u r v e ,  s a y  f r o m  £ "  t o  £ ,  
that is, a decline in desired levels of schooling at the level of the community. 

Analysing the community demand for schooling as the sum of individual 
demands for schooling also enables us to incorporate another set of mechanisms 
through which FIIV influences the demand for schooling. Specifically, increased 
i n f a n t  a n d  c h i l d  m o r t a l i t y  a n d  r e d u c e d  f e r t i l i t y  r a t e s  a m o n g  w o m e n  w i t h  H I V  
will reduce demand for schooling directly by reducing the numbers of school-age 
children, shifting the community demand curve for schooling AA to the left, while 
not necessarily affecting individual demands for schooling among school-age 
children who are currently alive. 
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H I V  and the Supply of Schooling 

So far we have taken as a given, at least implicitly, that all schooling of a given 
quality desired by individual households would be met by adequate supply at a 
given price P of a year of education. But this is far from assured, since we also 
need to ensure that adequate supply of schooling at that quality is forthcoming 
from potential suppliers at a quality-adjusted price P. In general, the supply 
at price P is dependent on the salary and training costs of teachers, the costs 
of complementary services, such as buildings, teaching materials and the like, 
the number and quality of teachers needed and the like. If per year costs of 
supplying additional schooling do not change with levels of schooling demanded 
by households then focusing only on schooling demand suffices. However, if it is 
the case that it becomes increasingly difficult to find teachers and administrators 
as the required magnitude of schools increases, the supply curve of schooling 
services would be given by the curve SS' in Figure 3.4 - the cost of supplying 
additional years of schooling of a given quality increases as the number of 
schooling years increases. 

Figure 3.4 The community market for schooling 

In Figure_3.4, consider unit price P. At this price, community demand for 
schooling is Y, which is greater than the amount of schooling that can be supplied, 
say Y. The demand and supply of schooling only equal each other at price P*, 
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where households demand less schooling and suppliers provide more schooling 
t h a n  a t  p r i c e  P .  

There are at least two ways of thinking about the process of price rise from 
P to P*. First, it may simply reflect an increase in annual fees paid at schools. 
This may be difficult to imagine if the school in question is operated by the 
government with fixed fees. However, another form in which the price rise may 
occur is a decline in quality of schooling even if fee levels are unchanged, so that 
unit cost of schooling, adjusted for quality, rises. This latter way of thinking about 
schooling cost increases is particularly useful when we develop a framework to 
account for longer-run impacts on the education sector in section 3. 

How can HIV influence the community supply curve SS' of schooling? Firstly, 
mortality and morbidity among teachers due to AIDS can raise the cost of 
schooling because teachers of similar, or higher quality, cannot be readily found, 
so that average teaching quality falls even if all missing teachers are replaced, or 
if they are not, teacher-student ratios fall in schools. Secondly, HIV/AIDS can 
affect the cost of schooling to households if budgetary pressures resulting from 
AIDS (declining tax revenues and rising health expenditures are two obvious 
examples) cause the government to reduce its educational subsidies that support 
provision of complementary inputs - such as maintenance of school buildings, 
provision of blackboards and the like. From the standpoint of households, this 
simply means that schooling of a given quality is now available only at higher levels 
of school fees. Thirdly, teachers may find opportunities in other economic sectors 
more financially lucrative if HIV induces labour-shortages making alternative 
employment more attractive, with an effect similar to that of increased mortality 
among teachers. 

Implications of the Demand-Supply Model of Schooling 

What does theory of demand and supply of education developed above tell 
us about the impact of HIV/AIDS on the education sector? Note that both 
community demand AA and community supply SS' curves are likely to indicate 
a decline (or a shift to the left) on account of HIV Thus, at least on theoretical 
grounds, the demand and supply model cannot enable us to conclude anything 
about the impact of HIV on quality-adjusted price P. It may decline (either fees 
fall, or quality increases) if demand falls faster than supply, or it may increase 
(money fees rise, or quality declines) if supply falls faster than demand. What 
will unambiguously decline is the total level of schooling. 

There may also be some segmentation of the education market if orphans are 
identified as having special needs. Thus, rising numbers of orphans due to AIDS 
will create rising demand for schooling specifically directed towards meeting their 
needs. If this were to occur, it will reduce the demand for 'standard' schooling, and 
raise the demand for special needs schooling. On the supply-side, governments 
may divert some of their education resources towards meeting the special need 
of orphans. Again, the net impact on quality-adjusted costs of schooling would 
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depend on the relative movements of supply and demand curves for both types 
of schooling, an issue best settled empirically. 

Empirical Evidence and the Demand-Supply Model 

The conceptual framework and the list of factors influencing the demand and 
supply of educational services of the previous section has been the workhorse 
supporting much of the existing empirical literature (for example, Carr-Hill et al. 
2002). For instance, analyses suggest that primary school enrolments in Tanzania, 
Uganda and Zambia in areas severely affected by AIDS decline (Carr-Hill et al. 
2002, Kelly 2000), a result also suggested by the demand-supply model of the 
education sector. Other studies cite evidence suggesting that declines in teachers 
owing to AIDS exceed additions in the form of new teachers (Carr-Hill 2002, 
Coombe 2000). At the same time, these downward pressures on the teaching 
workforce appear to have been accompanied by declining numbers of primary 
school students, so that teacher-student ratios have either increased or remained 
unchanged, a result that is consistent with the demand-supply model (Carr-Hill 
et al. 2002, p. 73). 

That last set of authors also point to a general lack of data that could be 
used to assess the impact of AIDS on the education sector, on the teaching force, 
pupils and ultimately on the outcome of interest, the quality of education and the 
number of pupils educated. Even less is known about long-run effects, although 
the simulation analyses carried out by Bell et al. (2003) point to significant longer-
term effects on human capital accumulation that may not be readily apparent in 
the short-run framework characteristic of demand-supply frameworks. 

3 The Impact of HIV/AIDS on Education in the Long Run 

The demand-supply model outlined above is obviously very useful in clarifying 
the major pathways through which HIV influences the education sector, and 
through it the level of investment in education at any given time. Specifically, there 
are both demand and supply influences which collectively affect the fee-level, or 
quality of education, or both. That, in turn, influences the amount of schooling 
desired by households, and ultimately the number of graduates and the quality 
of schooling they receive along the lines in the preceding section. 

In this section, we extend the demand-supply framework of the previous 
section to account for an important characteristic of the education sector: the 
stock of educated individuals in any society depends not just on the investment in 
schooling in the immediate period, but also in investments in subsequent as well 
as earlier periods. Moreover, there is also a stock of teacher capital that cannot 
always be instantly replenished upon the demise, absence due to morbidity, or 
exit due to better economic opportunities elsewhere, of teachers today. To be sure, 
policymakers can institute short-run measures such as the hiring of temporary 
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teachers with lower skill levels, or combine multiple classes into one to address 
declines in teacher supply due to HIV/AIDS (Carr-Hill et al. 2002). But, such 
measures have long run effects in terms of the quality of graduating students and 
hence also the teachers of tomorrow. 

In the remainder of this chapter, I focus primarily on the supply side of the 
education sector to highlight a framework that can help capture the dynamic, or 
long run, effects of the HIV epidemic on the education sector and the implications 
of associated policy interventions. Although not as fully developed in this chapter, 
I also suggest ways in which the demand side of the education sector can be 
incorporated into the conceptual framework. An especially useful reference for 
the latter is the paper by Bell et al. (2003) that uses an overlapping-generations 
model to assess the impact of HIV/AIDS among adults on the demand for human 
capital accumulation in their offspring, and the subsequent impact, in turn, on 
the human capital accumulation in the latters children. 

The Production of Schooling 

To keep matters simple we will take it that individuals (or their guardians) only 
choose whether to get schooled, or not, and not how many years of schooling 
to get as in the previous section. And let us also suppose for now that the 
number of children attending school, based on households' choices, grows at 
a pre-determined constant rate (r). It is straightforward to develop alternative 
formulations where it is the years of schooling (varying across individuals) that 
are provided by the suppliers of education, and not just quality, but more tedious 
to work through. In the framework adopted here, the contribution of schools is 
to the quality of education for a set of students at any given time. 

What determines the quality of education provided? There is a large empirical 
literature, although not necessarily in developing countries, that focuses on the 
determinants of the quality of schooling. Aside from family characteristics, three 
factors that appear particularly relevant for the quality of education produced by 
schools are the quality of teachers, teacher-student ratios and the availability of 
complementary inputs in schooling environments (for example, Krueger 1999). 
To keep matters simple, we underemphasise family characteristics as a factor 
influencing formal educational outcomes, although this feature can be readily 
incorporated in the model developed below. 

We define the outcome indicator of schooling to be the quality of the 
graduating student, given by Q. Not every school graduate is, however, of the 
same quality and we assume that at the time of leaving school, the level of quality 

in a graduating cohort is evenly distributed across the group, from a minimum of 
O* zero to a maximum of Q*. Thus, the average quality of graduates is given by 

A convenient way of formulating the information on the production of graduate 
quality is that Q*, the quality of the highest ranked graduate, depends on the 
average quality of teachers (q), teacher-student ratios (or) and the availability 
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of complementary inputs (X) in schooling environments as per the following 
equation. 

( 1 )  Q *  =  X . f ( q , a )  

The above 'education production function' incorporates the idea that increases in 
teacher-student ratios (or), the average quality of teachers (q) and X, an indicator 
of other inputs, result in higher Q* for a given student cohort; and hence higher 

O* average graduate quality from the schooling system, given by 

Changes in Teacher-Student Ratio and Teacher Quality over Time 

Suppose that N{t )  is the size of the graduating cohort in each any given year 
t. We make the reasonable assertion that only graduates with quality Q that is 
higher than a certain threshold Q can join the pool of potential new teachers. 
Given that quality is evenly distributed across graduates from 0 to Q*, the 

number of new teachers is given by| 1 - -Q- |.V(1 - 6), where N is the number 
I Q\ \ Q ) 

of graduates, the term I 1 - I is the proportion of new graduates exceeding 

the qualifying threshold, and 6 is the proportion of qualified graduates who join 
other occupations. 

In trying to understand the movement of the stock of teachers over time, 
additional factors have to be accounted for. Older teachers may also retire, they 
may die, or they may migrate abroad. I have shown elsewhere that the effect of 
these different factors can be incorporated in an equation that describes the change 
over time in the teacher-student ratio: 

(2) -J7=\\-^\^-ö)-^+r)a 

Here, the expression on the left hand side is the rate of change in the teacher-
dcx student ratio per unit time, denoted by The first time on the right hand side 

indicates the addition to the teacher-student ratio on account of newly graduating 
qualified students who choose to stay in the teaching profession. The second term 
captures reductions in the teacher-student ratio indicated by the death/retirement 
rate among teachers in any given period ((5), and the growth rate of new students 
seeking admission to schools (r). 

Now consider the average quality of the teacher workforce. Because the quality 
of new teachers is evenly distributed between Q and Q* by arguments made 
previously, the average quality of teachers from a given student cohort is given 
by Q + 0*. However, both the number of new teachers (graduating students in 
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the current period) as well as the average quality of graduating students will vary 
from year to year. Thus, the average quality of the stock of teachers is a weighted 
average of quality of new teachers in earlier years, with the weights being the size 
of teacher cohort in each year, after taking account of their exit rates from the 
teaching population. If the death/exit rate of teachers ((5) and the growth rate of 
students (r) are unchanged over time, it can be shown that the average quality of 
teachers (q) changes over time as per the following equation: 

< »  

Equation (3), as expected, suggests that increases in average quality occur only 

if the average quality of new entrants to the teaching staff Q + Q* exceeds the 

average quality of the existing teachers, given by (q). 
In the absence of HIV, we ask: does the system of equations (2) and (3) indicate 

that teacher-student ratios are constantly changing over time, or is there a stage 
where the teacher-student ratio and average teacher quality ultimately stabilise 
for the education sector? I have shown elsewhere, and it can be verified from (2) 
and (3) that the referred to stability occurs where the following two conditions 
are satisfied. 

< 4 )  ( | - ^ r W 0 )  =  ( i + / - ) a  

g + g* = 
(5) 2 q 

If our interest is only the situation in the education sector at points of stability, 
we can assess the potential impact of HIV on the education system by comparing 
the situation at points of stability before «m/after the impact of a change such as 
that introduced by HIV Specifically, we can ask what happens to teacher-student 
ratios and the average quality of teaching when the teacher death/exit rate d 
increases, or the rate of growth of potential students decreases (r). Alternatively, 
we could ask, what happens if we lower standards for new teachers in the face of 
increased mortality among existing teachers, that is, reduce Ql Or, what happens 
when budgetary restrictions due to HIV reduce the availability of complementary 
inputs X, or reduce the proportion of new graduates who become teachers (that 
is 6 rises)? 

In derivations elsewhere (Mahal 2005) I show that under fairly reasonable 
conditions the following theoretical conclusions hold in the context of the 
conceptual framework outlined in equations (2) to (5): 

• Starting from an initial stable level of teacher-student ratio and the average 
quality of teachers, an increase in the death/exit rate of teachers, all else 
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unchanged, reduces both the teacher-student ratio and the average quality of 
teachers in the new stable state. Moreover, the average quality of graduates 
declines as well. 

• A decrease in the rate of growth of new students seeking schooling, all else 
the same, increases both the teacher-student ratio and the average quality 
of teaching community in the new stable state. The net consequence is an 
improvement in the average quality of school graduates. 

• A lowering of teaching standards for entry to the teaching workforce all 
else unchanged, reduces the average quality of teachers, and raises the 
teacher-student ratio. The impact on the average quality of graduating 
students cannot be readily inferred and depends on the relative impact of these 
two factors on student quality via the schooling production relationship in 
equation (1). However, if the sole purpose of reducing quality standards for 
entering teachers is to fill gaps caused by mortality among teachers to keep 
the teacher-student ratio constant, then the average quality of teachers and 
graduating students will both unambiguously fall. 

• Access to new opportunities outside the education sector (that is, other than 
teaching) leading to an increase in ^reduce the average quality of teachers and 
the teacher-student ratio, leading to a decline in average graduating student 
quality. 

• A lowering of public subsidies in education that either lowers the supply of 
complementary inputs to schooling (X) or the number of teachers hired would 
reduce the quality of teachers and that of graduating students. 

Unfortunately, not all of the pathways through which HIV influences the 
education sector work in the same direction. In particular, a reduction in the 
number of new students works to improve quality of education for the remaining 
students, whereas all the other effects result in a reduction in the quality of 
schooling. The net effect on quality of schooling is unclear, although the number 
of students graduating will obviously fall. The predicted theoretical effects of the 
iong run' model of this section are not always clear-cut and thus very much in the 
spirit of the ambiguity suggested by the analysis of the demand-supply model. 

There is, however, one crucial difference in the two frameworks. Specifically, 
the demand-supply (or the short-run) model is adequately equipped to answer 
questions only about the 'immediate' effect of HIV, and perhaps not as well 
equipped to assess the 'full impact' once all the feedback effects on quality and 
teacher-student ratios have worked themselves out. Consider for instance, finding 
lower qualified teachers to replace deceased or ill teachers. In the demand-supply 
framework this obviously results in a decline in the average quality of the teaching 
workforce^ In our long-run framework, this is equivalent to a statement about 
reducing Q, while keeping the teacher-student ratio stable. Just as in the demand-
supply model, a reduction in Q leads to reduced average quality of teachers (q) 
from equation (3), and because Q* depends on average teacher quality (q), reduces 
Q* as well. Hence, the average quality of new teachers further down as well as 
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the proportion of new graduates eligible to be teachers declines after an initial 
surge. This, in turn, affects teacher-student ratios and teacher quality, and so on 
ad infinitum until a new stable state is reached. The technical model presented in 
this chapter allows an assessment of this 'overall' effect and not just the immediate 
implications of a policy response or mortality effects of HIV. 

The technical model developed here has another advantage not normally 
associated with the demand-supply framework of section 2. Specifically, it can 
help highlight the time-path as the system moves over time from one stable state 
to another. That is, it can help us not only to compare the end-states before and 
after HIV epidemic strikes, but also it can help describe the profile of changes 
that occur at each time as the education sector adjusts to it. In this, it can provide 
policymakers with more information on the time-profile of teacher-student 
ratios, teacher-quality and graduate student quality so that policy steps can be 
taken in the interim. 

Introducing Demand Considerations into the Long-run Framework 

So far, we took it that the number of students joining schools in each period 
grows at some fixed rate (r). In fact, the HIV epidemic may reduce (or increase) 
the proportion of school-age children attending schools if it imposes financial 
constraints on households, or if the quality of schooling changes, or if there is an 
increasing proportion of households who do not view education as useful as the 
rest. These features of the decision-making process are better highlighted in the 
demand-supply model as well in the justly celebrated Bell et al. (2003) paper. 

The chapter thus far has not provided much scope for flexibility in the demand 
for schooling by households in response to changes in the quality of schooling 
provided, or incomes. This is somewhat at odds with the discussion of section 
II where a decline in quality of education effectively resulted in a rise in the 
quality-adjusted price of schooling (and a range of other factors) and hence in 
the prospective number of students. 

Although troubling at first sight, such considerations are readily incorporated 
in the framework of section III. Consider the issue of quality of education Q* and 
its implications for the proportion of school-age children who choose to attend 
school. Specifically, what is needed here is the inclusion in this framework of a 
further relationship between the number of new students N(t) at any given time, 
the quality parameter Q* and the number of school-age children. For instance, 
the relationship may take the following form: 

(6) N { t )  =  j j i Q * ) S { t )  

Here S{t) is the number of school age children at any given time't', whereas 
MQ*) is the actual proportion of students enrolling in school, and depends on 
the schooling quality parameter Q*. Including (6) does matter for the formulation 
of the equations (2) and (3) that describe the response of the education sector 
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to HIV, but that is matter of technique, and not an issue of the feasibility of 
accounting for the added detail on the demand side. Other factors that could 
affect the proportion of children of school-going age who attend school could 
be the income level of households, the education level of parents/guardians and 
other characteristics (for example. Bell et al. 2003), and these, in turn may be 
related to the state of the economy and the like. Expanding the model to take 
account of these factors is feasible, although at some cost of the complexity of 
the framework presented here. 

Other Issues 

The model as outlined above is also wanting in three other respects. First, no 
attention was paid to factors that might affect 6, the proportion of qualified 
graduates talking up occupations other than teaching, from time to time. These 
include budgetary limits that may constrain governments from hiring new teachers, 
or relative wage changes elsewhere in the economy that raise the attractiveness 
of occupations other than teaching. 

Second, one could also argue that as the impacts of HIV on the education 
sector become more apparent, there may be responses at the community level, 
including those of civil society organisations, and there may be increased donor 
support to address these impacts. Technically, it is not hard to incorporate these 
ideas in the above formulation, although one would need a description of a 
'response function" that describes likely civil society and donor responses to the 
epidemic to the education sector and how that affects the equations (2)-(6). 

Finally, one may ask if there is any basis for assuming that education occurs 
instantly, whereas teachers live for 'many' time periods, as is the case in the 
framework developed here. After all, it takes a long time to be trained - nearly 
20 years to complete a masters degree for instance, and it is not obvious that 
a teacher's career is much longer than that. A little thought, however, should 
make it clear that the above model need not refer to lifetime education, and is 
perfectly consistent with a specific phase of education - secondary, or tertiary 
that, conditional on previous education, may have a substantially smaller period 
of training compared to the overall length of career of a teacher. 

4 Conclusions 

The primary objective of this chapter was to extend the popular demand-supply 
framework that is used in much of the existing literature to assess the long-run 
impact of HIV on the education sector and educational outcomes in a country 
or region. The model of section 3 attempted to expand upon this idea. 

In this concluding section, I highlight some of the major data requirements for 
estimates and projections to be carried out in the model of section 3. Specifically, 
the following pieces of information are likely to be particularly useful: 
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• empirical estimates of the education production function, which in 
turn, require data on schooling outcomes, teacher-student ratios, family 
characteristics of students, and amounts allocated to complementary 
inputs; 

• teacher exit rates from the teaching workforce - based on retirement rates, 
teacher mortality and migration abroad or to other regions; 

• pupil entry rates into schooling, based on demographic projections and 
demand for schooling; 

• the demand for schooling would be a relationship between a parental decision 
to send a child to school on the one hand, and household incomes, fees, quality 
of schooling and other relevant variables on the other; 

• factors that influence individual choices of occupation between taking up 
teaching and other activities; 

• assessment of school outcomes and likelihood of entering the teaching 
profession. 

Obviously, this is a substantial research agenda and to wait until this research is 
all done may not a good idea from a policy makers point of view. An alternative 
may be to take some of the unknown pieces of information as parameters (for 
example, 6. the likelihood of choosing an occupation other than teaching) and 
assess, using simulation analyses the implications of alternative values of these 
parameters. Additional unknowns will be the response of the government, the 
community at large and donors, and the best that can be done is to forecast the 
implications of alternative assumptions about their response. 
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Chapter 4 

AIDS and Democracy in  Afr ica  
Kondwani Chirambo 

Introduction: Political Parties, Electoral Systems, Parliament and Governance 

In explaining the potential and known impacts of HIV/AIDS on political 
institutions, this chapter will not seek to engage in lengthy elaborations of the 
much contested concept of democracy but rather tease out certain common 
features for which global consensus exists; which may assist us to demonstrate 
empirical linkages.1 The chapter will illustrate how HIV/AIDS affects three key 
institutions that play a significant role in political participation, representation, 
stability and governance: 

• political parties; 
• electoral systems; 
• parliament. 

In the process of discussing this topic I shall demonstrate how politics2 are 
relevant to the governance of the HIV/AIDS pandemic. I shall argue that 
through advocacy, debates, parliamentary deliberations, public education 
and implementation, political institutions are able to condition the quality 
of governance3 more generally and specifically contribute to the fight against 
HIV/AIDS. 

All three political institutions are inter-related in some way and have an 
influence on democratic governance.4 Electoral systems, the mechanisms that 
translate votes cast into seats and power in parliament, usually also influence the 
kind of party organisation and party systems in a country. Research shows that 
Proportional Representation Systems (PR) increase the potential for gender and 
ethnic diversity therefore minimising conflict and fostering inclusivity in policy 
processes (IDEA 2005). PR systems will often generate policy-based political 
parties. This is because, inevitably, the competing organisations need to appeal to 
the various interest and ethnic groups within the population to garner a decent 
percentage of the national vote that could translate into a proportional number 
of seats in parliament. 

The Single Member Plurality (SMP), also known as the First-Past-the-Post 
(FPTP), generally fails to achieve these ends. The competitive nature of the system 
does not favour disadvantaged groups such as women and ethnic minorities. In 
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the FPTP. the opposite is true; political parties tend to be personality-based, 
without clear policy and ideological direction and it's the strongest candidates 
and political parties that, in the end, claim a presence at constituency and national 
levels. The configuration of power in parliament arising from this winner-takes-all 
system will lean toward a dominant party structure. An electoral system hence 
determines whether policy is inclusive or not; and may ultimately impact on how 
key decisions affecting the majority of the people are prioritised; including major 
decisions on HIV/AIDS (ibid.). 

Background: Democratisation in Africa 

Its popularity not withstanding, democracy is quite obviously a disputed concept 
and has been understood differently by cultures the world over. However, the 
principles of 'popular sovereignty and collective self-rule' resonate universally 
across the globe (Landman 2005). African scholars for instance have argued that 
elements attributed to modern democracies have been inherent in traditional 
systems of governance for ages. Anyaoko states; 

A study of traditional government in any part of Africa would disclose one fact-healthy 
hostility against the concentration of power without the accompanying checks and 
balances to control it, beginning with the chief. No chief was a chief except by the will 
of the people. (Anyaoko 1998, p. 1) 

Modern democracies are of course ethnically diverse and will place greater 
emphasis on liberties and diversity (of beliefs, origins, opinions and values) in 
addition to consensus building and participation (Touraine 1997). The notion 
of participation - which is relevant to this discussion - broadly embraces citizen 
involvement in political and economic affairs - relating to production, property 
ownership, and control of the productive forces and the means of livelihood. 
In return, there is resultant expectation from the citizens for their elected 
representatives to deliver on social economic benefits. In general, therefore, the 
idea of democracy seems to rest on two core principles - accountability and 
participation. 

Proponents of democracy boast that it has an unparalleled record as the 
most accomplished form of governance in which political and socio-economic 
human rights are respected and conflicts resolved peacefully (NIMD 2004).The 
advent of democracy in Africa - with competitive pluralist elections as a central 
feature - is a result of a troubled political trajectory responding to both internal 
and external events. 

Perhaps nowhere else is the popularity of this system of governance reflected 
better than in the political transformation of the African continent from one-
party rule to pluralism in the past 15 years. Decolonisation in the early 1960s 
facilitated the first attempt at multiparty government for most of the continent. 
But ethnic tensions and aspirations for common solidarity amongst the political 



AIDS and Democracy in Africa 69 

elite conspired to denigrate the importance of plurality. Under a decade, nearly all 
pluralist regimes had reverted to one-party rule with the exception of Botswana, 
Gambia, Mauritius and Senegal. 

Founding presidents concerned with national unity such as Julius Nyerere of 
Tanzania5 and Kenneth Kaunda of Zambia, argued that democracy accentuated 
ethnic fault lines, potentially unsettling the newly independent nations. Nyerere 
would also assert that the pluralist democracy was in tension with the communalist 
solidarity of the pre-colonial era. The political sensitisation of the masses by the 
political elite, conditioned the nations not only to accept one-party rule but also, 
to embrace more readily, Soviet socialism (Herbst 2004). 

Since the collapse of communism in Eastern Europe and the subsequent 
democratisation of most previously single-party states in Africa in the early 1990s, 
governments on the continent have liberalised or partially opened up political 
space; allowing for opposition politics; independent media, civil and political 
rights. At the last count, slightly over 40 countries had established democratic 
rule (ibid.). 

Over the past decade Africa has also seen significant developments directed 
at seeking a consolidated unity among its states. Major among these is the shift 
from the non-interventionist Organisation of African Unity (OAU) to the more 
pro-active African Union (AU). Afro-optimism is on a high as renewed efforts 
at cooperation and development among African states continue to be bolstered 
by a host of key factors, including the decline in armed conflict, with a number 
of the peace initiatives significantly being credited directly to the continents own 
leaders and regional blocks. Despite the many deficits in the emergent African 
democracies, there seems also to be growing recognition worldwide of the 
significant shifts that have taken place since the end of the Cold War. 

The G8 communique from their meeting in Gleneagles (2005) describes as 
'important progress1, the developments of the last five years which have seen 
more than two thirds of sub-Saharan Africa hold democratic elections; inflation 
is a fifth of the levels of 10 years ago and at least 16 African countries have had 
average economic growth of over 4 per cent in the last decade, which the G8 says, 
was 'higher than in any major developing country'. By June 2005, 24 of the 53 
AU member states had enlisted to be peer-reviewed on their quality of governance 
by the AU's Africa Peer Review Mechanism (APRM). 

At the present moment, democracy appears to be the 'only game in town" for 
the continent. 

Democracy and the AIDS Debate 

Given the broad avenues for redress, contestation, expression and participation, 
most scholars posit that this system presents the best option for Africa and 
the world at large to deal with HIV/AIDS, taking into account political, social 
and economic rights of those living with the disease. But while acknowledging 
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democracy's main strengths largely penned on political institutions that allow for 
participation and accountability, among other things, advocates of the system have 
also conceded its frailties: democracies appear to be more difficult to consolidate 
in periods of poor economic performance, poverty and disease. 

In this regard, there has been a growing consensus that the emergent African 
democracies do face an unprecedented challenge due to the ravages of HIV/AIDS. 
Unfortunately, initial attempts by social scientists to understand the link between 
democracy and the HIV/AIDS pandemic tended to focus on apocalyptic scenarios 
often ignoring the resilience already demonstrated by African states through 
periods of conflict, famine, disease and poverty. It was posited that the African 
state, still fragile, would collapse as political institutions were depleted of their core 
professional staff and public delivery standards plummeted. Corruption would 
likely spiral out of control as short-term survival instincts amongst the millions 
of AIDS infected persons prevailed over concerns for life-long investments. 

The weight of the pandemic would strain health systems and national budgets, 
cause economic stagnation and subsequently undermine citizen confidence in 
elected government. Hordes of marauding orphans, un-provided for by the 
state, would hold city streets hostage catapulting crime to new highs (Schönteich 
2003). Civil-military relations would likely deteriorate as governments labored to 
meet new demands for health care among highly infected armed forces (I DAS A/ 
HEARD/DARU report 2002). 

As a consequence, the continent's much touted 'democratic evolution' would 
flounder and probably fail, with autocratic measures once again called for to 
restore some modicum of order. Mattes (2004) argued that building a sustainable 
democracy calls for the strengthening of three key pillars identified by social 
scientists as the fulcrum for democratisation - economics, political institutions 
and political culture or attitudes of rulers and citizens towards their system's 
rules and procedures. Valid as they are, these assertions disregard significant 
core factors such as ethnicity and religion which have historically destabilised 
nation-states. Rwanda, Burundi and the former Yugoslavia are only three of 
several examples. 

That notwithstanding, authoritative studies in the realm of social science have 
established correlations between wealth and democratic endurance. Mattes (2004) 
supports Adam Przeworskis et al. who posit that except for Argentina in 1974, 
democracies with a GNP of $6,055 and above do not normally collapse. Below 
that threshold, the mortality rate of democratic systems rises as national wealth 
declines. Many African countries have a per capita income of below US$ 500, a 
comparatively lower figure to countries that have democratised in other regions 
of the world. These facts fueled doubts as to whether democracy could survive 
for long under the current burden of disease, poverty and malnutrition. 

It is asserted further that improved economic performance and reduction ot 
inequalities could boost Africa's 'democratic endurance'. Economic development 
is therefore almost certainly considered a pre-condition for democratisation. 
The relationship between the two is however not straightforward. It is argued 
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that democracy might not necessarily need economic development to emerge 
but definitely needs it to consolidate. In this regard. Youde (2001) suggests that 
controlling morbidity and mortality is important for 'driving state prosperity and 
economic strength' and therefore building democracy. 

Youde (2001) adds that the consequence of high levels of illness are increased 
absenteeism, leading to low productivity. This, he explains, will bear negative 
effects on the main economic indicators as gross domestic product, per capita 
income and productivity. AIDS, he posits, provides less incentives for the state to 
invest in a dying population. This scenario would likely lead to the politicisation 
of economic decisions and affect political stability. He elaborates further that 
since many transitions to democracy 'rode on the back of hopes for a better 
life for all citizens' (Youde 2001, p. 22), poor economic performance threatened 
democratisation. 

Over time, theorists have undergone a tentative evolution of their own as 
empirical information emerges. Although it is still generally agreed that despite 
the antiretroviral (ARV) rollouts, many Africans will die of AIDS due to weak 
health delivery systems; state collapse does not appear imminent (National 
Intelligence Council 2005). In a gradual departure from this doomsday illustration, 
scholars now maintain that the fate of democracy to the pandemic will be exposed 
through the failure of the political process to match the pace of the pandemic. 
It is asserted that some of democracy's venerated institutions of participation 
can lead to stagnation if no consensus is reached (Strand et al. 2005). They argue 
that delayed policy responses might derail important decisions on IIIV/AIDS 
and other developmental strategies. Also, the rules are not always applied fairly 
on poor people, who in practice continue to play a peripheral role in governance 
due to unintended consequences of illiteracy, failure to access communication 
resources, exclusion from decision-making forums because of structural barriers 
and so on and so forth. Women will especially not enjoy the same level of access 
to decision-making processes and mechanisms, owing to the superior status 
accorded to men in many societies under patriarchy (SARDC/SADC-PF 2002). 
People living with HI V/AI DS (PLWH As) will similarly be constrained by stigma 
and discrimination. 

Power alternation in democracies is the other factor that could generate 
unstable political environments. Malawi provides some invaluable lessons on 
the vulnerability of democracy in this regard. The country has been locked in 
potentially destabilising impeachment debates over the mandate of the president 
at the time of writing, Dr Bingu Wa Mutharika. Protracted deliberations on the 
legitimacy of the president who won a slender election victory, have diverted 
attention from key issues such as debt cancellation and AIDS relief. Pre-election 
pledges for universal delivery of antiretroviral drugs (ARVs) by contesting political 
parties have become second nature (Mailand Guardian 2004). 
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Socio-economic Impacts of HIV/AIDS 

Analysed in this context, the advent of HIV/AIDS poses severe challenges for 
Africa. For the pandemic is not a single crisis, it is a blend of crises - forming 
a deadly nexus with already prevalent maladies, such as malaria, tuberculosis, 
poverty and malnutrition. Since its manifestation, life expectancy has declined 
from 60 years to 43 years in the most affected countries. Infection rates stand 
between 15-30 per cent in adult populations in Southern Africa and about 1 per 
cent in the less affected North Africa region (NEPAD 2003). The pandemic has 
claimed 19.2 million African lives since the early 1980s and 25 million are currently 
living with the disease (CHGA 2004). NEPAD estimates that economic growth 
has been slowed by 2.6 per cent in Southern Africa by AIDS, with the rising pool 
of orphans manifesting the social effects of the pandemic. 

Malaria causes one million deaths each year and is estimated to have slowed 
economic growth by 1.3 per cent per annum at a cost of US$ 12 million, while 
tuberculosis claims 600 000 lives annually. To cap it all, a third of sub-Saharan 
Africans, numbering about 200 million of the 700 million people, are chronically 
malnourished. But while the effects of disease such as malaria and are severe, it 
is often argued that HIV/AIDS is unique because it poses a silent threat which 
can span 10 years or more before it kills the infected person; that HIV/AIDS is 
through sexual intercourse and therefore the disease affects the sexually active 
population (who also form the productive section of society), the most. It generates 
denial and ignorance because most citizens will seemingly appear in good health 
for several years. Lastly, the main mode of transmission mainly through sexual 
contact, compromises the productive adult population. 

In short there are two major - almost contradictory - thrusts to the debate: 
that democracy is a sensitive system that will likely respond quickly to the 
economic and social needs of the masses as failure often leads to loss of power 
through the ballot. On the other hand, depending on the extent to which rules and 
procedures have been widely institutionalised, it could be easily be undermined by 
a pandemic, as decisions may take longer to process due to multiple consultations 
with stakeholders while reduced capacity of strategic institutions could denude 
trust and confidence in the system. 

Conversely, authoritarian regimes will claim the advantage, particularly where 
they can decisively and swiftly curtail the course of a major crisis, without recourse 
to the 'nuisance' of an opposition party. Cuba and the Arabic states are often 
cited as examples of where group rights have been placed in sharper relief to 
individual rights in dealing with HIV/AIDS, possibly explaining why the pandemic 
has appeared under control. Overall nonetheless, supporters of democracy may 
still prevail; for what recourse is there in an authoritarian regime, when a leader 
decides to prioritise the purchase of a personal jet or the construction of a palace 
over an enlarged health budget, as the King of Swaziland?6 

In order to understand what the reality is, we can glean some important 
pointers by focusing on three central political institutions for which we could 
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demonstrate some visible 'shocks' from the impact of the pandemic based on 
recent studies by the Institute for Democracy in South Africa (IDASA). These 
are a) political parties, b) electoral systems and c) parliaments. 

AIDS: Implications for Political Institutions 

a) Political Parties 

Political parties are recognised as part of a fulcrum of central political 
institutions termed 'the political society' (political parties, parliament and the 
military) (Youngs 2005, p. 39) which are critical to the stability, organisation and 
accountability of government. Through political parties the demands of different 
sections of society find influence in parliament, government and administration. 
These factors underline the role of political parties in governance, particularly 
their adeptness at policy influence. 

To be the main leverage for policy action, political parties require vigour and 
durability to survive crisis and offer credible options. Political parties need to 
develop leadership and managerial capacities to maintain their competitiveness for 
e x t e n d e d  p e r i o d s .  S o m e  k e y  i n d i c a t o r s  o f  i n s t i t u t i o n a l i s a t i o n  i d e n t i f i e d  b y  N I M  D  
(2004) include organisational strength and human andfinancial resources', internal 
democracy, a political identity articulated through a manifesto embracing coherent 
socio-economic and political principles; internal party unity and electioneering 
capacity. Given this exposition, it is clear that sustaining political parties requires 
substantial human and material resources and careful planning. 

Party systems in Africa 
Africa's transition to democracy in the early 1990s was characterised by the 
formation of multiple political parties representing the collective interests of 
previously marginalised sections of society. In several countries, the developments 
have added immensely to the notion of 'good' governance, allowing for popular 
participation and representation and inculcating a culture of accountability and 
oversight. 

Coupled by improvements in the electoral systems, parliaments have become 
more representative, enabling greater accountability and transparency in the 
management of state affairs. Recent studies have shown that there has been 
a proliferation of political parties in the democratising African states due to 
relaxed rules of registration, although only a few are politically viable and space 
for political parties to operate varies from country to country. Chad boasts 
73 political parties, South Africa 140, Mali 91, Ethiopia 79, Burkina Faso 47, 
Morocco, Nigeria and Botswana 30, Egypt 17 and Ghana 10 (UNECA 2005). 
Indications thus far are that the strengthening of party systems will pay dividends 
for the quality of democracy in Africa. Even though lingering doubts about 
their credibility permeate the electorate often times, their relevance to enhancing 
democratic practice has been demonstrated in many instances. For example, in 
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Zimbabwe, the emergence of the Movement for Democratic Change (MDC) 
in 2000 raised the level of citizen awareness about the dangers of endorsing a 
new constitution which lacked the benefit of broad-based consensus. The draft 
constitution proposed by the ruling Zimbabwe African National Union Patriotic 
Front (ZANU-PF) was rejected by the majority of Zimbabweans in a national 
referendum (SARDC 1999c). 

Similarly, Zambia enlarged its parliament in 1991 prior to the landmark 
transitional multiparty elections, from 135 to 150 elective seats after last minute 
negotiations between the ruling United National Independence Party (UNIP) and 
the Movement for Multiparty Democracy (MMD). The changes arose following 
immense pressure from the latter (The MMD was born as broad-based mass 
movement ranged against the one-party state) (SARDC 1999b).)7 

Weaknesses 
However, while political parties form a prolific feature of Africa's democratic 
landscape, the party system is relatively undeveloped. Political parties are leveraged 
by strong personalities and patrons who not only finance the institutions but 
also provide the leadership. They lack sustainable funding bases and internal 
democracy necessary to accommodate alternative options; they are ideologically 
bankrupt and in most instances, mobilise only before a major election (UNECA 
2005). 

Organisationally, they tend to be poor, shorn of administrative structures and 
potentials to manage and evaluate performance. A few will attract skilled personnel 
during elections to manage short-term visions; but they rarely exhibit the business 
pre-degree to survive beyond an election loss. In Zambia, nearly all the opposition 
parties that contested the second multiparty elections in 1996 had collapsed by 
the time the country held its third elections in 2001, except for UNIP. the former 
ruling party that in fact boycotted the poll (SARDC 2002). UNIP was able to 
survive due to its lifetime investment in business and human capital, having taken 
advantage of being in government for 27 years. 

For most others, the dearth of resources means training and management 
processes are weak. The lack of internal democracy means leadership development 
is constrained by the personalisation of the party agenda by political elites. Ruling 
parties, most of them with a long track record of liberation or nationalism, tend 
to be by far the better-equipped entities as they usually access state resources to 
their advantage. 

Potential impact of HIV!AIDS on the party system 
The challenging circumstances of the political party milieu in Africa are hence 
further exacerbated by the high incidence of HIV/AIDS on the continent. They 
are essentially three levels at which HIV/AIDS will impact the political party 
structures: 1) the organisational level; 2) the financial level; and 3) the leadership 
level. These will now be examined in turn. 
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1) The organisational level 

75 

In South Africa, the African Christian Democratic Party (ACDP) indicated in a 
study by IDASA that its senior members were spending relatively long periods 
of time attending the funerals of deceased members. The party is led by pastors 
who are expected to conduct burial ceremonies, usually on Sundays, which 
coincidentally are the days often designated for campaign rallies (Strand et al. 
2005). 

The Inkhata Freedom Party (IFP) indicated the growing need to replace its 
members who were suspectedly succumbing to AIDS-related illness (ibid.). The 
Political parties report that they do have comprehensive medical schemes covering 
largely the leadership and no robust prevention programmes for the general 
membership yet. While no party would possibly have developed internal capacities 
and systematic mechanism of tracking HIV/AIDS, there are indicators that 
potential support bases are generally being depleted due to the disease (ibid). 

With a case load of 5.6 million HIV-positive persons (out of a population of 
44 million). South Africa presents one of the more compelling cases to augment 
the discussion of the significance of shrinking party support bases. UNAIDS 
(2003) estimates that in 2003 alone between 270,000 and 520,000 South Africans 
succumbed to the disease. A household survey on HIV/AIDS prevalence in South 
Africa conducted by the Human Sciences Research Council (HSRC) in 2002 
found that on the basis of a population sample of 8,428 nationwide, the provincial 
breakdown of the epidemic was as illustrated in Table 4.1. 

Table 4.1 HIV /AIDS prevalence in South Africa 

Province Number % HIV-positive 

Western Cape 1,267 10.7 
Eastern Cape 1,221 6.6 
Northern Cape 694 8.4 
Free State 540 14.9 
Kwazulu Natal 1,579 11.7 
North West 626 10.3 
Gauteng 1 ,272 14.7 
Mpumalanga 550 14.1 
Limpopo 679 9.8 
Total 8,428 11.4 

Source: Nelson Mandela/HSRC Study on HIV/AIDS, 2002, p. 46. 

According to the data, the five hardest hit provinces by HIV/AIDS in South Africa 
are Free State (14.9 per cent), Gauteng (14.7 per cent), Mpumalanga (14.1 per 
cent), Kwazulu-Natal (11.7 per cent) and Western Cape (10.7 per cent). 
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Consistent with these data, analysis of mortality profiles of registered voters 
between 1999 and 2003 in South Africa generally indicates higher numbers of 
deaths in high prevalence areas such Kwazulu Natal and Mpumalanga. In total, 
1,488,242 of the country's registered voters died between 1999 and 2003 out of 
20,674,926 who were on the voters' roll for the 2004 general elections. There were 
more registered voters who died in the 20^49 age cohorts than in the 60-79 age 
groups. The increases in mortality - in some cases up to 200 per cent - among 
registered voters between the ages of 20-49 and particularly the women in the 
30-39 year bracket are consistent with expert analysis of demographers in the 
field of HIV/AIDS of deaths in the general population, which concentrate among 
the same age groups. 

- - Men 20-29 Men 30-39 

B Women 20-29 )< Women 30-39 

Figure 4.1 Number of deceased voters 20-29 and 30-39 years, by gender 

Source: Strand et al. (2005). Calculations by I DAS A. 

Political parties with regional support bases should have cause to be worried by 
these revelations. The IFP, which draws membership mainly from KwaZulu-Natal, 
should be the hardest hit in terms of membership decline. Their main concern 
should be the implications for their support bases. The loss of relatively young 
adults should concern all parties particularly the newer entities which draw support 
from the post apartheid generation. It is highly unlikely that much will be done 
beyond rhetorical pronouncements at this stage until, perhaps. South Africa yields 
stronger opposition parties which would render the playing more competitive. It 
is only then that we shall probably witness (depending on the impact of ARVs) 
political parties begin to rigorously track membership attrition to be certain of 
their potency as the difference between winning an elections might depend on a 
few 'swing' votes from some of those provinces. 
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In Zambia, declining voter populations have yet to be fully investigated. 
Nonetheless, it is observable that provinces with high HIV prevalence are the ones 
experiencing a decline in voter pools. The country is divided into nine provinces 
and the Table 4.2 below shows the population size of each province from 1980 
to 2000. Copperbelt Province has the highest population followed by Lusaka, 
Northern, and Southern and Eastern provinces. Northwestern province has the 
lowest population followed by Western. The data from the National Statistical 
Office in Zambia indicates that the average annual intercensal population growth 
rate between the 1990 and 2000 Censuses was 2.9 per cent as compared to 3.1 per 
cent between the 1980 and 1990 Censuses. This shows that Zambia's average 
annual population growth rate declined by 6.4 per cent between 1980-1990 and 
1990-2000 intercensal periods. 

There has been a decline in growth rates in all the provinces, except for Lusaka, 
Northern and Luapula Provinces. The lowest population growth rate has been that 
of Copperbelt Province which declined from 1.5 per cent, in 1980-1990 intercensal 
period to 1.3 per cent in the 1990-2000 intercensal periods. The highest population 
growth rates have been in Northern (4.3 per cent), Lusaka (3.8 per cent). North
western (3.4 per cent) and Luapula Province (3.4 per cent). It is estimated that 
more than 650,000 Zambians have died thus far in the epidemic. If current trends 
continue 1.6 million more may die before the year 2015 (Tapfumaneyi 2003). 

The prevalence of HIV infection in urban areas of Zambia is 28 per cent and 
14 per cent in rural areas in the 15 to 49 year-old age group. HIV prevalence in 
the whole country is reported at 21.5 per cent by UNAIDS. HIV prevalence is 
twice as high in urban areas as in rural areas. The high rate of infection in the 
urban areas is especially important because Zambia is one of the most urbanised 
countries in sub-Saharan Africa; with most of the population living near the 
railway line that stretches from the Copperbelt in the north through Lusaka in 
the central region and down to Livingstone in the south. 

The voter participation rates in Zambia lend themselves to much speculation 
with respect to the 'gaps' that are exposed when electoral data is compared over 
three elections. The country's 2001 elections saw an estimated 67 per cent voter 
turn out making it the highest participation rate since multiparty elections of 
1991 (see Table 4.3). 

However, the statistics in the table raise a number of questions: despite the 
much touted increase in participation, in absolute terms registration figures in 
2001 decreased compared with 1991. Analyses by political commentators after 
the 2001 elections did not include the possibility that the gap between eligible 
and registered voters, and consequently between the registered and actual voters, 
could be a result of unusually high mortality in the intervening periods. Zambia 
did not employ continuous registration prior to these polls and has traditionally 
designated a period of registration to bolster the existing register. The 12 per cent 
increase in voter turn out can be deceptive if all factors are not considered. 

Stakeholders from civil society and political parties interviewed in a study 
for donor agencies (Chirambo et al. 2003) highlighted a number of factors to 
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explain comparatively lower registration in 2001 which included long distances 
to registration centres, disillusionment with politics by Zambians, poor publicity 
campaigns and an over-elaborate registration process which discouraged potential 
electors. In addition, it was argued that Zambians were challenged by the dire 
socio-economic circumstances (ibid.). Crucially, none of the analysts considered 
that care giving or AIDS illness and deaths could possibly explain the phenomenon 
of citizen withdrawal from politics. 

Could AIDS explain gaps? As stated earlier, preliminary examination of voter 
portfolios in Zambia in 2003 indicates that high HIV/AIDS prevalence provinces 
were generally exhibiting a decline in voter populations. The most affected of the 
nine provinces are Lusaka with an HIV prevalence of 27.3 per cent, Copperbelt 
26.3 per cent and Western 18.9 per cent. The Copperbelt province, the mining 
region of the country, has seen its voter population decline by 149,349 (602,589 
in 1991 to 399,247 in 2001). More detailed studies are ongoing to determine 
the causal factors.There may be, of course, several explanations for receding 
voter portfolios on the Copperbelt province particularly. Zambia has undergone 
comprehensive privatisation leading to the collapse of a number of the new 
companies and mass unemployment. Migration to other provinces has likely 
occurred. The country is also reporting high labour migration to neighbouring 
countries due to limited employment opportunities at home (Tapfumaneyi 2003, 
Chirambo 2004). 

Zambians will need to determine the impact of care giving, stigma and 
discrimination on political participation to explain some of the 'gaps'. Studies 
by Afrobarometer have shown that Africans are spending five hours or more 
daily tending to orphans, to their own illnesses and sick relatives; and a possible 
implication for this is that there may be little time to be involved in political 
processes. The role of stigma and discrimination is well exemplified in the 2004/5 
IDASA study (Strand et al. 2005): Focus group discussions held in Kwazulu Natal 
in South Africa amongst care givers and registered voters who were HI V-positive 
showed that, fear of retribution had kept a sizeable number of respondents away 
from the 2004 poll in South Africa. Care-givers and PLWHA who had publicly 
declared their status revealed that structural and attitudinal factors played a part 
in their failure to vote. Combined with high mortality rates amongst voting age 
populations, the effect on participation could be profound. 

2) Financial level 

Revenue loss High adult mortality rates amongst eligible and registered voters 
may have an impact on revenue due to: 

• decline in party membership subscriptions; 
• decrease in donations by sympathisers who themselves may succumb to HIV/ 

AIDS; and 
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Reduced or loss of investment by high profile patrons or political entrepreneurs 
who fall to AIDS. 

African political parties employ similar methods of raising funds as their 
western counterparts. These include membership subscriptions and sympathiser 
investments; party activist fund raising; donations by interest groups, 
political entrepreneurs, corporate bodies and foreign agencies, among others 
(EISA 1999). 

On the whole, donations constitute the most significant form of political 
financing in Africa. Private sector and civil society donations have led to the 
formation of new parties in Ghana, Malawi, Zambia and Zimbabwe, a practice 
that has been hailed as indicative of 'democratic participation of the highest 
kind" by analysts (ibid.). In addition to these forms of fund raising, ruling parties 
will generally funnel funds from state coffers using a number of innovative ways, 
including the use of front organisations. The loss of the younger segment of the 
electorate in large numbers will certainly hurt the coffers of all political parties 
in terms of loss of subscription. Given however, that patrons and lobbyists play 
a significant function in propping up political parties, the loss of single financial 
magnate, could drastically reduce the electoral viability of an organisation. 

3) The leadership level 

High morbidity and mortality rates amongst political leaders is the other factor 
that poses problems of lack of continuity for parties that are patron-driven and 
lack succession plans. Where the lead patron succumbs to mortality, political 
parties will often dissipate or be further weakened. The death of Anderson 
Mazoka, the leader of Zambia's largest parliamentary opposition - the United 
Party for National Development (UPND) - created a potentially destabilising 
internal leadership wrangle only months before the 2006 general elections.8 

Premature mortality of leaders can be destabilising for parties. Depending on 
the frequency with which they expire, the already fragile party structure will be 
stretched financially. 

In South Africa, IDASA's research confirms some initial indicators of the 
influence of HIV/AIDS on party organisation. The ruling African National 
Congress (ANC) bemoans the loss of 'a lot of corporate and intellectual memory 
of the organisation, of its functioning and policies, to AIDS' (Strand et al. 2005). 
The Inkhata Freedom Party (IFP) indicated 'a loss of seniority" (ibid.). Generally, 
none of the parties had taken stock of the pandemic's impact on party membership 
and overall functions. The failure to report absolute empirical data also points 
to the relative capacity deficit in auditing the effects of the pandemic as part of 
routine intra-party responses to HIV/AIDS. In Zambia, the debate around AIDS 
and political leadership assumed a very high profile as the country moved towards 
fourth multiparty polls in 2006. Demands for compulsory HIV tests for all party 
candidates occupied the media most of 2005 with government officials publicly 
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acknowledging the impact of the disease on political leadership. The debate is 
fuelled by the economic costs of the increasing cycle of by-elections the country 
has been experiencing. 

Zambian officials have also publicly acknowledged the consequences on 
leadership. Opening a discussion forum organised by Idasa in Lusaka. Zambia 
in 2005, the former deputy minister of health Kapembwa Simbao said: 

It is now an acknowledged fact that political parties, which are an essential part of 
any multiparty democracy, are affected by HIV/AIDS. Almost all political parties in 
this country have been losing leaders at various levels due to HIV/AIDS-related illness 
and deaths. (Chirambo 2005, p. 15) 

What can parties do? 
We may be asking too much to expect political parties in their current fragile state, 
to launch complex internal responses to cover their members. Comprehensive 
succession plans will need to be drawn up to fill emerging gaps. On a more general 
note, political parties will need to make HIV/AIDS and poverty reduction their 
key governance priorities going into elections and into parliament, because the 
eventual realisation of pro-poor policies and universal access to ARVs will be in 
the interest not only of the nation but their membership and future leadership. 
Political parties could also where necessary: 

• engage academic institutions, civil society organisations and AIDS service 
agencies to improve their policy and advocacy content; 

• embrace computer technologies to develop reliable databases to keep track 
of membership levels for planning purposes; 

• where it exists, use the opportunity of state financing of political parties to 
strengthen internal systems processes, policies; including HIV/AIDS policies; 
and 

• develop succession plans to avoid conflict. 

Ironically, AIDS might contribute to these organisational processes by influencing, 
as it already seems to be doing, the structure of electoral systems, which, in turn 
have a bearing on the nature of political party formation! 

b) The Electoral System 

Types of electoral systems 
I have indicated at the beginning of this article the relationship of the electoral 
system to the formation of political parties and to governance. In most of Africa, 
the development of electoral systems have been influenced by colonial legacies. 

Electoral systems have key variables such as the electoral formula used (that is, 
whether the system is majoritarian or proportional, what mathematical formula 
is used to calculate the seat allocation) and the district magnitude (how many 
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members of parliament that district elects). While there are several varieties of 
electoral models in the world and Africa; this article will interrogate the most 
commonly used systems for which empirical research relating to HIV/AIDS has 
been conducted. 

The four main types of electoral system relevant to this discussion therefore 
are: 

1 Single Member Plurality (SMP) 
Widely known as 'First-Past-The-Post' (FPTP), this system is considered 
the easiest. The country is divided into electoral zones; and one candidate is 
chosen to represent each district or constituency. The candidate who receives 
one more vote than the other contestants is declared victor, even if one does 
not obtain more votes than all the others combined. One of the key elements 
of this system is the requirement for a by-election to fill vacancies. In Southern 
Africa, where studies to this effect have taken place, we know that the FPTP 
electoral system is employed by Botswana, Malawi, Seychelles, Swaziland, 
Tanzania, Zambia and Zimbabwe, a majority of which are former British 
colonies. 

2 Single Member Majority (SMM) 
The Single Member Majority (SMM) system is similar to the SMP in that 
the country is divided into electoral constituencies. However, the fundamental 
characteristic is that candidates will be required to command an absolute 
majority of votes (50 + 1 per cent) in the constituency to be declared winner. 
In most cases, where candidates fail to achieve an absolute majority, a run-ofT 
is called, particularly in presidential elections. 

3 Proportional Representation System (PR) 
There are various types of Proportional Representation systems operated 
worldwide; but the commonly used variant is the closed party list system. 
Under this system, the entire country is considered to constitute a single 
constituency. Political parties will contest this space and will be allocated 
seats according to the proportion of votes they garner nationally. The PR 
system hence favors broader representation. The parties will use the closed 
lists submitted to the EMB to assign MPs to seats in hierarchical order. There 
is no requirement for a by-election when a vacancy occurs, rather, parties will 
be allowed to fill the void with the next person on the party list. Few SADC 
member states use Proportional Representation (PR) system namely Angola, 
Mozambique, Namibia and South Africa. 

4 Mixed Member Proportional System ( MMP) 
The Mixed Member Proportional (MMP) system is a combination of the 
SMP or FPTP and the PR. The system facilitates the election of one stream 
of Members of Parliament through the FPTP and the other through the PR 
system. Two countries that have adopted the MMP system in Southern Africa 
are Lesotho and Mauritius (EISA 2003). 
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Economic and political strain on the FPTP 
Research by IDASA illustrates that countries that employ the FPTP are 
experiencing political and economic pressures arising from the replacement 
costs for deceased members of parliament. Mortality rates amongst MPs and 
local councillors in constituency-based systems is increasing the number of by-
elections and multiplying several times the economic and political consequences 
to the respective countries. The List-PR system comes through as the most cost-
effective model to adopt in face of HIV/AIDS. Proponents of the FPTP will insist 
that the system is strong on accountability and representation due to the direct 
link between candidate and the people; and that the best way to go withstand 
the shocks of HIV/AIDS is employing substitute MPs as Senegal has done. The 
MMP on the other-hand only provides minimal protection as one stream of MPs 
elected through FPTP will still need to be replaced through by-elections (unless 
this requirement is waived) (Chirambo 2005). 

Economic and human cost of HIV!AIDS 
The available evidence on the economic and political costs of the pandemic 
generated through the electoral systems is compelling enough to instigate urgent 
reforms. A pilot study by IDASA undertaken in 2003 in Zambia (which uses the 
FPTP electoral method), indicated that between 1964 and 1984 (the 20 year period 
before the advent of HIV/AIDS) a total of 46 by-elections were held, and 14 of 
those were a result of death by illness and accidents combined. Comparatively 
during the succeeding 18-year period (from 1985, the year the first case of AIDS 
was documented in Zambia, to February 2003) 102 by-elections were held and 
59 of those were due to deaths from undisclosed illnesses. Thirty-nine of the 59 
deaths occurred between 1992 and February 2003, a period when the pandemic 
peaked in Zambia. 

The research relies on inferences drawn from the age cohorts of the M Ps; with 
mainly representatives in the 40-59 age cohort constituting the casualties in the 
AIDS era" compared to the over 60s in the 'pre-AIDS" periods. By-elections held 
in large constituencies have in some cases cost up to USD 200,000. In Tanzania, 
by-elections are estimated to cost between USD $300,000 and $500,000 (Kessy 
et al. 2006). Similarly, six by-elections were held in Lesotho since the country 
modified the electoral model in 2002 from FPTP to a Mixed Member Proportional 
(MMP) system. Each by-election cost in the region of about R1 million (about 
US$ 161,290.30). Three of the by-elections were caused by MPs succumbing 
prematurely to undisclosed illnesses (Chirambo 2005). 

Political consequences of by-elections 
Repeated by-elections have a number of unintended consequences of which two 
will be cast in sharper relief: 

• loss of representation; and 
• voter fatigue. 
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Repeated by-elections could quite easily introduce electoral fatigue amongst 
voters, who have to contend with other daily chores and would have little time for 
political life. In instances where parties have a presence in parliament and cabinet, 
the provision of services to the public will be interrupted. The replacement of 
leadership is time-consuming for party, state and citizen and may be characterised 
by long periods through which the people remain unrepresented. 

The loss of representation denies voice to the affected constituencies and will 
likely weaken the negotiating abilities of marginalised communities to place their 
immediate priorities on the national agenda. 

c) Parliaments 

Power and gender balance 
The AIDS-induced vacancies not only rob the constituency of representatives 
but also reduce the bargaining capacities of parties in parliament. The quality 
of the debate and input into policy interventions may fall short in instances 
where a number of MPs have died or are absent for long periods due to illness. 
In general, there are three different ways at which 'unintended consequences' of 
AIDS mortality amongst the leadership will affect parliament as an institution 
through the following channels: 

• power balance; 
• personal level; 
• gender balance. 

Power balance It is evident for instance in Zimbabwe that the power balance 
changed gradually due to by-elections. Soon after the 2000 parliamentary 
elections, 14 by-elections were held, eight of them due to deaths to undisclosed 
ailments among MPs. Despite the country holding its most competitive elections 
in history which saw the ruling party claim 62 of the 120 elective seats and the 
opposition garner a dramatic 57; by-elections arising from deaths, resignations 
and dismissals resulted in ZANU-PF the ruling party increasing its strengths to 
67 seats, while opposition MDC declined to 52 seats. Similarly, in Zambia, after 
the 2001 polls, 16 MPs were replaced through by-elections a variety of reasons 
and resultant by-elections have favoured the ruling MMD. 

The power-shifts are not in themselves undemocratic. What is to be doubted is 
whether the conditions for competition favour under-resourced political parties. 
Studies on party political financing have shown that ruling parties (as stated 
earlier) will usually funnel funds from state coffers using several means and will 
hence have greater advantages over foes. 

The shift in the power balance will likely impact on the ability of parliamentary 
opposition to exert their influence on fundamental policy issues including HIV/ 
AIDS. In the event that a ruling party prioritises political survival over demands 
of health and education, the capacity of opposition parties so affected by power 
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shifts to influence the national agenda will be limited. Zimbabwe, a country on the 
verge of socio-economic collapse due to sanctions, provides a compelling case. 

Personal level Members of Parliament (MPs) will carry the burden of AIDS 
as individuals when they are sick or when they respond to the needs of a dying 
electorate. Recent studies by IDASA/CPC have shown that MPs in high prevalence 
constituencies do experience a strain on personal finances. MPs from Kenya 
indicated in the study that they are expected by their constituencies to spend 
time at funerals; contribute to funeral expenses and deliver speeches at burials 
(Koiko, Maina 2005). 

The regularity with which this has happened in the era of AIDS had tended 
to compromise attention to other matters of a national interest and strain 
their personal finances. The electorate will feel the brunt of the disease on 
leadership when their elected representatives themselves are taken ill  or die of 
AIDS. The loss of a highly regarded representative provides no guarantee that 
the replacement candidate will articulate the concerns of the marginalised with 
similar competence. 

Gender balance The third and last point of impact is gender equity. Equal 
representation of women and men in parliament is considered a prerequisite for 
democracy, given that females in fact constitute the majority in most countries 
but enjoy less power. International human rights instruments recognise equal 
representation of the genders as a matter of fundamental rights and justice. The 
more qualitative argument for increased representation of the female gender 
suggests that women due to their socialisation tend to exert more effort toward life 
quality issues such as health and education, which form the basis for improving 
the quality of life of nations. Poverty and patriarchal societal structures are some 
barriers that impede women's negotiating power in decision-making processes 
(SARDC/SADC-PF 1999). Women also bear the burden of the HIV/AIDS 
pandemic; they would be the care-givers and the most infected. Paradoxically, 
this renders them as important partners in decision-making on matters relating 
to the HIV/AIDS pandemic. 

The loss of female representatives to AIDS and other illnesses is particularly 
problematic for countries using the FPTP as in most cases the affected political 
party will fail  to fill  the vacancy with another woman, let alone reclaim the seat.  
Studies in Southern Africa have shown that gender balance will rarely be achieved 
under the FPTP system as demonstrated by the eight countries in the region that 
use this electoral model (SARDC/SADC-PF 1999). This is due to the fact that 
political parties under the FPTP rely quite heavily on the individual charisma of 
the candidate. Patriarchal societies will ensure that the candidate is male. 

In Zambia's 2001 elections, donor funding to promote the cause of women 
failed to put even a quarter of the 198 women who were supported through NGOs 
to contest national and local government elections (Chirambo et al.  2003). A 
declaration by SADC to achieve 30 per cent female representation in decision-
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making structures in all its 14 member states by 2005 has dismally failed in the eight 
member states using FPTP.1' However, countries employing the list-PR, especially 
South Africa and Mozambique, have since attained the 30 per cent threshold. 
Through the PR system parties can deliberately infuse women to their respective 
party lists to fill the proportional quota of seats allocated after an election. 

What can parliaments do? 
Much faith is placed on legislative bodies to influence change on many national 
priorities; and yet, a close examination of the power structures suggests that the 
executive is the dominant arm of the state. The influence of the legislature on the 
executive is often doubted because parliaments operate side by side with over
bearing presidential systems in a 'hybrid' set up in much of Africa. Parliaments 
are not only poorly funded they also do not control their own budgets and will 
struggle to fulfill basic obligations. Analysts adjudge parliaments to have a 
'diminished" role to that of the executive and will therefore have difficulty fulfilling 
their over-sight functions (SAIIA 2006). Parliaments are also seen to have a weak 
link with the public. 

A host of other factors can be pivotal in determining the parliament-public 
bond. The electoral system is central; PR systems are weak in this respect while 
FPTP provide a stronger sense of accountability and direct relationship between 
elector and elected. Other considerations are the political culture, vibrancy 
of political parties, the media, geography and communication infrastructure. 
Geographical considerations are paramount in determining this relationship; for 
not only are parliaments located in national capitals, which are far-flung from 
the vast majority of rural and peri-urban dwellers, but they also embrace rules 
and regulations that intimidate ordinary members of the public from accessing 
the public gallery (ibid). 

Parliamentary responses to HIVIAIDS 
Recent studies by SADC-Parliamentary Forum and the National Democratic 
Institute (NDI) on parliamentary interventions in the SADC region suggest that 
portfolio, select or special committees have been assigned to deal with HIV/AIDS 
in several legislative bodies. 

However, knowledge at an individual level is described as weak; similar 
studies commissioned by the Canada Parliamentary Centre (CPC) conducted 
by IDASA indicate that the broader implication of the pandemic are not known 
by parliamentarians to inform an agenda that could encapsulate the political, 
economic and social dynamics. To their credit, several parliaments are battling 
to have their established mechanisms up and running but seem to lack informed 
options on what the nature of their interventions should be in a field highly 
considered technical. Most of the HIV/AIDS committees are not fully active and 
still need to craft comprehensive plans of action. 

The formation of bi-partisan, extra parliamentary NGOs for MPS on the 
lines of the Tanzanian Parliamentarians AIDS Coalition (TAPAC) might go a 
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long way in bringing all elected officials together in a common cause to address 
some of the more immediate needs of society. While not sacrificing the role of the 
opposition, TAPAC on the outset might present a viable opportunity to create 
a critical mass with sufficient clout to change the landscape encompassing the 
political, economic and social dimensions. 

The policy coalition facilitates interaction between decision-makers, civil 
society and research institutions and avoids cheap politicking on a serious national 
emergency, rather concentrates on operating on the basis of national interest. 
Parliaments would also have to broaden their internal responses to AIDS which 
tend to focus mainly on condom distribution. Rather more elaborate workplace 
policies are called for, which combine information, education and communication 
components as an integral part of their regular menu. 

Legal/constitutional reform: absorbing the economic costs 
States will need to act with great urgency to save their countries further strain 
from HIV/AIDS on the electoral systems. In this regard, the sensitisation of 
political parties, individual members of parliament and the executive should be 
an important part of any strategy that seeks to push this political agenda. 

However electoral reforms can have their own political consequences. Not 
only do they involve constitutional review, a whole new education campaign for 
the prospective candidates and the electorate needs to be mounted to re-orientate 
them to a radically different electoral model. This has its own economic costs 
(albeit not as forbidding as the costs required to sustain an FPTP model). 

Parliaments will have a pivotal role to play in passing electoral legislation is 
this regard. To improve problem definition, public hearings that lend voice to 
marginalised populations should grow in significance and allow the personal 
circumstances of citizens to inform policy interventions through elected 
representatives. Such interactions could assist in developing innovative ways of 
encouraging participation.10 

Conclusion 

Research in the field of AIDS and governance has thus far concentrated on the 
impact of HIV/AIDS on institutional capacity and participation. The available 
evidence confirms that AIDS has introduced some severe 'cracks' in African 
political institutions in countries that have a high HIV prevalence rate; affecting 
leadership and ordinary citizens in several complex ways. The information does 
not however lend much credibility to the doomsday hypothesis that permeated 
the social sciences. It appears in many subtle ways, that the institutional 'cracks' 
can be repaired, leading to critical pre-emptive actions, provided policy makers 
take the implications seriously. 

Certainly in respect of the three political institutions, the crisis also presents 
new opportunities for strengthening democracy; a change in the electoral model 
might theoretically improve diversity and inclusivity in policy; embracing more 
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women and PLWHAs. Inevitably this should introduce much needed gender 
balance in decision-making processes in countries that have thus far struggled to 
attain set benchmarks. Political party formation could also radically change to 
assume more policy-focus and ideological astuteness if the PR system prevails. 
Political parties could be better organised, structured and administered with state 
funding mechanisms now being legislated in several countries. 

From an economic point of view, a shift from the FPTP model which is most 
under threat from AIDS, could well release some of the financial resources for 
use in other sectors of the economy, particularly in HIV/AIDS/health sector. 
Stronger workplace policies, coupled with investment in treatment, care and 
support programmes could mitigate the effects on human resources. Interaction 
between elected leaders and the general public through public hearings remains 
one of the most fundamental ways of funnelling issues from the voiceless into 
policy processes. Issues such as stigma and discrimination would be played up 
and dealt with more decisively with politicians taking the lead. 

Based on indicative evidence, I can say in conclusion therefore, that AIDS 
does weaken political institutions with high costs to the treasury; that it can affect 
political participation but there just is not enough empirical data to suggest that 
African democracies have been brought to their knees by the pandemic. 

Notes 

1 The chapter will be informed mainly by procedural definitions of democracy, which 
highlight key elements of participatory competitive politics; social definitions which 
assert full participation of citizens in collective decision-making that impinge on 
people's lives; and to some extent, by the liberal notion which posits the defense and 
protection of civil and political rights, among others as defined by IDEA (2005). 

2 Defined as decision-making and decision-enforcing processes. See Ranney (1982). 
3 Most definitions of governance imply the relationship between the state, civil society 

and the private sector in fostering development. This article embraces the definition 
by Cheema (2000), which places greater emphasis on values, institutions and policy: 
'Governance is a set of values, policies and institutions by which a society manages 
its economic, political and social processes at all levels through interaction among 
government, civil society and private sector'. 

4 UNDP equates good governance to democratic governance: which adds normative 
value to the notion of governance by embracing more qualitative elements such as 
free and fair elections, human rights, rule of law. gender equity, non discrimination, 
freedom of expression and association. See UNDP (2002). 

5 Julius Nyerere united up to 120 ethnic groups with the use, among other things, of 
Swahili as a common language (SARDC 1999a). 

6 Beyond his declaration of HIV/AIDS as a 'national disaster' the King Mwsati 
III reportedly prioritised the purchase of a personal jet valued at US$ 45 million 
- more than double the annual health budget - and the construction of a new multi-
million airport competed with the country's scarce development resources in 2003. 
Comparatively, only $ 33 million was reportedly allocated to agriculture, industrial 
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and mining sectors, transportation and communications, and $ 7 million to community 
and social services. See IRIN (2002). 
The Liberal Progressive Front (LPF); the Lima Party, the Movement for Democratic 
Process (MDP), the Christian Alliance of the Kingdom of Africa (CHAKA), which 
constituted the opposition during the 1992-1996 period, no longer existed by the time 
of the 2001 general elections (SARDC, 1999b). 

8 Please note this in no way suggests that Andy Mazoka died of AIDS. No information 
is available on the cause of death. The example is made merely to demonstrate how 
political parties can be caught in succession battles and their chances compromised 
when prolific actors die. 

9 The Southern African Development Community (SADC) consists of Angola, 
Botswana, Democratic Republic of Congo, Lesotho, Malawi. Mauritius, 
Mozambique, Seychelles, South Africa, Swaziland, Tanzania, Zambia and 
Zimbabwe. 

10 South Africa employs the Special Vote for the physically disabled, pregnant voters, 
people travelling on business and study out of the country etc. (Electoral Act: 33 
(I) (a). There are no explicit legal impediments preventing people who are ill from 
motivating for access to the Special Vote (Lodge 2004). 
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Chapter 5 

HIV/AIDS and National Security 
Colin Mclnnes1 

On 10 January 2000, symbolically at its first meeting of the new millennium, the 
UN Security Council met to discuss the 'impact of AIDS on peace and security'. 
This was the first occasion on which the Security Council had discussed a health 
issue (UNSC 2000, UNAIDS 2005). In the debate US Vice President AI Gore 
argued that 

AIDS is not just a humanitarian crisis. It is a security crisis - because it threatens not 
just individual citizens, but the very institutions that define and defend the character of 
a society. This disease weakens workforces and saps economic strength. AIDS strikes at 
teachers, and denies education to their students. It strikes at the military, and subverts 
the forces of order and peacekeeping. 

Six months later the Security Council passed Resolution 1308, stressing that the 
HIV/AIDS pandemic, if unchecked, 'may pose a risk to stability and security", 
that its spread was 'exacerbated by conditions of violence and insecurity" and 
expressing concerns over the risks to peacekeepers (UNSC 200b, p. 2). In January 
2001 the Security Council returned to HIV/AIDS, with the British ambassador Sir 
Jeremy Greenstock arguing that 'The massive and rapid spread of HIV/AIDS is ... 
a significant threat to international peace and security'. Later that year the General 
Assembly met in Special Session to discuss the threat of HIV/AIDS. Although 
the discussion proved more wide ranging than that of the Security Council, the 
General Assembly's unanimously agreed Declaration of Commitment on HIV/ 
AIDS emphasised the need to prevent the disease spreading further amongst 
uniformed services and international peacekeepers (United Nations 2001). The 
UN's interest in HIV/AIDS as a national security problem has continued through 
the decade, with much of the work conducted by UNAIDS and the Department 
of Peacekeeping Operations. In December 2004, however, infectious disease 
(including HIV/AIDS) was highlighted as a new 'biosecurity' threat by the High 
Level Panel on Threats, Challenges and Change established by the Secretary 
General (United Nations 2004a, 2004b), while in July 2005 the Security Council 
once again discussed HIV/AIDS (United Nations 2005). 

The UN and its associated agencies have been amongst the most important 
players globally in increasing AIDS awareness. But the intervention of the Security 
Council in 2000 was a critical move not simply in raising AIDS awareness but 
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in constructing HIV/AIDS as a national security problem which demanded 
international attention and action.2 This securitising move has been reinforced by 
subsequent actions of the UN, including Resolution 1308 and publications from 
UNAIDS. Moreover the claims made by the Security Council in 2000 have set the 
agenda for the subsequent debate on HIV/AIDS as a national security issue. Its 
intervention therefore provided not merely the legitimisation necessary for HIV/ 
AIDS to be considered a security issue, but the arguments for the development 
of an advocacy consensus which has now reached the stage of orthodoxy. This 
chapter interrogates this orthodoxy by examining the claims made by the Security 
Council as to why HIV/AIDS is a national security issue. Specifically it focuses on 
four claims made in Security Council Resolution 1308, claims which have been 
regularly reiterated since 2000 and which form the core of this orthodoxy - that 
HIV/AIDS poses a risk to stability, to uniformed militaries and to peacekeepers, 
and that the spread of HIV/AIDS is exacerbated by conditions of violence. 

HIV/AIDS and State Stability 

In his address to the Security Council's January 2000 session on HIV/AIDS, Kofi 
Annan argued that AIDS is causing socio-economic crises which in turn threaten 
political stability' (UNSC 2000a, p. 1 ).3 In particular the effects of the disease on 
economies and on governance have been consistently highlighted by the UN and 
other commentators as potentially destabilising. Almost five years after his address 
to the initial Security Council meeting on HIV/AIDS, Kofi Annan returned to 
this theme in his introduction to the report of the High Level Panel on Threats, 
Challenges and Change stating: 'Extreme poverty and infectious disease are 
threats in themselves, but they also create environments which make more likely 
the emergence of other threats, including civil conflict' (United Nations 2004, 
p. viii). The significance of internal instability might of course be felt beyond the 
confines of a failing state: the previous decade had been marked by examples of 
failing states and civil conflict creating problems for international security, while 
in the wake of 9/11 both the Bush administration (The White House 2002) and 
the Democratic Presidential candidate John Kerry drew a link between failing 
states and international terrorism, Kerry explicitly linking terrorism to states 
affected by the disease (Garrett 2005, p. 23).4 It is important to note that HIV/ 
AIDS was not seen by commentators as merely one of a number of infectious 
diseases which, individually or combined, might contribute to state instability 
and failure; rather it was presented as a particularly extreme manifestation of 
this general problem. 

The concern over HIV/AIDS and instability covers two areas: the potential 
economic impact of the disease; and its potential social and political effects. 
The potential economic impact of HIV/AIDS includes: lost productivity due 
to worker illness, absenteeism and low morale; the loss of skilled labour, with 
their replacements perhaps less well educated and poorly trained and motivated; 
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reduced business investment as revenues shrink or are diverted into AIDS-related 
healthcare schemes; reduced external investment as health costs increase and 
productivity falls; the flight of capital outside AIDS-afflicted countries into 
more productive regions; and reduced savings as money is spent on healthcare. In 
particular some of the key industries for states in sub-Saharan Africa where the 
disease has hit hardest - including mining, transport and agriculture appear to 
be particularly susceptible to HIV/AIDS. Crucially H1V/A1DS poses particularly 
severe economic problems because of the cumulative effects of the disease over 
a number of years; because its full effects are postponed as those infected only 
become ill gradually but then pose an increasing economic burden on society; 
and because of its disproportionate impact upon workers in what should be the 
most productive period of their lives (UN/DESA Population Division 2005. ICG 
2001. Ostergard 2002. Verstegen 2005, Schneider and Moodie 2002)/ Estimates 
of the impact commonly range from significant reductions in economic growth 
over time, to real reductions in GDP. One USAID study suggests that in certain 
African states where HIV prevalence rates were 20 per cent or higher. GDP 
declined by 2.6 per cent (Schneider and Moodie 2002). Such economic decline 
may increase income inequalities and poverty, exacerbating or creating social 
and political unrest. 

A second area of concern focuses on potential social and political problems. 
UNAIDS has commented 'Because [HIV/AIDS] primarily affects young adults 
- the backbone of any society-AIDS undermines vital national institutions and 
weakens the foundations on which national security depends' (UNAIDS 2005, 
p. 7). In Eastern and Central Europe, for example, where the epidemic is beginning 
to accelerate, 75 per cent of the most recently reported infections (end 2004) were 
in people under 30 (UNAIDS 2005). Equally worrying for commentators is the 
unusually high prevalence of HIV amongst skilled professionals, including civil 
servants, teachers, police and health workers, which may threaten the institutions 
that make a state run effectively. This may undermine confidence not just in a 
government but in the state itself (Netherlands Ministry of Foreign AtTairs 2005, 
ICG 2001, de Waal 2005, Schneider and Moodie 2002). As teachers become ill, 
for example, and as schoolchildren stay at home to work or care for HIV-positive 
parents, quality of education suffers; as health workers contract HIV or leave 
countries because of high prevalence rates, already pressurised health systems 
may fail; police and other security forces necessary for public order appear 
particularly susceptible to HIV and their number and effectiveness may decline 
(UN DESA/Population Division 2005, Verstegen 2005). All of these threaten 
what the International Crisis Group (2001, p. 1) termed 'the very fibre of what 
constitutes a nation". Democratic development may also be harmed if societies 
become polarised as a consequence of HIV/AIDS, if disaffection with the political 
process sets in. or as a consequence of aid-dependency (NIE 2000. Justice Africa 
2004. Fourie and Schönteich 2001. Verstegen 2005). The stigma of AIDS may 
also lead to exclusion from work and/or society, creating alienation, fatalism and 
anger amongst people, especially young people, living with HIV/AIDS. These 
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people may become prone to criminal violence or to following violent leaders 
(Ostergard 2002, Justice Africa 2004). 

However, although the argument that, in Zinser's words, the 'secondary 
consequences [of major epidemics] have been much more far-reaching and 
disorganizing than anything that could have resulted from mere numerical 
reduction of the population' (Elbe 2003, p. 44) is well established in the public 
health literature, the argument that HIV/AIDS may prove politically destabilising 
is much more speculative and possibly an example of worst case thinking. In 
particular, there is no empirical analysis to date that HIV/AIDS has led to an 
increased risk of conflict in a country (de Waal 2005, Netherlands Ministry 
of Foreign Affairs 2005). Indeed evidence for many of the claims as to why 
HIV/AIDS might prove destabilising appears to be lacking.6 The argument for 
example that high HIV prevalence rates might lead to a disaffected group prone 
to criminal violence and capable of undermining the state remains contested. 
Indeed evidence to date suggests that states are coping with increased criminality 
from HIV, while direct evidence that young people with HIV become fatalistic, 
prone to violence and susceptible to 'entrepreneurs of violence' is lacking (Wilton 
Park 2004, de Waal 2005). Nor is it clear in what ways high HIV prevalence will 
transform societies; what intervening variables will determine the nature of such 
transformations; and how significant such transformations will be (Verstegen 
2005). For example there appears to be a fundamental disagreement over how 
instability might occur. For some, economic collapse and poverty creates the 
potential for political violence to flourish (Tripodi and Patel 2002); for others, 
the issue is one of weakening institutional structures creating a 'fading state' 
which would go out not with a bang but with a whimper (Netherlands Ministry 
of Foreign Affairs 2005). 

As Laurie Garrett (2005) has pointed out, part of the problem in establishing 
the impact of HIV/AIDS is the extended event horizon; the full social and 
economic impact of the disease may be seen in decades not months or years. 
The problem however is not simply one of establishing the empirical evidence 
but of demonstrating a causal link. As UNAIDS itself admitted: 'Defining 
the risk that the epidemic poses to stability and security ... is challenging as it 
is difficult to distinguish the impact the epidemic may have from other factors 
that influence state crises and conflict' (UNAIDS 2005, p. 9). Probably the most 
sophisticated attempt at establishing a causal relationship is the Jaipur paradigm 
of Tony Barnett and Alan Whiteside (2000). This begins by making a distinction 
between susceptibility (those factors which make a society more or less likely to 
experience high prevalence rates of HIV/AIDS) and vulnerability (the extent to 
which a society will be affected by HIV/AIDS). Crucially it is not susceptibility 
which determines vulnerability, but two other factors: social cohesion, and the 
level and distribution of wealth and income. If Barnett and Whiteside are correct, 
then large numbers of states which have a high prevalence of HIV may not be at 
risk from instability. It is only if such states also have both low social cohesion and 
high levels of poverty/unequal distribution of wealth that they may be at high risk 
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of instability. But even if the Jaipur paradigm is incorrect, then it remains unclear 
the extent to which HIV may only prove destabilising if it can exacerbate existing 
tensions in a state, and if so how serious such tensions must be for HIV/AIDS to 
trigger instability. A further complicating factor is that the impact of HIV is not 
immediate but cumulative. On the positive side, this provides the opportunity for 
states and international donors to react and adapt to meet emerging social and 
political problems; on the negative, it may be that the onset of such problems is 
so gradual that they are not noticed, or that social cohesion and/or wealth may 
be eroded over time creating a situation of vulnerability where none previously 
existed. A crucial variable therefore appears to be whether policy and international 
funding mechanisms are sufficiently sensitive to identify and flexible to adjust to 
these challenges (Verstegen 2005). 

HIV/AIDS and the Military 

It has become an 'accepted assumption ... that the rates of HI V are higher among 
the military and other uniformed forces than among the general population". 
(ICG 2004). Although the available data to support this is limited, not least for 
national security reasons (and in some cases a lack of resources to test for HIV 
prevalence), increasing numbers of states are beginning to publicly acknowledge 
that HIV/AIDS is prevalent amongst their uniformed services (UNAIDS 2005). 
The figures most often cited (not least by UNAIDS in the first half of this decade) 
are those of two to three times, or two to five times that of the general population. 
In Eritrea in 2002 for example, UNAIDS reported that 26.5 per cent of AIDS 
cases were members of the Eritrean Defence Force, representing 4.6 per cent of 
the population - roughly double the HIV prevalence rates amongst the sexually 
active population (though this figure is dwarfed by the 22.8 per cent of sex workers 
identified as HIV-positive) (UNAIDS 2003a). In sub-Saharan Africa in particular, 
infection rates amongst the military are often cited as being especially high, with 
a number of militaries experiencing rates above 50 per cent, those of Malawi 
and Zimbabwe believed to be in the order of 75-80 per cent, and elements of the 
South African military believed to be perhaps 90 per cent (UNAIDS 2003b and 
2005, NIE 2000, Ostergard 2002, ICG 2001 and 2004, Schneider and Moodie 
2002, Tripodi and Patel 2002). Moreover, during periods of conflict it is believed 
that the risk of infection may be as much as 50-100 times that of the civilian 
population. The reasons offered for this greater vulnerability are fairly standard 
across the literature. In particular the majority of the military are drawn from 
the age group at greatest risk from infection, namely sexually active 15-24-year-
olds. Half of all new cases of HIV/AIDS are in people between 15 and 24, and 
in Russia 95 per cent of the new HIV/AIDS cases identified in its military are in 
new recruits (UNAIDS 2003b and 2005). Young soldiers are highly mobile as a 
professional group, have money in their pocket and ready access to sex workers 
and illicit drugs. Peer pressure to engage in casual sex may be an important factor 
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in some units, but more generally working in the military creates an environment 
where risk taking is endemic due to the nature of the profession, and this is 
reflected in attitudes towards sex. Moreover deployments away from home create 
loneliness, stress and the build-up of tensions which may seek release either in 
casual sex or illicit drug use (UNAIDS 2003b and 2005, NIE 2000. ICG 2001, 
Ostergard 2002, Chalk 2001, duPont 2001, Verstegen 2005, Bratt 2002, Schneider 
and Moodie 2002, Tripodi and Patel 2002). UNAIDS cites the example of 
Dutch navy and marines personnel on peacekeeping duty in Cambodia, 45 per 
cent of whom had sexual contact, often unprotected, with the local population 
(including sex workers) during a five-month tour (UNAIDS 1998b). In a separate 
report UNAIDS outlined a 2001 survey of the Nigerian armed forces where the 
overwhelming majority knew both the benefits of condom use and where to obtain 
one, but that only half claimed to use condoms with non-regular partners and 
that 42 per cent had served as peacekeepers outside Nigeria (UNAIDS 2005). 
Foreman also makes the point that sex workers often cluster outside garrisons 
or ports and that soldiers and sailors have sex (sometimes unprotected) with a 
relatively small group of women over a period of time. When these soldiers are 
replaced, the same women have sex with a new group. Foreman concludes 'Even 
if only a small number of soldiers or their partners have HIV at the beginning 
of the process, unprotected sex and sharing of partners will soon cause HIV to 
spread' (Foreman 2002, p. 3). 

There is a similar degree of consistency in the arguments as to why this is a 
security problem. In particular, combat readiness and military performance may 
be affected. There is evidence for example that flight times in African militaries 
have been significantly affected because crew have been too ill to fly; there is 
concern that soldiers may be wary of helping comrades with blood injuries in 
combat due to fear of infection; and unit cohesion may suffer if some are HIV-
positive and others are not. The high rate of infection amongst the officer corps 
and NCOs will not only affect leadership and experience, but may mean the loss 
of informal networks crucial to the efficient operation of complex institutions 
such as the military. Of particular concern appears to be the potential loss of 
experienced military and technical specialists with 8-15 years service, the 'middle 
management' and technical glue which holds an organisation together. The loss of 
experienced officers and NCOs may also affect discipline. Morale may deteriorate 
as workloads are increased to cover for the ill; as the progressive deterioration 
of comrades due to AIDS is witnessed; or due to the fear of infection and the 
stigma associated with it (although this latter point appears paradoxical given 
claims that soldiers are willing to risk contracting HIV through their sexual 
behaviour); the pool of recruits may diminish as HIV-positive youngsters are 
turned away; while the cost of treating those in the military may pose a major 
burden on defence budgets (and one which may not be eligible for international 
aid). If military effectiveness is reduced as a result of HIV/AIDS, or even if it is 
perceived to have been affected, then states may be at greater risk from internal 
c o n f l i c t  o r  e x t e r n a l  a g g r e s s i o n  ( E l b e  2 0 0 3 ,  H e i n e c k e n  2 0 0 3 ,  O s t e r g a r d  2 0 0 2 ,  N I E  
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2000, ICG 2001). Moreover there is some evidence to suggest that conflicts may 
be prolonged either to defer the return of HIV-positive troops, or to enable them 
to gain sufficient money (legally or otherwise) to allow them to purchase ARVs 
(rumours persist for example of troops in the DRC postponing their return to 
enable them to obtain diamonds to purchase ARVs) (Foreman 2002). Finally 
the vigorous training regime of most militaries may impair immune systems of 
HIV-positive soldiers accelerating the progression of the disease (although data 
on this remains uncertain). 

The argument that HIV levels are significantly higher in the military and 
that this is therefore a concern for national security needs to be treated carefully 
however. In particular the statistical evidence is no longer so clear cut. In 2005 
UNAIDS admitted that 'little reliable information is available on levels of HIV 
infection among uniformed services. Few countries conduct systematic screening 
and public health surveillance systems are often weak', although it did go on to 
state that high prevalence rates had been discovered in some uniformed services 
and that states were increasingly expressing concern (UNAIDS 2005). However 
in its 2005 general update on the AIDS pandemic, UNAIDS did not single 
out the military as a special risk or key vector for the spread of the disease, 
although it did emphasise other vulnerable groups such as the prison population 
(UNAIDS/WHO 2005). The argument that the military experiences significantly 
higher prevalence rates than the general population is largely drawn from limited 
evidence from the mid-1990s. A decade later this pattern is no longer borne out, 
partly because in sub-Saharan Africa (where much of the data originated) levels 
in the general population have risen to broadly match those of the military (de 
Waal 2005, Heinecken 2003). In addition there is evidence that prevalence rates 
may be case dependent and subject to a number of variables, including age, 
rank structure, deployment patterns and military culture (Netherlands Ministry 
of Foreign Affairs 2005). In Angola for example, HIV prevalence in its armed 
forces is currently estimated at 4.5 per cent (compared to a general level of 3.9 
per cent), but near the border with Namibia this rises to 11 per cent while in rural 
areas such as Kuito and Dundo it is less than 3 per cent - lower than the national 
average (UNAIDS 2005). Thus not all units appear equally susceptible to HIV. 
Moreover HIV/AIDS is preventable8 and there is a growing body of evidence to 
suggest that militaries have been acting to prevent the spread of HIV. Not least, 
in 2003 the UN General Assembly launched a global initiative to improve AIDS 
awareness in militaries. Within two years UNAIDS had undertaken programmes 
in over 50 states while a number of states have undertaken programmes in 
advance or independent of UNAIDS (UNAIDS 2002, duPont 2001, ICG 
2004).9 The success of such programmes appears to be mixed. In Thailand, 
not only was an awareness and prevention programme extremely successful in 
reducing HIV prevalence, but the structured, disciplined nature of the military 
was seen as useful in raising awareness and ensuring that preventative measures 
were taken (UNAIDS 2004). In Eritrea, UNAIDS commented that the military 
were a captive audience and an 'ideal medium" for AIDS awareness campaigns. 
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contributing to a 'near universal knowledge' of HIV. Nevertheless, 62 percent of 
the Eritrean military saw themselves as not being at risk from AIDS (UNAIDS 
2003a). Similarly, surveys of the Nigerian, Cameroonian and Cambodian armies 
all revealed both a high level of understanding of how HIV was transmitted and 
how it could be avoided, but that a significant percentage (over 40 per cent in 
all cases) still engaged in unprotected sex with non-regular partners (UNAIDS 
2005). The success of awareness training may therefore be case dependent, with 
identified variables including: the willingness of military leaders to acknowledge 
and address the problem; the rotation of personnel on operational duty hampering 
a consistent response; levels of funding and technical capacity to respond to 
AIDS; consistent implementation of programmes and the use of peer groups 
in education; the ability to test for HIV/AIDS; the effective distribution of free 
condoms; and the perceived value of condoms as a free commodity (UNAIDS 
2003b and 2005). Prevention may also be hampered by difficulties in changing 
sexual practices due to deep-rooted religious and/or cultural beliefs. Condom use 
in particular appears to be susceptible to religious and cultural barriers (Kingma 
and Yeager 2005). 

HIV prevalence may also be affected by screening recruits to ensure that 
they are HIV negative. In the South African military for example, 'No person 
is recruited or contract renewed unless the specified health standards, which 
includes an HIV negative status, are met' (Heinecken 2003, p. 286).10 When this 
is coupled to AIDS awareness programmes within the military, prevalence may 
be sharply reduced. However such screening may pose civil liberties problems in 
some states and/or resource issues, such that it is unlikely to be widely adopted. 
Whether there will be a sufficient pool of HIV negative recruits also appears 
to be highly case sensitive, with some states experiencing 'youth bulges" which 
will probably provide necessary numbers of HIV negative recruits. Moreover, in 
conscript armies many recruits are from rural areas where HIV prevalence rates 
tend to be lower (de Waal 2005). 

The stereotype of highly mobile young men with money to burn is also 
questionable. Many soldiers, particularly conscripts, are poorly paid, largely 
stationary and may be based in remote rural areas where HIV prevalence is low. 
Moreover evidence suggests that sex workers operate in a similarly hierarchical 
manner, with a particular group being identified with for example the lower ranks, 
another with NCOs, and another with junior officers. This creates a relatively 
closed group which limits the spread of HI V. Nor are the effects of HIV necessarily 
as dramatic as those portrayed in much of the literature. The pyramid structure of 
all regular militaries means that there are usually more candidates for promotion 
than there are places, providing a degree of redundancy against 'hollowing out'. 
Equally, discipline is common to all militaries with well-established methods of 
maintaining it even under significant pressure. Therefore HIV is unlikely to pose 
a  s ign i f i c an t  d i s c ip l i na r y  p rob l em excep t  i n  t hose  mi l i t a r i e s  w i th  a  p ropens i t y  f o r  
poor discipline. Indeed there is little evidence that discipline has been undermined 
because of HIV in previously well ordered militaries (de Waal 2005). Moreover 
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the loss of personnel is something for which militaries should be prepared because 
of combat. In this respect, HIV/AIDS is less of a problem because of the time 
allowed for replacements to be brought into units. Nor is it apparent that the 
weakness of a state's armed forces is a causal agent in either internal or external 
aggression. It appears far more likely to be a contributory factor, and even then 
secrecy over combat readiness and HIV prevalence may limit the impression of 
weakness. Therefore, as Alex de Waal has commented. Tears that militaries would 
collapse on account of HIV/AIDS have not materialized. But serious causes for 
concern remain' (de Waal 2005, p. 4). 

HIV/AIDS and International Peacekeeping 

Three concerns are frequently expressed over the impact of HIV/AIDS on 
peacekeeping." The first of these is that peacekeepers may be at increased risk 
from HIV. This argument is linked to the perception that many of the world's 
conflicts are in regions with a high prevalence of HIV. Concerns over infection 
appear to have originated with the deployment of UNTAC to Cambodia 
in the early 1990s, but it was in Sierra Leone where these concerns received 
prominence. In July 2000 Richard Holbrooke highlighted the international 
security consequences of this by stating that the US would refuse to support 
any UN peacekeeping resolution which did not take the risk of HIV/AIDS into 
account (UNSC 2000b, Ostergard 2002, Chalk 2001, Schneider and Moodie 
2002, Bratt 2002, ICG 2004). Second, there are concerns that peacekeepers may 
act as vectors for the spread of HIV. This appears to have occurred in both Sierra 
L e o n e  a n d  C a m b o d i a ,  w h e r e  c o n c e r n s  o v e r  p e a c e k e e p e r s  b e i n g  a t  r i s k  f r o m  H I V  
have also been prominent (Chalk 2001, Schneider and Moodie 2002, Bratt 2002). 
Significantly, the top 10 contributory nations to peacekeeping operations include 
states with high HIV prevalence rates such as Kenya, Nigeria and Ghana, as well 
as a number perceived to be at high risk such as Ukraine, Bangladesh. Pakistan 
and India (UNAIDS 2005). Christen Halle, chief medical support officer in the 
UN's Department of Peacekeeping Operations, described one state 'perceiving 
itself as low endemic, [demanding] a guarantee that all deployed peacekeepers 
would be HIV negative. The fact that the UN cannot give such a guarantee could 
lead to a situation where a member state, reluctant to accept a peacekeeping 
force, might resist pressure to do so and reject the presence of UN troops on its 
territory" (Halle 2002, p. 18). This concern over peacekeeping acting as a vector 
for HIV was further exacerbated by allegations of sexual exploitation and abuse 
by UN peacekeepers in the DRC. The UN's report acknowledged that exploitation 
and abuse were 'widespread" in the DRC and had occurred elsewhere. Ironically, 
the ready availability of condoms to peacekeepers - distributed as a means 
of protecting them against HIV - was seen by some soldiers as an unofficial 
endorsement of sexual exploitation (United Nations 2005b). Finally HIV may 
make it difficult for some armies to deploy peacekeeping forces, especially at short 
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notice. In particular the attempt to devolve peacekeeping to regional powers may 
be hamstrung by high HIV prevalence, particularly amongst key African armies 
such as South Africa and Nigeria (Heinecken 2003, Schneider and Moodie 2002, 
Elbe 2004, Justice Africa 2004). 

This problem has become more serious as the number of peacekeeping 
missions and states contributing troops has increased. In May 2005,105 countries 
were contributing 66,000 uniformed peacekeepers to 18 UN missions. With 
troop rotation, the number of peacekeepers deployed on UN operations each 
year approximated to 100,000. However, the UN has also been prominent in 
attempting to reduce the concerns over a linkage between HIV and peacekeeping 
(UNAIDS 2005). Security Council Resolutions 1308 and 1325 both address this 
link, while in January 2001 UNAIDS and the UN's Department of Peacekeeping 
Operations (DPKO) formally agreed to cooperate to reduce the risk of HIV/ 
AIDS in peacekeeping operations. The key to the UN's approach has been 
to raise awareness of HIV/AIDS amongst peacekeepers and other workers in 
humanitarian emergencies (including, for example, those engaged in disaster 
relief after the December 2004 tsunami). A million awareness cards have been 
distributed to all UN peacekeepers as well as humanitarian workers and national 
militaries; awareness training has been provided to UN mandated operations 
such as those in Haiti. Burundi and the Sudan; a senior HIV officer is appointed 
to each UN peace support operation and nine major operations have full time 
advisers; and awareness training has been established and supported in national 
militaries, with programmes established in over 60 countries by the middle of 
2005 either independently or in conjunction with UNAIDS (UNSC 2000b, 
2000c, 2004a, 2004b and 2005, UNAIDS 2005, Greenstock 2001, Halle 2002). 
Interestingly, because of this awareness training, the potential for peacekeepers 
to prevent or contain the spread of HIV has also been recognised. As early as the 
January 2000 meeting of the Security Council, Peter Piot, the Executive Director 
of UNAIDS, made the case that 'military and police forces that are well trained in 
HIV prevention and behaviour change can be a tremendous force for prevention 
as long as it is made one of their priorities' (Piot 2000). However others have 
questioned whether this task would be better left to health professionals, whether 
it might confuse the role of peacekeepers, and whether such a task might be an 
example of how peacekeeping missions become overextended (Bratt 2002). 

The UN's initiatives on HIV/AIDS awareness training have been hailed 
as having had a 'positive impact' (Wilton Park 2004, UNAIDS 2005), while 
in July 2005 the head of the UN's Department of Peacekeeping Operations, 
Jean-Marie Guehenno, reported to the Security Council that 87 per cent of UN 
peacekeepers deployed for over one month received AIDS awareness training 
(UN News Centre 2005). Nevertheless there are a number of limiting factors 
in the scheme. Peacekeepers remain under national jurisdiction and the UN is 
reliant upon national authorities to ensure that awareness training is properly 
implemented. Reports suggest that this does not always happen and, even when 
it does, its impact is sometimes limited (Wilton Park 2004). Indeed in his report 
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to the Security Council, Guehenno admitted that very little of this training 
was conducted at battalion or detachment level, while only 2 per cent of troops 
were briefed on HIV/AIDS by their own commanding officers (UN News 
Centre 2005). Fieldwork conducted by Harley Feldbaum (2005) suggests that 
the impact of AIDS training should not be exaggerated and that the effect of a 
card and a distant AIDS awareness adviser on sexual practices was likely to be 
limited. Feldbaums work appears to confirm earlier findings of Yeager, Hendrix 
and Kingma (2000) that HIV awareness programmes in militaries, although 
increasing, tended to be infrequent and suffer from a lack of peer involvement 
thereby reducing their effectiveness. Militaries have spent decades attempting 
to educate soldiers on the dangers of sexually transmitted diseases, not always 
with success even when diseases such as syphilis were life threatening and had no 
known cure.12 Although it is conceivable that the social stigma of HIV/AIDS may 
in this instance be beneficial in encouraging soldiers to take precautions, there 
is little available evidence that this is the case. There is also a degree of tension 
over length of deployment. Studies conducted by the Nigerian military over 
the ECOMOG deployment concluded that the longer troops were deployed the 
more susceptible they became to HIV infection; but too quick a rotation poses 
problems for the effectiveness of awareness campaigns and education (Kingma 
and Yeager 2005). 

A second approach has been to encourage the screening of troops prior to 
peacekeeping deployment. Not all nations are willing to screen peacekeepers for 
HIV however, including the UK (UK Ministry of Defence 2005), potentially 
raising concerns not only amongst other national contingents involved in a 
peacekeeping operations but with the recipient country. Mandatory testing 
however raises questions of civil liberties in certain states and may in some 
instances be harmful in driving the disease underground (as has happened 
with other infectious diseases when mandatory testing has been implemented) 
(Bratt 2002, Verstegen 2005, Tripodi and Patel. Wilton Park 2004). Kingma and 
Yeager (2005) also point to the contradictions in the UN's position in that it both 
encourages screening to ensure confidence in host countries and simultaneously 
expresses reservations over the effectiveness of screening and the human rights 
implications of such a policy13 Finally, it should be noted that UN initiatives on 
HIV do not apply to peacekeeping operations undertaken by regional security 
organisations (such as ECOMOG), and although it may be hoped that the UN's 
best practice may be emulated there is no guarantee of this. 

What this suggests is that educating peacekeepers and affecting their behaviour 
is not perhaps as straightforward as successive UN Resolutions may have wished. 
Nor is the data on the links between HIV and peacekeeping as clear cut as it may 
have initially appeared. The most recent UN AIDS update on the global spread of 
HIV/AIDS does not suggest that peacekeeping is an important vector in the spread 
of the disease. Cross-referring its report with the major peacekeeping missions 
from earlier in the decade (to allow time for evidence of a link to emerge), what is 
striking is that - with the exception of Sierra Leone - there appears to be little or no 
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linkage between UN peacekeeping missions and high prevalence. Major missions 
in Ethiopia/Eritrea, the DRC, East Timor and Kosovo either fail to correspond 
to significantly increased HIV prevalence rates, or if such rates do increase they 
may be explained by other causal factor (for example, increases in East Timor may 
be explained by more general phenomena such as widespread IV drug abuse and 
unsafe sexual practices in large parts of Asia). Nor do longstanding peacekeeping 
missions outside Africa (for example, Cyprus, Lebanon, El Salvador) appear to 
have provoked an unusually high HIV prevalence. Indeed even in Africa a number 
of states with the long established peacekeeping missions have amongst the lowest 
HIV prevalence rates (for example, Angola in sub-Saharan Africa, Eritrea and 
Somalia). There is a prima facie paradox to the UN's position here: if it is arguing 
that conflict can act as a vector for the spread of HIV (see below), then the presence 
of peacekeepers preventing conflict might lead to a reduced rate from what might 
otherwise have developed. Moreover, although the overall total of peacekeepers 
may be measured in the tens of thousands, only a handful of missions have more 
than a thousand troops deployed. The impact of peacekeepers on national HIV 
infection rates therefore may be low simply because of the small numbers usually 
deployed on a local basis.14 What also remains unclear is the extent to which 
peacekeepers have become infected with HIV while on operational tours of duty 
- data on this is simply not readily available. As UNAIDS recently commented 
'Current tracking systems in many missions are weak and, as a consequence, vital 
information is being lost or overlooked1 (UNAIDS 2005, p. 25). Lacking such 
data, claims about the dangers remain unproven. 

It therefore appears that the fears of the Security Council in 2000 over a 
link between HIV/AIDS and peacekeeping may not have been realised: despite 
an increase in UN peacekeeping missions and in the number of peacekeepers 
deployed, evidence that they have contributed to the spread of HIV/AIDS or that 
peacekeepers have been infected with the AIDS virus remains at best uncertain. 
Placing this success at the doors of the UN awareness campaign however is 
problematic given the reservations raised above. An equally convincing rationale 
is that the links between HIV and peacekeeping simply are not as robust as were 
once feared. 

HIV/AIDS and Conflict 

There is a strong advocacy consensus that conflict acts as a vector for the spread 
of HIV/AIDS. This was reflected in UNSC Resolution 1308, but originates from 
several years earlier. In particular the first major epidemic of HIV/AIDS, in 
Uganda, coincided with the invasion of that country. Moreover links have been 
drawn between the fact that Southern Africa, where HIV is most prevalent, was 
also an area of high instability during the 1970s and 1980s (UNSC 2000b, UNSC 
2001, Greenstock 2001, Bratt 2002, Verstegen 2005, Fourie and Schönteich 2001). 
There is similarly broad consensus as to the reasons for this: that soldiers, already 
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a high risk group, are willing to engage in even more risky behaviour in conflict 
regions; that incidents of sexual violence increase in conflict; that combat injuries 
may be treated in the field with blood donated by comrades which has not been 
screened; that civil society and government may break down releasing some of the 
limitations on behaviour, while prolonged conflict may induce a sense of fatalism 
and willingness to engage in risky activities; health education and surveillance 
may be poor in zones of conflict; soldiers returning from conflicts may bring HIV 
with them; conflicts create migration which may facilitate the spread of HIV; and 
refugee camps may have poor health education and access to condoms, but are also 
areas where sexual violence is rife (UNAIDS 2005, Nguyen and Stovel 2004, Elbe 
2002, Bratt 2002, ICG 2004). In addition HIV/AIDS may act as a disincentive to 
end conflicts because of fears that troops from low prevalence areas may act as a 
Trojan horse for the spread of the disease on their return (UNAIDS 2005). 

Despite the strength of this advocacy consensus, there is growing evidence that 
the link between conflict and the spread of HIV is far from straightforward. Some 
long conflicts have demonstrated little change in HIV prevalence (for example 
during the conflict in Angola), while a number of more recent conflicts have seen 
HIV prevalence reduce suggesting that that conflict actually limits the spread 
of HIV. Not least, if conflict isolates regions and reduces mobility, then one of 
the most significant vectors for the spread of the disease - human mobility is 
directly affected. Nor are refugee camps necessarily catalysts for an increase in 
HIV prevalence. In some camps, better health education, together with improved 
security preventing sexual exploitation or abuse, may act to reduce the spread of 
HIV Nor is the end of conflict the end of the problem - increasingly it is apparent 
that the post-conflict phase may witness increased prevalence as confidence 
returns, mobility within a region increases and foreign workers begin to appear 
(as has happened in Mozambique and Afghanistan) (Spiegel 2005, Netherlands 
Ministry of Foreign Affairs 2005, de Waal 2005). The case of Angola appears 
particularly interesting in this respect. UNAIDS has commented that 'largely due 
to the internal armed conflict, the Angolan HIV prevalence appears considerably 
lower than in neighbouring countries. This suggests that the restricted mobility 
as a result of the conflict may have slowed the spread of HIV in the country' 
(UNAIDS 2005, p. 26). In its 2005 report on the global AIDS epidemic, UNAIDS 
similarly commented that Angola, which is emerging from decades of war, has 
by far the lowest HIV prevalence in southern Africa' (UNAIDS/WHO 2005). 
The epidemiology of HIV/AIDS and conflict therefore appears to be complex. 
Although a key variable appears to be differences in HIV prevalence between 
the conflict region and that of troops or humanitarian workers from outside the 
region - if one is high and the other low, then conflict may act as a vector for 
the disease - even this is only one variable in a complex mix which appears to be 
poorly understood. 

Nor is conflict the only vector for the disease. The Ivory Coast in the 1990s for 
example was relatively peaceful and stable, but nevertheless experienced increased 
HIV prevalence; in Asia, trade, drug use and human trafficking (including for 
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the sex industry) appear to be much more significant vectors; in China, a key 
additional vector may prove to be a contaminated blood supply; while in Russia 
and the Ukraine drug use is the most significant initial driver of HIV infection 
subsequently accelerated by unsafe sexual practices (UNA1DS/WHO 2005, Hsu 
2001, Beyer 2002). Indeed, the focus of recent UNAIDS reports on the global 
spread of HIV/AIDS is on unsafe/commercial sex and intravenous drug use as 
major vectors for the spread of the disease, not conflict. Nor is conflict seen as 
a major underlying factor - rather social practices and injustice are seen as the 
key factors here (UNAIDS/WHO 2005). This then raises the question of how 
significant is conflict as a vector for the disease? Some caution may be required. 
Conflict may in certain circumstances act as a vector for the spread of the disease; 
in others however it may slow the spread of the disease; while overall it does not 
appear to be a key vector in the global spread of the disease. By focusing on conflict 
as a vector for HIV, not only is the epidemiology of the disease oversimplified but 
other major vectors may be ignored or not given sufficient attention. 

Conclusion 

As Lindy Heinecken (2004, p. 296) has pointed out, HIV/AIDS is not in itself a 
national security problem. Rather, '[ijt is the collective impact of the disease on 
the social structure of society and on state strength that creates the problem'. In 
the early years of this decade, an advocacy consensus emerged that HIV/AIDS 
created problems for national security, and that the spread of the disease was 
affected by violent conflict. The January 2000 Security Council debate and 
Resolution 1308 were crucial in legitimising and promoting these arguments. As 
UNAIDS commented in 2005: 'By drawing the worlds attentions to the security 
dimensions of the AIDS epidemic, the Security Council has helped transform the 
way that the world views the disease' (UNAIDS 2005, p. 6). The Security Councils 
arguments of 2000 have now become an established orthodoxy, repeated by the 
UN, its agencies and other commentators. 

But the evidence supporting the Security Council's four key arguments now 
appears less clear cut, more complex and case sensitive. Moreover the causal links 
between HIV/AIDS and insecurity appear less robust. It is tempting to argue that 
some of the dangers identified have been averted through preventative action, 
not least AIDS awareness programmes and the free distribution of condoms; 
but in retrospect the case made in 2000 was somewhat speculative, while worst 
case thinking and snowballing subsequently led these concerns to a position of 
orthodoxy which now appears less assured. This is not to say that HIV/AIDS 
does not lead to national security problems. Indeed as Laurie Garrett (2005, p. 16) 
has commented, 'the lack of demonstrable proof of a security threat currently 
in place against any given state, regional, or transnational system does not mean 
the danger is nonexistent, or that it will not emerge as a pandemic". Rather it is to 
suggest that the case is at the very least more complex than originally articulated. 
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that the threat may be less direct, and that there may have been some exaggeration 
of the risk to national security given the lack of available evidence. 

Notes 

1 An earlier version of this chapter appeared in the March 2006 edition of International 
Affairs. The article drew on a number of confidential interviews and discussions held 
from late 2002 through to the summer of 2005. Advice and support was provided by 
Harley Feldbaum. Kelley Lee, Simon Rushton, Owain Williams and John Wyn Owen. 
Subsequent feedback on the article was provided by Denis Altman, Stefan Elbe and 
the Security Research Group at the University of Wales Aberystwyth. 1 would like 
to thank all those involved. 

2 As well as a national security problem, HIV/AIDS has also been successfully presented 
as a human security issue (Commission on Human Security 2003, Altman 2003. Justice 
Africa 2004, Fourie and Schönteich 2001). 

3 See also Hsu (2001). 
4 See also Smith (2005). 
5 For an extensive review of the literature on the economic impact of HIV/AIDS, see 

Nguyen and Stovel (2004). 
6 The exception to this is the 'poverty fuels conflict" argument, where a body of evidence 

does appear to exist which is suggestive of such a link. As Alex de Waal has commented. 
The association is small but robust. Insofar as HIV/AIDS contributes to poverty, 
inequality and economic downturn, it also increases the risk of conflict' (de Waal 
2005, p. 11). However Paul Collier has argued 'When the main grievances - inequality, 
political repression, and ethnic and religious divisions - are measured objectively, 
they provide no explanatory power in predicting rebellion. These objective grievances 
and hatreds simply cannot usually be the cause of violent conflict'. For Collier it is 
access to resources that is critical in fuelling and maintaining a civil conflict, implicitly 
suggesting that high HIV prevalence is likely to be at best a marginal contributory 
factor (Collier 2000, p. 21) Collier's thesis, although influential from his position in 
the World Bank, is nevertheless controversial (see, for example, Marchal (n.d.). 

7 For example shortly after of the UN Security Council discussion on HIV/AIDS , the 
Congolese military (Mikangou 2000), the South African Defence Forces (AFP 2000) 
and the Nigerian military (Media Institute of South Africa 2000) all released data 
on HIV infection rates. Garrett (2005) makes the point that almost nothing is known 
of HIV/AIDS in the world's two largest militaries - India and China. However in 
On the Front Line UNAIDS (2005) claims that HIV/AIDS is the fifth highest reason 
to be invalided out of the Indian military and the second highest cause of death in 
its navy. Although Russia has released figures which suggest that HIV prevalence 
in its armed forces is roughly in line with national trends, UNAIDS (2005) remains 
sceptical of this considering it might be an underestimation of the problem. A number 
of Western militaries, including the UK, do not screen recruits nor survey them for 
HIV prevalence. 

8 On possible initiatives to prevent the spread of HIV/AIDS in militaries, see UNAIDS 
(2003b) and Foreman (2002). 

9 The UN's AIDS awareness card is available from Awareness@unaids.org. For details 
on the card see UNAIDS (2003b). 

mailto:Awareness@unaids.org
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10 See also de Waal (2005); Netherlands Ministry of Foreign Affairs (2005). 
11 "Peacekeeping" here is used in a broad sense, encompassing what are sometimes 

termed 'peace support operations' and humanitarian interventions as well as the more 
traditional monitoring of peace agreements. 

12 The phenomenon of high ST1 rates amongst militaries stationed abroad has a long 
history. In the 1830s, one third of British troops in India were hospitalised because 
of STIs (compared to 1 in 30 for Indian soldiers), while in the 1960s infection rates 
amongst US soldiers in Vietnam were nine times those of soldiers in the US, and in 
Thailand almost half of US soldiers contracted an STI (Foreman 2002). 

13 See also UNAIDS (2003a). 
14 Data for this comparison was taken from UNAIDS/WHO 2005, UN DPKO 2005, 

US General Accounting Office 2001. 
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Chapter 6 

HIV/AIDS and Development :  
Failures of Vision and Imagination 

Alan Whiteside 

Introduction 

Human nature demands people strive to 'better" themselves. For some it means 
more material possessions, for others intellectual advancement, for many it is that 
the world be a better place for their children. Nations expect to make progress in a 
similar fashion. In the rich world this is most frequently set out in the manifestos 
of political parties. For example in the UK the Labour Party policy states; 'Having 
secured a third term, we will fulfil our promise to renew our country and take 
Britain forward to a better future not back to a failed Tory past ... We will focus 
on three crucial areas: the economy, modernising public services, tackling crime 
and asylum; building on what we have achieved to make Britain better since 
coming to office in 1997' (Labour Party, n.d.). 

Across the Atlantic in the run up to the 2004 US election the Republican Party 
set out its platform in a document entitled '2004 Republican Party Platform: A 
Safer World and a More Hopeful America'. The preamble states; 

Our plans focus on ensuring that America remains safe, terrorists are defeated, and 
democracy flourishes in the world ... on expanding opportunities for ownership 
and investment ... on making tax relief permanent and ensuring greater energy 
independence ... on increasing the afTordability and accessibility of health care ... on 
promoting works of compassion and strengthening our greatest values ... on preparing 
students for success in life by bringing the benefits of education reform to high schools 
... and on helping workers adjust to a changing economy by offering flexible training 
options that meet their individual needs. (Republican Party 2004) 

In the resource-poor world the national goals are usually articulated through 
National Development Plans or Poverty Reduction Strategy Programmes. For 
example Botswana has a long history of preparing and following development 
plans. The Ninth National Development Plan 2003/04 to 2008/09 has as its theme 
Towards Realisation of Vision 2016: Sustainable and Diversified Development 
through Competitiveness in Global Markets'. Presenting this in Parliament in 
2002, the Minister of Finance and Development Planning. Baledzi Gaolathe, 
noted that it: 
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aims at building the pillars of Vision 2016, namely, an educated and informed nation; 
a prosperous, productive and innovative nation; a compassionate, just and caring 
nation; a safe and secure nation; an open, democratic and accountable nation; moral 
and tolerant nation; and a united and proud nation. 

Setting national goals is generally not contentious and the targets are bland. 
There is not much variation between countries. At the end of the day, in most 
countries, the electorate will decide if promises have been kept. This is not the 
case at the international level. 

Global Goal Setting 

Goals are no longer only national. One of the effects of globalisation, instant 
communications and internationalism is that, increasingly, global objectives are 
being set. This article looks at the goals that have particular resonance for the 
developing world and asks why there is such a disconnect between these and the 
HIV/AIDS epidemic. 

The UN and OECD 

Setting of international targets began in 1945 with the preamble to the Charter 
of the UN, which states: 

We the peoples of the United Nations determined: 
to save succeeding generations from the scourge of war, which twice in our lifetime 
has brought untold sorrow to mankind, and 
to reaffirm faith in fundamental human rights, in the dignity and worth of the 
human person, in the equal rights of men and women and of nations large and 
small, and 
to establish conditions under which justice and respect for the obligations arising 
from treaties and other sources of international law can be maintained, and 
to promote social progress and better standards of life in larger freedom. 

The idea of social progress and better standards of living came to be known 
as development. This term, as we understand it today, has its roots in the 
decolonisation of the 1950s and 1960s. Under this concept nations could be 
divided into those that were 'developed' and those that were 'under-' or "less' 
developed. It was assumed the iess' developed nations aspired to achieve the 
quality of life and material status of 'developed" countries. 

At the turn of the century the Millenium Development Goals (MDGs) were 
adopted by the UN General Assembly (18 September 2000). Tellingly the second 
paragraph of the resolution states: 

We recognize that, in addition to our separate responsibilities to our individual societies, 
we have a collective responsibility to uphold the principles of human dignity, equality 
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and equity at the global level. As leaders we have a duty therefore to all the worlds 
people, especially the most vulnerable and. in particular, the children of the world, to 
whom the future belongs. 

The declaration then goes on to say with regard to development and poverty 
eradication: 

11. We will spare no effort to free our fellow men, women and children from the abject 
and dehumanizing conditions of extreme poverty, to which more than a billion of 
them are currently subjected. We are committed to making the right to development 
a reality for everyone and to freeing the entire human race from want. 
12. We resolve therefore to create an environment - at the national and global levels 
alike - which is conducive to development and to the elimination of poverty. 

There are eight goals and 18 targets. In this article we will consider the first 
seven goals which relate life conditions in the resource poor world. Goal eight 
and targets 12 to 18 speak to developing a global partnership for development. 
These MDGs are: 

Goal 1 Eradicate extreme poverty and hunger 
Target 1. Halve, between 1990 and 2015, the proportion of people whose income is 
less than $1 a day 
Target 2. Halve, between 1990 and 2015, the proportion of people who suffer from 
hunger 
Goal 2 Achieve universal primary education 
Target 3. Ensure that, by 2015, children everywhere, boys and girls alike, will be able 
to complete a full course of primary schooling 
Goal 3 Promote gender equality and empower women 
Target 4. Eliminate gender disparity in primary and secondary education, preferably 
by 2005, and in all levels of education no later than 2015 
Goal 4 Reduce child mortality 
Target 5. Reduce by two-thirds, between 1990 and 2015, the under-five mortality 
rate 
Goal 5 Improve maternal health 
Target 6. Reduce by three-quarters, between 1990 and 2015, the maternal mortality 
ratio 
Goal 6 Combat HIV/ADDS, malaria, and other diseases 
Target 7. Have halted by 2015 and begun to reverse the spread of HIV/AIDS 
Target 8. Have halted by 2015 and begun to reverse the incidence of malaria and 
other major diseases 
Goal 7 Ensure environmental sustainability 
Target 9. Integrate the principles of sustainable development into country policies and 
programs and reverse the loss of environmental resources 
I arget 10. Halve, by 2015, the proportion of people without sustainable access to safe 
drinking water and basic sanitation 
I arget 11. Have achieved by 2020 a significant improvement in the lives of at least 100 
million slum dwellers. (United Nations 2005) 
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Recently there have been a number of important international meetings and 
reports which make reference to the MDGs. These are outlined below. 

The Commission for Africa 

This was established by the British Prime Minister in 2004 and reported in early 
2005. The Commission's report proposed a 'coherent package' for Africa to 
address inter-related problems. It argued challenges could only be met through a 
new kind of partnership and development, based on mutual respect and solidarity, 
as well as an analysis of what works in practice. The report called for an additional 
US$25 billion per year in aid by 2010 and a further US$25 billion a year to be 
implemented by 2015, as well as a timetable, on the part of rich countries, for 
reaching the 0.7 per cent target of annual income. Actions envisaged include 
investment in African capacity; support of accountable budgetary processes 
and anti-corruption measures; support of conflict management structures and 
processes; funding of educational and healthcare services; support of economic 
growth and poverty reduction strategies and the promotion of more and fairer 
trade (Commission for Africa 2005). 

The Commission's report has one subsection devoted to HIV/AIDS in the 
chapter 'Leaving No-One Out: Investing in People'. The 'Growing for Growth 
and Poverty Reduction' chapter identifies the economic impact of HI V and AIDS 
as one of the two key challenges to growth. It argues that 

Top priority must be given to scaling up services needed to deal with the catastrophe of 
HIV and AIDS ... But this must be done through existing systems, rather than parallel 
new ones. Governments should also be supported to protect orphans and vulnerable 
children and other groups who would otherwise be left out of the growth story 

The report tries to consider AIDS as a cross-cutting issue; AIDS mortality 
is identified as one of the causes of teacher shortages in Africa (ibid., p. 186) It 
contains some innovative ideas: for example 'To ensure that the HIV and AIDS 
response is mainstreamed, we recommend that UNAIDS should be supported 
in the development of accreditation systems for HIV and AIDS competency 
among international agencies, businesses and nations' (ibid., p. 206). The 
recommendations are, however, quite predictable - specifically with regard to 
HIV/AIDS it says that the international community must reach global agreement 
by 2005 to harmonise 'the current disparate response to HIV and AIDS'; and 
'Donors should meet immediate needs and increase their contribution to S10 
billion with in five years in line with the UNGASS agreement' (ibid., p. 216). 
AIDS is not understood to be a 'killer assumption'. If it is not dealt with many 
of the other recommendations fall away in some African countries. 
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Gleneagles Summit 

At the Gleneagles Summit (Scotland, July 2005), G8 leaders, presidents and 
prime ministers of Brazil, China, India, Mexico and South Africa and the heads 
of the International Organisations met to discuss a number of issues, including 
development in Africa and how to accelerate progress towards Millennium 
Development Goals.1 The G8 leaders agreed to a comprehensive approach 
to support these objectives, including the provision of substantial additional 
resources, some of which would be used for 'investment in health and education, 
and to take action to combat HIV/AIDS, malaria, TB and other killer diseases'. 
Aid for Africa should be doubled by 2010 (increase of at least $25 billion per year 
by 2010), with innovative financing mechanisms to deliver and bring forward this 
financing, (the World Bank would have a key coordinating role). The G8 agreed to 
cancel all debts owed by eligible heavily indebted poor countries to the International 
Development Association (IDA), the IMF and the African Development Fund. 

The summit concluded poor countries must 'decide and lead their own 
development strategies and economic policies". The leaders concluded: 

we know this is only the beginning. We must build on the progress we have made today. 
We must take this spirit forward to the UN Millennium Review Summit in New York 
in September, and ensure a successful conclusion to the Doha Development Agenda. 
(G8 2005) 

UN Millennium Development Goal Reporting 

There have been a number of UN reports on progress towards the MDGs. The 
'Millennium Development Report" (2005) is the most comprehensive and updated 
account of the progress made towards achieving the MDG goals. In his foreword, 
UN Secretary General Kofi Annan highlights the risk that many of the poorest 
countries will not be able to meet a number of the goals. Overall, the data presented 
in the report is not encouraging, especially for the poorest countries. Many of these 
will not meet the goals by 2015. Furthermore, some regions are falling behind 
significantly. A BBC report on 12 September 2005 pointed out 'sub-Saharan Africa 
appears to be moving backwards rather than forwards' (Black 2005a). 

The proportion of people living in extreme poverty in the developing world 
decreased from 28 per cent in 1990 to 21 per cent in 2001, and rates of extreme 
poverty in Asia fell rapidly, but in sub-Saharan Africa (SSA) millions more fell 
deep into poverty (UN DESA/Statistics Division 2005). While 30 countries (14 
in SSA) reduced hunger by at least 25 per cent during the last decade, in SSA 
the number of malnourished children increased,2 partly as a result of conflicts, 
population growth and declining agricultural productivity. With regard to the 
goal of improving maternal health, recent estimates indicate significant declines 
in countries where maternal mortality was already relatively low, but ratios in 
SSA and Southern Asia - the most affected areas - continue to be high. As far 
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as education is concerned, most developing regions have made progress towards 
universal primary education, yet some 115 million children are still out of school 
and some regions are not expected to achieve the MDGs. The education crisis 
has been worsened by the impact of AIDS, which is exacerbating the shortage 
of trained teachers and causing children to be pulled out of school because of 
adult mortality and economic hardship. 

The report shows that the epidemic is also taking its toll on child mortality. 
Since 1990 only Northern Africa, Latin America and the Caribbean and South-
East Asia maintained their pace of improvement in decreasing child mortality. 
Countries afflicted by AIDS, especially in Southern Africa, have seen increases 
in under-five deaths. At current rates, it is estimated that the reduction in child 
mortality by 2015 will be about 15 per cent, as opposed to the two-thirds target 
set out in the MDGs. 

Goal 6 is specifically to combat the three diseases of AIDS, malaria and 
tuberculosis. However they remain the primary cause of premature death in some 
of the poorest countries of the world. HIV prevalence has increased in all regions 
since 1990 and tuberculosis is also on the rise in SSA and parts of the former 
Soviet Union, largely as a result of the spread of HIV/AIDS. 

Specifically on HIV/AIDS, the UN's Millennium Development Goals Report 
attributes insufficient progress in tackling the epidemic to 'inadequate resources 
and a lack of political leadership ... - especially where HIV has established 
footholds among marginalized and stigmatized groups'. It also warns that 
'unless pragmatic and forward-looking approaches are adopted, HIV will spread 
in countries that, until now, have escaped a major epidemic' (United Nations 
2005a, p. 25). 

The overview of the MDGs identified four reasons for shortfalls in the progress 
to meeting the MDGs. Firstly, governance failures when governments don't 
uphold the rule of law, create appropriate economic policy or make appropriate 
public investment. Secondly the poverty traps where countries are too poor to 
help themselves. Thirdly the existence of pockets of poverty that result in lagging 
regions or groups. Finally areas of specific policy neglect where 'some goals are not 
being met simply because policy makers are unaware of the challenges, unaware of 
what to do, or neglectful of core public issues' (UN Millennium Project 2005). 

AIDS gets barely a mention and yet it is a cross-cutting long-wave epidemic. 
Indeed current figures show that in 2015, when the MDGs are expected to be 
met - less than a decade away - mortality may still be rising in many countries, 
and we know that orphaning rates will be on the increase with their consequent 
ill-understood consequence. 

The 2005 World Summit 

This meeting held in New York on 14-16 September, brought together some 150 
heads of state and government. The agenda was based on proposals outlined in 
March by the UN Secretary General and reviewed by governments in a series of 
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informal consultations. The four principal goals to form the basis of this discussion 
were: freedom from want; freedom from fear; freedom to live in dignity; and 
strengthening the United Nations. 

With regard to MDGs, the World Summit Outcome document reiterates 
commitment to the promises made at the Gleneagles Summit. A strong 
commitment is made to achieving these goals, as well as to providing immediate 
support for 'quick impact' initiatives to support anti-malaria efforts, education and 
healthcare (United Nations 2005b). Developed countries pledged an additional 
$50 billion a year to fight poverty and reaffirmed their intention to deal with 
Africa's special needs. Leaders also resolved to 'work towards' a lasting solution 
to the huge external debt burden of many African countries. 

However, the contents of the outcome document primarily confirm 
commitments to broad principles and to working towards the achievement of 
established goals, rather than precise objectives and timeframes. It is unclear 
whether this summit will have concrete results in terms of accelerating the 
achievement of MDGs, the original purpose of the meeting. The adoption of 
a bold national development strategy by 2006 for each developing country with 
extreme poverty was approved in full. Although promises by developed countries 
to achieve the 0.7 per cent target for ODA assistance were 'welcomed', no pressure 
or deadlines were placed on them to reach this target. Similarly, although the 
Secretary General had, in the light of the Doha trade negotiations, asked for 
duty-free and quota-free market access for ail exports from least developed 
countries as a first step, it was only agreed that countries would 'work towards' 
implementing Doha and these measures. 

Reactions to the outcome have been mixed with comments ranging from 
'historic' to 'outrageous'. Part of this criticism derives from the fact that the 
Summit was supposed to concentrate on MDGs, but, instead, incorporated a 
number of issues such as UN reform and terrorism. However, in a press statement 
(20/09/2005), Kofi Annan, said that the Summit had achieved important results, 
especially regarding the measures needed to reach the MDGs by 2015. Annan 
stated that 'the document is still a remarkable expression of world unity on a 
wide range of issues' (United Nations General Assembly 2005, United Nations 
News Service 2005, Black 2005a, Black 2005b). 

The Failure to Consider HIV 

As early as 2001 I co-authored a UNDP background paper warning that: 

HIV/AIDS is having a disastrous impact on the social and economic development 
of countries most affected by the epidemic. In much of Africa and other affected 
regions, this epidemic will prove to be the biggest single obstacle to reaching national 
poverty reduction targets and the development goals agreed on at the United Nations 
Millennium Summit. 
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The challenge is immense: how do countries reduce the proportion of people living 
in poverty when up to a quarter of households are decimated by AIDS? How do 
countries deliver on policies aimed at equity in access to economic opportunities 
and social services when AIDS widens economic differentials and undermines 
service delivery? How do countries deliver on promises to improve quality of life 
for coming generations when 40 million children will grow up orphaned by AI DS 
(Loewensen and Whiteside 2001)? 

There is no reason to revise this prediction in the light of events in 2005. 
Indeed we are forced to wonder if anyone read the paper let alone actually acted 
on it. There is still a blind spot when it comes to understanding what the epidemic 
means for development. In the remainder of this article I explore why we ignore 
AIDS at our peril. 

Understanding Impact 

HIV/AIDS is a long wave event. There are waves of spread and waves of impact. 
The concept of waves of impact is well illustrated by the three curves shown in 
Figure 6.1. First HIV spreads silently in a population. This is followed six to 
10 years later by the rise in AIDS cases, and finally even further in the future 
is the third curve, that of impact. In the case of orphaning, data from Uganda 
shows the number of AIDS orphans may only peak some 14 years after the HIV 
prevalence. In reality there will be waves of impact which may last generations 
- orphans may leave a new generation of orphans. 

In AIDS in the Twenty-First Century: Disease and Globalisation (Barnett and 
Whiteside 2002) we argued that there were six stages as an epidemic evolves, (Table 
6.1). Although some countries have reached Stage 5, there is still little evidence 
that any country (except Uganda) has moved beyond that. At the sub-national 
level, some regions and communities that reached Stage 5 within the last decade 
are now in Stage 6. However there is still minimal evidence of impact at the sub-
national, community, and enterprise level of Stages 5 and 6 impacts. 

The 'Known' Impact of AIDS 

Although it is difficult to look far into the future and at the impact of HIV/AIDS 
there are consequences that are known. In many countries we have a reasonable 
clear idea of the magnitude of the epidemic (within a range). There are surveys, 
usually of antenatal clinic attenders. Using models that have been developed over 
the life of the epidemic, and which are constantly being revised and improved it is 
possible to estimate health and demographic events. These include the number of 
infections, illnesses, deaths and orphans. There is a margin of error, for example in 
South Africa the UNAIDS 2004 report estimated there were between 4.3 and 5.9 
million infected people in South Africa, and in 2005 the Department of Health 
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Numbers 

B 

A 

T T, Time 

Figure 6.1 Epidemic curves, HIV, AIDS and impact 

Source: Whiteside 2004. 

estimated, based on its 2004 survey, that there were 6.29 million infected people 
(South Africa, Department of Health 2004). 

Even very resource poor countries are able to predict HIV infection and deaths 
as Figures 6.2 and 6.3 from Malawi show. Indeed as part of the planning for the 
rollout of antiretroviral therapy there have been calculations as to not only how 
many people are infected but also how many will need treatment. 

We can predict the demographic impacts of this disease and we can be 
reasonable sure of what they will look like for the next six to 10 years. Ironically 
if we meet the treatment goals of putting half those who would benefit on ante-
retroviral therapy then we would increase the number of infections and delay the 
demographic events of death and orphaning - however as with all the international 
goals concerning resource poor countries this goal is unlikely to be met. Sadly 
we can discount it. 

AIDS and Development 

Development is about more than just economic growth. This was recognised by 
the UNDP, with its Human Development Reports first published in 1990. This 
opened with the statement: 'The real wealth of a nation is its people. And the 
purpose of development is to create an enabling environment for people to enjoy 
long, healthy and creative lives' (UNDP 1999, p. 1). 
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(73 
i § 

l " § -o 
 ̂  ̂ O 

D. o 

(U 
 ̂ •• 

tc — 
55 03 (U 

co 

C/3 fll 
0/5 > 

a> —. 

i s 

^ i c ^ 0 ^ 

1 ̂ 
o 2 
D. Co 

o S 

(U 3 
Oß 3 
OS 3 
O <U 
IT) Oß 

»A  ̂

u 2 x: E OJ 
E x) 
 ̂ 2 

td a" 
v Oß 

TD 3 
TD 'S. 
3 O 
03 O 

TD 2 
G C/3 
cd TD 
a g 
S c 

oß 5 
D 3 

Cd C/3 
GN  ̂
TS 

.E S 
lO 

~ >-
A  ̂

8 -
3 3 (U D "3 <" 
>  ̂(U t« L-
c- x: 

o 

t/3 
3 

U( 
O 

Oß 
3 

O UZ — 

'w TD U 
3 G C/3 
U cd 3 
> cd 

3 
— 
(U O 

O s OJ 00 >. 
t-

TD cd cd 
3 
cd 3 3 
cd O 3 C/3 
a. (D O 
3 X > 
0 1) 3 

O u. C/3 3 
O Oß O 
3 
O 

>. 
a; 

-G C/3 
't« 

X 03 

3 
CJ x: 3 cd D. 

O <u 
i— E TD 

(U O (U 
t/3 -4—» C/3 
3 C/3 
CJ ••—» 

<2 
<D 

1 
Um 
(L) 
> 

X UJ O 

3 
3 
E 
1 -O D  ̂s 
c H 
* o 
2 -ff 
0 E x: c 
u cd 1/5 c« 

C/3 (U 
CJ u-
o 
C/3 a> u< 
C 
cd 
E 
3 

o 
3 o u u 

TD 
3 
cd 
3 O 
o 
3 TD O u-a 

TD 3 
cd 

X) t/f 
03 U 

U •£ 
5 D. 

Oß 3 

3 
03 

g | 

> o w 
u. Oß 
Cu 3 u. 3̂ C/2 U 00 

cd u c u <u 
TD 
3 O 

1> 
3 (U 
c/f <U 

TD 
3 
cd 

3 
3 

.i£ O 
2C 
H 

C/3 uo o >, 
u. 

° E 
C/J >-« c/3 a> 
2 E co 

JÜ 
O 1— 

TD <U 
C/3 

!s 5 a> a, 
C/3 

•5 E 
= I 
"§ s 

CJ 05 
0 5 t/2 O 

TD 3 W-
03 O 

Vi 1) 
C/3 3 O « D. 

Oß c« 
cd <u 
3 Di 
03 

E 

Oß c« 
3 u 
'S. :-s 
0 3 CJ 3 

<_ " 
O .2 
00 3 
 ̂ o 

% 3  ̂ O u O > 1) 
 ̂ 4? cd 

3 u-(U '-J 
O C 
Oß (U 
O ĉ  
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Figure 6.2 HIV prevalence in Malawi: observed and projected 

Source: National AIDS Commission 2003. 

Annual number of deaths of adults 15-49 

Figure 6.3 Impact of AIDS on adult mortality in Malawi, 1985-2003 

Source: National AIDS Commission 2003. 
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Obviously being alive is a precondition for enjoying the benefits of 
development. But AIDS means that this simple prerequisite is not the case for 
many as Table 6.2 shows. 

The Human Development Index (HDI) introduced in 1990 was designed 
to capture as many aspects of human development as possible in one simple 
composite index, producing a ranking of human development achievements. It 
is constructed from three indices: 

• life expectancy which is a proxy indicator for longevity; 
• educational attainment which is measured by literacy and enrolment rates; 
• standard of living which is measured by real GDP per capita. 

The UNDP did not consider the effect of HIV/AIDS on life expectancy until 1997 
and did not do so for all countries until 1999. But when it did so the effects were 
dramatic. Table 6.3 shows how AIDS mortality has affected both life expectancy 
and HDI scores and rankings for selected countries. Botswana is worst affected 
and fell from 71st to 122nd by 2000, and then to 128th by 2004. Even Thailand, 
where the epidemic is under control has been affected. Life expectancy has 
fallen slightly and this has contributed to the decline in its position from 52nd to 
76th place in the HDI rankings by 2000, and to 92nd by 2004. The UNDP data 
are always a few years behind and in a rapidly evolving epidemic they cannot 
capture full impact, nor do they appreciate the future evolving impact. The US 
Bureau of the Census looks into the future and gives figures projected to 2010. 
It compares life expectancy 'with AIDS' and 'without AIDS'. Figure 6.4 shows 
this for selected countries. 

Worst affected of the MDGs is the two-thirds reduction in mortality rates for 
infants and children under the age of five. The UN Millennium project notes that 
child mortality in sub-Saharan Africa remains very high. The role of HIV/AIDS 
in increasing or maintaining high child mortality is not specifically addressed (UN 
Millennium Project). But if we look into the future the situation remains bleak. 
Figure 6.5 shows infant mortality with and without AIDS in selected countries 
in 2010. An effective and relatively inexpensive intervention is available. A single 
dose of Nevirapine to prevent mother to child transmission (MTCT) considerably 
reduces the chance of infection for an infant. This is the only area where a 
quick, inexpensive and achievable intervention could significantly influence an 
international development target. 

The goal of access to health care will also be adversely affected. The targets 
are a 75 per cent reduction in maternal mortality and access through the primary 
health care system to reproductive health services as soon as possible, and no later 
than the year 2015. How will AIDS affect these goals? Access to health care will 
be more difficult due to increased demand and reduced supply. Roll-out of ARV 
therapy will, in the short term, exacerbate this. 
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Conclusion 

AIDS and Governance 

Although we are in the third decade of the epidemic, the international development 
community has not taken AIDS on board. There is little appreciation of what 
HIV/AIDS means for development targets. Those charged with measuring 
development have failed to respond. Their indicators do not pick up the impact 
of the disease, because they are based on historical data and take no account of 
current and future impact. Even with existing data it is not clear what is and is 
not included and those who prepare the data do not compare with and without 
AIDS scenarios. 

This is a long-wave event. The impacts are complex and possibly self-
reinforcing. Development targets need to be revised in the light of HIV/AIDS 
- along with the measures of 'development'. 

In September 2005 in New York the world community's declaration is full of 
high sounding words: 

We reaffirm that each country must take primary responsibility for its own 
development and that the role of national policies and development strategies cannot 
be overemphasized in the achievement of sustainable development... national efforts 
should be complemented by supportive global programmes, measures and policies .. .we 
resolve: (a) To adopt, by 2006, and implement comprehensive national development 
strategies to achieve the internationally agreed development goals and objectives 

and so on. In the declaration HIV/AIDS, malaria, tuberculosis and other health 
issues get a clause of their own which states: 'We recognize that HIV/AIDS, 
malaria, tuberculosis and other infectious diseases pose severe risks for the entire 
world and serious challenges to the achievement of development goals' (Clause 
57). 

But what is lacking is an understanding of the long-wave nature, complexity 
and depth impact of this disease. HIV/AIDS in Africa represents the major 
challenge for the millennium development goals today. It means that some goals 
are going to be unachievable, and it means that sustainable development is 
something we have to talk about and think about It means that African countries 
are not going to graduate from needing support and certainly not treatment targets 
are met and this is not even touched on in this article. 

All is not bleak. The international community need to get the message that 
the best way to deal with HIV/AIDS is through sustained equitable development. 
If this is achieved it is harder for HIV to spread and easier to address the impact 
of AIDS. But it is going to take time, longer than 2015. 

Notes 

1 For the discussion on Africa and development as well as the African leaders the heads 
of the African Union Commission, International Monetary Fund, United Nations 
and the World Bank joined the meeting. 
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2 The estimated proportion of malnourished children in sub-Saharan Africa remained 
roughly the same, decreasing from 32 per cent in 1990 to 31 per cent in 2003. 
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Chapter 7 

Taboos and Denial in 
Government Responses 

Dennis Altman1 

Stopping the spread of HIV should be easy. Indeed someone looking back in a 
hundred year's time at the rapid spread of HIV may well be most struck by the 
discrepancy between the ease with which the epidemic could have been significantly 
slowed and the obstacles put in the way to doing so. 

The obstacles range from deliberate denial of the potential for the epidemic 
spreading, to willful ignorance and a desire to maintain particular cultural 
and religious values and policies, irrespective of their impact on the epidemic. 
Just as Thai officials were accused of minimising the impact of the tsunami on 
Thailand at the end of 2004 because of fears it would discourage tourists, so a 
number of governments have played down the threat of HIV for similar reasons. 
The denial is both of the epidemic itself, and of the specific means by which it is 
spread. In retrospect it seems extraordinary that Nelson Mandela's willingness 
to acknowledge that one of his sons died from AIDS in 2005 was seen as an act 
of moral courage. By that stage South Africa's HIV rate was amongst the highest 
in the world, and almost everyone in the country was intimately aware of and 
affected by the epidemic. 

The taboos around dealing with HIV stem from the history of the epidemic, 
the means of its spread and the fear of recognising its potential consequences. 
HIV was originally associated both with stigmatised populations (especially 
homosexual men and drug users) but also with foreigners: while many in western 
countries saw it as an African disease, the reaction in parts of Asia was to brand 
it as an American import and to ban foreigners from bars, nightclubs, etc. Niko 
Besnier noted: '[It] is widely and believed in Tonga [that] AIDS is divine retribution 
for transgressions of selected Biblical injunctions, as well as a foreign threat" 
(Besnier 1997, p. 27). Similar comments underlay the vituperative comments about 
AIDS as an imported disease of western degeneracy in some African countries, 
or Indian claims that AIDS was not a threat because it stemmed from behaviours 
that were alien to Indian culture. 

As treatments for HIV/AIDS have become more effective there has been a 
major international debate about the global inequalities that effectively deny these 
developments to the great majority of those infected. That debate is crucial, but 
it cannot distract from the ongoing issue of preventing transmission of HIV 
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Effective prevention is possible, but it requires a willingness to accept a range of 
sexual and injecting behaviours that are often stigmatised, criminalised, or simply 
denied. The ways in which HIV is spread combined with its slow incubation 
period, which means the great majority of infected people do not know their 
status, has created extraordinary dilemmas for community groups, governments 
and international agencies seeking to implement prevention strategies. 

AIDS and Sexuality 

It is impossible to divorce a discussion of HIV/AIDS from a broader discussion of 
the social and political regulation of sexuality. There is no doubt that the pressures 
to control the epidemic have lead to a dramatic increase in the knowledge and 
discussion of sexuality. (Measuring changes in behaviours is more difficult, but 
the evidence suggests that behavioural changes have taken place, albeit unevenly 
across the world.) Research into sexual behaviour, and publicly funded campaigns, 
which accept at least some of the realities of sexual behaviour, are constantly 
expanding in ways unimaginable without the imperatives of the HIV/AIDS 
pandemic. No longer is it possible for governments to ignore the issues of sexual 
health, nor the ways in which the control of sexual behaviour has immediate 
health consequences. 

These changes can be seen as both liberatory and repressive. A number of 
countries, most notably Thailand, have sought to ensure that sex work involves 
'safe sex', as in the Thai' 100% condom' campaign, which has had a major impact 
on the organised sex trade of that country. Inevitably such campaigns increase 
government surveillance and regulation, and may mean greater interference 
in areas sometimes thought of as private. (Sex worker groups have criticised 
a number of such programmes on these grounds.) Yet such campaigns also 
open up space for the assertion of new identities and rights, so that attacks on 
homosexuals in Egypt or campaigners for women's rights in Bangladesh can call 
upon international support for HIV programmes and an underlying language of 
human rights to bolster their positions. 

These developments are both uneven and highly contentious. At the Special 
Session of the United Nations General Assembly (UNGASS) held in July 2001 
the most disputed issue was whether or not to name particular populations, 
including sex workers and 'men who have sex with men', as particularly affected 
by and vulnerable to HIV. Increasingly conservative governments and religious 
leaders have joined together to block attempts to promote gender equality, in 
particular any significant measures to give women greater power in negotiating 
sexual relations. 

Even without AIDS questions of changes in the understanding and regulation 
of sexuality would be increasingly significant in a globalising world. The vast 
shifts in everyday life which accompany rapid industrialisation, urbanisation 
and civil warfare inevitably disrupt gender and sexual relations, remaking family 
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structures and often forcing people to rely upon the sale of sex as their only means 
of survival. Changes in marriage patterns, increasing teenage sex, rising numbers 
of single parents, new forms of family structures are occurring across both rich 
and poor countries as responses to dramatic shifts in the nature of the economy 
The vast underworld of exploited and marginalised prostitutes in nineteenth 
century European cities is matched today in cities across the globe, and sex work 
is often a major factor in population movements, as hundreds of thousands of 
people, crossing frontiers in search of a better life (or in many cases transported 
across frontiers against their will) become part of the international sex industry. 
Advertisements for brothels in Bangkok and Tokyo feature men and women from 
every continent, and streetwalkers from Rio, Lagos and Calcutta can be found 
in any large European city (Altman 2001). 

At the same time the growing affluence available to at least some people in 
formerly poor countries allows for new choices in matters sexual, as it becomes 
economically and socially possible for women to establish themselves independent 
of either father or husband, and to make choices unimaginable to the vast majority 
of the world's women. In an oversimplified contrast this is demonstrated by 
the shift from the world of teenage marriage arranged between families to the 
'freedom' to choose relationships depicted in programmes such as Friends or Sex 
in the City, and while the latter might seem a mirage to most women, more and 
more can at least imagine it as cultural images are increasingly dispersed through 
the reach of a global media. 

But AIDS has made the sexual possibilities of social and economic change 
more central to public policy, and concentrated political attention on the 
'breakdown' of traditional cultural and social structures, whether these be the 
idealised nuclear family in the west or more traditional extended families in 
many non-western societies. One reaction to these changes is a fundamentalist 
movement to restore the imagined security of tradition, whether this takes the 
form of crusades for family values in the United States or movements to impose 
varieties of Islamic law in countries stretching across Africa and Asia. Another 
is the creation of new identities and communities based upon sexuality and 
lifestyles, often linking people across national frontiers through the use of modern 
technology, above all the internet. 

Particularly significant in terms of HIV is the rapid growth of homosexuality 
as the basis for identity and community outside the western world. It is not only 
in rich countries that gay community organisations helped shape the original 
responses to the epidemic. It was organisations based amongst gay men (and 
often lesbians) in countries as dissimilar as Nicaragua, Malaysia and Hungary 
which first pushed reluctant governments to take the new epidemic seriously. 
Gay communities in various countries invented the term 'safe(r) sex', which first 
appeared in literature produced by gay AIDS prevention groups in San Francisco 
and Houston in 1982. Similar groups quickly followed across the western world 
- early in the epidemic the new messages were dramatised through groups such 
as the Safe Sex Sluts in Melbourne and the Safe Sex Corps in Toronto. Similar 
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messages are now being disseminated through prevention programmes targeting 
a broader public across the world, often through imaginative use of theatre, 
puppetry and cartoons. 

Recognition of the vulnerability of men to infection through homosexual 
contact has meant that international agencies and donors have funded HIV 
prevention programmes for 'men who have sex with men' (a generic term, coined 
to avoid the problem to which such men identify in any particular way). Such 
programmes in turn have assisted the emergence of a larger gay and lesbian 
movement, which is now found in many countries whose official ideologues 
claim homosexuality does not exist within their countries. Often there is an 
uncomfortable balance between those using universal terms of sexual identity 
and those whose sense of self grows out of more 'traditional' ways of organising 
gender and sexuality, as for example the kathoey in Thailand depicted in the film 
Iron Ladies. 

Equally it was the threat of HIV that ended taboos on advertising condoms on 
television in countries such as Australia and France, if not yet the United States. 
In other countries, such as Mexico and the Philippines, condom advertising has 
been a bitterly contested issue, bringing church and state into direct conflict. 
Condoms are now regularly used in pornographic films, thus both normalising 
and perhaps eroticising them. In the same way HIV has been a major factor in 
promoting organisation amongst sex workers, though the great majority of people 
who sell sex do so without much sense of sharing this identity. Even so, the growth 
of sex worker organisations in both rich and poor countries is a significant step 
towards breaking down the worst abuses faced by people who live from selling 
their bodies. 

As it became clear that HIV was spread through sexual contact and needle 
use, discussion of the epidemic was hampered by an apparently universal 
squeamishness about discussing such behaviours openly. Yet even more than sexual 
squeamishness, the desire to deny the threat of HIV seemed in part to grow from a 
repressed knowledge of just what an escalating epidemic could mean to countries 
that were already socially and economically fragile. The threat of the epidemic 
seemed most poignant in South Africa, where the explosion of HIV appeared to 
coincide with the end of apartheid, leading to a sorry history of denial, evasion 
and scapegoating by government officials, who were unable to imagine and act 
upon the sort of massive mobilisation of resources, human as much as financial, 
HIV demanded. Only a psychocultural explanation can make sense of President 
Mbeki's bizarre statements about AIDS, and his determination to disprove the 
existence of HIV as the cause (Posel 2004, Marais 2000, Walker et al. 2004), or 
of the growing irrationality of Mugabe's regime in Zimbabwe, a country with 
one of the world's highest infection rates. 

The stigma associated with HIV/AIDS has made it extremely difficult for the 
most effective prevention methods to be employed. The behaviours associated 
with the spread of the disease embarrass many authorities, who would rather 
deny the existence of HIV than admit that stigmatised and unpopular behaviours 
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exist within their countries (Biackwell 2005, Specter 2004). While epidemiological 
figures support the argument that HIV is largely spread through heterosexual 
intercourse, and that young women are increasingly vulnerable in many parts 
of the world, this is only one part of the overall pattern. The constant stress on 
HIV/AIDS as a disease of women and children allows governments to pass over 
the less savory realities of injecting drug use, commercial sex and homosexuality. 
In a sense we have gone full circle: when the epidemic first emerged in western 
countries in the 1980s there was concern that depicting it as 'a gay disease" would 
both foster homophobia and neglect other forms of transmission. Today the 
emphasis on heterosexual spread means that those most likely to be ignored 
in prevention programmes are men who have sex with men, who are often not 
mentioned at all in official programmes and policies. 

In the same way the emphasis on heterosexual transmission, with its politically 
attractive message that women and children are most at risk, ignores the links 
between HIV and needle use in some countries that are seeing the fastest growth 
of the epidemic, particularly in the former Soviet Union (Human Rights Watch 
2005). The temptation to apply the most obvious patterns of spread in Africa 
to other parts of the world fosters inadequate prevention messages and means a 
distortion of resources, with little funding made available to those groups who 
may be the most vulnerable. 

The hypocrisies of official discourse means that messages about HIV are often 
confused and misleading (governments who refuse to acknowledge homosexuality 
may convey the message that it does not involve any risk of HIV). In countries 
as different as Singapore, Chile and Kenya governments have limited prevention 
campaigns in the name of 'tradition', 'morality' and 'religion', and recent attempts 
by some African Catholic bishops to soften the church's total prohibition of 
condoms were rejected by Rome. At the time of writing there is little reason to 
expect a change during the reign of the current Pope. 

Prevention and its Discontents 

For almost 20 years we have known how HIV is spread, and possessed the 
techniques to prevent transmission. While treatments are expensive and demand 
considerable infrastructure, primarily trained personnel, the basic means of 
prevention are reasonably simple. Use of infected blood in transfusions and 
mother to child transmission are partial exceptions, because they require medical 
rather than behavioural interventions. But there is little doubt that the major 
routes of infection are through sexual intercourse and needle use. Even if one 
accepts there are slip ups, due to human or technical failures, the consistent use 
of condoms and clean needles would be sufficient to greatly slow the spread of 
HIV 

Studies of HIV prevention differ between those that stress the success of 
such technologies of control, and those that emphasise the social and cultural 
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barriers that make consistent use of condoms and clean needles very difficult 
to implement. Even among gay communities in rich countries there is growing 
evidence of a slow decline in the normalisation of 'safe sex', and demands for 
more authoritarian measures (Jacobs 2005). In more generalised epidemics there 
are increasingly arguments for what Alex de Waal (2003) has termed 'assertive 
means" and Allen and Heald (2004) refer to as 'social constraint'. To prevent 
infection, such authors argue, we may need to abandon some of the concerns 
with individual rights and informed consent before testing that characterise the 
international norms on 'best practice'. 

Under conservative political pressure the earlier emphasis of HIV programmes 
on condoms and needles has been replaced by what is known as the 'ABC 
approach', namely 'Abstain; Be faithful/reduce partners; use Condoms'. A 
statement by a group of American experts at the end of 2004 argued that; 

All three elements of this approach are essential to reducing HIV incidence, although 
the emphasis placed on individual elements needs to vary according to the target 
population. Although the overall programmatic mix should include an appropriate 
balance of A, B and C interventions, it is not essential that every organisation 
promote all three elements; each can focus on the part(s) they are most comfortable 
supporting. 

In practice this position would seem to provide support to moves by the United 
States such as deleting references on the CDC website that cite studies showing 
condom promotion does not lead to increased sexual activity, and that this is 
highly effective in preventing HIV transmission. 

The difficulties of simultaneously sending apparently conflicting messages 
through the ABC model' are summed up by Shanti Parikh as follows: 'Uganda's 
internationally lauded ABC campaign is often interpreted by youth in unintended 
ways, as they translate the message in ways that position monogamy and condoms 
as two mutually exclusive options for safer sex' (Parikh 2004. p. 12). Ironically both 
those who want to promote abstinence and those who want to promote safe(r) 
sex are able to point out the inherent contradictions of the ABC. But as many 
teenagers are unlikely to adopt the first measure it is less likely that they will take 
much heed of the others, or will have sufficient knowledge of the sexual history of 
their partners to be sure that they can dispense with condoms. Equally 'faithful" 
wives are often particularly vulnerable to infection because their husbands have 
sex with other partners, but are unwilling to acknowledge this. The' 100% condom" 
programme in Thailand has struggled to persuade people that use of condoms is 
necessary in sexual relationships other than with sex workers. 

Increasingly international debate on HIV prevention has moved from the 
idea of 'safe sex', with its acceptance that large numbers of people will engage 
in sexual intercourse with more than one partner, some of which will make them 
vulnerable to infection, to a stress on the 'traditional' model of restricting sex 
to intercourse within heterosexual marriage. This is a position that is argued 
strenuously by the Catholic Church, the Bush Administration and the President 
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of Uganda, and recalls the precepts of school texts from the 1950s (Crewe 2004). 
(It also ignores such customary practices, such as the expectation in some African 
societies that a widow is expected to have sex with a relative of her dead husband 
for ritual 'cleansing' purposes.) At the same time American pressure has also led 
to a move away from promoting clean needles and replacing this message with 
one of total prohibition. 

Despite a considerable amount of evidence that "harm minimisation', including 
the provision of safe injecting equipment has been remarkably successful in 
slowing transmission of HIV, this has been an approach strongly opposed by 
American conservatives. In late 2004 the United Nations Office of Drugs and 
Crime (UNODC) Executive Director, Antonio Maria Costa, met with the US 
Assistant Secretary of State Robert Charles, following which he issued a statement 
in which he said: 'Under the guise of "harm reduction', there are people working 
disingenuously to alter the world's opposition to drugs' (Bright 2005). Despite 
winning UNODC over to supporting the expert consensus on harm minimisation 
as a weapon against HIV, the United States has so far been able to convince the 
Programme Coordinating Board of UN AIDS, and the first half of 2005 saw 
serious moves in Malaysia and China, both regarded as hardline in their approach 
to drug users, to adopt the principles of harm minimisation because of the fear 
of a growing HIV epidemic. In 2005 the Health Minister of Malaysia, Chua Soi 
Lek, was strongly attacked by religious leaders for proposing distribution of 
condoms and clean needles (Kent 2005). 

Clearly abstinence from both sex outside marriage and needle use would, if 
universal, be the single most effective means of stopping the spread of HIV. The 
real question is how meaningful is such advice for most people in a world where 
the realities of choosing to 'just say no' are not straightforward. There is some 
evidence from Uganda - and Uganda is almost the only country ever cited that 
it is possible to reduce the number of sexual partners and raise the age of sexual 
initiation. It is less likely that abstinence and fidelity alone are effective as long 
term strategies, and indeed this has been argued specifically in the case of one 
study in Uganda's Rakai district (Roehr 2005, Singh et al. 2003). Helen Epstein 
points out that the 'zero grazing' campaigns addressed to Ugandan men in the 
1990s recognised that many men were likely to have multiple partners, and that 
it was more practical to concentrate on reducing casual encounters, especially 
those involving young girls. This is rather different to claims now being made by 
the president's wife that Uganda's success rested upon policies of 'abstinence' 
(Epstein 2005). 

Other than Uganda, almost every reported 'success' in slowing HIV 
transmission, whether among homosexual men in the western world or 'general' 
populations in other countries, has been based on the widespread adoption 
of condoms. Knowledge of how HIV is transmitted and access to condoms is 
of course vital, but even where both of these are present HIV continues to be 
spread sexually. It is true that condoms can break, can be used without proper 
lubrication, or can become ineffective through age or exposure to heat and light. 
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But it is also true that properly used they remain the single most important tool in 
preventing the spread of HIV, and the prohibition of their use by religious leaders 
is directly responsible for thousands of new infections a year. As Norman Hearst 
and Sanny Chen conclude in their remarkably balanced overview of the evidence: 
'Avoiding overstatements about the effectiveness of condoms may go a long way 
toward eliminating any possible conflicts between condom promotion and other 
strategies to reduce sexual risk. Presenting people with accurate information about 
the advantages of condom use is not impossible. Family planning programmes 
around the world have achieved a similar balance in promoting contraception' 
(Hearst and Chen 2004, p. 45). 

To rely on abstinence and monogamy is to ignore the messy realities of human 
life, and the degree to which people will engage in a variety of sexual relations 
under a complex set of social, economic and ideological pressures. Even advocates 
of abstinence (before) and fidelity (within) marriage need acknowledge that a 
great deal of sexual behaviour takes place without full consent. Given gender and 
economic inequalities there will be huge power differentials in the ability of people 
to opt for abstinence, or to insist on the use of condoms in all sexual encounters. 
Equally, drug use is a matter of complex supply/demand questions: most people 
who shoot up live in environments where free choice is doubtful. 

Imagine a child, living on the streets in the slums of Rio or Dacca or Lagos 
or Kiev, forced to survive through prostitution and petty crime, often turning to 
drugs to numb the pain, the fear and the hunger of everyday survival. Telling 
such a child to use condoms or not to share needles to ward off an illness that 
may strike many years hence is meaningless. Imagine a young woman, forced by 
family and community pressure, to marry at 13 and have sexual relations with a 
man older than her father, whom she has never properly met, and the possibility 
of her insisting on his using a condom - if, indeed, she even knows the dangers 
of unprotected intercourse. Imagine a young man, forced into an army or militia, 
having to flee his family and home to survive, perhaps in prison or a make shift 
camp, introduced to drugs as a means of escape, and then imagine the chances 
that he will have the means or the incentive to reject the short-term euphoria of 
a hit because the needle may not be clean. 

Yet in many parts of the world there are considerable obstacles to providing 
the information and the means to protect oneself through these relatively simple 
means, and infections continue to rise. These obstacles stem largely from the 
ways in which sexuality is socially imagined, controlled and surveyed, and the 
fact that sexual acts, usually regarded as private and intimate, do not take place 
outside larger social, economic and political structures. There is an economic 
factor in access to condoms, just as there is to clean needles, but more significant 
are the complex and multiple taboos that surround attempts to create affective 
HIV prevention programmes. 

There has been a significant shift in United States policy in the last couple 
of years, as the Bush Administration has decided both to increase unilateral 
assistance for HIV work and to attach a number of moral guidelines to the 
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prevention component of this assistance. A few years ago then US Secretary 
of State Colin Powell was attacked for endorsing the use of condoms by the 
sexually active. He was attacked not because there is evidence that condoms are 
ineffective - such claims have been effectively disproved - but because he seemed 
to be speaking against the position of the moral right, who have subsequently 
been able to attach most of their assertions to official American policies on HIV 
and family planning. Currently there is a savage, if not always public, debate 
between those advocates of a harm minimisation approach (who tend to echo 
the 'best practice' consensus developed by UNA IDS) and those who argue for 
restricting and if possible eliminating behaviours seen as 'high risk'. In practice 
the argument becomes one between those who would emphasise protecting people 
from infection irrespective of what behaviours they engage in versus those who 
would proscribe and limit the behaviours themselves. 

In those areas of the world - parts of the former Soviet Union and some Asian 
countries such as Burma and Vietnam - where needle infection is the primary 
route of transmission, government policies often stigmatise users to the point 
that attempts to promote safe injecting is itself criminalised. Even in developed 
countries, that pride themselves on their public health achievements, there are 
remarkable lacunae in areas such as prisons, where both needle and sexual 
transmission is common. Indeed, in both Russia and the United States one of the 
single most effective measures to prevent the spread of HIV would be to discharge 
the great majority of prisoners, who are at far greater risk in jail than they pose 
to anyone outside. (There is an unknown percentage of HIV transmission that is 
caused by the use of unclean needles in health care, particularly in the injection 
of antibiotics etc., but except in a few countries this is unlikely to be as significant 
as needle use for illicit drugs.) There are some interesting examples of effective 
prevention in prisons, often from unexpected countries such as Portugal and 
Iran. (In the case of Iran, however, there appears to be a much more pragmatic 
approach to needle use than to sex work or homosexuality.) 

What Makes for Successful Prevention? 

There is no one formula for successful prevention against HIV, but there is a 
combination of factors that together appear to be somewhat effective. Central to 
them all is a combination of information, choice and access to basic prevention 
technologies, including those which women can control. (I am assuming that 
a vaccine is not a realistic prospect in the near future.) For these to be present 
requires both government leadership and community mobilisation, both of which 
are more dependent on human capital than on massive development aid. We 
badly need comparative studies of prevention programmes in, say, Brazil, Senegal, 
Thailand, Cambodia and Uganda, all of which are sometimes touted as 'success 
stories" before we can be sure what has been most effective method. 
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HIV prevention that is not tied to larger social and political agendas will not 
succeed, and will certainly not be sustainable. As Alex de Waal points out: 

In Uganda it was the creation of local democracy and affirmative action for women; in 
Ethiopia it was the preservation of the army as a functioning institution - drawing on 
the army's history as a liberation movement. In these cases, those implementing policies 
have not shirked from using assertive means to enact behavioral change, including 
where necessary coercing the minority that is unwilling to behave in a responsible 
manner. At their core has been the project of giving people something to believe in. 
(de Waal 2003, p. 290) 

Thus access to treatments for those already infected is an important component 
of prevention programmes, a principle which underlies the Brazilian response 
(Brown 2005, McNally 2004). 

For people struggling to survive in the midst of chaos, economic insecurity and 
threats of violence, the messages of prevention are unlikely to be very successful. 
People need to both believe they have the capacity to prevent transmission and 
some incentive to do so, which outweighs the immediate desire or need for sex 
or drugs. While there is some fatigue with the language of empowerment and 
community capacity, it is only when people are directly engaged with the issues 
that prevention programmes will succeed. This may mean restrictions on the age 
of first intercourse, or on commercial sex, but it may equally mean far more direct 
sex education in schools and large scale condom distribution. Governments may 
not always be able to manage such programmes, but they need at a minimum not 
work against them. If there is one vital barrier to be overcome it is the view of 
many in authority that preserving traditional norms and social arrangements is 
more important than saving lives. 

From the mid 1980s AIDS entered the global imagination, conveyed by 
powerful images such as the gaunt face of a dying Rock Hudson, the red ribbon 
and Memorial Quilt, the devastating images of a whole generation dying in 
African villages and the appearance of the 12-year-old Nkozi Johnson at the 
2000 International AIDS Conference in Durban. Alongside the epidemic we have 
seen large shifts in our understandings of sexuality, and both greater acceptance 
of diversity and new cases of stigma and discrimination. EfTective mobilisation 
against HIV requires both specific and frank programmes that target different 
forms of behaviour, alongside a broader commitment to challenge those forces 
who seek to restrict sexual behaviour and discussion in the name of preserving 
culture and morality, and in so doing only promote greater suffering and 
death. 

We have known both the technical means for preventing the spread of HIV 
and the larger social contexts within which they will work for 20 years. There 
is nothing new about calling for greater political commitment, more resources, 
support for community-based action, the breaking down of stigma, ignorance 
and denial. Yet after 20 years we still regularly hear stories such as this from a 
pioneer of HIV and gay rights activism in India: 
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A young drop-in at Humsafar (Mumbai) tells of visiting the G.T.Hospital (one of 
Bombay's bigger teaching hospitals), where a doctor asked him politely how he got 
infected by HIV. When the kid told him the truth [ie though anal intercourse] the 
doctor says -- after the sonography -what's the use of guys like you coming here. You 
deserve to die! (Row Kavi 2005). Twenty years into the epidemic such attitudes reveal 
how far we still have to go. What might once have been excused as ignorance is no more 
than prejudice and deep intolerance, and in a world of growing fundamentalism and 
declining respect for diversity these are shaping up as the greatest barriers to a successful 
effort against HIV. Terrorism, and the war against it. is likely to create a world in which 
HIV will spread unchecked in ways we failed to foresee even a decade ago. 

Note 

1 Thanks to several friends and colleagues who helped me with this paper, especially 
Anthony Smith. Marina Mahathir and James Robertson, and participants at the 
seminar on AIDS. Security and Democracy, held at the Clingendael Institute in The 
Hague May 2-4 2005. 
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Chapter 8 

Syncretism and Subversion in AIDS 
Governance: How Locals Cope with 

Global Demands 
Ann Swidler1 

AIDS is changing the face of Africa, bringing life expectancies in parts of 
southern and eastern Africa, which had begun to approach First World standards, 
down to an expected 38^40 years. But also, and perhaps more consequentially, 
the definition of the AIDS pandemic as an epochal crisis is generating an 
organisational response that may alter patterns of governance across Africa. We 
know something about the effects of the pandemic on life, health and education, 
and on matters like food security and defence, but hardly anyone has analysed 
the epidemic's effects on forms and cultures of governance. 

This chapter attempts to lay out a set of broad theoretical questions, illustrated 
with material from two visits to sub-Saharan Africa (Botswana in July 2003 and 
Malawi in June and July 2004), including interviews with government officials 
and international organisation representatives in Botswana and Malawi, and 
about 70 interviews with staff from AIDS NGOs across sub-Saharan Africa, 
and an initial effort at mapping the universe of organisations responding to 
Africa's AIDS pandemic. The chapter focuses on four issues: (1) the nature 
of the organisations responding to AIDS in Africa; (2) the relation of AIDS 
governance to existing patterns of African governance, including the possibilities 
of syncretism and, conversely, a stand-off between the organisational models 
created by AIDS NGOs and existing patterns of authority and cooperation in 
African societies; (3) the problems and possibilities of 'cultural match' between 
existing repertoires of 'collective action schemas' and those proffered by NGOs 
and international organisations (Cornell and Kalt 2000, Swidler 2000 and 2001); 
and (4) the slippery matter of the play of power, money and identity in a field of 
power with very unequal players. 

African Governance 

While AIDS and the global response to the epidemic are worldwide phenomena, 
they have distinctive effects in Africa; and African governance in turn has 
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fundamental lessons to teach about the nature of politics, governance and 
institutional change. Post-colonial African states have typically been both more 
porous (easily penetrated) and less deeply integrated into the societies they govern 
than western states (Callaghy et al. 2001). Thus in Africa generally, and in dealing 
with AIDS in particular, one cannot think about the local without considering 
the global. While African states vary enormously in the integrity and effectiveness 
of their national governments, many are so weak or so poor that they depend 
on outside organisations to fund, and sometimes to administer, their AIDS and 
other public health programmes (Herbst 2000, Bayart 1993). Some African states 
are relatively strong and effective; but, ironically, these more effective states then 
attract the largest number of donors and NGO partners who, in turn, seek to 
alter elements of governance and policy. 

How is AIDs Governance Tracked and Managed at Local Levels? 

The AIDS pandemic is tracked and 'managed" by an enormous, world-spanning 
collection of organisations, some loosely coordinated through the UNAIDS 
umbrella and now the Global Fund to Fight AIDS, Tuberculosis and Malaria 
(GFATM); some funded by major international organisations such as the World 
Bank, UNFPA and the WHO; many funded directly or indirectly by USAID 
(and now the President's Emergency Plan for AIDS Relief, PEPFAR), the 
Danish International Development Agency (DAN I DA), Norwegian Agency for 
Development Cooperation (NORAD), the UK Department for International 
Development, and the other major bilateral donors; and others funded by a 
hodge-podge of smaller groups and foundations, basically freelancers, many with 
their own funds and their own ideas and interests. 

Even a brief look at what the 'structure' of such an organisational universe 
might look like illustrates the complexity of this system. Just to map this universe 
is an enormous challenge. All sorts of organisations - upstart freelancers, 
pseudo-independent NGOs, and many 'consort' organisations from universities 
to traditional foundations to church and missionary organisations (for example. 
Catholic AIDS Alliance or World Vision) - have jumped into the AIDS fight. This 
universe is organised partly as a hierarchy, with the big funders and the regulatory 
organisations like the Global Fund, WHO, the World Bank and UNAIDS at the 
top; but it is also organised as a network of 'partnerships" and projects, often with 
specialised foci or target groups. And then in many respects it is unorganised, 
with entrepreneurial actors at all levels inventing (or reinventing) themselves as 
actors in the AIDS drama. 

In the AIDS arena, as with development, human rights, peace, women's 
rights, and environmental movements, complex networks of international and 
locally based NGOs define issues, carry out projects, mobilise local activists, and 
lobby in international forums (Khagram et al. 2002, Bornstein 2003). However 
we define the relevant system, multiple levels are interacting simultaneously, and 
our usual ways of thinking about boundaries, or even about nested hierarchies 
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of social processes (local, regional, national, international, global, for example) 
do not work very well (Callaghy and Kassimir 2001). 

African governance is deeply interpenetrated with international actors, but the 
degree to which such actors actually influence governance is much more ambiguous. 
Three brief examples will illustrate how complex such processes are. 

An internal report advising the Government of Uganda on decentralisation 
begins with a list of 32 Abbreviations and Acronyms' for various political units, 
officials and programmes of the Ugandan government, but also includes CARE, 
CUAMM (Italian Cooperation), DANIDA, SNV-Netherlands, United Nations 
Capital Fund and USAID. Thus Uganda cannot even discuss its own governance 
structures without frequent reference to the international organisations with 
which it interpenetrates. 

A second example is a 'Monitoring and Evaluation' report for Malawi's 
National AIDS Commission, produced with funding (and a consultant) from 
the World Bank, to develop a reporting system for all of Malawi's AIDS 
programmes (Malawi National AIDS Commission 2004). This Monitoring and 
Evaluation system was a prerequisite for grants from the Global Fund (GFATM) 
and an international donor pool supporting Malawi's antiretroviral (ARV) 
drug programme.2 Thus, to get resources from global donors, Malawi had to 
mobilise local actors to enact organisational forms and procedures required by 
global actors. (I take up below the question to what extent the organisational 
isomorphism such requirements would imply is actually achieved in practice.) 

The third example is simpler, but perhaps even more typical. A volunteer for 
a small NGO bringing international students to do AIDS work in Kenya for a 
few months reported that she ended up writing and then helping to promote a 
new AIDS curriculum for the local school system because the region, having not 
supported Kenya's ruling party, had received no curricular materials to carry out 
government-mandated AIDS education. 

These examples illustrate both that African governments are dependent on 
and interpenetrated with international actors, and also that those actors may 
often be used to advance very local agendas. 

Paradoxes of Permeability 

African states differ however in how permeable they are, and thus indirectly in 
how NGOs function and how they relate to government. An intriguing contrast 
is that between Zambia and Botswana. The Director of a Zambian AIDS hospice 
- the first in the country and highly regarded - explained that her organisation had 
operated for more than 10 years without licensing or regulation because Zambia 
had no licensing category for hospices. The local government administrators, 
village headmen, police and hospital personnel have a good relationship with the 
hospice, but its integration into both state and community is essentially informal. 
Botswana, in contrast, has a remarkably effective, organised, administratively 
coherent and non-corrupt government. But ACH AP (the African Comprehensive 
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HIV/AIDS Partnership), a $100 million AIDS initiative funded by the Gates and 
Merck foundations, has felt hampered, and sometimes hamstrung, by the very 
government competence and integrity that have made Botswana such a magnet 
for outside foundations, international organisations and bilateral funding. 

One issue illustrates the paradox of Botswana's competence and Zambia's 
relative incompetence. Botswana, like most African countries, has a shortage 
of trained medical personnel. Thus one obstacle to rapid 'scaling up' of ARV 
treatment has been the shortage of doctors, nurses, laboratories, and so forth 
(Grunwald 2002). Botswana also has a comprehensive system of professional 
regulation, according to which only physicians (and, on the ground, nurses) can 
draw blood, an essential part of AIDS treatment. But ACHAP's suggestion that 
phlebotomists - specialists in drawing blood, but without other medical training 

might reduce the pressures on medical personnel were met with fierce, and 
ultimately successful, resistance by Botswana's licensed medical professionals. At 
the same time, in Zambia, no one was regulating what medical professionals as 
opposed to volunteers and other workers in medical settings could do. Indeed, 
after hearing how the dearth of medical professionals and the extensive lab work 
required for ARV therapy were limiting Botswana's options, I learned from the 
Zambian hospice director that she (an American college graduate with no formal 
medical training) had, in collaboration with the hospice's part-time physician, 
'just written' the (quite simple, thus manageable) protocol that would guide her 
hospice's ARV treatment programme. 

Institutional Isomorphism 

One effect of the ramified global universe of AIDS organisations has been to create 
a proliferation of organisations and a homogenisation of organisational forms 
across the AIDS terrain. UNAIDS has, for example, insisted on 'multisectoral" 
approaches to coordinating AIDS prevention and treatment, often marginalising 
traditional ministries of health, while generating national, regional, and local-level 
coordinating bodies, the NACs, DACCs and VACs (National AIDS Commissions, 
District AIDS Coordinating Committees and Village AIDS Committees) that 
populate the AIDS landscape. The 'Monitoring and Evaluation' specialists 
dispatched from the World Bank as countries line up for funding from the 
GFATM provide another example of nearly all the processes DiMaggio and 
Powell (1983) saw as producing 'institutional isomorphism" - the development 
of similar organisational forms, professional titles and programme labels. But it 
is not clear how much this proliferation of organisational forms actually affects 
what happens on the ground. 

John Meyer and his collaborators suggest far-reaching 'institutional" effects 
of current international and transnational activities. John Boli, Meyer and 
colleagues have written about an emergent world cultural order, a world agenda 
of human rights, gender equality and democratic participation advanced by the 
NGOs that have proliferated across the globe (Boli and Thomas 1997 and 1999). 
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The global NGO order certainly presses its understanding of gender equality, 
human rights and community participation, but these interact on the ground with 
local understandings in ways that often differ from the paper trail international 
organisations leave in their mission statements. Indeed, the West has been trying 
to reshape Africa along lines it thought appropriate for centuries, and only some 
of those efforts at institutional transformation have taken root, often in ways far 
removed from what their authors imagined. 

Syncretism and Subversion 

While there is an enormous amount of literature on religious syncretism, we 
know remarkably little about syncretism at the level of organisational form 
and content. Some recent studies of economic institutions - and especially of 
the 'economic transition' in formerly communist economies - have asked how 
imported institutional forms fare when transplanted to new soil (Evans 1995, 
Guthrie 1999, Fligstein 2001). But we lack a culturally rich theory about when 
and why transplanted institutional forms sometimes take root and flourish but 
so often wither or become deformed. 

Ultimately such a theory will have to incorporate both something of the 
'cultural match' arguments discussed below and an understanding of how groups 
with particular interests invest in institutions and how institutions become 
embedded as they get 'filled up' with the aspirations and agendas of particular 
interest groups.' For now, however, I want to start with an inventory of some of 
the organisational forms NGOs attempt to use in their AIDS work. (In part this 
provides an answer to what people mean when they talk about 'AIDS prevention' 
on the ground.) 

Social Marketing 

One of the most widespread - and, in its own terms, 'successful' - innovations in 
service delivery has been the development of 'social marketing', particularly the 
marketing of condoms by organisations like Population Services International. 
Such programmes both presume markets (and market actors) and induce them 
to distribute subsidised versions of goods the donors regard as desirable. This 
involves marketing campaigns (focus groups to choose the name - for example, the 
'Chisango" ('shield' in Swahili) condom; elsewhere the 'panther' as a logo; staging 
publicity campaigns; and working through existing community leaders to persuade 
people to seek and use condoms) and the notion that condoms will achieve 
wider distribution if every actor in the chain of distribution makes a profit from 
marketing the product. Social marketing has met with wide success in a number 
of areas. But we should remember that, rather than introducing a completely 
new concept into African societies, 'social marketing' of course piggybacks on 
the enormous importance of petty trading across most of Africa.4 
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Volunteering 

It was clear from both my interviews and my observations that the most 
widespread form of AIDS intervention on the ground is the establishment of 
volunteer 'clubs' of various sorts. In rural Malawi, Save the Children (USA) 
established AIDS Toto" ('stop AIDS') clubs in many villages. Similarly, World 
Vision founded its own village youth clubs, targeted on youth of different 
ages. Some clubs were supposed to mount drama groups to spread the AIDS 
message to young people in other villages. Other youth were to be drawn in by 
netball competitions. The Malawi Broadcasting Company organised a set of 
innovative radio programmes, meant to encourage even illiterate villagers to 
discuss AIDS and to develop their own suggestions for doing something about 
it. The broadcasters establish village-level clubs that meet during the weekly 
radio broadcast to listen together and then to formulate their own programme 
through discussion. 

Such volunteer groups - sometimes women's groups, sometimes youth clubs, 
and sometimes mobilising through churches, in schools, or across age and gender 
lines - were an important feature of Uganda's successful mobilisation against 
AIDS. Zambia developed the remarkable Society for Women and AIDS in 
Zambia (SWAAZ), a volunteer organisation now claiming a membership of about 
10,000 women organised in chapters all over Zambia, that has held meetings to 
educate people about AIDS among market women, factory workers, villagers, 
school pupils and so forth across the country. Indeed, I have argued elsewhere 
that the mobilisation of volunteers may itself matter much more in successful 
AIDS prevention than whether the mobilisation promotes condoms, abstinence, 
fidelity, or simply 'information and education'.5 

Clubs are only one aspect of the very widespread reliance on volunteer 
workers as the core staff of many NGO interventions - those like World Vision's 
Area Development Projects, family planning programmes, and many AIDS 
interventions, from youth drama clubs to village AIDS committees. A widespread 
way of delivering medical care, for example, is 'home-based care', dependent on 
the volunteer efforts of local women who visit the sick and their caregivers. On 
the one hand, such volunteer mobilisation is a remarkable example of a kind 
of synergy between the organisational forms western donors understand and 
promote, on the one hand, and existing patterns of African social life on the other, 
most important among them expectations of 'generalised reciprocity' that make 
people obligated to other members of their own families, clans or villages when 
there are shortages or crises. On the other hand, such arrangements illustrate 
where slippage and subversion can occur as embedded understandings alter the 
meanings of organisational forms. 

Turning informal obligations to family, clan or neighbours into more 
organisationally distinct clubs, projects or programmes - as many development 
projects from micro-lending organisations to women's cooperatives to community 
health projects do - has proved surprisingly successful. But it is not clear that 
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the international sponsors of such programmes understand very well the kind of 
cultural/organisational syncretism that has occurred there. 1 have only a couple 
of speculative suggestions about how the understandings of western AIDS 
workers (many of whom are themselves 'volunteers') about 'volunteer" activities 
do or don't correspond to those of local actors. First, it is clear that, despite the 
appearance of pure volunteerism, some hope of access to resources - money 
for transportation, possible access to a bicycle, food or an outing for a youth 
group, an actual soccer ball - is a critical complement to volunteering for those 
from societies so poor that any extra resource is enormously valuable (Smith 
2003). Second, volunteer participation in organisations that involve international 
personnel create the ever-present possibility of contact with and help from the 
outside. This is, on a local level, the same pattern that Bayart (1993 and 2000) has 
called 'extraversion', when African political leaders plead their nations' neediness 
as a way of generating external resources for themselves. 

More important than specific resources may be the possibility (like winning 
the lottery) of contact with outsiders that might lead to almost unimaginable 
benefits. The local director of a small AIDS NGO operating in Kenya was 
careful to cultivate the local district commissioner, who let it be understood that 
he wanted to be consulted about the NGO's projects - in essence, incorporating 
them into his patronage network. No bribes were requested or offered, but he 
wanted to be kept informed and to be consulted about decisions such as which 
local families might house the organisation's idealistic young volunteers who, in 
addition to their volunteer labour, could potentially offer contacts of enormous 
value. One young volunteer reported that she became so attached to the family she 
lived with that she became the godmother of the youngest child and committed 
herself to pay the child's school fees. Another volunteer in her programme 
arranged a full scholarship for the son of his Kenyan host family to attend an 
American university. 

The enormous disparity in resources between the international organisation's 
pe r sonne l  ( howeve r  m ode s t l y  t hey  l i ve  and  howeve r  poo r l y  f unded  t he  
organisation) and the local community is, in Africa, the inescapable background 
against which all interactions between international organisations and the local 
society have to be understood. A fascinating paper by Harri Englund (2003) on 
Malawian Pentecostals argues that conflict and schisms among Pentecostals often 
occur because religious leaders keep for themselves the material and spiritual 
goods that outside sponsors potentially offer, so that others break away to try 
to establish a purer, uncorrupted tie to those external sources of value. Thus 
local people at all levels, at least initially, inevitably regard an international 
organisation as a potential source of money, goods or contacts that are otherwise 
unavailable. 
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Community Mobilisation 

Another important form NGO interventions take is 'community mobilisation'. In 
the AIDS world, the phrase is used by both Family Health International (FHI) 
and 'Humana People to People', and it is listed in the World Health Organisation's 
'HIV Testing and Counselling Toolkit' (WHO 2004).6 Whatever the name, the 
practice of direct community mobilisation is widespread among AIDS and 
development organisations. The basic practice involves announcing a community 
meeting and then using the meeting to educate people, recruit volunteers, or 
publicise a new programme. Thus a Peace Corps Health Extension Volunteer in 
Burkina Paso reported that one of her major responsibilities was 'community 
mobilisation'. She and the clinic volunteers were supposed to organise community 
meetings to discuss issues like basic hygiene, latrines, or safe water. Similarly, a 
micro-lending organisation in Uganda would come into a new area and start 
by announcing a community meeting to explain the programme and recruit the 
'solidary groups' of five to seven women who would ultimately receive loans. 
Another volunteer in Burkina Faso did 'sensibilisations' ['sensitisations'] with 
local women about 'child spacing'. When the clinic did a guinea-worm project, 
'they chose a guinea worm responsable from each village, and then did a week-
long campaign. They went to villages, talked with the chiefs, then gathered the 
women, each of whom was supposed to bring her filter, to make sure the filters 
had no holes and to demonstrate how to use them. 

Community mobilisation - both community meetings where information or 
education is dispensed and mobilisation of groups to accomplish some task is 
important in societies where people have little access to modern communications 
media like mail, telephones, and newspapers. Such 'mobilisation' is also 
fundamental to local structures of mutual help, such as burial societies in Ethiopia 
(Donnelly 2005), the Comites de Gestion that manage clinics and other local 
affairs in Burkina Faso, or the women's cooperatives that till land together in Cöte 
d'lvoire. But another pervasive aspect of community mobilisation in the reports 
of my NGO informants is the role of chiefs, subchiefs, prefects, and other local 
authorities in calling their communities together. 

In Botswana I attended a rural funeral, whose most striking feature was the 
role of the local chief, who three times interrupted the service - twice cutting the 
local pastors off in mid-sentence - to insist that the 200 or so people gathered at 
the graveside service sing more forcefully, stop gossiping and pay more attention, 
and press more closely around the grieving mother. The chief's speech was the 
highlight of the ceremonial meal, but he was also clearly responsible for the 
quality of collective solidarity at the burial service (indeed, his small, dusty van 
was equipped with a bullhorn powered by the vans engine, so that his assistants 
could interrupt hymns or sermons at his discretion). In a poor, isolated village in 
rural Malawi, I observed as people gathered from scattered huts in the surrounding 
area for a meeting the local sub-chief had announced. Perhaps 50 people attended, 
gathering slowly in mid-afternoon, sitting on the ground, waiting. The sub-
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chief, who said he was responsible for 53 villages, had his headmen make the 
announcement of an adult literacy programme the government was sponsoring, 
asking those who were interested to gather under a nearby tree. Local informants 
said that the chief could also ask for volunteer labour for a village project, and 
people would be fearful to be seen as uncooperative. 

So when NGOs use a strategy of community mobilisation, they are also 
drawing on the expectation-in rural areas at least-that local authorities can call 
people together for a meeting or to do work for the community. The link between 
the influence of chiefs, headmen, prefects, and others and the ability to mobilise 
community effort is evident again and again in descriptions of NGO projects. The 
head of the Zambian AIDS hospice, which had an extensive network of volunteers 
in outlying villages, reported how central the chiefs were to the organisation of 
'volunteers'. She said that they made the local chief or headman 'head' of home-
based care. That was 'the only way it would work'. The chiefs were crucial to 
having permanent access to all the homes where AIDS patients were being cared 
for, being able to communicate with them, and being able to take care of people. 
Where they didn't have a chief or a headman involved, they couldn't get people 
to take responsibility. She gave as a typical example a situation in which they 
realised that a parent was too sick to cook and the children weren't being fed. If 
a chief or headman were involved, he would just tell the next-door neighbor to 
feed the children and it would happen. But where they weren't involved, she said, 
no one would do anything. 

One of the Peace Corps volunteers who worked in Burkina Faso wrote in an 
e-mail home; 

It can be incredibly frustrating at times, as protocol is incredibly important with the 
ethnic group I am working with, the Mossi, and so there will be days when my "work' 
will just be talking to the chiefs of the village and informing them of what I am planning 
and making sure that they will allow me to do it. 

Community mobilisation, like other 'on-the-ground" approaches NGO workers 
actually use, turns out to be a kind of intersection point between the ideals of the 
NGO workers, who value community participation, 'empowerment', and local 
democracy, and long-standing practices through which chiefs and other local 
authorities mobilise and control community activities. 

Patron-Client Ties 

The hope - even the distant hope - of material benefit is not all that accounts for 
the wide diffusion and the frequent success of forms of 'volunteer' organisation 
in successful NGO projects. When international initiatives recruit influential local 
women to distribute condoms or to act as staff on a community health programme, 
they are tapping into another important form of local social organisation, what 
I will refer to broadly as patron-client ties. Even in our own society, as Peter 
Blau noted long ago, being a person who can offer help to others, who then feel 
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gratitude or consider themselves indebted to the helper, is at minimum a source of 
psychological gratification and status (Blau 1964). But village communities - not 
only in many parts of Africa, but in many other communities as well - are often 
organised around fundamental patterns of unequal interdependence (Eisenstadt 
and Roniger 1984, Barnes 1986, Roniger 1990). Amy Kaler and Susan Watkins, 
in a study of community-based distributors (CBD) of birth control in rural 
Kenya, noted just such a pattern of patron-client ties among women volunteers 
and their clients. They note: 

In this context, CBD work is a means for women to earn respect and obligation from 
other people, where earning money is difficult. The GTZ/MOH CBD program may 
enable these women to attain a measure of power and respect by giving them new 
ways to take advantage of one of the few avenues open to women. International and 
national agendas and resources are thus being drawn into a local, historically rooted 
dynamic. (Kaler and Watkins 2001 )7 

The possibility of relationships of exchange or of interdependence among 
unequal partners may account for the ease with which international NGOs of 
many sorts establish working relationships with local communities. Interviews 
with staff in very different sorts of local NGOs suggest that these NGO workers 
found ways to ally themselves with members of the local community by becoming 
both patrons and clients of those they could help and who could help them. 
The director of the Zambian hospice arranged to enroll the families of the 
local police in the hospice's clinic, and the van they sent out to pick up patients 
who had fallen ill in the local villages often stayed to provide vaccinations and 
other medical services to village children. The hospice depended on a network 
of volunteers in the 10 local villages and compounds in its catchment area, who 
looked out for those living at home with AIDS and notified the hospice when 
one of their patients needed acute care. The hospice carefully cultivated good 
relations with the chiefs and headmen of local villages and with the physician 
who also worked at the local hospital. A young Peace Corps volunteer in Cote 
d'lvoire similarly depended on the cooperation and help of the head of the local 
men's organisation (the President des Jeunes) to help her initiate projects, and 
she was unable to advance AIDS-related projects until she won his assent. The 
volunteer working on an AIDS curriculum in Kenya was in a sense a client of 
the district commissioner, who allowed her organisation to work in his district, 
and effectively a patron to the local superintendent of schools, for whom she 
provided AIDS-related curricular materials for his schools. 

If the friendships and alliances that NGO staff, both country nationals and 
outsiders, form with local leaders and clients account for how NGO organisational 
models sometime form a reasonable symbiosis with local patterns, the absence or 
failure of such processes may also help to explain cases where there appears to be 
a misfit or mismatch with local patterns of authority, influence or community.8 



Syncretism and Subversion in AIDS Governance 155 

Bureaucratic Controls 

The example 1 described above of Malawi's plans for 'Monitoring and 
Evaluation' of its AIDS programmes suggests something of the feel of centralised 
'administration' of AIDS programming. But where the actual services are 
provided by a motley assortment of organisations, most of which have their own 
sources of funding, and their own schedules, priorities and local contacts, it is 
unlikely that bureaucratic administration will apply to more than the attempt 
to collect information in some - at least ostensibly - centralised place. Malawi's 
National AIDS Commission seems to have taken its role in "monitoring' AIDS 
organisations seriously. It has produced a comprehensive list of all AIDS NGOs, 
faith-based organisations, community organisations and government AIDS 
projects, organised by district; and each year every organisation is sent a form 
asking for an update on their programmes, numbers of people served, and so 
forth. But the local branches of key NGOs like Save the Children, World Vision 
and PLAN (an international development organisation focused on children) 
get much of their money from child sponsorship by individual donors who are 
moved to sponsor a child or a family. At the local World Vision office we visited, 
we were shown a picture on the wall of an American couple who had sponsored 
a major share of its programming. And in classical patron-client style, when the 
visiting foreigners - Germans, Dutch, Swedish, American - come, the local World 
Vision workers take them out to meet the families whom they have helped, to see 
the AIDS club perform a drama, or to watch a netball match. 

It takes only a brief period on the ground in Malawi to run into groups of 
American church members who are travelling around the country looking for 
villages that need boreholes (deep wells) dug, a group of international students 
doing a summer AIDS project in a village, or Japanese engineers designing an 
irrigation project. And when we paid the obligatory visit to a local chief (the 
'traditional authority' over more than a hundred villages), after initial pleasantries 
he asked us, the visiting researchers, whether we might help his people acquire 
fertiliser and seeds and whether we might have ARV drugs for the family members 
of one of his headmen. So bureaucracy at the top often monitors a bevy of 
independent actors on the ground. Paperwork may flow both to the national and 
international offices of the NGO and to the government, describing the number 
of programmes under way each month or each quarter, the number of youth 
involved or homes visited and so forth, but the actual practices on the ground are 
closer to a patron-client arrangement in which what the clients provide their NGO 
patrons is evidence that the programme actually has participants, households, or 
needy children that it serves. 

Indeed, in Malawi responsibility for implementing the complex new reporting 
system at the district level falls to five 'umbrella organisations' - ActionAID, 
World Vision, CPAR (Canadian Physicians for Aid and Relief), PLAN and Save 
the Children (USA) - each of which is responsible for data collection (and for the 
'training of trainers' required to teach local organisations the forms of reporting 
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required) in several of Malawi's 28 districts. These organisations are already 
skilled at turning in monthly, quarterly and annual reports enumerating numbers 
of children served, numbers attending programmes, numbers attending school, 
and so forth, by compiling reports duly submitted by their field personnel. But 
these personnel are rewarded for turning in the reports without much scrutiny 
from the home office staff. So in the long run, what these organisations really need 
to provide in order to survive are enough children; so that when the infrequent 
visitor comes, local relationships can be used to mobilise an acceptable number of 
children or adults to demonstrate that something is happening on the ground. 

Such an example demonstrates the real limitations of the institutional theorists' 
stress on 'isomorphism' in institutional form. Although each country is supposed 
to have a 'national AIDS commission', and they all employ a 'multisectoral 
approach', even to enact these formulas local actors do not so much 'resist' as 
discover that they must mobilise other actors who in turn have their own agendas 
and priorities. 

Cultural Match 

In an important series of papers, Steven Cornell and Joseph Kalt (2003) have 
explored the causes and consequences of effective governance among American 
Indian groups. They suggest that the degree of 'cultural match' between original 
forms of governance and current forms best explains why some groups are well 
governed while others are not. The fragmentary data I have collected so far do not 
equip me to test such arguments. Indeed, the variety of African cultural groups 
and the diversity of forms of traditional governance, as well as the upheavals of 
colonial experience, would make any direct effort to 'match' contemporary forms 
of NGO governance with traditional forms a chimera. 

Nonetheless, I want to suggest that at least thinking about 'cultural match' 
may help us understand some of the paradoxes and frustration of current global 
AIDS campaigns. First I want to return to a problem I have discussed elsewhere: 
Uganda's success in AIDS prevention, despite a history of dictatorship and civil 
war and its relative poverty, in contrast to Botswana's stunning failure to lower 
the highest HIV prevalence in the world, despite its administrative competence 
and integrity, its stable democracy and its relative wealth. At the most superficial 
level one might say that Uganda's situation was so desperate that when Yoweri 
Museveni came to power as president in 1986 and recognised the threat AIDS 
posed he had no choice but to mobilise his population and to welcome AIDS 
prevention efforts from every quarter, including international NGOs, local 
churches and community organisations of all sorts. Botswana, in contrast, 
followed international advice with its usual care, but has been highly resistant to 
organisations operating independently of government. Indeed, it has followed the 
'good government' principles that brought it peace, prosperity and stability, such 
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as limiting the growth of government spending, even when these have frustrated 
outsiders who see AIDS as an overriding emergency. 

We can also think about the contrast between Botswana and Uganda at a 
deeper level, however. In very interesting work unrelated to Uganda's AI DS fight, 
Mikael Karlström (1996 and 1999) has argued that the National Revolutionary 
Movement, the political party that was formed during Uganda's civil war and 
has ruled the country since 1986, has deep cultural resonances with traditional 
Buganda political forms, so that Uganda's one-party 'democracy', with election 
of the best individual but no party competition, is understood in the rural areas 
as being 'the same' as the civility, clan loyalty and rule by responsive chiefs that 
are considered the Buganda political legacy. In the Buganda areas Museveni has 
brought back the chiefs (who fled into exile under Idi Amin and Milton Obote) 
to provide local rule and enhanced political legitimacy. 

In a similar way, Botswana's extraordinary democracy and political stability 
are attributable in part to the continuity in its political culture and its forms of 
political leadership (Holm and Molutsi 1989). It has a bicameral legislature with 
an elected Congress and a House of Chiefs made up of the hereditary chiefs of 
the eight main Tswana tribes. Its democratic traditions derive in part from the 
traditional role of the chief or kgosi and the village council or kgotla (Holm and 
Molutsi 1989). Before independence, Botswana managed to avoid colonisation 
by British settlers, and its traditional political forms were little disrupted by the 
benign indifference of a nominal British protectorate. Its first president. Sir Seretse 
Khama, was simultaneously an Oxford-educated national hero, the paramount 
chief of a major Tswana tribe and the grandson of King Khama III, whose 
diplomacy had preserved his nations 'autonomy from white-settler rule'. But 
Botswana's democratic stability is also directly linked to its heavy reliance on a 
centralised bureaucracy for policy decisions. 

Botswana's political system thus also seems to have a 'cultural match' between 
traditional and contemporary political culture and institutions. But this is not 
a system that encourages NGOs. Indeed, the effectiveness of government and 
prestige of the civil service make outspoken demands from below seem like threats 
to stability. And this lack of a robust non-governmental sector of local NGOs and 
community organisations may explain why Botswana has failed so completely in its 
AIDS prevention efforts, despite ample outside funding and a strong commitment 
to AIDS education and treatment on the part of government. 

Current developments in Botswana offer a fascinating suggestion of the 
importance of cultural match. To summarise a complex story, Botswana's 
advantages of small population, excellent public health infrastructure and political 
stability made it an ideal place to roll out a radically ambitious project to give 
free ARV drugs to everyone who could benefit. Backed by $100 million from the 
Gates and Merck foundations, and with additional contributions of money, lab 
facilities, drugs and technical expertise from Bristol-Meyers Squibb, Harvard and 
Baylor College of Medicine, among others, ACHAP (African Comprehensive 
HIV/AIDS Partnership) began in 2000 (Khan 2001). Reports from the first three 
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years of this programme were disconcertingly disappointing. ACHAP enrolled 
only a fraction of the patients anticipated, and it appeared that the combination 
of bureaucratic inertia, 'stigma' that kept Batswana from coming forward for 
treatment, and the inability of ACHAP's international staff to relate to the local 
population was leading an ambitious and much-heralded experiment to a dismal 
conclusion. But Botswana has had something of a breakthrough. In January 
2004 Botswana began making HIV testing 'routine', rather than following the 
American-promoted VCT approach (voluntary counselling and testing): 'Instead 
of simply offering H.I.V. tests to those who sought them, [Botswana's president, 
Festus Mogae] ordered routine tests of everyone who came into a hospital or 
clinic, unless the patient objected'(LaFraniere 2004). This routinisation, unlike 
all the government's and private foundations' earlier efforts to reduce stigma, 
seems to have changed the entire dynamic of AIDS testing and treatment. The 
numbers in treatment have started to soar, and the sense of stigma and isolation 
seems to be dissipating (Leithead 2004). So Botswana, which has not been able to 
respond adequately to AIDS through the models promoted by the international 
NGO ideology - informed individual choice, human rights, participation and 
VCT - has found a very 'Botswanan' way to meet the epidemic. 

Power, Money and Identity 

The NGO presence in Africa can reasonably be seen, for good or ill, as the latest 
successor of earlier colonial penetrations. The enormous disparity in wealth and 
power between the donor countries and African recipients, compounded by the 
frightening, often overwhelming, aspects of the AIDS pandemic, make NGOs 
certain that their procedures and policies are right, that the crisis is urgent, and 
that resistance to their programmes is madness or malice. 

On the whole, I share the view of the urgency of the crisis, despite awareness 
that many of those dying of AIDS might otherwise die of malaria or tuberculosis 
- or indeed cancer or heart disease - and that if AI DS were suddenly to disappear 
many if not most Africans would once again find themselves of little interest 
and no 'value' to the wider world. Indeed, the cynic in me thinks that AIDS 
philanthropy, AIDS research and what might be called AIDS tourism have 
become Africa's most successful 'export' and certainly its major source of foreign 
exchange. 

Earlier European interventions in Africa, both the well- and the ill-intentioned, 
would not suggest optimism about the current round. Much of the institutional 
legacy that Europe sought to impose or bequeath was from the beginning a kind 
of catch-22. Jeffrey Herbst (1996-1997) has argued that the European state form 
never fit African circumstances. But before Africans had the possibility of forming 
modern states, they had already been pillaged, their populations displaced, and 
their indigenous political institutions ravaged. For most of the twentieth century, 
when the West paid attention to Africa at all, it was to prop up leaders who 
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were responsive to their external sponsors rather than to their own people, or to 
undermine or destroy African political formations that did not serve the interests 
of western powers (Mamdani 1996). 

The current moment is unusual only because the AIDS crisis has focused 
the world's attention on Africa. I would argue that for AIDS, as for every other 
form of participation in the modern world, effective governance is probably the 
fundamental precursor to all other forms of progress (Evans 1995 and 1997). 
But governance cannot be directly imported. All the external pressure - for 
'transparency', 'democracy', 'human rights' and other goods valued in the global 
arena - has accomplished very little. And indeed, that pressure, which is aimed 
at fostering stronger, more capable states that could advance and protect their 
citizens, is constantly undermined by the aspiration of western capital for prostrate 
states that leave their markets unprotected. 

This is a period of the reconfiguration of power and politics at the global level. 
While 'nation-building' may be a bitter joke, there is massive institutional and 
cultural reconfiguration afoot at the global level in which Africa and Africans 
may yet be able to play new roles. In part, the very variety of forms of contact and 
connection between global actors and local systems makes traditional nation-state 
politics more difficult but creates more degrees of freedom for actors at other 
levels of the system. In such a world it is possible for institutional forms that make 
local sense - like the patron-client ties that sometimes indigenise what start as 
foreign-inspired NGOs, or policy inventions like Botswana's routine AIDS testing 

to emerge and thrive, not in spite of the inequalities of power and resources 
that separate Africans and the West, but at the intersection where institutional 
and cultural forms meet, sometimes taking syncretic forms that come to have a 
vibrant life of their own. 

Notes 

1 I would like to thank Gabe Chodorow-Reich, Sarah Gilman, Keyvan Kashkooli. Kate 
Krontiris, and Rachel Sullivan for valuable research assistance. I am also grateful to 
the Canadian Institute for Advanced Research, the Malawi Diffusion and Ideational 
Change Project (MDICP), and the University of California, Berkeley's Committee on 
Research, Center for African Studies, and Center for Health Research for supporting 
this research. An earlier version of this paper was presented at Annual Meetings of 
the American Sociological Association. 14-17 August 2004, San Francisco, CA. 

2 The report's author, a 'Member of M&E Country Support Team. The World Bank 
Global HIV/AIDS Program', describes the genesis of the report as follows; 'One of 
the priorities for the Malawi National AIDS Commission and its partners has been 
the set up of an HIV/AIDS monitoring and evaluation system. The need for this 
M&E system was not only driven by external demand from pool donors and the 
GFATM, but also by internal demand within NAC to drive the establishment of a 
system through which the NAC can track the progress made with Malawi's response 
to HIV/AIDS, within a multisectoral context. 
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'During the conceptualization, design and operationalisation of NAC's M&E 
system, the Malawi NAC received technical assistance. The M&E advisor left Malawi 
in Dec. 2003 after 12 months of support to Malawi, but returned to Malawi from 18 
June 2004-7 July 2004 as a follow up to the technical assistance provided last year 
and to focus on how to improve the operationalisation of NAC's M&E system.' 

3 Kathleen Thelen, in an important recent book (Thelen 2004), explores how an 
institutional complex - in this case, the institutions of skill formation in industrial 
democracies - can change over time as political conflict and the clash of interest groups 
either graft 'new elements onto an otherwise stable institutional framework' (p. 35) 
or 'convert' the institution when 'the adoption of new goals or the incorporation of 
new groups into the coalitions on which institutions are founded can drive a change 
in the functions these institutions serve or the roles they perform' (p. 36). This may 
mean that an institution's current 'functions' have little or nothing to do with its 
origins. Thelen's model also suggests that institutions become more established and 
robust as new groups invest them with their own interests and purposes. In this sense 
contestation might lead to more stability as institutions recruit new participants. Joel 
Migdal's work (Migdal 2001) on weak states describes the opposite dynamic, in which 
state institutions never become effective enough to persuade important groups to 
invest the state with their core interests, so state institutions never become robust. 

4 The importance of petty trading should not be confused with 'market relations' more 
generally. The sale of labour as a commodity usually originated in coercive systems 
of labour control and the often brutal efforts of colonial powers to impose wage 
labour under the most unequal conditions, from slavery and direct coercion to the 
imposition of the head tax and migrant labour systems meant to force workers into 
the cash economy. 

5 See Swidler (2003). The idea that collective moral mobilisation may be more important 
for successful AIDS prevention than particular prevention programmes is sobering. 
If the whole A. B or C debate is a distraction from the real issue, then public health 
experts do not know what formula or technique to promote, what to fund, or even how 
to generate useful research. The fascinating study by Catherine Campbell (2003) of 
the failure of a 'gold standard' South African project that was supposed to generate 
stakeholder commitment and community buy-in is a chilling reminder of how little we 
understand why some forms of collective action - in Uganda, and to a lesser degree 
in Zambia and regions of Tanzania - succeeded when so many AIDS-prevention 
efforts have had no apparent effect on AIDS prevalence (Green 2003, Hearst and 
Chen 2004). 

6 Humana's version of community mobilisation is primarily a technique of going 
door-to-door to educate individuals about HIV/AIDS. See descriptions of Humana's 
US-funded projects in Humana (no date) and Johnson & Johnson (no date). 

7 Amy Kaler and Susan Cotts Watkins (2001) argue that such patron-client relationships 
sometimes lead volunteers to subvert the policies of the NGO. Because they don't 
want to be blamed for family discord, or to have family planning blamed when women 
can't conceive, they impose their own standards - or rather what they perceive as 
community standards-which may violate the explicit guidelines of the international 
organisation for which the volunteers work. For example, the CBDs often refuse to 
give oral contraceptives to women who haven't yet had two or three children. 

8 One additional issue makes it difficult for Americans and other Europeans to think 
fruitfully about the importance of patron-client ties in Third World settings. We tend 
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to think of love and money as opposites. and to cast 'genuine' relationships as those 
that are free of self-interest (see Collier 1997), but we know that for most societies 
throughout most of human history, ties of personal dependence combined deep 
emotional connection with economic, social and personal dependence (Weber 1968 
[1920-22]; Bloch 1961 [1940]). 
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Chapter 9 

The Politics of Civil Society in 
Confront ing  HIV/AIDS 

Bill Rau 

From the onset of the epidemic, non-governmental organisations (NGOs), 
and formal and informal community-based organisations (CBOs) have been 
in the forefront of promoting prevention, care and treatment of HIV/AIDS 
and advocating approaches. Most governments and international agencies only 
belatedly have acknowledged the effectiveness and efficiencies of these approaches. 
The systemic challenges underlying (and understated) the responses of civil society 
groups to HIV/AIDS have been ignored or co-opted. 

Extensive attention has been given to aid packages (promised and realised) 
from bilateral. United Nations (UN), and foundation donors. However, families 
and a variety of civil society groups have been the largest financial contributor to 
HIV/AIDS care and treatment. Their contributions far exceed what governments 
and international agencies have provided. Yet again, the implications of the 
leadership of civil societies' contributions are largely ignored. 

This paper discusses the role of civil society groups in responding to the HIV/ 
AIDS epidemic. The focus is primarily, but not exclusively, on Africa, as that is 
where the most extensive evidence exists. Both the strengths and limitation of 
civil society organisations are discussed. Special attention is given to the political 
factors that place civil society in the forefront of the responses to the epidemic 
but accord their achievements little more than lip service from international and 
national HIV/AIDS agencies. 

Throughout the paper, civil society is used to describe NGOs, CBOs, faith-
based groups and the many ad hoc groups that come together for specific tasks. 
Not included in this definition of civil society are businesses, unions, governments 
and international donor agencies, although some overlap inevitably occurs in the 
membership of groups. For example, a mine worker may belong to a union, be 
involved in a company sponsored HIV/AIDS programme and work with others 
to provide care for people living with HIV/AIDS (PLWHA) in his/her own 
community when not at the salaried job. 
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Civil Societies Move to the Forefront 

During the first decade of the epidemic, and in many countries well into the 
second decade, vigorous national leadership was mute, sometimes dismissive of 
the importance of HIV/AIDS, and reluctant to take effective actions. Policies 
representing national, business and social institutional responses to the epidemic 
were largely lacking. Where national strategies existed, they were usually 
formulated at the initiative and guidance of external agencies. 

The gaps in effective national policy and programmatic responses were filled 
by community and NGO initiatives. Many of the local responses focused on 
care for people living with HI V/AIDS (PLWHA) and support for affected family 
members, including children orphaned by the death of one or both parents. A 
survey of community-based responses to HIV/AIDS, using information available 
in 2000, concluded: 

In the last decade, the response of communities in sub-Saharan Africa to the effect 
of AIDS on their children has been nothing short of astounding. ... thousands of 
communities have recognized the phenomenon of increasing numbers of vulnerable 
children in their midst and are responding to their situation with ingenuity. Hundreds, 
if not thousands, of community initiatives are organizing responses and molding 
themselves into coordinated child support programs. For the most part, those 
initiatives, programs, and emerging CBOs are hardly known outside their immediate 
locale. They have hardly been studied or documented. (Phiri, Foster and Nzima, 
2001, p. 25) 

Family and community members normally provide the most extensive, immediate 
and sustained care and support for people in need. They readily identify and 
help respond to short-term needs. These responses pre-date the HIV/AIDS 
epidemic and its impacts on households and communities. Women's support 
groups, religious communities and savings societies were important organising 
mechanisms to assist PLWHA and caregivers and orphaned children. 

Indeed, one of the rationale offered by national authorities to limited 
governmental support for affected communities is that traditional social networks, 
especially extended family relations, will buffer the economic and social impacts 
of HIV/AIDS and provide for orphaned children, widowed women and elderly 
caregivers. At one level, such attitudes are correct. A study in Tanzania found 
that nearly all material assistance to affected families came from relatives and 
communities (Mutangadura et al. 1999). An analysis of spending on HIV/AIDS 
concluded: 'Individual out-of-pocket spending represents the largest single 
component of overall HIV/AIDS spending in many countries in sub-Saharan 
Africa' (Foster 2005, p. 15). 

However, civil society contributions to the HIV/AIDS epidemic carry a great 
cost that neither governments nor donor agencies are addressing. Evidence points 
to the deepening strains the epidemic places on households and communities. For 
example, evidence developed by the International Labour Organization found 
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that girls and boys are withheld or withdrawn from school to save money and 
assist in work within the household. In other cases, children, notably children who 
have been orphaned by HIV/AIDS, work to supplement lost household income 
(Rau 2003). Figure 9.1. based on evidence from Zambia, illustrates the loss of 
educational opportunities faced by children orphaned by HIV/AIDS. 
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Figure 9.1 Effect of orphanhood on school attendance, Zambia 

Source: Guarcello and Rosati 2003. 

In addition, the epidemic is exacerbating prevailing gender and socioeconomic 
inequalities. The loss of labour due to HIV/AIDS leaves some households 
poorer, less able to earn income or produce food. Lowered production and 
time for off-farm work leave households with a chronically ill member with, on 
average, a reduction in annual income of 30 to 35 per cent (Rugalema 1999). A 
comparative study or rural and urban households in one province in South Africa 
found households affected by HIV/AIDS had incomes 40 per cent to 50 per cent 
lower than non-affected households (Booysen and Bachmann 2002). After an 
adult death, funeral expenses further reduce household income. Sale of animals, 
equipment, household goods and land to offset lost income and expenses incurred 
add to the deepening impoverishment of households. 

Well before international agencies moved to link HIV/AIDS issues, community 
groups and NGOs were aware of the importance of comprehensive responses. 
While the international HI V/AI DS community has defined separate components 
(that is, individual behaviour change, sexually transmitted infection management, 
policy development) in building responses to HIV/AIDS, civil society groups look 
to a broader range of related issues. At least three years before USAID began to 
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provide condoms, NGOs on the ground had been calling for inclusion of condoms 
to supplement prevention IEC messages. Likewise, it was at least three years before 
most donor agencies acknowledged the importance of care to strengthening 
prevention, NGOs had been pointing to the linkage (see, for example. International 
HIV/AIDS Alliance 2000). In Burkina Faso, two local organisations imported 
generic antiretroviral drugs before donors or the government. A similar initiative 
occurred in Mali (de Cenival and Prunier-Duparge 2004). 

Many of the most innovative and effective initiatives to address HIV/AIDS 
have been designed and implemented by civil society groups. In some cases, 
external assistance has been available to facilitate or coordinate these initiatives. 
In other instances, religious organisations, women's formal and informal groups, 
youth groups, informal sector business workers and others have moved ahead with 
what resources were available to reach and assist peers and affected people. 

While there is criticism of NGO approaches and critiques that community-
based response are not sustainable, those remarks tend to assess local approaches 
in isolation of wider factors, such as the existence or absence of supportive 
national policies to prevention HIV/AIDS and protect affected individuals and 
households. Community groups do not have all the answers. They can be wrong; 
they may not have a full understanding of the wider socioeconomic context in 
which proposed actions would occur (although, people locally often have a clear 
understanding of economic processes and actors and power). Internal conflicts 
and fears surrounding HIV/AIDS can disrupt or inhibit community responses 
(Gruber and Caffrey 2005). This is especially the case if local organisations or 
movements succumb to demagoguery. In such instances, solutions will be far more 
narrow and usually heavily blaming and discriminatory toward others. 

The HIV/AIDS pandemic in itself impacts the ability of civil society groups 
to respond to needs as fully as they would like. Also, the epidemic is layered along 
with existing (and new) impoverishment and class and gender inequalities. While 
the epidemic has given some women greater voice and visibility as organisers, 
planners and advocates, it has further limited the livelihood abilities of many 
other women. One example, among many, can be cited. In Zambia 

Female-headed households, particularly those with PLWA, ... participate little in 
[community-based organisations] CBOs as a result of competing labour needs and 
insufficient targeting by service providers. 

The same Zambia study found that 

only few female-headed households looking after PLWA and/or orphans participate 
in the community-level area satellite committees ... to identify vulnerable households 
that are entitled to its free food and farm input support. Consequently, female-headed 
households often lose out on development initiatives, including relief support. (FAO, 
2004, p. 24) 
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Civil Society Threats to Established Authorities 

The innovative and creative approaches to HIV/AIDS prevention and care 
offered by civil society are models that can slow and control the epidemic. 
However, those approaches are given only rhetorical recognition by national 
elites and international organisations. Several reasons for the weak response by 
these latter groups and organisations can be noted. First, many politicians fear 
providing support and credibility to the initiatives of civil society organisations 
as such groups might then build upon their successes to question and challenge 
development failures. Second, bureaucracies - whether newer HIV/AIDS 
commissions or mainline ministries - fear losing their mystique of expertise 
and the power that goes with the control they have over budgets and planning. 
Third, international agencies have little trust in the expertise of community-
led groups and use their funding power to define approaches and regulations 
that control funding. UNDP can argue that civil society organisations have 
been 'the first line of defence' in the efforts to control and mitigate the impacts 
of HIV/AIDS (UNDP 2003). However, it has not been able to convince the 
international community to move beyond the rhetoric of collaboration. As large 
donor agencies and governments adopted some of the language of community 
participation, they did not relinquish their control of funding and assumed 
expertise. Governments and international agencies treated community-level civil 
society organisations (whether short-lived self-help groups or more permanent 
NGOs and CBOs) as implementers of programmes and approaches developed 
from outside of communities. 

There are two primary reasons why community and NGO responses to 
the epidemic have not more fully been adopted by national and international 
programmes. The first is technical; the second is political. Many civil society 
organisations are not able to provide rigorous programming, monitoring, 
accounting or evaluation of their initiatives. That is a recurring argument voiced 
by many national and international agencies. In their perception, civil society 
groups are unable to design and implement prevention or care programmes that 
reflect the appropriate technocratic responses to HIV/AIDS: individual behaviour 
changes induced by prevention messages, condom promotion, STI treatment, drug 
therapies. In these programmes, participation and local ownership are sought out 
by the donor or implementing agency rather than generated from within. As a 
temporary, or even artificial construct, 'participation' and 'ownership' disappear 
along at the end of the project. If people who have been the subjects of countless 
projects over the past half century have learned anything about external agencies, 
it is to be cautious, invest just enough social capital to convince the project to 
create a few temporary jobs or provide a temporary service. External agencies may 
acknowledge the ability of civil society organisations to reach groups of people 
not readily available to large programmes. However, large agencies worry that 
money can not be adequately absorbed and/or can not be properly accounted 
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for by small groups. Further, it is too large a burden on the bureaucracy of large 
programmes to assess and administer small, community-oriented programmes. 

All of these technical arguments are, from the perspective of large national 
and international agencies, valid. They, too, have learned lessons over 50 years, 
such as people will take what they can from the goodwill of outsiders, but will 
commit only a small portion of their own resources to fit a project's structures. 
One of the difficulties in identifying effective community responses is that most 
that have been documented have occurred within the context of international 
funding. Where possible, examples will be given where external funding and/or 
approaches were not a part of the project or where participants broke out of the 
framework imposed by a project funding agency. 

This is not to suggest that good donor projects that actually seek to alter 
socioeconomic and gender disparities do not exist. Rather, it is to argue that 
the power of money and assumed expertise that defines 'correct' approaches to 
HIV/AIDS prevention constrict what is proposed, what is allowed and what is 
documented. Further, donor funded projects tend to have timeframes of three to 
five years. That period is often shortened by startup and wrap up activities. Thus, 
there is little time for community trust to be established or for a project to adapt 
in ways that make the best use of community networks and organising. Reviewing 
two decades of HIV/AIDS programmes, Panos concluded that 'the most effective 
responses to HIV/AIDS are those which emerge from within societies; and they 
tend to be long-term, complex and difficult to evaluate. These are precisely the 
strategies which donors, despite their best intentions, find most difficult to support' 
(Panos 2003, p. 4; see also UNDP 2001). 

The second reason that civil society approaches have not been more prominent 
in HIV/AIDS responses is political. Both national and international HIV/AIDS 
experts are reluctant to grant too much credibility to community groups. What is 
the value of accumulated expertise to design, administer and evaluate projects if 
better work can be done by civil society organisations? At the same time, political 
leaders are very reluctant to acknowledge the initiatives of local groups around 
HIV/AIDS or other issues. To do so risks the possibilities that those groups 
will broaden their agendas and question the priorities and methods of the elite-
controlled political processes. 

And politicians have a right to worry about their positions. Panos argues: 'Civil 
society movements on HIV/AIDS have not only been critical in raising awareness 
of HIV/AIDS issues in terms of health and sexual behaviours, but they have also 
been the main instigators in politicising it' (Panos 2003, p. 10). The Treatment 
Action Campaign (TAC) in South Africa represents one response by civil society 
to the problems it faces in bringing treatment to citizens. Much of the success of 
TAC comes from the fact that the campaign represents the voice of a community 
at the epicentre of the AIDS crisis. As Nathan Geffen from TAC put it: 

TAC's members are primarily poor people, many living with HIV. The movement has 
managed to do this by operating in poor communities ... TAG establishes branches 
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in all communities that we can. These branches meet regularly, elect representatives 
to our structures and are the backbone of the organisation. Without this community 
mobilisation, we would not have had any success and would not have become a social 
movement. 

Co-opting Civil Society 

In a handful of cases, civil society organisations have been encouraged by national 
authorities. This is not the same as including roles for NGO and CBO actors 
in national strategic plans. Such plans often are unrealistic and directive rather 
than collaborative. The national strategies are presented in ways that take for 
granted that NGOs and CBOs will conform to a set of benign regulations or to 
HIV/AIDS approaches that do not fit civil society realities. This has become even 
more the case as donor countries like the United States insert their own political 
agendas into funding requirements. Uganda and Senegal are regularly cited 
for encouraging and promoting NGO involvement in the national HIV/AIDS 
responses. Political leadership in both countries 

was important in mobilizing a broad-based national response to the epidemic. It helped 
create a motivating and enabling environment in which many other non-governmental 
actors could take urgent action on the pandemic. It provided a framework, together 
with the efforts of civil society, in which other external actors could offer the necessary 
resources, knowledge and skills. (Panos 2003, p. 7) 

The Uganda example is interesting because the successes that have been 
achieved in controlling the epidemic encompassed two political streams: a 
centralising state with a strong military background; and a civil society openly 
encouraged to play an active role in addressing the epidemic - and in the process, 
extending the state's authority. There is some parallel with Thailand. When 
a military government took power in 1991, it was able to by-pass consensus-
building institutions, such as the parliament. The technocratic specialists in the 
public health sector were able to convince the government of the need for rapid 
and centralised action to slow the epidemic. In Thailand, the advent of a military 
regime in 1991 provided the framework for technocrats and public health officials 
to push a strong prevention response - without national debate - to HIV/AIDS 
(Porapakkham et al. 1995). 

In addition, government concerns about international aid flows and 
international relations influence decisions about approaches to HIV/AIDS. A 
clear example is Uganda. Recent research has argued that Uganda's acclaimed 
success in lowering HIV/AIDS rates diverted international criticism from the 
country's involvement in the war and resource exploitation in DRC. At the same 
time, international agencies needed an African success to justify their investments 
in HIV/AIDS programmes (Tumushabe 2005). The role of the Uganda president's 
attention to HIV/AIDS from an early stage was important. But lost in the praise 
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was consideration of the importance of local NGOs and informal communication 
networks within civil society. A retrospective study found: 'behavioral changes 
in Uganda appear related to more open personal communication networks for 
acquiring AIDS knowledge, which may more effectively personalise risk and 
result in greater actual behavior change' (Hogle 2002, p. 10) 

The international community has known for some time that behaviour 
change strategies are insufficient to achieve effective HIV/AIDS prevention. In 
1999 UNAIDS published the outcome of detailed consultations in Asia, Africa, 
Latin America and the Caribbean. The report recorded: 

Based on a review of the literature and of experiences in the field, most current theories and 
models [of HIV communication programming] did not provide an adequate foundation 
on which to develop communications interventions for HIVlAIDS in the regions .... 
(UNAIDS, 1999; italics in original) 

At one level, engagement of and promotion of civil society in HIV/AIDS 
programmes is linked to political structures that actually run counter to broad 
representation in political and economic decision making. There are strongly 
voiced arguments for promoting a link between effective HIV/AIDS control and 
involvement of a broad range of citizens and civil society groups in the governance 
processes (for example Hsu 2000). Yet two oft-cited examples of national successes 
in controlling the epidemic - Uganda and Thailand - occurred in states with 
military governments. 

Making Space for Civil Society: Looking to the Future 

Neither civil society groups nor governments alone can adequately or effectively 
meet the challenges of HIV/AIDS prevention, care and mitigation. Each brings 
major strengths that can complement the gaps and weaknesses of the other. For 
example, civil society organisations have not addressed the epidemic in more 
than a rhetorical way around the differential impacts of the epidemic and the 
greater risks faced by people with less access to services. Many NGOs refer to 
poverty as a factor driving the epidemic, but they do not incorporate an adequate 
analysis to understand the dynamics of impoverishment and HIV/AIDS. Putzel 
notes that in Uganda, the state provided the development framework missing 
among many NGOs. He argues that 'In Uganda, the President was able to forge 
a coalition behind an HIV/AIDS campaign in part because the virus largely 
ignored the privileges of wealth and political power' (Putzel 2004, p. 29). Civil 
society organisations have been less concerned with having millions of dollars 
in international funding than with having ground level support, implemented 
policies, effective prevention and care strategies that grow out of and work with 
communities. 

However, while national governments and elite institutions have been, in 
general, in denial about the existence, transmission factors and impacts of 
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HIV/AIDS, civil society has been in the forefront of urging effective responses. 
Likewise, while international and national institutions have focused on individual 
behaviours, local communities and NGOs often have stressed the contextual 
factors that influence individual behaviors. And, while governments and 
international institutions have argued for more money to support HIV/AIDS 
programmes and bureaucracies, civil society (individuals, families and local 
organisations) have remained the largest funders of HIV/AIDS activities (Csete 
2004). Donahue argues that The starting point for creating effective responses 
to the impacts of the pandemic on children is recognizing that families and 
communities are the principal safety nets for children. Consequently, interventions 
by project designers, policy makers and others will have significant, sustainable 
impacts on children's vulnerability and well-being largely to the extent that they 
strengthen ongoing capacities of affected families and communities to protect 
and care for vulnerable children' (Donahue 2002). 

There are numerous examples of effective civil society initiatives, some well 
documented, others only known to participants. One that has received attention 
over time is Scaling Up HIV/AIDS Interventions Through Expanded Partnerships 
(STEPs), an initiative supported by Save the Children USA (SC), to address 
HIV/AIDS in Malawi. The project began in the mid-1990s. An external review 
in 2004 summarised the accomplishments and constraints which are applicable 
well beyond this one project. 

Contextual factors critical for scaling-up include an enabling policy environment with 
a strong commitment of the current government.... Organizational factors enabling 
scaling-up include a well-trained and motivated staff; adoption of a community 
mobilization model ...; commitment to documenting and disseminating lessons 
learned; and reaching more affected populations through partnerships. Factors specific 
to communities include leadership within the community,... the nature of livelihoods, 
and the history and culture of the communities with respect to collective action. 

Important factors that threaten or limit the scaling-up ... include the magnitude 
of the epidemic, which is eroding community resources; the current food crisis, 
which is diverting resources to sheer survival; the gap between the resources that 
communities need and what they have, which undermines the spirit of volunteerism; 
weak commitment of donors to a truly community-driven multisectoral response; and 
the overall context of poverty and underdevelopment, which makes it more difficult to 
mobilize communities and build their capacities to respond to the multiple challenges 
of the AIDS epidemic. (Kadiyala 2004, p. iii) 

Civil society organisations have played a more significant role in HIV/AIDS 
prevention, care, treatment and mitigation than they have been given credit for. 
The models they offer are replicable, if both technical and political changes 
occur within the context in which HIV/AIDS is understood and addressed. 
For example, loosening and altering the narrow regulations and accounting 
procedures that funding agencies impose on governments and grant recipients 
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will allow civil society groups to expand their coverage and further innovate in 
their programmes. 

Political change will arise as more members of civil society, at all levels, move 
into the political arena and bring their awareness of issues and experiences in 
community mobilisation with them. Political openings are occurring. Three 
examples are noted here. First, the important role of NGOs, in particular, is 
increasingly acknowledged by some state authorities. This is especially the case 
as decision makers within government ministries recognise the difficulties in 
carrying out their social and economic functions. Second, advocacy by civil society 
groups - including direct challenges to ruling authorities - are becoming more 
common. TAC is an example. Third, the epidemic is striking politicians and civil 
servants. In Zambia, turnover of elected officials has increased markedly over 
the past decade. 

Some analysts suggest that civil society may step into a political environment 
in which state legitimacy is serious compromised by its failures to mitigate the 
impacts of HIV/AIDS. The basis for much of the thinking around HIV/AIDS and 
democracy lies in research on the link between poor health and political instability 
and between good health and democracy. Kondwani Chirambo (2003) points out 
that there is a growing school of thought which argues that HIV/AIDS poses a 
threat to democratic consolidation, as its impacts may whittle away confidence 
in governments if they fail to deliver the necessary response to HIV/AIDS and 
support the millions of people likely to suffer the impact of the disease. Recent 
public opinion surveys found between one-third to over a half of the populations 
in 14 African states support diverting funds to HIV/AIDS from other priority 
areas. Another survey by Afrobarometer found nearly one third of South Africans 
(30 percent) 'cite AIDS as one of the three "most important problems facing the 
country that government ought to address" (Afrobarometer 2005). 

While the warnings about the next generation of political leaders inheriting 
the many problems created by HIV/AIDS are to be taken seriously. On the other 
hand, many of those leaders will have experience in working with NGOs and 
community movements. They will bring to leadership roles a fuller appreciation 
of the nature of HIV/AIDS and clearer views on comprehensive responses. 
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Chapter 10 

A Case for Improving the Quality and 
Quantity of AIDS Financing 

Nana K. Poku 

Much has changed since the first HIV infection was documented in Africa some 
25 years ago. The epidemic has evolved differently in different regions and our 
ability to understand that evolution has grown markedly. From an initial prevailing 
view that HIV/AIDS was not an important development issue, the world has now 
come to a consensus that the epidemic is a major development disaster of perhaps 
biblical proportions. In the most heavily affected regions the epidemic has reversed 
many development achievements of past generations and now jeopardises the 
prospects of the next. The most dramatic effects are reflected in changes in life 
expectancy. Where the epidemic has hit hardest, it has slashed life expectancy in 
half, amidst doubling or even trebling of adult mortality. 

To implement the requisite mitigation programmes, the international 
community and affected countries have raised twentyfold the amounts available 
for funding the AIDS response. Yet, on the whole, the scale of HIV prevention 
efforts in many countries remains far too small. Most programmes and services 
remain centralised in urban areas, are gender insensitive, and lack adequate 
targeting for core groups that fuel the epidemic such as sex workers and mobile 
populations. There is inadequate access to reliable information on prevention 
services. Not surprisingly, across the continent there are still too few countries 
that have been able to either reverse the spread of the epidemic or stop its progress 
and few programmes have been scaled up to national level. As a result, too little 
of the available funding is reaching those in greatest need. 

In what follows, I will argue that to attain the needed efficacy in HIV/AIDS 
mitigation programmes, further sustainable increase in external financing is 
certainly required (particularly for treatment programmes), but even more 
important is the need to implement profound changes in the way donor support 
is mobilised and provided to countries. 

Undermining Development 

In HIV/AIDS, African countries face a challenge that is simultaneously a 
tragedy for individuals, families and communities and at the same time a threat 
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to sustainable development. It is a reality that HIV/AIDS brings three processes 
together in a unique and devastating combination; first, it kills people in the 
prime of their working lives (typically those aged between 15 and 49). This has the 
effect of sharply reducing life expectancy, eroding the labour force and destroying 
intergenerational socio-cultural capital formation. Second and relatedly, by 
destroying intergenerational capital formation, it also weakens the ability of 
succeeding generations to maintain development achievements of the past; and 
third, the net effect of the proceeding two processes is the systematic erosion of 
societies ability to replenish the stock and flow of vital human capital needed to 
sustain socio-economic development and political governance. 

But the impact is not uniform, nor indeed are the effects identical. In 2005, an 
estimated 3.2 million new HIV infections occurred in the region, half of which 
were young people aged between 15 and 24 years. The escalating risk is especially 
evident among young women and girls who make up to two-thirds of the young 
people living with HIV/AIDS in the region. Girls and young women are twice 
as likely to be HIV-infected, with up to six times the infection rates of their male 
peers in parts of the region. In parts of eastern and southern Africa, more than 
a third of teenage girls are infected with HIV. 

The gap between rural and urban HIV rates - previously substantial - is now 
narrowing rapidly in many countries. For some urban populations HIV is now as 
high as 40-50 per cent - rates of infection earlier considered wholly improbable. 
For example, in Botswana HIV prevalence in the capital city, Gaborone, has risen 
from 15 per cent in 1992 to 39 per cent in 2004. In the case of Francistown the 
prevalence was estimated at 43 per cent in 2004, and 10 of the country's 15 sentinel 
sites now have HIV rates in excess of 33 per cent. The overall HIV prevalence rate 
for the adult population in 2004 was 39 per cent, making Botswana the country 
with the highest level of any country. It is now projected that over the next 10 
years that Botswana will lose a quarter or thereabouts of its total population to 
AIDS. This is in a country which has done remarkably well since independence 
and one where there has been sustained social and economic development. 

As a result of the current impacts of the epidemic on the working age 
population, ILO estimate's that by 2010, the labour force of the 39 most affected 
countries will be 9 per cent smaller in the region as a whole (with losses in 
excess of 20 per cent of the total labour supply in the worst affected countries), 
climbing to 12 per cent by 2015. The remaining workforce will contain a greater 
proportion of younger workers who are less experienced and less well educated 
than the present cohort. The implications are still unclear, but it seems inevitable 
that changes of this magnitude will have consequences for all forms of social, 
economic and political activity, and thus will have implications for the totality 
of economic development. Consequently, it is wholly improbable that economic 
growth and poverty reduction targets embodied in the MDGs can be met if 
present trends continue. 

According to the 2005 African Development Report, continental states 
witnessed a growth of 3.5 per cent in GDP in 2004 compared to 3.2 per cent in 
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2003. While significant, the growth in GDP belies the systematic decline observable 
in real per capital GDP growth from 1 per cent to 0.8 per cent in the same period. In 
developmental terms, this means that the combined economies of Africa actually 
shrunk by 0.2 per cent in the 12 months up to the end of 2004. One implication 
of this trend is that approximately half the total population of the continent is 
actually poorer in 2004 than they were in 1990. With less than a fifth of the worlds 
population, the continent is home to one in three poor persons in the world and 
four of every 10 of its inhabitants living in what the World Bank classifies as ka 
condition of absolute poverty'. Nearly half the population of the continent (300 
million people) lives on less than $1 a day; if current trends continue, by 2015 
Africa will account for 50 per cent of the poor of the developing world (up from 
25 per cent in 1990). 

Until recently, the most common method for projecting the long-term 
economic effects of the process above was to estimate the effects by projecting the 
impact of the epidemic on GDP (Bonnel 2000). This method has an important 
shortcoming as it does not take fully into account the reduction in welfare due to 
the loss of family members.1 Recent work attempts to address these shortcomings 
by using a broader definition of welfare that includes the monetary value of the 
changes in life expectancy along with per capita income. Under conservative 
assumptions, the conclusion is then that Africa's mortality changes already imply 
an economic cost of HIV/AIDS equal to 15 per cent of 2000 GDP. This translates 
into a decline in income of 1.7 per cent per year from 1990 to 2000 (Bloom et al. 
2004), which exceeds previous estimates based solely on the loss of output due 
to the epidemic. In the case of a typical African country with a prevalence rate 
of 20 per cent, GDP would be 67 per cent less than otherwise at the end of a 20-
year period. One implication of the above results is that highly-infected countries 
would sink into greater poverty. 

As such, the cost of the epidemic to societies and economies becomes much 
greater than those usually quantified by economists. This derives from the 
compounding effects of the epidemic on vital human capital. This serves to 
cripples the capacity of low income countries to develop an effective response to 
the HIV/AIDS. Because the education sector and the health sectors are keys to 
implementing preventing programmes in school and providing medical care, the 
loss of human capital increases the odds that the HIV/AIDS epidemics will remain 
stronger and last longer than otherwise. Over time declining human capital and 
lower investment combine to reduce the productivity growth on which long-term 
per capita income growth depends. This in turns reduces the parent's ability to 
invest in their children's education and so on. 

The Daunting Challenge Facing African Countries 

By far the dominant obstacles hampering the efficacy of prevention programmes 
and thus reversing the epidemic are centred on the lack of resources, particularly 
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as they relate to health. Critical prevention measures, including the treatment of 
sexually transmitted infections (STIs) and ensuring safe blood transfusion and 
injections, depend on functioning health systems. Poverty, misplaced priorities 
and years of externally imposed restrictions on social spending have left health 
systems weak and dysfunctional, and too expensive for a larger portion of the 
population. Besides the lack of resources, there is an acute shortage of skilled 
health care workers. The contribution of AIDS to this generally grim picture 
is to further exacerbate the already precarious situation on the continent. In 
Zambia and Zimbabwe, for example, HIV-infected patients occupy 50 to 80 per 
cent of all beds in urban hospitals. The services provided meet only a fraction 
of the needs. 

At a time when up to 70 per cent of adults in some hospitals are suffering 
from AIDS-related illnesses-placing extreme pressure on health services-many 
African countries are still cutting health expenditure in order to satisfy budgetary 
constrains imposed by international financial institutions. For example, in 
Tanzania - where over half a million children are orphans as a result of AI DS - the 
government spends only around US$3.20 per person per year on health provision, 
a quarter of what the World Bank itself estimates is necessary to provide basic care. 
The Tanzanian government spends in excess of three times more on debt servicing 
each year than it does on health care (see Table 10.1). Similarly, in Malawi where 
nearly 16 per cent of the population are either living with HIV or AIDS, where 
there is only one doctor for every 50,000 people, government spending on health 
care was dwarfed by debt repayment by two to one (see Table 10.1). 

The potent mix of debt and adjustment makes it virtually impossible for any 
African country to treat those with the virus effectively, or to undertake successful 
campaigns to reduce high-risk behaviour while also providing essential resources in 
the fight against the pandemic. Hence, why some presidents as well as governmental 
technical and consulting staff deliver messages which, at the very least, can be 
characterised as ambiguous. In this vein, Zimbabwe's President Mugabe regularly 
evokes his country's determination to confront the pandemic during interviews, 
while not hesitating to characterise HIV infection as the primary symbol of social 
and political disorder in his country. In July 2005, the president of Uganda declared 
war on AIDS, while affirming in the same speech his staunch opposition to all 
initiatives to promote condom use in his country. 

How best to move forward with comprehensive policies and programmes which 
address issues of mitigation of the social and economic impact of HIV/AIDS, is 
now one of the dominant challenge facing African governments. To achieve this 
objective, however, means addressing the issues of care and support for those 
affected, and increasing the access of People Living With HIV/AIDS (PLWHA) 
to effective treatment. Until a few years ago, this option of treatment for PLWHA 
in Africa had seemed impossible: high costs, demanding treatment regimes and the 
lack of even basic health infrastructure in many heavily affected countries were 
all cited as potential insurmountable barriers. Today, the prospect of increasing 
resources coupled with the decreasing costs of treatment and the emergence ol 
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simpler treatment regimes provides an opportunity to scale up national AIDS 
treatment and care responses in resource-limited settings. 

Alongside the powerful human rights argument centered on the right to life, 
the economic logic of treatment provision in resource-limited settings is now 
undeniable. The benefits from expanding access to treatment include the direct 
contributions to GDP of men and women who would otherwise have succumbed 
to morbidity and mortality, plus their unmeasured contributions in terms of social 
output. The social benefits also include those that arise from continued support 
to both young and elderly dependents, and in particular the avoidance of most 
of the social costs that arise from large and increasing numbers of orphans and 
vulnerable children. There is a separate and powerful case to be made in respect 
of access to ARV therapies for pregnant women where HIV transmission can 
be reduced substantially through the provision of MTCT programmes that are 
relatively inexpensive and clearly beneficial to mothers and infants. 

But the most compelling argument of all is the fact that treatment is also 
functional to the efficacy of prevention programmes. Recent simulations for 
sub-Saharan Africa highlight the importance of promoting both prevention 
and treatment (Salomon et al. 2005). When treatment is scaled up without 
strengthening prevention, the number of people on treatment is projected to 
reach 9.2 million. However, if prevention is scaled up together with treatment, 
only 4.2 million people would need treatment. As summarised in Figure 10.1, a 
combined prevention and care strategy entails substantial synergies, which have 
the potential of reversing the spread of HIV/AIDS. Treatment should thus be 
seen as being integral to policies and programmes that mitigate the impact of the 
epidemic on sustainable development. 

• Baseline • • Prevention A Prevention/treatment 

Figure 10.1 People living with HIV/AIDS in sub-Saharan Africa (millions) 

Source: Salomon et al. (2005). 
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But in a context where access to health care is already poor, the delivery of 
treatment services to a geographically widespread population looks set to pose 
perhaps the most daunting challenge for governments as they seek to mitigate the 
effects of the epidemic. It is even more the case because the costs of intervention 
and treatment far exceed the entire per capita health budget of many countries. 

Take, for example, demands for health care services. In the absence of HIV/ 
AIDS, the population group aged 15^9 accounts for about 20 per cent of all 
deaths. But with AIDS the mortality rate of the adult population increases 
sharply. How much the mortality rate increases has been a subject of considerable 
debate in Africa due to the lack of adequate statistics on the causes of death. In 
the absence of such data one is forced to turn to two alternative methods. The 
first one is to project the AIDS-related increase in mortality on the basis of a 
mathematical modeling of the epidemic. Applying this approach to SSA countries 
suggests that HIV-related deaths represented 30 per cent of all deaths during the 
period 1996-2001 (Bradshaw et al. 2003). An alternative method is to estimate 
the increase in mortality directly from the excess deaths that can be attributable 
to AIDS. In the case of South Africa, this method indicates that about 27 per 
cent of the deaths recently observed in South Africa were HIV-related (Bourne 
et al. 2005), which is quite consistent with the first approach. 

The reason why HIV/AIDS has such an impact on mortality can be understood 
from the characteristics of the HIV epidemic. In a typical African country adult 
mortality was around 7 per 1000 before the advent of HIV/AIDS. A stable 7 
per cent HIV prevalence rate (average for sub-Saharan Africa) would therefore 
increase the death rate of the whole population by about 20 per cent.2 For the 
more heavily infected countries with an HIV prevalence rate of 20 per cent, the 
increase would be much larger of the order of 80 per cent.3 Quite clearly, the 
impact on health services is likely to be substantial. If as an approximation, one 
assumes that the demand for health care is proportional to mortality rates, the 
demand for health services would increase by about 20 to 80 per cent in sub-
Saharan Africa. 

With antiretroviral treatment the demand for care increases even more. 
Although recent decreases in the price of antiretroviral drugs have drastically 
increased the financial feasibility of providing broad access to antiretroviral 
drugs, for African countries, this development comes at a price. If antiretroviral 
treatment delivers its promise of longer lives, it will substantially increase the 
numbers of people living with AIDS. An important reason is the increase in life 
expectancy made possible by antiretroviral drugs. Figure 10.2 shows the increase 
in the number of people treated with antiretroviral drugs under two assumptions. 
The first one is that the percentage of people with access to treatment would 
increase from 8 per cent of those in need of treatment to 80 per cent over the long 
term. The second one is that treatment would extend lives. If lives are extended by 
three years, the number of people under treatment would increase from 300,000 
in 2004 to 6 million in sub-Saharan Africa by 2015. But if treatment provides a 
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gain of 10 extra years of life, the number of people under treatment would reach 
9 million over the long-term. 

3 year survival — - 10 year survival 

Figure 10.2 Number of adults receiving antiretroviral treatment in sub-Saharan 
Africa 

Note: It is assumed that the percentage in need receiving ART increases from 8% in 
2004 to 80% by 2012 and remains at 80% until 2025. 

Source: Simulation based on Salomon et al. 2005. 

The implied structures and programmes to cover even the lowest estimate of 
projected treatment needs are clearly beyond the means of the majority of African 
countries. But the issue is not only that countries are facing budget constraints, for 
they are in all cases, the real issue is that some countries are wrongly assessing the 
choices that they face because they use methods that are inapplicable to epidemics 
that have become, or are about to become, generalised. The economic, social and 
political systems are fragile throughout the region, and AIDS has the capacity to 
destroy these over time. Indeed it is entirely unclear for example how Botswana 
could have coped with the predicted loss of 25 per cent of its total population 
(UNDP 2000); similarly unknown futures also now face other countries in the 
region, such as Zimbabwe, Swaziland, Lesotho and South Africa. 

Bridging the Financing Gap 

The reality of Africa's fiscal constraints has focused the minds of the international 
community on the need to increase Official Development Assistance (ODA). 
After a noticeable decline during the 1990s, total ODA financing has increased 
substantially from US$53.6 billion in 2000 to US$61.1 billion in 2004 (in constant 
2003 USS) (World Bank 2005). As a result of this increase, the resources available 
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for responding to H1V/A1DS have grown from US$1.1 billion in 1999 to close to 
US$6 billion in 2004 (see Figure 10.3).4 Crucially new institutions have also been 
created at the global level such as the Global Fund to Fight AIDS, Tuberculosis 
and Malaria (GFATM); the United States' President Emergency Plan for AIDS 
Relief (PEPFAR) and the World Bank's Multi-country HIV/AIDS Program 
(MAP). Meanwhile, developing countries' governments and private foundations 
such as the Gates Foundation also raised their contributions. 

1 1 ÜT 1 Ur 1 1 1 1 
2000 2001 2002 2003 2004 

• Bilateral • AfTected countries • Multilateral •Foundations 

Figure 10.3 Available funding (commitments) 

Source: CHGA 2005. 

While the recent increase in ODA is a significant step in the right direction, 
it still remains woefully inadequate to the challenges posed by the epidemic. 
Estimates of resource needs were updated by UNA IDS in 2005. In total, the 
required financing for all developing countries is projected to increase from US$ 
9.6 billion in 2005 to some US$14 billion by 2007 (Figure 10.4). About 48 per 
cent of these resources (US$6.8 billion) would be required by sub-Saharan Africa. 
This level of funding would provide prevention coverage to 71 per cent of those 
in need of prevention while antiretroviral treatment would be provided to 54 per 
cent of those in need. 

As far as sub-Saharan Africa is concerned, the number of people with access 
to antiretroviral treatment would rise from 300,000 in 2004 to 2.5 million in 2007. 
Over the long-term the capacity of countries to implement a comprehensive 
HIV/AIDS response would increase, which would allow interventions to reach a 
high percentage of the target groups. In terms of the HIV/AIDS response, this 
means that prevention coverage would reach 100 per cent, all orphans would 
receive care and support and 80 per cent of those in need of antiretroviral 
therapy would have access to treatment. The implications of such assumptions 
are summarised in Table 10.2. The costs of a comprehensive HIV/AIDS response 
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Figure 10.4 Projected financing requirements 

Source: CHGA 2005. 

for SSA countries would increase from US$6.8 billion in 2007 to US$15 billion 
by 2015 assuming that antiretroviral treatment would extend lives by three years. 
However, if treatment would prolong lives by 10 years, the annual cost of the 
HIV/AIDS response would reach US$20 billion per year. 

Is it realistic that the international community will commit the required 
US$10.5bn plus per annum from 2006 rising to 15 billion in 2015 (see Figure 10.3) 
to finance the UNAIDS strategy across the low and middle income countries? 
The signs are certainly not great. Despite the considerable increase in ODA and 
related support for confronting HIV/AIDS in the developing world, the total 
expenditure (including funding from governments, international organisations, 
foundations and NGOs) on HIV/AIDS programmes in developing countries in 
the year 2004 was estimated to be US$5.1 billion (UNAIDS 2005), far short of 
the stated need. In fact, this level of funding is significantly larger than previous 
year levels and according to UNAIDS, there was a ninefold increase in total 
expenditure on HIV/AIDS from US$300 million in 1996 to US$2.8bn in 2002. Yet 
in the same year, UNAIDS estimated that US$8.1 billion was needed to finance 
comprehensive AIDS response in the low income countries, resulting in a financing 
gap of at least US$2.9 billion (this US$8.1 billion should really be seen as a lower 
bound estimate since it did not include infrastructural investment). 

Increasing Absorptive Capacity 

At the country level, the increased funding for AIDS has raised questions about 
the ability of countries in low-income setting to absorb the additional funds. 
The idea is that while low-income countries need additional funds to mount 
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an effective response to the demands of HIV/AIDS, their ability to absorb 
additional funds is limited precisely because of their development status. Due to 
the lack of data, it is difficult to estimate the disbursement of the current funds 
by country Nevertheless, at face value the available information seems to support 
the view that many low income countries are struggling to utilise the new funds 
effectively For example, out of US$1.2 billion committed by the Global Fund, 
only US$200 million have been disbursed by end-2004. This situation is not limited 
to the Global Fund. Mozambique was not able to utilise the PEPFAR funds it 
received in 2004 (Commission on HIV/AIDS and Governance in Africa 2005). 
Kenya also could not disburse donor funds. Other cases included Uganda which 
initially turned down Global Fund grants. In this case, however, the argument 
was that the utilisation of these grants would have been inconsistent with its 
macroeconomic policy 

If left unattended, this absorptive capacity issue is most likely to lead donors 
to reduce their financial commitments, which would jeopardise the long-term 
sustainability of the AIDS response. But how real is the absorptive capacity 
problem? One way to answer this question is to look closely at the quality of the 
current AIDS funding. In almost all countries across the developing world, current 
donor funding continues to be provided on an 'emergency" basis with uncertain 
and lumpy flows targeted at activities with short-term goals. Most of the financial 
resources that have been mobilised are tied to funding activities such as foreign 
technical assistance, information and education campaigns, and provision of 
in-kind assistance in the form of condoms and antiretroviral drugs. Even when 
such interventions may be relevant, they do not address the biggest challenge, 
namely how to build up the capacity and the systems needed for large-scale 
implementation of the AIDS response at the country level. This often produces 
a mismatch between what donors fund and what countries need. 

In turn, this has created a functional bottleneck in many countries, with the 
increase in resources overwhelming the capacity of governments to implement the 
various elements specified by donors. For example, information from the National 
AIDS Accounts that have been estimated for countries such as Ghana and Burkina 
Faso show that up to 90 per cent of the AIDS funds were spent on population 
groups that account for less than 10 per cent of the HIV prevalence. In contrast, 
the sub-groups of population that account for most of the HIV prevalence received 
at best 10 per cent of the funding. In other parts of Africa, the misallocation 
of funds may be much less, but for different reasons. In Southern Africa the 
epidemiological evidence from Zambia and Zimbabwe suggests that most new 
infections come from the general population. In such a context, allocating a large 
share of funds for interventions in the general population may therefore be much 
more appropriate. In any case, what is required is a much stronger link between 
the analysis of the HIV epidemic and the allocation of resources. So far, such a 
link remains extremely weak in most countries. 

What are urgently needed therefore are rapid and sustained improvements 
in the quantity and quality of the AIDS response. A key first step is a firm 
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Functional bottlenecks 
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Figure 10.5 The undertunding of health systems undermines the sustainahility of 
HIV/AIDS response 

commitment to financing recurrent costs, especially as they related to the health 
sector through budget support. HIV affects many sectors, but without a strong 
health sector countries will not be able to provide treatment and care to rising 
numbers of people living with HIV/AIDS. In Africa, for instance, the epidemic 
accounts for roughly 18 per cent of the overall disease burden but places a 
disproportionate burden on existing health services. It increases the demand 
prevention, control and treatment services. Moreover the case-load presented 
by HIV/AIDS patients is more complex and thus more resource intensive. In 
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Malawi, for example, HIV-related conditions are estimated to account for 40 per 
cent of all inpatient admission and 70 per cent of admissions to medical wards. 
Health workers have been asked to take on a wider range of tasks for which they 
are not necessarily trained and often feel frustrated and guilty that they cannot 
cope with many of the problems with which they are faced. 

HIV/AIDS has also increased system costs through sick leave, disability 
entitlements, direct health service benefits such as insurance or other benefits 
for example, to cover the cost of funerals. Whilst the evidence suggests that the 
risks of acquiring HIV through occupational risk is relatively low the perceived 
risks are significantly higher. A WHO review found 50 per cent of health staff 
believing that inadequate protection measures were in place. There are major 
concerns that the scaling up of HIV/AIDS programmes will exacerbate this 
trend (Figure 10.5). This is especially true if the highly trained and experienced 
staff required to provide such complex services are increasingly drawn into urban 
hospital settings where such services are delivered at the expense of services in 
rural areas and those ineligible for ARV treatment. 

In a position where the epidemic is both reducing the human capacity of 
countries and their ability to respond, the focus should target both the cause of 
the epidemic - information campaigns - while improving the ability of countries 
to better treat those already affected. The final outcome document of the United 
Nations High-Level Plenary Meeting of the General Assembly in September 2005 
called for among other things; "launch by 2006 a global initiative to strengthen 
by 2010, national health systems in developing countries by building on existing 
mechanism with sufficient health workers, infrastructure, management systems 
and supplies to achieve the health related MDGs'. Despite the diplomatic 
language, this call from the United Nations is an acknowledgement that aid is 
often provided in ways which undermine efforts to address broader constraints 
to mounting effective strategies against killer disease in the developing world. 
Political and donor funding preferences have meant that development funding 
has often expanded rapidly with the available recurrent funding spread too thinly 
to achieve anything of note. 

Action is therefore needed to increase the ability of countries to deliver 
increased and improved health services. These efforts may imply fundamental 
changes to the structure of health service delivery, including the mix of public 
and private services, the composition of health teams, and salary structures for 
health personnel. A cornerstone of this is the management of the so call 'brain 
drain'. Policies currently tried include bonding, mandatory community service 
and ethical recruitment guidelines. The general consensus is that these policies 
have had little impact. Instead, donors could help reduce the need for hiring 
foreign health workers by raising wages while developing countries would need 
to keep salaries as competitive as possible between the public service and their 
private sector. If immigration is to become firm policy of developed countries, 
their governments should consider financing the expansion of medical training 
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in developing countries. Finally, developing countries can require that health 
professionals repay the cost of their studies if they migrate to another country. 

Conclusion 

Ultimately, the implementation of effective AIDS mitigation programmes is in 
the hands of African countries. For many, if not all low income countries the long 
term goals of reversing the spread of infections and providing care and support to 
the millions of people infected and affected by the epidemic will not be achieved 
without stronger public sector performance. While the private sector, including 
non-governmental organisations and community-based organisations, will 
likely play important roles in the AIDS response, effective government capacity 
will continue to be required to perform core functions of planning, prioritising 
investments and setting policies and standards. As shown by recent research, 
international aid works best in the context of sound government policies and 
governance. The case for mobilising additional aid will therefore greatly depend 
on the countries' ability to show that such funds will be well managed and can 
be effectively utilised. 

The broad foundations of good government, namely, the rule of law, control 
of corruption, representative governance, and sound economic management are 
crucial for long-term economic development. But they are equally important for 
expanding rapidly the coverage of HIV/AIDS interventions. In many countries, 
but especially the low income countries of sub-Saharan Africa, difficult decisions 
will have to be made to address the economic and social factors that contribute 
to the spread of the epidemic and prevent access to services, in most cases, they 
will involve shifting the benefits of government expenditures from influential 
stakeholders to other groups. Examples include the elimination of fees for basic 
health care for the poor; or the increase in access to treatment in rural areas to 
benefit poor groups. All these political choices are unlikely when the political 
voices of the groups that would benefit from such reallocation of expenditures 
are weak. The good news is that Africa has achieved considerable progress in 
that area. 

Notes 

1 For example, take the case of a family on an island that is affected by AIDS. Most 
economic models that were used to project the impact of the epidemic would project 
that the survivors would enjoy higher per capita income. However, this result neglects 
the welfare of the family members who died on account of AIDS and the (likely) 
lower welfare of the surviving members. 

2 Under the assumption that the median time from infection to death is 10 years, adult 
mortality would increase by 7 per 1000 or 100 per cent. As the group aged 15^19 
typically accounts for 20 per cent of number of deaths in the absence of AIDS, the 
aggregate mortality would increase by 20 per cent. 
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3 With an HIV prevalence of 20 per cent, adult mortality rises from seven to 27 deaths 
per 1000 or 386 per cent, which translates into a 77 per cent increase in the total 
demand for health services. 

4 These figures indicate the amounts made available by donors. In other words, they 
correspond to annual commitments and not disbursements, which would be lower. A 
number of sources were consulted to construct the profile of commitments. The 2002 
and 2003 commitment figures were obtained from the OECD data base. Commitments 
for 2004 were derived from various sources such as the US budget and the database of 
the World Bank and the Global Fund. To avoid double counting, the contributions 
of countries to the Global Fund were excluded from bilateral funding as they are 
reflected in the commitments of the Global Fund. Spending on HIV research was 
also excluded from the data to make it comparable to the estimated cost of the 
HIV/AIDS response. In the case of affected countries, the only available data is from 
the few AIDS National Accounts that have been estimated, which provide estimates 
of disbursements and not commitments. In the absence of other sources, figures on 
disbursements were used for domestic spending as well as for foundations and NGOs. 
For these various reasons, the estimates of funding shown in Figure 10.3 should be 
viewed as preliminary. 
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Chapter 11 

HIV/AIDS and Global Regimes: 
WTO and the Pharmaceutical Industry 

Yves Beigbeder 

Introdution: The Issue 

On 10 March 2004, a group of shareholders of Abbott Laboratories made a 
proposal concerning global infectious diseases to their Board of Directors (Abbott 
2004). Core Ratings, a nationally recognised statistical rating organisation in the 
US, had found that Abbott's performance compared with its pharmaceutical 
industry peers: 1) 'has not demonstrated flexibility on patents"; 2) 'has no formal 
policy on developing country diseases'; and 3) 'its policy on clinical trials does 
not commit to adherence with WHO guidelines . The shareholders requested 
that the Board review the economic effects of the HIV/AIDS, tuberculosis and 
malaria pandemics on the company's business strategy, and its initiatives to date, 
and report to shareholders within six months following the 2004 meeting. 

The Board opposed the proposal. It recognised the serious social and health 
impact of HIV/AIDS globally which threatened the economic vitality of many 
developing countries. However, the Board said that 'solutions are not within the 
realm of a single company, industry or government, but will require the leadership, 
political will, expertise and financial resources of all sectors'. It added, in part, 
that, with the exception of South Africa, Abbott did not have any patents on its 
HIV medicines in Africa. Its patents in Africa did not stand in the way of access 
to these medicines, as they were already available in South Africa, but at a loss 
to Abbott through the Abbott Access programme. The proposal was, in the end, 
rejected by a large majority of shareholders. 

This story is not a charge against one particular pharmaceutical company. 
It only serves to illustrate the issue raised by the international protection 
of intellectual property, including patents on health products carried out, 
strengthened and monitored by the World Trade Organization (WTO), and the 
need for millions of HIV/AIDS patients in developing countries to have access to 
free or low-cost medicines able to temporarily contain the progress of the disease, 
essentially antiretroviral drugs.1 
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Should the WTO agreements on the protection of pharmaceutical patents on 
HIV/AIDS antiretroviral or other products be strictly applied in all countries, or 
should patients' health and life be considered as a privileged ground to modify 
these rules? Should there be a 'health exception' in the rules of national and 
international trade? In a nutshell, public health, patents and business objectives 
are not necessarily compatible. Doctors need medicaments to care for patients or 
save their lives. Business firms, including pharmaceutical companies, have to be 
profitable in order to satisfy their shareholders. The pharmaceutical companies 
play an essential role in research and development (R&D) of new medicines. 
Philanthropy is not normally part of their mandate, unless it becomes necessary 
in order to restore or build their image. An image sullied by a public campaign 
and the boycott of their products will result in fewer sales and lower profits. 

In order to obtain price reductions or drug donations, non-governmental 
organisations (NGOs) use their most effective tool: publicly 'shaming' 
governments and pharmaceutical firms for their lack of social responsibility 
and accountability. They try to exert influence on WTO on behalf of HIV/AIDS 
infected persons, and people at risk, in poor countries. International organisations, 
such as WHO and UNICEF, play a middleman role between the NGO activists, 
the governments and the pharmaceutical companies. 

As the legal and institutional foundation of the multilateral trading system, 
WTO promotes trade liberalisation, the lowering of trade barriers through the 
negotiation, and the monitoring and enforcement of multilateral trade agreements. 
WTO's predecessor was the General Agreement on Tariffs and Trade (GATT), a 
multilateral treaty adopted in 1947, run by a temporary organisation in Geneva 
(Switzerland) and was responsible for laying out trade rules accepted by countries 
then responsible for about 90 per cent of the world's trade and aimed at liberalising 
world trade. GATT was both a code of rules and a forum in which countries 
could discuss trade problems and negotiate to enlarge world trade opportunities 
through negotiating 'Rounds', each lasting several years. The last of its eight 
Rounds, the Uruguay Round, established WTO in an agreement concluded in 
Marrakesh (Morocco) on 15 April 1994. WTO. also based in Geneva, came into 
being in 1995. The GATT rules2 were absorbed into WTO and were extended 
into the trade in services (the General Agreement on Trade in Services, GATS) 
which also came into force in 1995. 

The relevance of WTO to HIV/AIDS is related to its negotiations and 
agreements on intellectual property (IP) protection, a key concern of the major 
pharmaceutical companies based in, and supported by, the more wealthy 
countries. 

The Agreement on Trade-Related Aspects of Intellectual Property Rights 
(TRIPS) was one of the 28 agreements that concluded the Uruguay Round in 
1994. In part, the TRIPS Agreement provides that patent protection for both 
products and processes must be available for inventions for at least 20 years. When 
the Agreement took effect on 1 January 1995, developed countries were given 
one year to ensure that their laws and practices conform with the Agreement. 
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Developing countries were given five years. Least-developed countries were given 
11 years, that is until 2006. 

At the WTO Doha Ministerial Conference held from 9 to 14 November 2001, 
trade ministers stressed that it was important to implement and interpret the 
TRIPS Agreement in a way that supported public health by promoting both access 
to existing medicines and the creation of new medicines. They agreed that TR I PS 
did not and should not prevent members from taking measures to protect public 
health. They agreed to extend exemptions on pharmaceutical patent protection 
for least-developed countries until 2016. 

The TRIPS Agreement confirmed the status of WTO as the only international 
organisation in charge of the worldwide protection of patents. The negotiations 
before and after the Doha Conference showed that WTO's role in this domain 
had been initiated and strongly promoted by the rich countries, determined to 
protect their own national and multinational pharmaceutical industry. Developing 
countries had to give in to the pressures and threats of the rich countries. The 
task of protecting patients, rather than the protection of patents and the financial 
interests of pharmaceutical companies, was assumed by a few major international 
NGOs, with a measure of success, and by other international organisations such 
as UNAIDS, WHO, UNICEF, UNFPA and the World Bank. 

In the absence of a vaccine and of curative medicines, fighting against 
HIV/AIDS requires multiple actionsat the national and international levels: 
prevention through communication and education, treatment, care, support, non
discrimination policies, strenghtening national public health structures, training 
of medical and other health personnel, support to public and private research. 
However, having access to drugs is of immediate and vital concern to sick persons. 
For patients in poor countries, the concern is that they should have access to free 
or reasonably-priced medicines, and particularly to lower-priced generic drugs. 
These medicines make a huge difference to the lives of infected persons and their 
families. They help patients to live longer, and they also improve the quality of 
their lives, reduce the stigma and discrimination they might experience, and 
enable them to contribute to the economic and social welfare of their families, 
their communities and to their countries as a whole. 

As in other major issues, such as agricultural subsidies or cultural diversity, 
the patents/patients issue reflects the conflict between North and South, between 
the powerful rich and the poor. More specifically, it deals with matters of life and 
death: may those suffering from HIV/AIDS be cared for through the provision 
of the available drugs, thus at least prolonging their life. The underlying issue 
is therefore the limits to be placed on free trade, in order to protect health and 
life, or more generally the recognition of health as a basic human right to be 
recognised at the international level. 
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Conflicting Interests and Views 

The main actors include the pharmaceutical industries, the rich countries, 
the United States (US), the European Union (EU) and Japan, homes to the 
worlds dominant pharmaceutical industries. WTO is the major international 
organisation used by these governments as their tool for legislating and enforcing 
tighter intellectual property (IP) protection rules. The opposition is managed by 
international NGOs, defenders of HIV/AIDS patients in developing countries 
by promoting affordable access to drugs. 

The Pharmaceutical Industry 

The US patent lawyer Edwin J. Prindle has stressed that corporations see the 
patent system as a fundamental tool of business: 

Patents are the best and most effective means of controlling competition. They 
occasionally give absolute command of the market, enabling their owner to name the 
price without regard to the cost of production. (The Corner House 2004, p. 2) 

The industry's position on the issue of patent protection has been clearly 
and repeatedly expressed by the International Federation of Pharmaceutical 
Manufacturers Associations (IFPMA).3 For IFPMA, strong patent and other 
intellectual property rights (IPRs) are vital incentives and protection for 
innovation, especially in the pharmaceutical sector, which is the industry sector 
most dependent on strong IPRs for innovation. 

The main arguments of the IFPMA (2005) are: 

• it is imperative that IPRs are protected in order that revenues for 
pharmaceutical products may be used for supporting research in new and 
better products for diseases, including those which particularly affect the 
developing world: 
'independent studies' have shown that claims that patents are a barrier to 
access to medicines are unfounded and inaccurate; 

• much more important factors affecting poor countries' access to medicines 
include lack of infrastructure and sufficient financing for health care; 

• virtually all medicines and vaccines currently used to fight diseases, including 
tropical diseases, originate from the pharmaceutical industry; 

• quality generic copies manufactured in accordance with national law and 
international agreements could play an important role in improving healthcare 
in the least developed countries and in low-income developing countries. 

The Federation's position in this statement focuses almost exclusively on the need 
for the protection of IPRs, but does not mention the cost of medicines in relation 
to the financial capacity of poor countries and populations, and is therefore the 
major problem of their access to free or reasonably-priced medicines. Nor is there 
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any mention of one of the solutions to this problem, the unhampered production 
and sale of low-priced generic drugs. 

The European Federation of Pharmaceutical Industries and Associations 
(EFPI A) has made a more convincing exposition of its position (EFP1A 2003). It 
said that continued R&D efforts have generated four classes of HI V/AIDS-related 
medicines in 2002, 83 HIV/AIDS medicines were currently in the development 
pipelines of global pharmaceutical companies, including 33 new antiretroviral 
and 13 candidate vaccines. It said that improved access to health care in developing 
countries is denied by a lack of funding, political will and proper healthcare 
infrastructure: 'it is primarily a poverty and development issue'. 

EFPIA mentioned the achievements of the Accelerated Access Initiative 
(AAI), jointly launched in May 2000 by UNAIDS, WHO, the World Bank, 
UNICEF, UNFPA and five pharmaceutical companies. Its aim is to make 
HIV/AIDS care and treatment available and affordable to significantly greater 
numbers of people in need. By September 2004, the number of HIV patients 
in developing countries receiving antiretroviral (ARV) treatment by the (now) 
seven AAI companies reached more than 333,000 patients (see UNAIDS 2000, 
IFPMA 2005).4 

Other industry programmes include 'effective testing, prevention, fighting 
stigma, building infrastructure, effective distribution and monitoring, training 
for medical staff and healthcare workers and activities to improve lives of AIDS 
orphans'. 

The reality is that besides these justifications and worthy programmes, the 
industry has actively lobbied the US government, the EU and Japan in order to 
obtain WTO agreements which strengthen I PRs globally and limit the production 
and sale of generic drugs. The industry is opposed, or at least diffident, to 
generalised cost reduction of patented drugs in developing countries. They fear the 
impact of lower-cost generic drugs on their profits. They fear that patented drugs 
sold at lower prices in developing countries, or lower-priced generic drugs, would 
be exported illegally to rich countries. Perhaps more basically, the industry fears 
that questions may be asked as to the legitimacy of the high prices of patented 
medicines, in relation to much lower prices of generic drugs. The pharmaceutical 
companies would rather not open this door widely: they agree to keep it only ajar, 
under strict control, that is to negotiate reduced prices case by case, country by 
country. They are still resisting a wider availability of generic drugs, as well as 
the production of generic drugs in developing countries. 

Within the industry, individual drug companies have different approaches and 
make different decisions in different countries. During negotiations carried out 
in 2002 by Central American governments and five pharmaceutical companies 
under the Accelerated Access Initiative, the greatest price reductions were offered 
by GlaxoSmithKline (50 to 83 per cent), Bristol-Myers Squibb (75 per cent), and 
F. Hoffman-La Roche (up to 47 per cent). Boehringer-Ingelheim, in addition to 
a reduction of 33 to 38 per cent, donated drugs for the prevention of mother-to-
child transmission. Merck Sharp & Dohme maintained the prices lowered two 
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years before, when reductions from 75 to 85 per cent were announced. For those 
countries who selected the option of using more generic drugs, the annual price 
of first line triple therapy would be further reduced to between $800 and $1,200 
per patient. 

In direct contradiction with the industry's argument that they depend on 
strong IPR for innovation, a British government-sponsored Commission on 
Intellectual Property Rights concluded, in a report published in September 2002, 
that IP rights hardly played any role in stimulating research and development 
into tropical diseases in the developing world, which was said to be the rationale 
for applying IP rules in the first place (Sands 2005). 

The US, the European I nion and Japan 

In May 2000, at the Queluz Summit, the EU and the US reiterated their 
commitment to combat HIV/AIDS, malaria and tuberculosis (EU/US 2000). 
They agreed to strengthen their research and development cooperation in 
fighting against these poverty-related diseases. Very generally, they would support 
new financial, legal and investment incentives designed to make drugs and 
vaccines more accessible and affordable to countries in need, essentially through 
parnerships between multilateral organisations, the industry, NGOs and civil 
society. The Summit statement made no mention of patent protection, generic 
drugs or price reductions. 

The leader of the rich countries' group is the US. The concrete US strategy 
on IP was and still is in four parts: 

• multilateralism; use the GATT, then WTO to define standards of IP protection, 
binding on all parties and tied to a dispute settlement mechanism; 

• regionalism: the US has initiated the US-Central American Free Trade 
Agreement (CAFTA), which contains restrictive IP provisions; 

• bilateralism: negotiate bilateral agreements with 'weak' countries who do not 
respect US IP sufficiently. At the end of 2002, the US had such agreements 
with approximately 28 developing countries (Oxfam 2002a); and 

• unilateralism: threaten or impose trade sanctions on those countries who did 
not enact or enforce higher standards of IP protection. 

At the bilateral level, the US Congress approved the Trade and Tariff Act of 
1984, whose Section 301 gave the US President the authority to withdraw trade 
benefits from a country or impose duties on its goods if it failed to provide 
'adequate and effective' protection for US intellectual property. In 1988, 'Special 
301' was added to the existing procedures: according to The Corner House 
(2004), its purpose was to bring all the US trading partners up to a standard of 
IP protection satisfactory to the US. In negotiating free trade agreements with 
individual countries, Medecins sans Frontieres Doctors without borders)"" 
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has accused the US of securing the inclusion of several harmful IP provisions in 
its regional and bilateral agreements (MSF 2004a). These include: 

• rules that will turn national drug regulatory authorities into effective 'enforcers' 
of patents on medicine; 

• new obstacles related to pharmaceutical test data, which will delay the 
registration of generic medicines ('data exclusivitity"6); 

• extensions of the lifespan of patents, which will further delay generic 
competition; 

• measures which will allow known substances to be patented all over again for 
each 'new use'; and 

• restrictions which will limit countries' abilities to use compulsory licenses as 
legal tools to ensure access to low-cost medicines. 

The EU wants to strengthen the WTO system to become a universal instrument 
for managing trade, and to ensure that WTO addresses issues such as health, 
environment and social concerns. One objective is to promote meaningful and 
balanced liberalisation with special treatment for developing countries. Japan 
wants to enhance the TRIPS agreement, and generally follows the US lead 
(Donald 1999). 

The US, WIPO and WTO 

The World Intellectual Property Organisation (WIPO), a UN specialised agency, 
would seem to be the relevant forum for governments' negotiations and agreements 
on the protection of intellectual property applicable to pharmaceutical inventions 
and products, among others. Article 3 of the Convention which established WIPO 
in 1967 states that it is: 

(i) to promote the protection of intellectual property throughout the world through 
cooperation among States and, where appropriate, in collaboration with any other 
international organisation. 

However, the US government, as the world's most powerful economy, and the 
US pharmaceutical industry realised that they could not obtain a consensus 
on stricter IP protection through negotiations at WIPO, a UN agency where 
each member state has one equal vote, and where developing countries enjoy an 
'automatic majority'. Secondly, WIPO works essentially through cooperation 
with states and the private sector, promotion of an IP culture and consensus, 
but it has no authority nor means of pressure to enforce IP agreements. The US 
strategy was then to bring intellectual property into GATT, WTO's predecessor. 
The US managed to obtain the support of the European Union and Japan to 
put IP on the trade agenda of GATT, then WTO, organisations both dedicated 
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to free trade, in spite of IP's protectionist history and monopoly nature (The 
Corner House 2004) . 

NGOs: Criticisms and Challenges 

The incoming president of IFPMA himself acknowledged in 2004 that negative 
images of the pharmaceutical industry were not only embraced by the media, 
but also found among the general public: 

Many perceive us as being insensitive, greedy and distant, a view which is reinforced 
by the ever increasing costs of healthcare ... Despite this performance [the benefits of 
pharmaceutical products] patents are attacked, drug prices criticized, the industry's 
R&D efforts questioned and we are viewed as manipulating the perception of our 
drugs by selectively publicizing clinical trial results and too aggressively promoting 
our products. (IFPMA 2004) 

These perceptions are due in part to the actual role and actions of the industry's 
federation and its members, and in part to campaigns to denounce these actions 
launched by influential international NGOs. International NGOs, led by Oxfam 
and MSP, have engaged in a long-term effort to broaden the access of poor 
populations to essential medicines, to obtain significant price reductions on brand 
medicine from pharmaceutical companies, to promote the production and sale of 
generic drugs. NGOs lobby governments, the governing bodies and secretariats 
of intergovernmental organisations such as WHO, UNICEF, the World Bank, 
and WTO. They issue press releases and research papers. 

Oxfam International launched its 'Cut the Cost Campaign' in February 2001 
to draw attention to what it sees as the unnecessary restrictive use of patents by 
pharmaceutical companies to stop the production or import of cheap copies of 
patented drugs in developing countries. The Campaign helped activists in South 
Africa to force 39 companies to drop their lawsuit against the governmentwhich 
had adopted the 'Medicines Act' allowing importation of affordable medicines and 
increased use of generic drugs. Oxfam's campaign was joined by MSF, Voluntary 
Services Overseas, Treatment Action Campaign and other NGOs.8 

The position of Oxfam can be summarised as follows; 

• cost of medicine is a major cause of poverty and suffering; 
• transnational drug companies hold more than 90 per cent of drug patents, 

and, through these patents, are able to charge high prices for their drugs and 
prevent the production and sale of the cheaper generics; 

• WTO patent rules give these companies global control of all new medicines; 
• poor people need access to low-cost versions of newer medicines; 
• many northern (wealthy) governments claim that safeguards in the WTO 

patent agreements can be used to protect public health. Oxfam's view is that 
the safeguards themselves are insufficient; 
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• drug companies and northern governments are using their economic muscle 
to advance these new rules in their own interests. 

Oxfam does not argue for the abolition of patents. It argues that developing 
country governments must be left free to produce, import and market medicines 
vital to public health (Oxfam n.d.). 

MSF founded its 'Access to Essential Medicines Campaign' using the 
funds received when the organisation won the 1999 Nobel Peace Prize. MSF 
advocates a combination of policies to lower drug prices on a sustainable basis: 
encouraging generic competition, voluntary discounts on branded drugs, global 
procurement, and support to good-quality local production and the importation 
of less expensive essential medicines. MSF supports developing governments in 
implementing legislation that prioritises access to medicines, and demands, at 
the international level, that trade policies give the highest level of protection to 
public health. Among its strategies: 

• provide evidence of the detrimental effects of overly strong patent protection 
on medicines in poor countries; 

• bring together advocacy groups, industry, international organisations and 
government representatives to help poor countries use legal measures available 
to them, such as compulsory licensing and parallel imports; 

• provide information and evidence to influence EU and US policy regarding 
interpretation of trade agreements and their impact on access to essential 
medicines (MSF n.d.). 

Other arguments for the involvement of MSF in this issue are given by the 
President of the International Council of MSF (Orbinski 2001). A balance should 
be struck between private and public interests, a balance that gives priority to 
equitable access to essential drugs as a right over the rules governing their trade. 
Only a fraction of people living with HIV, residing mainly in Europe and North 
America, have access to patented antiretroviral therapy and have therefore seen 
their AIDS mortality rates drop by more than 70 per cent. The majority of 
antiretrovirals whose patents are now exclusively exercised by big pharmaceutical 
companies were the result of research that was largely publicly financed. For 
antiretrovirals, the expansion of generic production and competition in the 
developing world is part of a real and vital solution. Governments in developing 
countries need to ensure an adequate and affordable supply of antiretrovirals by 
issuing compulsory licences to generic producers, or by using parallel importing 
as a safeguard. He said that MSF is not 'anti-globalisation' or 'anti-free trade': 
'However, MSF will not remain silent in the face of trade practices that mean 
inequity and ultimately unnecessary suffering and death for the people we work 
with on a daily basis'. MSF opposes any measure that gives any more patent 
protection that is already afforded by the TRIPS Agreement called TRI PS-plus 
measures. A solution to overcoming barriers to access to antiretrovirals lies in 
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differential pricing, so that patients in poor countries pay much less for essential 
medicines. MSF considers that WTO dispute settlements have so far placed 
trade above public health. Neither the UN nor WHO is yet an institutional 
counterweight to WTO. and they have no formal role or seat in the adjudication 
process, except by invitation.9 MSF claims that access to health care is a human 
right. 

Actors in Motion 

WTO Rounds and Decisionss 

The adoption of the TRIPS Agreement in 1994 at the Uruguay Round was 
the foundation of WTO's implication in health-related patents protection.10 

The TRIPS Agreement sets minimum standards of protection for intellectual 
property rights including patents, copyrights, trademarks and industrial designs, 
to be enforced through national legislation. The terms of protection for patents 
are set at a minimum of 20 years from the filing date. From 1 January 1995, the 
transitional periods agreed to upgrade their legal and regulatory systems to be 
compliant with TRIPS were one year for industrialised countries, five years for 
developing countries (until 2000), and at least 11 years (until 2006) for least 
developed countries. 

During the term of a patent, the 'Bolar exception' in patent law permits 
research, development and submission of information and samples required of 
generic drug manufacturers by regulatory authorities for registration. Its purpose 
is to facilitate the approval of a a generic product for marketing before patent 
expiration, thereby permitting a prompt introduction of generic versions after that 
date, at a lower price than the patented medicines. In theory, the Agreement allows 
countries to protect public health (Thomas 2002). Under Article 8.1, 'members 
may ... adopt measures necessary to protect public health and nutrition, and to 
promote the public interest in sectors of vital importance to their socio-economic 
and technological development'. Under certain circumstances, TRIPS allows 
countries to pursue 'parallel importing' (Article 6, Exhaustion of Rights) and 
compulsory licensing (Article 31). 

Parallel imports refer to importing a patented drug from a third party in 
another country where it is sold for less. Under Article 28 of the TR I PS. patent 
owners have the right to prevent third parties from 'making, using, offering 
for sale, selling or importing' a product, but states determine when these 
rights are exhausted. Under Article 6, states can take whatever action they 
deem necessary at the point of exhaustion. This allows for parallel imports 
as national policy, permitted under EU, US and Japanese patent laws. 

• Compulsory licensing permits the manufacture anywhere and use of generic 
drugs without the agreement of the patent holder. Under Article 31, states 
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can issue such licenses for various reasons, not only national emergencies, 
so long as they adopt adequate safeguards such as compensation. In such 
emergencies, as in the case of non-commercial public use, or to correct anti
competitive practices, they do not need to make prior efforts to negotiate a 
licence on reasonable commercial terms with the patent holder. 

Although it was claimed that the introduction of TRIPS would stimulate the 
transfer of technology, encourage foreign direct investments, strengthen research 
and development and innovation, and ensure early introduction of new products 
in developing countries, some analysts found little support for these assumptions. 
They found that TRIPS led to an erosion of the sovereign decision-making power 
of national governments in respect of IP rights, control over drug prices, tariffs 
and duties, subsidies for the health care system, and limited the scope of public 
intervention in the pharmaceutical market. Patents and monopolies would be 
strengthened, prices of drugs would be increased (Koivusalo and Ollila 1997). 

The Doha Ministerial Conference (2001) In its final 'Declaration on the TRIPS 
Agreement and Public Health' adopted on 14 November 2001, the Conference 
recognised the gravity of the public health problems afflicting many developing 
and least-developed countries, while also recognising the importance of 
intellectual property protection for the development of new medicines. The 
flexibility provided by the TRIPS Agreement gives the right to members to 
grant compulsory licences and the freedom to determine the grounds upon 
which such licences are granted. Each member has the right to determine what 
constitutes a national emergency or other circumstances of extreme urgency, 
it being understood that public health crises, including those relating to HIV/ 
AIDS, tuberculosis, malaria and other epidemics, can be included in these terms. 
The Conference also agreed to provide an additional 10-year transition period 
(until 2016) for the least-developed members with regard to pharmaceutical 
products. 

During the negotiations, tensions rose between two groups: the US, supported 
by the European Union, Japan, Switzerland and Canada, and other developed 
countries, intent on preserving protection of intellectual property, versus a 
coalition led by Brazil and India trying to strengthen health safeguards in the 
Agreement. The latter countries had placed their hopes on several recent retreats 
by pharmaceutical companies and the US on price reductions and generic drugs 
(see below). 

Dr Brundtland, the former WHO Director-General, said that she was pleased 
to hear of the Ministers'conclusions that the TRIPS Agreement 'can and should 
be interpreted and implemented in a manner supportive of WTO Members' right 
to protect public health and, in particular, promote access to medicines for all' 
(WHO 2001). Oxfam agreed: the NGO said that the Doha Declaration was an 
important step forward in the campaign for affordable medicines. 'It affirmed 
the primacy of public health over intellectual property rights, and the rights of 
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governments to make full use of the public health safeguards in TRIPS' (Oxfam 
2002b). Other observers were not so sure. The Declaration agreed that 'the TRIPS 
Agreement does not and should not prevent Members from taking measures to 
protect public health'. This statement, taken as a significant advance, was however 
only a political statement, not a binding statement. There was no commitment 
to change the wording of the TRIPS Agreement to accommodate developing 
countries' overriding of patents for public health purposes, a victory for the North. 
NGOs present at the meeting deplored the 'high-handed unethical negotiating 
practices of the developed countries - linking aid budgets and trade preferences 
to the trade positions of developing countries and targeting individual developing 
country negotiators'. A critic wrote that the major trading powers succeeded in 
breaking the fragile unity of developing countries: 'Doha represented a low point 
in the WTO's - and GATT's before it - history of backroom intimidation, threats, 
bribery and non-transparency' (Bello and Mittal 2001, Bello 2002). 

The Report of the WHO-established Commission on Macroeconomics and 
Health, published on 20 December 2001, gave support to the developing countries. 
It called for a new global framework for differential pricing of essential drugs 
for poorer nations. The group suggested that WHO, the pharmaceutical industry 

patent holders and generic producers - and low income countries should work 
together to agree on guidelines. The Commission said that the TRIPS Agreement 
should be 'interpreted broadly' to ensure that poorer countries that cannot produce 
generic drugs can still get access to generic production from third countries 
(Commission on Macroeconomics and Health 2001). However, an IFPMA 
representative countered that the spotlight should not be on the drug industry 
but on governments of rich and poor nations (Ashraf 2001)." 

After Doha 

In April 2002, in its Annual 'Special 301' Report on Global Intellectual Property 
Protection, the Office of the US Trade Representative affirmed the US continued 
commitment to ensure effective intellectual property protection around the world 
(US Department of State 2002): 

US creativity and ingenuity improves the lives of people all over the world. American 
innovators, like our scientists, artists and writers, rely on intellectual property protection 
to safeguard their inventions and creations. Strong intellectual property protection 
should also be a priority for other countries because it will help them attract investment 
and technology. 

The Doha Declaration had recognised that WTO Members with insufficient or 
no manufacturing capacities in the pharmaceutical sector could face difficulties 
in making effective use of compulsory licensing under the TRIPS Agreement. It 
instructed the Council for TRIPS to find an expeditious solution to this problem 
and to report to the General Council before the end of 2002 (Article 6). Delegates 
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at the Council failed to reach an agreement by that deadline. MSF (2003) and 
Oxfam (2002) blamed the pharmaceutical industry, the US, Japan, the European 
Union and Switzerland for this failure. 

These countries wanted to limit the number of diseases covered by the 
Agreement to HIV and AIDS, malaria, tuberculosis, or other infectious epidemics 
of comparable gravity and scale. Developing countries including Brazil, India 
and China contended that governments had the right to determine which diseases 
constituted public health crises in their countries. However, the rich countries, 
relaying the restrictive position of their pharmaceutical companies, feared that 
the list would be too large, possibly including such rich countries diseases as 
diabetes, hypertension and asthma. The US, which caused the breakdown of 
the negotiations, pledged that until a deal was reached, it would not initiate 
any complaint to the WTO for breaking the Agreement by exporting cheaper 
medicines to poor countries. The US urged other countries to join them in this 
moratorium (Becker 2002). In January 2003, Pascal Lamy (2003), the former 
European Commissioner for trade and WTO Director-General since September 
2005, questioned the 'strident' concerns of the pharmaceutical industry that a 
compromise agreement had the potential to weaken research into new medicines 
as exaggerated. 'If the poor countries are unable in any case to buy the medicines, 
where are the lost profits for the industry, where is the problem?' (Lamy 2003). 
Lamy's proposal was to involve WHO; countries would ask for guidance from 
WHO to assess the seriousness of public health problems. A WHO official replied 
that the national health authorities had the necessary competence to decide as to 
which were the emergencies (Benkimoun 2003). 

WTO members had aimed to establish by 31 March 2003 a framework for 
negotiations to reduce trade barriers and subsidies in agriculture: no agreement 
was reached by that date. Without agreement on agriculture, agreement on other 
trade issues would not be possible, as all areas of the negotiations are linked: there 
must be agreement on all issues. 

WTO General Council's Decision of 30 August 2003 

On 30 August 2003, WTO's General Council approved a decision in 
implementation of paragraph 6 of the Doha Declaration which states (WTO 
News 2003): 

6. We recognize that WTO members with insufficient or no manufacturing capacity in 
the pharmaceutical sector could face difficulties in making effective use of compulsory 
licensing under the TRIPS Agreement. We instruct the Council for TRIPS to find an 
expeditious solution to this problem and to report to the General Council before the 
end of 2002. 

Members were deadlocked over this question and the original deadline of 31 
December 2002 was missed. 
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Article 31 (f) of the TRIPS Agreement says that products made under 
compulsory licensing must be 'predominantly for the supply of the domestic 
market". This applies directly to countries that can manufacture drugs - it limits the 
amount they can export when the drug is made under compulsory licence. It has 
an indirect impact on countries unable to make medicines and therefore wanting to 
import generics. Member governments agreed on legal changes that were to make 
it easier for poorer countries to import generic drugs made under compulsory 
licensing if they are unable to manufacture the medicines themselves. The 30 
August 2003 agreement allows any member country to export pharmaceutical 
products made under compulsory licences within terms and conditions set in the 
decision. All WTO countries are eligible to import under this decision, but 23 
developed countries were listed in the decision as announcing voluntarily that they 
will not use the system to import. A number of other countries announced that 
they would use the system only for emergencies or extremely urgent situations. 

In a Joint statement on TRIPS and public health,12 NGOs including Oxfam 
and MSF criticised the deal as a 'gift bound tightly in red tape', while noting 
with satisfaction that developing countries had resisted pressures from the US, 
the EU, Japan and other developed economies to limit the agreement to only 
few diseases or for extraordinary circumstances. The NGOs still considered that 
the industrialised countries now had greater opportunities to pressure and stop 
developing countries from issuing compulsory licences, contrary to WTO s claim 
than the decision made it easier for countries in need to import cheaper generic 
medicines made under compulsory licensing if they are unable to manufacture the 
medicines themselves. On the other hand, a separate statement by General Council 
chairperson Carlos Perez des Castillo, Uruguay's ambassador, was designed to 
'give comfort' to those governments that feared that the decision might be abused 
and undermine patent protection. 

The Ministerial Conference in Cancun (Mexico) which followed in September 
2003 collapsed as the USA and the EU failed to end the massive farm subsidies 
granted to their agricultural sectors. However, the power of the developing world 
was strengthened during the meeting by the emergence of the G21 group of 
developing countries, including Brazil, China, India and Nigeria, which formed 
a counterweight to the massive bargaining power of the US and the US (The 
Guardian 2003). On 1 August 2004, a package of framework and other agreements 
was adopted by the WTO governments, which concern mainly agriculture issues, 
without impact on IP rights (WTO News 2004). By mid-2006, negotiations on the 
Doha Round, scheduled to end in January 2005, were still inconclusive. 

Pressures on the Pharmaceutical Industry and Governments 

Competition from generic manufacturers in developing countries such as Brazil, 
India and Thailand has reduced the price of antiretroviral treatement from $15,000 
per person per year to as little as $140. Pressure by international organisations, and 
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mainly, by international NGOs, on the pharmaceutical industry in rich countries 
has accompanied and promoted campaigns with the objectives of expanding the 
access of HIV/AIDS medicines to populations in poor countries through increased 
production and sales of generic drugs in those countries, and price reduction of 
these drugs. A number of advances were obtained over considerable obstacles, 
interspersed with delays or defeats. 

In 1994, Brazil's government urged domestic pharmaceutical firms to start 
manufacturing AIDS drugs. Because of Brazils production, prices for AIDS 
drugs exclusively produced abroad have dropped nine per cent, but more than 
70 per cent for those that compete with Brazilian generic brands. Because of 
the wide availability of generic drugs supported by $450 million in government 
funding for some 93,000 patients, AIDS deaths were cut in half between 1996 
and 1999. The government spends about $4,500 per patient each year for typical 
drug treatment. In the US, similar treatment costs between $12,000 and $15,000 
(Jones 2001). 

In February 2001, the Indian generic drug manufacturer Cipla Ltd announced 
that it would sell its triple-combination therapy for AIDS to MSF for $350 per 
year per patient and to governments for $600 per year. The $350 price was a 
discount of 96 per cent off the price of the same combination in the US, which 
would cost about $10,400. In November 2000, Glaxo-Wellcome had threatened 
to sue Cipla when it tried to sell Duovir, its generic version of Glaxo s Combivir, 
in Ghana. Cipla had offered the drug for $1.74 a day; Glaxo had cut its price to 
$2, from $16. But even though the African regional patent authority said that 
Glaxo's patents were not valid in Ghana, Cipla backed down and stopped selling 
Duovir (McNeil 2001). On 21 February 2001, GlaxoSmithKline (GSK) promised 
to supply charities with discounted drugs (BBC 2001). In November 2002, GSK 
said that it offered its full range of antiretroviral at a not-for-profit preferential 
price to 63 of the worlds poorest countries, including sub-Saharan countries. GSK 
had received regulatory approval from 11 countries to supply ARVs in special, tri
lingual Access' packs. It was expected that providing medicines in differentiated 
packaging would help prevent illegal diversion of preferentially-priced products 
(Global Business Coalition on HIV/AIDS 2002). In March 2001. Merck said that 
it would make Crixivan available at $600 per patient per year - instead of $5000 
in the US - and Stocrin, available for $500: both are taken in combination with 
other drugs as an HIV 'cocktail". GlaxoSmithKline offered discounted drugs 
to employers and non-profit groups. Oxfam welcomes the move, but said that it 
did not address the central problem, the systematic use of patent rules to keep 
low-cost drugs out of poor countries (BBC 2001). 

On 19 April 2001, the Pharmaceutical Manufacturers Association of South 
Africa and 39 multinational pharmaceutical companies unconditionally dropped 
their case against the South African government. The South African government 
had passed the Medicines and Related Substances Control Amendment Act 
('Medicines Act1) in 1997, which allowed importation of affordable medicines and 
increased use of generic drugs. This legislation was opposed by the US government 
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and the European Union, in support of their pharmaceutical companies, objecting 
to the legitimisation of parallel importing and compulsory licensing, claiming 
that it was at variance with World Trade Organization obligations (Thomas 
2002). The US government applied trade pressures against the South African 
government, while the 39 pharmaceutical companies submitted their case to the 
Pretoria High Court in 1998. The industry's court action was widely and publicly 
denounced by 140 NGOs from 130 countries who had signed the global 'Drop 
the Case' petition (MSF 2001). 

This unexpected success of a developing country, with the support of NGOs, 
for the protection of their patients' rights, marked the 'intrusion' of public health 
concerns in trade negotiations, triggering the necessary interference of WHO in 
international trade. The main issue is, in simple terms: should there be a 'health 
exception' in the rules of international and national trade? In June 2001, the 
US dropped its complaint against Brazil for allowing the production of generic 
AIDS-treatment drugs in that country. The US had filed a complaint with the 
WTO in February 2001 over a Brazilian law that permits a local company to 
manufacture a product, made by a foreign company, if that company fails to 
initiate production within three years. The US complained that this law was 
protectionist and discriminated against all imported products (BBC 2001b). 

According to a survey by the Pan American Health Organisation (PAHO), 
which serves as a WHO regional office, prices of antiretroviral drugs dropped by 
up to 54 per cent between 2001 and 2002 in 14 Latin America and the Caribbean 
countries as a result of agreements between ministries of health and drug 
manufacturers (Medical News Service 2002). There were however wide differences 
among the countries. While the regional average cost to AIDS patients was around 
$ 1,100 per year, in Haiti, the cost went down from $21,489 to $ 1,606, while Brazil 
(a producer of generic drugs) obtained a reduction from $ 1,408 to $635, the lowest 
in the Americas. In spite of the uneven and relative progress, many countries still 
cannot afford to provide the drugs to all those in need. 

In November 2002, one year after Doha, Oxfam complained that the US 
government continued to use bilateral and regional trade agreements outside WTO 
to pressure developing countries to implement TRIPS-plus standards (Oxfam 
2002a). The US had, then, IP agreements with approximately 28 developing 
countries and was seeking more. These pressures tended to delay or restrict the 
production of cheaper generic versions of new medicines; 'This not only reduces 
poor people's access to medicines in these countries, but also chokes off the supply 
of cheap drugs to the vast majority of other drug-importing poor countries leaving 
them entirely dependent on expensive patented medicines'. 

In January 2003, Pharmacia Corp. (acquired by Pfizer Inc.) announced at the 
World Economic Forum in Davos that it would allow generic drug companies to 
manufacture low-cost copies of its AIDS drug to sell in poor countries. Pharmacia 
will work with the International Dispensary Association in Amsterdam to provide 
licenses and technological skills to generic companies to make its drug Delavirdine, 
an antiretroviral sold under the name Rescriptor. The plan is an alternative to 
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compulsory licensing (CBS News 2003). In February, the Swiss firm HofTman-
La Roche said that it had cut prices on its AIDS drugs to the least developed 
countries. It also agreed that it would not act against possible infringements on 
patents on AIDS drugs in those countries, and that it would not file for further 
patent protection on AIDS drugs in those countries in the future {Internationa! 
Herald Tribune 2003). 

In March 2004, MSF denounced Merck for breaking its promise to reduce 
AIDS drug price in developing countries (MSF 2004b). More than 16 months 
after Merck announced that it would reduce the price of its first-line drug Stocrin 
(efavirenz, EFV) to less than $1 per day in developing countries, the offer had 
failed to materialise by March 2004. Drug price offers need to be followed by 
swift registration in the countries for which the offer is made: Merck had not 
registered the formulation in low- and middle-income countries hardest hit by 
HIV/AIDS, including South Africa, Malawi and Nigeria, so the drugs was not 
available in those countries. 

In May. MSF warned Central American countries that signing and ratifying 
the US-Central American Free Trade Agreement would endanger the health of 
millions of people in the region (MSF 2004c). The Agreement's restrictive IP 
protection provisions was expected to block access to low-cost essential medicines 
for Guatemala and other countries. Similarly, Oxfam warned the Thailand 
government in July 2004 that the proposed Free Trade Agreement with the 
USA would threaten access of patients to HIV/AIDS treatment (Oxfam 2004). 
Thailand, a developing country, has developed effective HIV/AIDS treatment 
programmes: its government has been able to offer key HIV/AIDS medicines 
to approximately 30 000 people. Other US-negotiated Free Trade Agreements 
with other countries such as Singapore, Chile and other Central American 
countries include IP standards that exceed those in TRIPS and prevent or delay 
the introduction of affordable generic medicines, by restricting or limiting the 
use of public health standards in the TRIPS Agreement. 

In the midst of civil society protests and warnings relayed by national and 
international media, India's Parliament adopted on 23 March 2005 The Patents 
(Amendment) Act, 2005', amending the Patents Acts of 1970, 1999 and 2002.13 

The 1970 Act did not allow patents on pharmaceutical products and thus enabled 
Indian companies to make their own generic versions of medicines at lower cost. 
Indian medicines were then sold at lower prices and produced competition which, 
in turn, led the main pharmaceutical companies to offer their products at reduced 
prices. India had to change its legislation as of 1 January 2005 in order to comply 
with its obligation under the TRIPS Agreement. The new Act provides that drugs 
not yet produced by generic manufacturers, including those for which a patent 
application has been filed between 1995 and 2005, as well as any drugs invented 
after 2005, are likely to only be sold by originator companies. MSF feared that 
this lack of competition would lead to steep increases in the prices of new ARVs. 
MSF is also concerned that the provisions of compulsory licensing in the Act 
seem unnecessary cumbersome and may lead to legal and administrative delays. 
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and possible litigation between the patent holder and other potential producers 
of a drug. On the positive side, the system of automatic licensing offers some 
immediate relief for generic production of existing medicines. The bad news was 
concern about affordability of new medicines in the long term. IFPM A recognised 
as a significant step the passage of the new Act. Its Director-General said that 
'India has great potential in pharmaceutical R&D and stronger patent protection 
will be a vital element in stimulating R&D in India to meet public health needs 
both in India and around the world1 (IFPMA 2005c). 

Conclusion 

The IFPMA is right in saying that the fight against HIV/AIDS in the developing 
world is more complex than simply providing medicines cheaply. It is also 
dependent on the economic capacity and priorities of developing countries, the 
political will of leaders, science-based public health policies, effective prevention, 
solid public health infrastructure, the availability of drugs, financing, and the 
capacity of health personnel to administer medicines safely and effectively. 
Research towards an effective vaccine and curative medicines and their 
development are essential conditions for combatting HIV/AIDS more successfully 
than with the present prevention measures (which would still be required) and 
the present imperfect medicines. 

However, patent protection and the availability and cost of medicines affect 
directly people's access to HIV/AIDS drugs. Intellectual property rights are 
being strengthened globally under the authority of WTO agreements, with the 
full support of the rich countries, intent to protect their own pharmaceutical 
industries. These agreements limit the right of developing countries to create and 
expand their generic industry, thus lifting pressure on the large pharmaceutical 
companies to reduce their prices. The 2005 Indian Patent Act, made necessary 
by India's membership in WTO, has been hailed by the pharmaceutical industry, 
while NGOs fear that it might abort or cripple one of the most effective levers 
of price reductions, the competitive capacity of such generic producers as Cipla 
Ltd. 

In the global fight against HIV/AIDS, the main actors are governments and 
their intergovernmental organisations. In the area of intellectual property, as in 
other trade issues, rich countries-the US, the EU and others-use their dominant 
political and economic power on a bilateral, regional and global basis. They have 
initiated the TRIPS Agreement, and ensure its implementation by all countries. 
Cancun has seen the emergence of the G21 group of developing countries, which 
has so far focused more on agriculture than on IP. NGOs are the opposition: 
they expose abuses by rich governments and 'big pharma", they recall the needs 
of poor and sick people for access to medicines, they bolster governments in the 
developing world in standing for their rights and resisting big powers' pressures. 
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They promote the creation of generic industries in developing countries, they 
support differential pricing according to people's needs and capacity to pay. 

The British Commission on Intellectual Property Rights recognised that, 
without the incentive of patents, it is doubtful that the private sector would have 
invested so much in the discovery or development of new medicines. 'But the 
evidence suggests that the IP system hardly plays any role in stimulating research 
on diseases particularly prevalent in developing countries, except for those diseases 
where there is also a substantial market in the developed world (for example, 
diabetes or heart disease).' HIV/AIDS has the doubtful 'privilege' of being a 
sickness which concerns both rich and poor countries, so that research on vaccines 
and curative medicine is actively carried out by the pharmaceutical industry. 
The real problem remains a question of cost: many HIV/AIDS patients in rich 
countries (or their state or private insurance schemes) can pay for antiretrovirals, 
while those in poor countries cannot: differential price reductions are a must, 
while knowing that even sharp price reduction will only give access to drugs to a 
small proportion of the millions of patients in the Third World.16 

Some of the British Commission's recommendations should be followed: 

• public funding for research on health problems in developing countries should 
be increased; 

• the IP system can help to establish differential pricing mechanisms, which 
would allow prices for drugs to be lower in developing countries, while higher 
prices are maintained in developed countries; 

• the legislation of developing countries should facilitate their ability to import 
patented medicines if they can get them cheaper elsewhere in the world (parallel 
imports); 

• developing countries should adopt legislation and procedures allowing them 
to use compulsory licensing; and 

• developing countries should adopt legislation facilitating the entry of generic 
competitors as soon as the patent has expired on a particular drug, and avail 
themselves of the Bolar exception. 

Oxfam recommends that rich countries should make their bilateral policies 
fully compatible with the Doha Declaration. They should stop pressurising 
governments in developing countries to introduce patent provisions that run 
counter to the Doha Declaration, or that are TRIPS-plus'. WTO should play a 
more active role in ensuring rich countries' compliance with the Doha Declaration 
in developing countries. Poor countries should use the longer deadlines for 
introducing pharmaceutical patents agreed at Doha, or the TRI PS-compatible 
compulsory licensing and paralles import provisions (Oxfam 2002d). 

MSF advocates a combination of policies to lower drug prices on a sustainable 
basis: these strategies include encouraging generic competition, voluntary 
discounts on branded drugs, global procurement, and local production. MSF 
supports developing countries in implementing legislation that prioritises access 
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to medicines, and demands at the international level that trade policies give the 
highest level of protection to public health (MSF no date). 

These recommendations and positions go against the interests of the major 
pharmaceutical companies; they may be seriously considered only if developing 
countries are able to use their own strength in political/economic groups such 
as the G21, with the support and advice of NGOs, and the possible support 
of friendly North countries. Ultimately, the basic issue is how to deal with and 
perhaps resolve the inherent conflict between patents' protection and patients' 
rights. Should not a right to health be part of basic human rights, and prevail 
over free trade considerations? 

Notes 

1 'Drugs' is used in this chapter with the same meaning as 'medicines'. 
2 GATT's principles were: trade without discrimination, protection through tariffsn 

not through quotas and import licensing, bound tariffs can be increased only if 
compensation is offered by the importing country, national treatment (imported 
products must be treated no less favourably than domestic products with respect 
to internal taxes, regulations and other requirements, consultations on the basis of 
equality. 

3 The International Federation of Pharmaceutical Manufacturers Associations is 
a non-profit, NGO representing national industry associations and companies 
from developed and developing countries.Member companies are research-based 
pharmaceutical, biotech and vaccine companies. 

4 The participating companies in 2005 are Abbott Laboratories, Boehringer-Ingelhein. 
Bristol-Myers Squibb, Gilead Sciences, GlaxoSmithKline, F. Hoffmann La-Roche 
and Merck & Co., Inc. 

5 Medecins sans Frontieres (MSF) is an international medical humanitarian 
organisation providing assistance through over 500 medical relief programmes in 80 
countries. MSF was awarded the 1999 Nobel Peace Prize. 

6 Data exclusivity is a practice whereby, for a fixed period of time (five years in the US, 
eight years in the FU) drug regulatory authorities do not allow the registration files 
of an originator to be used to register a therapeutically equivalent generic version of 
that medicine, until or unless the generic manufacturer independently carries out its 
own tests showing the safety and efficacity of the medicine. 

7 Oxfam International is a confederation of 12 organisations working together with 
over 3000 partners in more than 100 countries to find lasting solutions to poverty, 
suffering and injustice. 

8 Including Third World Network, Consumer Project on Technology, Consumers 
International, Health Action International, CorpWatch and Human Rights Watch. 

9 WTO has access as an observer to WHO governing body meetings and to various 
technical meetings. WHO has been granted observer status at WTO's Committee on 
Sanitary and Phytosanitary Measures and its Committee on Technical Barriers to 
Trade, and has ad hoc observer status at its Council for Trade in Services and Council 
for Trade-Related Aspects of Intellectual Property Rights, WHO's application for 
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observer status at WTO's General Council was submitted in June 1997 but had not 
been approved by April 2005 (WHO 2005). 

10 This section is based in part on Beigbeder (2004). 
11 The Commission was established by WHO Director-General Dr Gro Harlem 

Brundtland in January 2000 to assess the place of health in global economic 
development. 

12 'Joint NGO statement on TRIPS and public health WTO deal on medicines: a 
"gift" bound in red tape', 10 September 2003. NGOs were ACT Up Paris, Consumer 
Project on Technology, Consumers International, Essential Action, European AIDS 
Treatment Group, Health Action International, Health GAP, International People's 
Health Council, Medecins sans Frontieres, OXFAM International, Peoples" Health 
Movement, SEATINI, Third World Network, Women in Development. 

13 According to the International Herald Tribune of 7 March 2005, the bill bore the 'heavy 
footprint of multinational and Indian pharmaceutical companies that are eager to 
sell high-priced drugs to India's middle class, which is larger than the population of 
the United States'. See also Le Monde, 20-21 March 2005. 

14 In 2003, UNAIDS and WHO launched the '3 x 5' initiative, setting a global target 
to provide three million people living with HIV/AIDS in low- and middle-income 
countries with life-prolonging antiretroviral treatment by the end of 2005. In 2006, 
only 1.3 million people had received the treatment, a new target was set: to move 
towards universal access to treatment by 2010. 
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Chapter 12 

Comparing AIDS Governance: 
A Research Agenda on Responses to 

the AIDS Epidemic1 

Per Strand 

Introduction 

HIV/AIDS can fame or shame Africa's powerful presidents on the global stage like 
few other current political issues. Irrespective of other deeds and grand visions, 
political legacies are increasingly determined by what actions were taken or 
mistaken in the fight against AIDS. This is somewhat ironic since the trajectory of 
the epidemic is ultimately determined by the individual choices and behaviours of 
often the most powerless and destitute of citizens. What, then, should presidents 
and their governments be doing in the fight against AIDS? 

Academic and advocacy literature is dominated by the normatively attractive 
argument that whatever policy interventions are implemented, these should be 
framed by democratic values and structured by democratic institutions and 
processes. Responses to HIV/AIDS that respect human rights, invite broad 
participation from civil society, are transparent for media and civil society scrutiny, 
and enable voters to hold politicians accountable would probably empower 
citizens and contribute to the consolidation of democracy. The problem with 
this argument, however, is that it has little to show for its success in halting or 
reversing the epidemic in Africa. This poses some difficult questions: Can we 
afford to pursue policies that are based on cherished ideals even if they ultimately 
fail in saving lives? What alternative forms of AIDS governance are available, and 
would they be more efficient? 

There are three broad characteristics of the HIV/AIDS epidemic in many 
African countries that suggest failures in political efforts to respond effectively to 
the epidemic. Firstly, the epidemic became generalised in the population. This was 
because early responses failed to contain the spread of the HI virus. Secondly, the 
incidence of new HIV transmissions remains high. This reflects the inefficiency of 
various prevention interventions aimed at promoting abstinence and faithfulness, 
and the use of condoms. Thirdly, the health of the vast majority of those with 
symptomatic AIDS quickly deteriorates to the point of death because adequate 
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care and sustainable ARV treatment is available only to a minority of those who 
are suffering from AIDS. 

This is not to suggest that the HIV/AIDS pandemic of today could have been 
avoided completely if only the governance response had been framed differently; 
AIDS is too complex a problem for any clever governance quick-fix. But the 
observations do suggest that whatever the leverage of governance interventions 
in countering HIV/AIDS in Africa, it has not been used optimally. How can this 
be explained? I would suggest four broad explanations that need to be considered 
in answering that question, albeit their relative importance will differ between 
countries: 

Resource constraints. African governments are severely constrained in terms 
of financial, institutional and human resources with which to respond to the 
epidemic. 

• Donor dependency. International donors subject African governments to aid-
conditionality, some of which may undermine the effectiveness and legitimacy 
of the countries' responses to HIV/AIDS. 

• Poor governance. Due to general governance problems, African governments 
do not make optimal use of the resources they do control. 
Poor AIDS governance. The AIDS governance that African governments have 
pursued may have been mistaken in itself or problematic in how it has come 
to interact with the resource constraints, donor dependency, and general 
governance problems referred to above. 

The purpose of this chapter is to elaborate on the fourth point - that the 
ineffectiveness of the responses to HIV/AIDS by African governments has 
something to do with central governance characteristics of those responses. My 
ambition is to suggest some elements of a comparative research agenda through 
which we can improve our understanding of the degree to which particular 
types of 'AIDS governance' impacts on the effectiveness of the government 
response to HIV/AIDS. My main argument in relation to existing literature on 
AIDS and governance is methodological: our analytical discussions of AIDS 
governance' should be less normative and more based in solid empirical and 
comparative research. Only through such research can we speak with authority 
on which governance 'template' is more likely to be effective in epidemiological 
terms. This last point is important. Most contributions in the emerging political 
science literature on the epidemic are either studies of the impact of HIV/AIDS 
on governance, or studies of the governance response to the epidemic. While 
the distinction is useful in many regards it is also misleading in that it allows for 
analyses of governance responses to be mere descriptive accounts that mistakenly 
inspire authors to formulate far-reaching normative arguments on what should be 
the governance response to HIV/AIDS. Analyses of AIDS governance must also 
be impact studies, analyses of causality; they must seek to clarify what impact 
different governance responses have on the epidemic. Analytically, we should think 
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of AIDS governance as a variable and not as a postulated ideal. Our analyses 
should frame AIDS governance as an independent variable that potentially 
can explain some of the differences in degrees of effectiveness of government 
responses. On the basis of such a systematic and comparative research agenda 
we will be able to answer questions such as which type of AIDS governance is 
more successful with prevention?, or which type is better at sustaining a treatment 
programme?, or which type of governance is more effective at what stage of the 
epidemic?This explanatory research agenda on AIDS governance poses a number 
of key methodological challenges. Not least among these is to define 'governance', 
and then to suggest what different 'values' our independent variable can take on, 
that is, what different types of AIDS governance there are. I shall discuss these 
in turn in the next section.2 

AIDS Governance as a Variable 

Defining Governance 

A basic criterion for this research agenda is to work with a definition of 
governance that is 'minimal' so as to allow for as large a variation in types of 
governance responses as possible. The definition used by the most ambitious 
current comparative project on governance - the World Governance Survey - is 
therefore well suited as a starting point for our discussion: 'Governance refers 
to the formation and stewardship of the formal and informal rules that regulate 
the public realm, the arena in which state as well as economic and societal actors 
interact to make decisions' (Hyden et al. 2004, p. 16). By this definition, the authors 
continue, governance refers to 

a quality of the political system that ... serves as an independent variable, an 
explanatory factor. In this perspective, governance deals with the constitutive side of 
how a political system operates rather than its distributive or allocative aspects that 
are more directly a function of policy. (Ibid.) 

This definition does not prescribe a certain type of political system but will allow 
us to compare the effectiveness of AIDS governance in both democratic and 
non-democratic states. Nor does the definition assume any particular substantive 
outcomes from the political process. Governance is about the rules of the political 
game. Goran Hyden and his colleagues provide further conceptual clarity by 
relating governance to a number of concepts and activities (see Table 12.1 below). 
Governance defines the fundamental institutional parameters for the political 
process. That process will, in turn, generate policies that are administered through 
a state bureaucracy and implemented at a local management level. In terms of 
AIDS governance at the level of national government we can say that governance 
refers to the rules that define who takes what type of decisions in relation to the 
government's response. For instance, whether or not to launch a national roll-



220 AIDS and Governance 

out of ARV treatment is a policy decision. How to best process and audit the 
necessary financial resources are programmatic administrative issues, and how 
to optimise the distribution of nurses over a number of community clinics is a 
project-related management problem. The governance aspect of such a roll-out 
refers to who had the right to participate in making that decision, the distribution 
of power between those stakeholders, with what legitimacy they participated, and 
what constitutional rules and principles they were committed to or constrained 
by in doing so. 

Table 12.1 Governance and its relations to other concepts and activities 

Level Activity Concept 

Meta Politics Governance 
Macro Policy Policy-making 
Meso Programme Public administration 
Micro Project Management 

Source: Hyden et al., 2004, 17. 

All of the four levels of a response to AIDS can potentially contribute to our 
understanding of why some responses are more effective than others (together, of 
course, with a range of other kinds of variables). To what extent the explanation 
to variations in degrees of effectiveness can be found at the level of politics, policy, 
programme or project is an empirical question. In trying to establish such causal 
links we need to test theories that hypothesise not only direct links to the dependent 
variable but also different interaction effects between two or more of the four 
independent variables. For instance, rather than arguing that a particular type 
of AIDS governance has a direct impact on the degree of effectiveness, it would 
probably be more realistic to hypothesise that a certain kind of AIDS governance 
makes certain types of policies more plausible (or even possible) - the direct effect 
on the dependent variable can thus be found at the policy level. 

Types of AIDS Governance 

Governments across the world have obviously applied a range of different 
types of interventions in their responses to HIV/AIDS. Much of this variation 
would be found at the policy level, but, as we shall see further below, we can 
also identify variation at the level of governance. The threefold typology that I 
propose in Table 12.2 below is the most general formulation of variation in AIDS 
governance. This initial typology needs to be elaborated on further before it can 
be applied to empirical research - the types need to be operationalised into sets of 
concrete criteria by which we can distinguish observable differences in governance 
approaches. As 'ideal-type' formulations, these types of governance should be 
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understood as theoretical tools that help us clarify patterns in a complex reality: 
actual cases will only approximate these ideal-types. It is important to remember 
that our interest in types of AIDS governance relates to their effectiveness in terms 
of stopping and repressing the impact of the HIV/AIDS epidemic, our dependent 
variable. Which type is normatively more appealing on other grounds is beside 
the analytical point at this stage. 

The first distinction I suggest is between democratic and non-democratic 
types of AIDS governance. This distinction relies on an institutional definition 
of democracy that defines a political system as democratic on the basis of a 
particular set of political institutions, processes and fundamental rights. This 
definition is similar to our definition of governance above as it does not prescribe 
a certain substantive outcome of the democratic political process; it is the type 
of definition of democracy that lies at the core of the comparative literature on 
democratisation in Africa and elsewhere (see for example Bratton and van de 
Walle 1997, Linz and Stepan 1996). 

Table 12.2 Ideal-types of AIDS governance 

Political system AIDS governance 

Democratic Idealistic 

Authoritative 

Non-democratic Authoritarian 

Central characteristic 

A response that seeks to maximise 
human rights, accountability and 
participation. Such democratic ideals are 
understood to increase and ensure the 
effectiveness of the response. 
A response that limits one or more of 
the democratic ideals with the argument 
that such limitations will enable the 
government to respond more effectively 
in the interest of public health. 

A response that is likely to disregard 
most or all democratic ideals in order 
to generate as effective a response as 
possible in the interest of the state, the 
party or the nation. 

This initial distinction implies a critique of the notion of 'democratic 
governance that dominates both analytical and advocacy literature on 
development in general (UNDP 2002) and on HIV/AIDS (Hsu 2004). Our 
analytical framework thus allows a democratic political system to pursue more 
than one type of AIDS governance. This empirical reality is lost to our analysis 
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if we define as 'democratic' a particular type of AIDS governance which is but 
a sub-type of governance in a democratic political system. 

The types of AIDS governance that I suggest will be contextualised further in 
the following section. A few comments are however necessary with direct reference 
to the framework. What I call idealistic AIDS governance overlaps completely 
with what most often is referred to in the literature as 'democratic governance' in 
response to HIV/AIDS. By calling this type of AIDS governance idealistic I do not 
mean to suggest that it is unrealistic but that it is based on the assumption that in 
order to be effective a response should maximise the realisation of a number of 
democratic and human rights ideals. The type that negates those ideals in principle 
is authoritarian AIDS governance. As this type originates in a non-democratic 
political system, neither the political constitution or the general laws, nor the 
dominant political culture would oppose harsh interventions against individuals. 
Such interventions would, ultimately, be motivated by the need to protect the 
authoritarian political myth embodied by the State, the Party or the Nation. The 
authoritative type of AIDS governance represents a nuance of the two opposing 
types. It is a democratic form of governance since it has been formulated and 
adopted by a democratic political system, but it is motivated by the argument that 
a response will be more effective by restricting one or more of the democratic and 
human rights ideals rather than seeking to maximise them. When such restrictions 
occur they are regarded as exceptions and are subject to stringent constitutional 
criteria and control. They gain legitimacy in the body politic by being adopted 
through a democratic process and through their effectiveness in countering what 
is perceived to be a severe threat to the general public health. 

Discourses on AIDS Governance 

The purpose of this section is to contextualise the theoretical suggestions I 
make above. I will first relate the framework to comparative analyses of national 
responses to HIV/AIDS and then elaborate further on what arguments have been 
presented for the two democratic types of AIDS governance. A comparative 
analysis of the effectiveness of governance types in responding to the epidemic 
may yield the result that authoritarian AIDS governance is most effective of the 
three. Such a finding should not, however, lead us to advocate non-democratic 
forms of government. Defeating the epidemic would be a Pyrrhic victory if in 
doing so we lay to waste the democratic gains of the last two decades. 

AIDS  Governance  in  Empir i ca l  Ana lyses  

There are a few contributions in the literature that more or less systematically 
compare how governments have responded to the AIDS epidemic. Given the 
definitions I use here, most of these contributions compare HIV/AIDS policies. 
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but there are nevertheless some important points of overlap with our governance 
discussion. 

After describing the national responses in eight countries and one continent the 
central ambition with the volume edited by Misztal and Moss (1990) is to explain 
why responses took on certain characteristics, not why some forms of governance 
were more or less effective.3 This explanatory ambition is understandable since 
there was very little variation in the epidemic that could be attributed to different 
forms of AIDS governance.4 The one governance aspect that features in most 
chapters, however, is the 'principal dilemma' of balancing the human rights of 
infected individuals with those of un-infected members of the community at 
large. In terms of our analytical framework, the way this balance is struck in a 
democracy is one element of defining responses as either idealistic or authoritative. 
The chapter on Africa (Fortin 1990) in this volume does not, unfortunately, 
elaborate on the African experience of dealing with this dilemma but focuses 
on the resource constraints that hampered efforts by African governments to 
respond to the epidemic. 

Hyden and Lanegran (1993) discuss one way in which the effectiveness of 
government responses is undermined by general governance problems. In contrast 
to the notion of a rational 'policy government' that is the prevailing model of the 
policy processes in established western democracies, post-independence politics 
in Africa is mainly characterised by the distribution of patronage. 

This form of governance has far-reaching consequences for the governments' 
ability and willingness to act forcefully against AIDS since: 'issues such as AIDS, 
that carry no immediate rewards for individual politicians, are difficult to get on 
the political agenda and, once there, policymakers do not give them the attention 
they deserve' (ibid. 58). In relation to this general explanation for inaction by East 
African governments, the Ugandan response under President Museveni appears 
to be an anomaly. However, the strong action by the government of Uganda is 
not explained with less patronage politics but 

by the fact that [Museveni's] own political supporters are among the worst affected ... 
[To] the extent that the principal political leader take their own initiatives or responded 
affirmatively to outside pressures, there is a positive correlation between demonstrations 
of public concern, on the one hand, and how close to home the disease strikes, on the 
other. (Ibid., 59-60) 

More than any other African president, Uganda's Museveni has been praised 
at the global level for the way he took leadership over his government's strong 
response to HIV/AIDS. However, the criticism formulated by Hyden and 
Lanegran has been elaborated on in more recent accounts. 

The monograph edited by Zungu-Dirwayi et al. (2004) lacks theoretical 
grounding but offers much relevant empirical information. By comparing HIV/ 
AIDS policies across six countries in Southern Africa/ they show that all countries 
(including non-democratic Swaziland) have formulated wide-ranging policies that 
are in line with global policy prescriptions. However, at the level of governance. 



224 A I D S  a n d  G o v e r n a n c e  

the authors point out differences in the degree of stakeholder participation in the 
policy-making process. Non-governmental organisations were only marginally 
involved in the policy-making in Swaziland, and no such participation informed 
the formulation of the HIV/AIDS 'strategic plans' in either Swaziland or South 
Africa (ibid. pp. 35-6). It is also interesting to note that to the extent the countries, 
on the whole, subscribe to a rights-based approach to HIV/AIDS, they differ 
greatly in the degree to which those principles have been enshrined in law and the 
courts have developed a jurisprudence around HIV/AIDS (ibid., pp. 59-63). 

In his analysis of donor-driven demands for the introduction of National 
AIDS Commissions in the early 1990s, James Putzel (2004) argues that the 
effectiveness of previously state-run responses was undermined by this new 
organisational template; his analysis exemplifies the suggestion above that donor 
dependency may help explain the lack of success in fighting the epidemic. One 
reason for this was that the institutional reforms in both Uganda and Senegal 
caused considerable in-fighting between government departments, something 
that in part can be attributed to poor general governance. But Putzel's analysis 
also discusses aspects of this demand for a particular institutional template that 
relates specifically to our discussion of AIDS governance: 

There is in the template an implicit assessment of the inability of organizations within 
the state, or public authority, to implement HIV/AIDS programmes and an implicit, 
virtually ideological belief, that NGOs, religious organizations and private sector 
organizations will be able to do better. Donor agencies promoting the organizational 
template failed to recognize that in countries like Uganda and Senegal, it was initiative 
from the state and the political organizations that controlled it, that mobilized and 
negotiated the involvement of religious organizations and NGOs in the campaign 
against HIV/AIDS and not the other way around. The model obscured important 
tensions and trade-offs necessary in the fight against AIDS and confronted by leaders 
in Uganda and Senegal: between respecting individual rights and ensuring the rights 
of all to public health; and between promoting the decentralization of resources and 
authority and ensuring effective deployment of resources and central direction to 
control a health emergency. (Ibid., p. 1138) 

The imposition of the organisational template that was advocated by the global 
donors seems to have caused a shift in AIDS governance in at least two respects. 
Firstly, the state had previously dominated the formulation and implementation 
of an effective response and had invited non-state actors and organisations only 
in so far as such broadened participation further strengthened the response. 
The new organisational template reversed this logic by prescribing broad NGO 
participation as a key to success. This had implications not only at central level but 
also in how resources and control were decentralised to actors and organisations 
across the country. Secondly, the trade-offs between individual and collective 
rights that shaped effective responses were renegotiated in favour of individual 
rights as a consequence of this broadened participation. This second point is 
elaborated on in Putzel's report to DFID that was the basis for his article (Putzel 
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2003). In early efforts to contain the virus, both Uganda and Senegal enforced 
compulsory testing of military personnel and commercial sex workers. While such 
interventions were successful they run counter to many rights-based arguments 
for how to respond to HIV/AIDS. 

Peter Baldwin, finally, has arguably written the most thorough analysis of 
the political response to HIV/AIDS to date (Baldwin 2005). Although his cases 
are restricted to the US and Western Europe, the analysis is relevant also to 
Africa. Baldwin s ambition is to explain why the national responses took on such 
different characteristics despite the similarity of the threat posed by AIDS. He 
criticises previous analyses, such as the comparison by Kirp and Bayer (Kirp and 
Bayer 1992), for suggesting that countries opted for a similar consensus-oriented 
response. Instead. Baldwin argues, countries came up with widely diverging 
responses to the central question: 'how to reconcile the individuals claim to 
autonomy and liberty with the community's concern with safety?' (ibid, p. 3). 
Countries responded, argues Baldwin, according to the logic of path dependency, 
that is, largely depending on how they had responded to previous threats to 
public health. In analysing these differences. Baldwin refers to the same element 
of governance as previous authors: 

Almost uniformly, the two public health strategies available to Western health 
authorities were described as some variant of a division into a compulsive, reactionary 
line and a voluntary, progressive approach, a contain-and-control strategy and one 
based on cooperation and inclusion (ibid., p. 38). 

The empirical variation we see in our dependent and independent variables 
on the basis of the literature reviewed here is not conducive to generating 
explanatory arguments through comparative analyses of AIDS governance. 
The fact that Western countries all managed to contain the epidemic despite 
the fact that they, according to Baldwin, responded with different governance 
approaches suggests that the type of governance had little to do with that success. 
To some extent a similar problem applies to Africa where most countries have 
failed in their responses to HIV/AIDS while intervening with very similar sets of 
policies and forms of governance. However, on the basis of descriptive analyses 
of HIV/AIDS policies we can nevertheless glean some potentially interesting 
differences in this regard that warrant further analysis. On the basis of Putzel's 
analysis we can ask to what extent did the early successes of Senega! and Uganda 
depend on the type of AIDS governance that framed their policy approaches at that 
stage, and has the imposition of more idealistic governance templates subsequently 
reduced the effectiveness of those responses! And on the basis of the comparison 
of AIDS policies in Southern Africa we can ask if the lower degree of stakeholder 
participation in Swaziland and South Africa resulted in the adoption of policies that 
civil society participation otherwise would have altered or stopped altogether! 

The one governance dimension that was referred to explicitly in most of the 
literature relates to the balancing of individual human rights of those infected 
by HIV with the rights of the majority to be protected from infection. But this is 
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only one of the elements that define the difTerence between democratic types of 
AIDS governance. In order to contextualise the other elements we now turn to 
reviewing some of the more dominant normative contributions in the literature. 
They will provide us with further dimensions of AIDS governance that we can 
include in our analytical framework. 

Idealistic AIDS governance 

The genealogy of idealistic AIDS governance can arguably be traced back to two 
distinct discourses - one on human rights and one on the link between democracy 
and development. 

On the basis of the discrimination experienced by people first infected by HIV 
in the early 1980s, a number of prominent activists and global health advocates 
formulated a "human rights approach' to HIV/AIDS. The basic argument was, 
according to Mark Heywood (2000), that HIV was different from previous 
public health threats such as cholera, smallpox and tuberculosis in that it is not 
communicated through casual contact, nor is it easily identifiable. Therefore, 
rather than enforcing harsh measures, '[its] control depends upon creating a 
climate of trust and on breaking the stigmas that silence most people it infects' 
(ibid., pp. 13-14). Unless such trust can be created between people infected with 
HIV on the one hand and the authorities and the general community on the 
other, 'stigma and unfair discrimination against people with HIV ... drives the 
epidemic underground and increases the risk to other people of the very thing 
they fear - HIV infection' (ibid., p. 13). The logic to this argument presents us 
with the AIDS paradox'. Whereas previous public health threats were contained 
successfully by protecting the uninfected majority from the infected minority, 
AIDS is best responded to, according to this argument, by protecting the infected 
minority from the discrimination of the uninfected majority. 

There is considerable overlap in time and geographical space between the 
global pandemic and the wave of democratisation that swept across Africa, 
Eastern Europe and parts of Asia in the 1990s. The most tangible change in this 
political process was of course the many regime transitions in which authoritarian 
governments were replaced by democratically elected ones. Democracy, we learnt, 
does not require a process of modernisation over generations as previously had 
been argued, but can be based in negotiated elite pacts over a certain constellation 
of political institutions that run parallel to the market economy. This is, essentially, 
the liberal democratic ideal - its ideologues would soon pronounce on the end 
of history. 

This change in the discourse from a structural to an institutional argument 
about the preconditions for democracy was soon also reflected in dominant texts 
on development. The key text that marks this change is the 2002 UNDP Human 
Development Report that placed the notion of 'democratic governance' at the 
centre of global development efforts (UNDP 2002). In that report, UNDP infused 
a strong dose of liberal democratic principles and institutions into a development 
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discourse that previously had been more interested in social structures and 
substantial political outcomes; democratic governance had inherent values, politics 
was not just a means to an end. 

A central contribution to the literature on governance and HIV/AIDS appears 
to have taken its cue from this UNDP approach. In a joint UNDP and UNAIDS 
publication, Lee-Nah Hsu presents an argument for democratic governance in 
relation to HIV/AIDS (Hsu 2004).6 A democratic governance response to HIV/ 
AIDS should be based upon three pillars, argues Hsu (ibid., pp. 3^). The first 
pillar represents participation by and responsiveness towards all stakeholders in a 
political process that seeks to build consensus. The second pillar is to ensure that 
human rights are protected by the rule of law, and that power is transparent and 
can be held accountable. Thirdly, the policy outcome of such governance should 
seek to maximise the ideals of equality, equity and efficiency. The first two of these 
three 'pillars' relate to the governance concept as defined in this paper: the response 
to HIV/AIDS should be decided on through a participatory and inclusive process 
that is constrained by requirements to ensures that human rights are respected, 
that the process and the implementation of its results are transparent, and that 
politicians can be held accountable for their decisions in this regard. 

A similar argument for idealistic AIDS governance is made by Maite 
Irurzun-Lopez and Nana Poku (2005). In order to overcome the problems that 
African states have experienced in fighting HIV/AIDS effectively, African states 
should pursue AIDS governance. In contrast to my use of the concept of AIDS 
governance above, Irurzun-Lopez and Poku do not frame it as a variable but 
ascribe to it a certain quality and content in terms of process and outcome: 

The principles of AIDS governance are a commitment to pursue long-term AIDS 
policies, incorporation of a gender approach into AIDS policies, inclusion of a 
participatory and accountable decision-making processes, promotion of equity in 
health care, and the development of a human rights-based rationale for treatment. 
(Ibid., p. 219) 

The problem with the idealistic argument, as was mentioned above, is not the 
norms that it favours, but rather that those who are making the argument fail 
to show that these norms are effective in dealing with the epidemic. This is, to 
my mind, particularly problematic in relation to the more generally democratic 
ideals other than human rights - the logic and arguments underpinning the AI DS 
paradox seem convincing to me. What evidence is there for the argument that 
a response will be more effective in fighting HIV/AIDS if it encourages broad 
participation, if it allows people to hold politicians accountable, if it is responsive 
to public opinion, and if it realises certain political values such as equality? 

Authoritative AIDS Governance 

The arguments for this type of AIDS governance in Africa in the twenty-first 
century are mostly presented in the literature as brief comments in critique of 
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the apparent governance failures to date, and often with reference to one or 
more countries where similar interventions have been successful, such as Cuba 
and Thailand. The case for this type of AIDS governance has not, to the best 
of my knowledge, been elaborated at length like arguments for idealistic AIDS 
governance. 

We need to remind ourselves that this type of governance is still democratic 
in that it has been adopted through a democratic process and is bound the rule 
of law - it is not an authoritarian response to HIV/AIDS. This point is central 
to the argument that we can have (at least) two different types of democratic 
responses to HIV/AIDS, the idealistic and the authoritative. Whereas the former 
gains its legitimacy mainly through its democratic content, the legitimacy of the 
latter response relies on the process through which it was adopted. This point is 
made succinctly by James Putzel: 

Even if more coercive measures of testing and control may be judged necessary to 
fighting the epidemic, the legitimacy of such measures would be much more readily 
established if they were arrived at through democratic processes of decision making. 
The character of the HIV/AIDS epidemic is such that both individual sexual behaviour 
change and the transformation of social norms of sexual behaviour lie at the core of 
prevention and it is difficult, if not impossible, to secure these through coercion. It is 
this that makes the case for democracy compelling. (Putzel 2003, p. 40) 

One such coercive measure that would be based on a restriction in the 
individual's rights would be to enforce compulsory HIV testing. The argument 
that an effective response to the epidemic in Africa requires that all people know 
their seropositive status and then change their behaviour accordingly is made by 
Kevin de Cock and his colleagues in an often-cited paper (de Cock et al. 2002). 
The authors are not insensitive to the potentially problematic implications of 
such a shift towards authoritative AIDS governance. They argue, however, that 
the strategic use of new testing technologies as well as a commitment to providing 
care for those who are found to be HIV-positive would address such concerns 
to some extent: 

Focusing on positive aspects of rights, rather than negative consequences of public 
health action, and strengthening efforts to prevent discrimination, offer synergy 
between science-based HIV prevention and increased access to care. ... HIV testing 
should be sanctioned by law, aimed at a legitimate public health goal, necessary 
to achieve that goal, no more intrusive or restrictive than necessary, and non
discriminatory in character. (Ibid, p. 1847) 

The same call for universal testing as one of several possible authoritative measures 
is made by Tim Allen (2004). One of the determinants of the effectiveness of 
future HIV/AIDS policies in Africa, argues Allen, is 'the degree that concerns 
about human rights are set aside', and he continues: 



Comparing AIDS Governance 229 

It is certainly true that there are many things that are not known about HIV/AIDS, but 
it is in fact known how to control it, and not just in rich countries. Enforced testing, 
enforced use of condoms, segregation of those who are positive, and perhaps enforced 
compliance with antiretroviral regimes: these are strategies which would have an effect. 
They also involve what might be regarded as infringements of civil liberties, and it 
seems likely that they could only be implemented in parts of the world by military 
force. [...] Elsewhere, the human rights of those who are HIV-positive are privileged 
over those who are not. It is very understandable why this is the case, but in public 
health terms it is potentially counterproductive. (Ibid. p. 1127) 

The arguments by de Cock and Allen both centre on the need to restrict individual 
human rights in order to make responses to the epidemic more efTective - this is 
by far the most common argument in favour of authoritative AIDS governance. 
While this argument runs counter to the rights-based approach to HIV/AIDS 
that is inherent to idealistic AIDS governance, it does not imply a principled 
disregard for human rights but rather relies on a more general interpretation of 
human rights as these are entrenched in international instruments and ratified by 
national governments. In terms of authoritative AIDS governance, in other words, 
it is not a matter of whether or not to respect human rights, but a question of how 
rights should be interpreted in the context of the HIV/AIDS health emergency 
and how different rights should be prioritised internally. This central point is 
elaborated on in an important paper by Jenny Kuper (2004): 

The theme of seemingly conflicting rights is repeated throughout the discourse linking 
HIV/AIDS and human rights law, and is indeed an inherent feature of law itself, in 
the sense that almost all rules have exceptions, and most obligations have limitations, 
and rights of one group of people often have to be balanced against rights of others 
... International human rights law explicitly allows for exceptions, e.g. on the grounds 
of public health .... (Ibid, p. 22) 

However, continues Kuper, in order for restrictions of rights to be legitimate, such 
exceptions must meet the following criteria, as defined in international human 
rights conventions: 

• the particular action has to be in accordance with national law; 
• it has to be in the interest of a legitimate objective; 
• it has to be strictly necessary to achieve this goal; 
• it must be the least restrictive alternative, and; 
• it must not be imposed in an unreasonable or discriminatory way (ibid., 

pp. 22-3). 

It would seem that the analysis by Kuper has identified the precise point at 
the centre of debates between advocates for idealistic and authoritative AIDS 
governance, so far as the types refer to human rights. Whereas the former 
theoretical type of governance will deny the need for any such restrictions in line 
with the logic of the AIDS paradox', the latter will argue they are necessary for 
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an effective response. A democratic and constitutional process of making and 
policing such restrictions will ensure that this element of authoritative AIDS 
governance never transforms into the un-democratic authoritarian type. 

Just like the notion of idealistic AIDS governance builds on more elements 
than human rights, so does the authoritative type. In other words, a response 
to HIV/AIDS by a national government can arguably restrict also the ideals of 
participation and accountability (and perhaps even transparency) on the basis 
of the argument that by doing so the response will have a greater chance of 
effectively intervening against the epidemic. I shall introduce this discussion with 
a paragraph by Alex de Waal that spells out what 'democratic governance' would 
need to mean in Africa in order to generate an effective response: 

Identifying the dilemmas and options, taking the decisions, policy triage and 
implementing the policies consistently and effectively over a sustained period requires 
a robust democratic consensus. In fact, a new social contract is required for the era 
of AIDS. This in turn requires informed public discussion and democratic decision
making. Without this, policies will be imposed and will be seen as such, and will 
therefore not be properly implemented, and will be liable to reversal when the political 
climate changes. However, given the extraordinary constraints on the functioning of 
national institutions, we may have to reinvent democracy itself for the age of AIDS. 
(De Waal 2004. p. 45) 

It is of course not only national institutions that are found wanting in Africa's 
democracies. Most African countries that are severely affected by the epidemic 
lack a robust democratic consensus as well as the public discussion and democratic 
decision-making procedures by which to formulate and entrench such a consensus. 
What, then, would it imply to 'reinvent democracy for the age of AIDS'? Let 
me conclude by briefly outlining two arguments in relation to the ideals of 
participation and accountability respectively 

The argument that broad participation from civil society will generate an 
effective response against HIV/AIDS makes two critical assumptions. The first 
of these is that those who participate are sufficiently aware and mobilised to 
support the necessary policy interventions, also when these interventions may 
run counter to predominant cultural and/or religious beliefs as well as public 
opinion on how state resources should be prioritised. While such support should 
not be uncritical of what the government suggests, NGOs and various traditional 
and community leaders must be open to being convinced about the need for 
unpopular interventions. If such a consensus on the need for strong interventions 
can not be established, and where community leaders represent sizeable political 
constituencies on which the government relies for electoral support, such broad 
participation is more likely to generate ineffective responses. The research that 
has been done on the Afrobarometer public surveys in shows that HIV/AIDS 
is low on the 'public agenda', also in countries that are most severely affected 
by AIDS (Mattes 2004, Whiteside et al. 2004). This finding alone suggests that 
an assumption that a higher degree of public participation will generate a more 
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effective response is mistaken and needs to be contextualised or, perhaps, discarded 
altogether. 

Secondly, public participation in political processes is costly. While democratic 
policy processes need to invite commentary from particular stakeholders and 
also be open to the general public, every additional such forms and instance of 
participation implies a cost in terms of time, money and other resources - none 
of which are in abundance in the African countries that are worst hit by the 
epidemic. The opportunity for participation may need to be circumscribed on 
this ground as well. 

The ideal of political accountability in the response to HIV/AIDS is also 
based on a problematic assumption that the elected political leader needs the 
threat of electoral sanctioning in order to make and to keep to a commitment 
to prioritising resources on the fight against HIV/AIDS. However, as the results 
from the Afrobarometer show us, there are no indications of such a prioritisation 
of HIV/AIDS among the electorates in Southern Africa. It is arguably more 
likely that the awareness about what early interventions are necessary in order 
to contain an as yet invincible HIV/AIDS epidemic is limited to political and 
societal elites. Unless such elites make common cause in creating an awareness 
of the epidemic and an understanding of what potentially intrusive, costly and 
morally contentious interventions will become necessary, the argument for 
accountability is more likely to silence politicians on the question of HIV/AIDS. 
This point is borne out by Nelson Mandela in a reflection on his term as leader 
of the African National Congress and President of South Africa. When asked 
about the reasons for his relative silence on HIV/AIDS in the run-up to the 1994 
elections, Mandela confessed to not using the electoral platform to build public 
awareness about the epidemic and the necessary interventions because he had been 
told by ANC campaign strategists that such messages were unpopular among 
the ANC constituency: 'I wanted to win', said Mandela, 'and I stopped talking 
about AIDS' (BBC 2003). While it is mistaken to assume that accountability will 
generate a strong response in the early stages of an epidemic, such an assumption 
may be more relevant as the epidemic matures and the visible effects of AIDS 
related illnesses and mortality has started to generate a demand for a general 
roll-out of antiretroviral treatment. 

Political accountability and participation can also be restricted by democratic 
politicians delegating the power to determine policy to a corps of bureaucratic 
medical experts. The extent to which this happened differed across the countries 
analysed by Peter Baldwin: 

Those who called for drastic precautions confronted the defence of civil rights by 
recently mobilized sexual and ethnic minorities. No wonder experts and policy makers 
sought to shift the issue from the glare and heat of public dispute to the more temperate 
clime of bureaucracy. ... [Most] legal instruments dealing with AIDS were not laws, 
debated in Parliament or Congress and open to political grandstanding, but decrees, 
ministerial orders, and circulars, issued by officials without consultation or input from 
elected representatives. (Baldwin 2005, pp. 208-9) 
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The authoritative type of AIDS governance would thus not only consider 
restricting the application of a rights-based approach but also the level and form 
of participation and accountability to ensure a more effective response. Let me 
now conclude by restating some key points and elaborating somewhat on the 
framework I proposed above. 

Conclusions: Comparing AIDS Governance 

My discussion started off with a critique of the normative conception of the type 
of governance that would be most likely to yield an effective response to the HIV/ 
AIDS epidemic in Africa. My critique of a 'democratic governance' response to 
HIV/AIDS is based both on the lack of evidence for the effectiveness of such a 
response in terms of containing and reversing the epidemic, but also on how that 
argument appears to disregard the 'governance dilemmas' that it generates. The 
political incentives that the ideals of participation and accountability present to 
democratically elected politicians may in fact rather generate a set of interventions 
that are ineffective in the fight against the epidemic. We would be mistaken to 
assume the opposite. We need, clearly, to better understand how AIDS governance 
interacts with democratic politics in Africa. Others, like James Putzel, have made 
this point before: 

There is a tension between the principles of democracy and the respect for individual 
rights on the one hand and the imperatives of securing public health on the other. While 
it is fashionable at the beginning of the 21st century to see all things 'democratic' as 
unquestionably 'good', the experience of fighting HIV/AIDS epidemic ... calls for a 
more nuanced understanding of the role of democratic organisations and institutions. 
(Putzel 2003, p. 39) 

My main ambition with suggesting a comparative research agenda on AIDS 
governance has been to contribute to the development of such a nuanced 
understanding of what forms democratic governance can take in fighting the 
epidemic. By making a distinction between idealistic and authoritative types of 
democratic AIDS governance we transform the notion of 'democratic AIDS 
governance' from a postulated ideal into a variable that will allow us to design 
comparative analyses of AIDS governance by democratic governments. Together 
with the non-democratic authoritarian type of AIDS governance we have identified 
three potential categories of AIDS governance that may capture the empirical 
variation in our independent variable. In Table 12.3 below I propose how these 
types can be operationalised in relation to three defining elements of AIDS 
governance. 

While I would argue that these three governance dimensions are most 
important, one could possibly add 'responsiveness' and 'transparency' in order 
to capture further nuances in the differences between the three types of AIDS 
governance. 
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The framework will allow for systematic descriptions of the variation in the 
independent variable 'AIDS governance'. We should not necessarily expect a 
particular country (or 'case') to closely approximate one type of governance on 
all three governance elements - there will be many empirical nuances in the type 
of AIDS governance in Africa that we should try to explain, much like Baldwin 
and others have attempted to do in America and Europe. However, much work 
remains before we can establish a causal link between AIDS governance and the 
effectiveness of the response, which is the ultimate aim of this research agenda; 
it is far from clear how one should define and operationalise 'effectiveness'. 
It is nevertheless a theoretical and methodological challenge we need to meet 
successfully in order for political science to make a substantial contribution to 
the fight against HIV/AIDS. 

Notes 

1 I am grateful to Alan Whiteside. Director of HEARD at the University of KwaZulu-
Natal, for funding my work on this article. Thanks to Robert Mattes, Director of the 
Centre for Social Science Research at the University of Cape Town, for commenting 
on a draft of the text, and to Nicoli Nattrass and Jeremy Seekings and other colleagues 
at the CSSR for challenging my early thoughts along these lines. 

2 The other main methodological challenge for this research agenda is to define and 
operationalise 'effectiveness' in relation to government responses to HIV/AIDS. 

3 The comparison was based on case-studies of the US, Brazil, France, Belgium, West 
Germany, Italy, Poland, Australia and Africa. 

4 The destructive power of the global epidemic becomes alarmingly clear when one looks 
back at epidemiological statistics from the recent past. Misztal and Moss report the 
following WHO statistics from 1989 on cases of AIDS around the world, per continent: 
Africa, 21,322 cases based on 46 country reports; Americas, 99,752 cases based on 42 
country reports; Asia, 338 cases based on 23 country reports; Europe, 19,196 cases 
based on 28 country reports; and Oceania, 1,286 cases based on six country reports. 
With only a total of 141,894 reported cases of AIDS in 1989, the global pandemic 
was still in the future (Moss and Misztal 1990, p. 6). 

5 Botswana, Lesotho, Mozambique, South Africa, Swaziland and Zimbabwe. 
6 Since I have commented on Hsu's argument and research at some length elsewhere 

(Strand et al. 2005) I shall only briefly summarise the argument here. 
7 By using this paragraph by Alex de Waal to introduce a discussion of the political 

elements of authoritative AI DS governance I do not mean to imply that this was what 
he had in mind in formulating that paragraph or that he necessarily would agree with 
the gist of what I propose. 
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Chapter 13 

Regional Responses to HIV/AIDS: 
A Global Public Goods Approach 

Franklyn Lisk1  and Desmond Cohen2  

Introduction 

Epidemic diseases have been seen at least since the nineteenth century as 
appropriate areas for public policy action that extends in many cases beyond 
issues of health into important related fields, such as public housing and water 
and sanitation. Examples of public policy to control the conditions in which 
epidemic diseases spread are common in the history of UK. Indeed a potent 
and powerful influence behind social investigations of poverty was to better 
understand the causal role that dreadful living conditions had in the spread of 
diseases such as cholera and smallpox, and to make the case for increased social 
investment that would protect everyone - including those with political and 
economic power. Interdependence of interests was thus seen as fundamental to 
a public policy response, and health was seen as a 'public good' where everyone 
gained from effective responses. 

The concept of public good relates to the provision of a good or service that 
serves the common interest, but will not be provided or distributed if left to 'the 
market' because of lack of incentives. Nationally, the production of public goods 
is usually assured by government intervention; at the global level where there is no 
sovereign global government to undertake that role, the concept of 'global public 
goods' is not that straightforward and is still a relatively new process. Growing 
international pressures in recent years concerning the adverse consequences 
of globalisation for poor countries, have increased the need for a public policy 
response to the challenges posed to international development by globalisation. 
Today, the concept of global public goods relates to global issues which cover 
the broad spectrum of the sustainable development agenda. They include global 
environment, international financial stabilisation, trade liberalisation and market 
efficiency, knowledge, peace and security, human rights and health. 

To a degree, health conditions in one country are independent of those in 
others, but this has never been absolute and epidemics have a long history of 
spread from one country to others, for example, in the case of the bubonic plague. 
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Economic activities have always linked countries and historically populations were 
to a limited extent mobile. But costs of transport and information deficiencies 
acted as barriers to the rapid transmission of disease from an epidemic 'node' 
to other countries and regions. The limited capabilities of the state constrained 
effective responses where epidemics occurred, and in many cases epidemics 
simply worked there way through populations until natural factors brought the 
processes to an end. 

Largely because of the impact of globalisation on international travel (increase 
in package tours and the advent of budget airlines) these conditions to a great 
extent no longer apply, and levels of interaction between populations in one 
country and populations elsewhere are such now as to create ideal conditions 
for the rapid transmission of epidemics such as HIV/AIDS. In part this is the 
result of the greater mobility of people both within and between countries, and 
the intensification of social and economic interaction that is reflected in vastly 
increased levels of trade and financial flows between countries. The enormous 
increase in global economic activity over the past quarter-century has generated 
increasing interdependence of countries, and this has entailed also the risk of 
increased transmission of epidemic diseases such as HIV/AIDS across borders. 

As will be shown in the following sections, the interdependence of economic 
and other interests which is what globalisation is, carries not only risks which 
are health-related but also a threat to global population that threatens economic 
and social development and security. Globalisation thus becomes a factor in the 
rapid transmission of epidemic diseases, and is itself threatened by the consequent 
economic and other consequences of epidemics. Globalisation also paradoxically 
holds out the possibilities of effective responses to HIV/AIDS through the 
mobilisation of financial and human resources, but for this to happen countries 
would need to recognise their common interest in a coordinated and effective 
global response. A global public policy approach will be required for addressing 
the growing globalisation of health, from the unique perspective of the economic 
concept of public goods. 

This recognition that epidemics threaten everyone, as in the case of HIV/AIDS, 
and that the consequences are much greater than those of public health alone, 
have been understood in the case of HIV/AIDS albeit rather late in the day by 
global leaders. These delays in mobilising resources for a global response to 
AIDS have not only contributed to a humanitarian disaster, especially in Africa, 
but have also made it much more difficult to control HIV transmission globally. 
HIV/AIDS is now widely accepted as an international public policy issue from 
several perspectives: public health, human rights, labour rights, sustainable 
development, etc. The international community and organisations have a vital 
role to play in assuring the provision of public goods that serve the common 
interest of both poor and rich countries by controlling the spread of the global 
HIV epidemic. This will require innovative mechanisms based on the principle of 
collective responsibility and principles that put people at the centre of equitable 
and sustainable development. 
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The chapter focuses the problems of sub-Saharan Africa, where the HIV 
epidemic is most severe. The first part of the chapter outlines the conceptual 
foundation of global public goods and how it applies to relevant policy issues. The 
intention is to explore the public policy case for effective response to HIV/AIDS at 
national, regional and global levels, and to show that the process of public policy
making is key to managing globalisation better in terms of greater economic 
well-being and social justice for all. It is in no way intended as a description of 
the epidemic and its causes and consequences, but has the aim of identifying some 
of the factors that generate 'spillovers' and generalised impacts of HIV/AIDS as 
part of the case for national, regional and global action. 

The second part of the chapter looks at the impact of HIV/AIDS on the stock 
of human capital, which is of paramount importance for the future development 
of the poorest countries in Africa (and also in Asia). Some of the consequences 
of attrition of human capital for sustainable development are identified, and 
examined in terms of the implications for public policy both at national and 
regional levels. 

The third part of the chapter reviews the regional response to HIV/AIDS 
in Africa, both by regional organisations such as the African Union (and sub-
regional economic communities such as SADC) and UN agencies. The efforts 
of these diverse organisations are assessed with reference to the economic, social 
and political dimensions important for securing a comprehensive and effective 
response to the HIV epidemics. A regional approach to the response also 
emphasises the point that no one country on its own can successfully provide 
the necessary global public goods (knowledge, drugs and vaccine) to control the 
spread of HIV/AIDS, and neither can the global market place. Regional efforts 
to combat AIDS in sub-Saharan Africa reflect, in some ways, the increasing 
cooperation between the most advanced and the least developed countries in the 
world, as will be necessary to achieve global, regional and national objectives. 

I Understanding the Response to HTV/AIDS in Sub-Saharan Africa 

H I  V I A I D S  a s  a  D e v e l o p m e n t  P r o b l e m  

In many countries in Africa the response to HIV and AIDS by governments and by 
other key stakeholders has been far from what is required. Clearly the threat posed 
by the epidemic for social and economic development is still not fully appreciated 
both regionally and at country level. The issue of how to ensure that HIV/AIDS 
policies and programmes reflect a coherent understanding of the epidemic as a 
development problem has still to be addressed. Although increasing numbers of 
countries in the region are engaged in the design of multi-sectoral programmes, 
there continues to be far too little commitment to comprehensive national and 
regional approaches to HIV/AIDS. 
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Part of the explanation for the lack of commitment by many African 
governments in responding to HIV/AIDS as a development problem lies in the 
rather narrow conceptualisation of the problem by those involved. The issue has 
continued to be seen as one of health in most countries; even where comprehensive 
strategic plans have been developed, these have often not always received much 
political support and nor have most of their elements been operationalised. Indeed 
the current focus on increasing access to ARV therapy for those infected with 
HIV has, if anything, increased the degree to which the problems of HIV/AIDS 
are seen by policy-makers and others involved as largely about health and health 
infrastructure. 

This is unfortunate in that effective responses to HIV/AIDS need to be located 
in a more general understanding of causes and effects, and of the bi-directional 
linkages between poverty and AIDS which exist in many African countries. An 
understanding of these linkages is necessary for making the case to address HIV/ 
AIDS as essential for policies and programmes to reduce poverty. Furthermore, 
policies need also to be located in a space that is not simply national, but which 
recognises the mutual benefits to be derived through regional coordination and 
regional action. 

Looking for an explanation as to why the response to HIV/AIDS in Africa has 
been limited itself raises a number of questions. Is it the quality and range of the 
evidence that has been marshaled by professionals that have failed to convince 
stakeholders of the importance of the epidemic as a problem? How it is that 
even under conditions of widespread morbidity and mortality which affect all 
social classes (for the epidemic is not confined to only the poorest in society), that 
stakeholders are still not addressing the problems of AIDS in a comprehensive 
way and with the urgency they deserve? It was predicted that once the experience 
of the epidemic became more generalised that this would activate an expanded 
response, but why has this not happened in many cases? 

Part of the explanation must lie in the inadequacy of the general case that has 
been made by professionals working in the area of HIV and AIDS, and those 
working on development (Chambers 1993). In the case of the former group, the 
general case has been inadequate at best, and even where a broader based analysis 
has been presented of the impact of HIV/AIDS it has scarcely been convincing. 
An observation of the large number of economic impact studies that were made 
from the early 1990s showed that these were often based on methodologies that 
were questionable, and which seem to have been unsuccessful as instruments for 
increasing the commitment of countries and donor organisations (Cohen 1992). 
This is not to argue that they had no value at all, for they clearly did, but they 
were unable to generate a sustained and informed commitment by stakeholders to 
a set of policies and programmes that represented a well-funded comprehensive 
response to the epidemic. 

In retrospect we should consider what was missing from the kind of arguments 
that have been presented in the past, and which still needs to be made if 
stakeholders are to respond more effectively. This is important because there are 
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many countries in Africa and other regions that have a window of opportunity, in 
that HIV prevalence is still low and they can learn from the experience of others 
who now face much more mature epidemics. 

The elements of an effective response to HIV/AIDS in Africa are clearly 
linked to action that is comprehensive, multi-sectoral and regionally coordinated 
Underlying this is the fundamental point that unless relevant and effective policies 
and programmes are followed, many countries in the region will face social, 
economic and political consequences that will undermine sustained human 
development. But this is not inevitable and that there is good deal of evidence 
of successful policies and programmes now available globally and regionally on 
which to build effective responses. 

As already observed, it is also evident that effective responses in one country 
may have beneficial effects for others. Controlling the spread of HIV/AIDS and 
its devastating consequences, and the challenges they pose, is now a global public 
policy issue. In terms of a global public goods approach, there are thus mutually 
supporting arguments for funding and otherwise supporting responses between 
countries since there are 'spillovers' or external benefits. Given that there are 
externalities (social benefits) from which all countries can gain, then a case can 
readily be made for subsidies/external transfers from richer nations so as to ensure 
that effective policies are put in place and implemented by those countries that 
are resource-constrained. 

The alternative for richer countries would be to face the probability of 
much higher economic and social costs, as a consequence of the spread of HIV 
infection to their own populations that would be more or less inevitable in a 
globalised world. Self interest would thus lead richer nations to seek to support 
through resource transfers the development of effective responses to HIV/AIDS 
in countries that are experiencing more mature epidemics. This would be a 
cost-effective response on their part and would at the same time yield benefits 
to those countries facing deep and intractable developmental challenges due to 
HIV/AIDS. 

Why HIVIAIDS Demands a Public Policy Response 

There are four different but overlapping arguments that can be made for 
prioritising the response to HIV and AIDS. These are as follows: 

• That the HIV epidemic is a threat to public health in that a deadly infectious 
disease can spread rapidly from any existing concentration in those with high 
risk behaviours to others in the general population. In African countries 
with mature epidemics this has already happened, with HIV prevalence 
rates in increasing numbers of countries in excess of 20 per cent of the adult 
population. The result is pressure on public health resources, and increasing 
morbidity and mortality. 
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To prevent this set of outcomes, what are needed are: policies and 
programmes that increase public awareness through information and 
communication; screening of the blood supply to eliminate HIV-infected 
blood; improved control of sexually transmitted infections (STIs); and access 
to HIV testing and counselling. Other policies may also be included along 
with epidemiological surveillance to track what is happening to the spread of 
HIV in the population. These health-related activities need to be supported 
by an extensive set of other programmes that address issues of prevention, 
care and support and access to treatment, together with actions to address the 
causal factors (for example, poverty and gender inequality) that are operating 
to transmit HIV, and activities to mitigate the social and economic effects of 
the epidemic (WHO 2004). 

• That the epidemic is a threat to social and economic development. This 
argument for intervention is predicated on the impact of the epidemic on the 
level and distribution of savings and investment in the economy, where HIV 
and AIDS reduces the quantity available for productive use (and thus reduces 
the rate of economic growth that is achievable). Furthermore, the epidemic 
also reduces the stock of human resources through its effects on the level of 
skills in the labour force and through its effects on morbidity and mortality 

so that human capital is eroded. The above is significant, as studies of the 
causes of economic growth and development identify the stocks of savings 
and labour as being crucial for achieving economic and social goals. 

Thus the HIV epidemic will over time reduce the potential for improving 
living standards for the population as a whole, and on this basis it is worthwhile 
devoting adequate resources now to preventing a future lower level of GNP. 

• That there is a moral case for public policy action which is independent of 
public health and economic justifications. Those who are infected by HIV 
and those who are affected (the close families, and especially children) are all 
entitled to access to public resources to enable them to cope with the effects 
of HIV and AIDS, independently of whether there are economic benefits/ 
avoidance of economic costs or not. This case for public policy action is based 
on concepts of human rights, embedded in the UN Charter and similar global 
declarations, which state that everyone has a right to good health status (and 
thus access to quality public health services). Related to this argument is the 
scale of the impact on those countries enduring mature HIV/AIDS epidemics 
in Africa, in that what they are currently facing amounts to a humanitarian 
disaster. 

This self-evidently requires the mobilisation of global resources so as to 
contain the personal and societal distress that is affecting millions of the 
world's poorest people. 

• That there is as a basis of policy concern and programme provision, the 
concept of pure self-interest. This is often adduced by some social scientists, 
especially economists, as the underlying factor in motivating behaviour. Thus, 
in the case of HIV/AIDS, it can be argued that as individuals, rather than as 
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a society, we have an interest in ensuring that HIV transmission is contained 
and the development impact mitigated; if it is not, then we will be affected 
in our normal social and economic lives. To avoid these effects then, public 
policies for prevention of HIV, care and support for those infected and affected, 
and policies to mitigate the social and economic impacts, are all required and 
justifiable on grounds of personal and family self-interest. 

But arguments such as those made above are often insufficient to generate action, 
as is only too clear from examples that can be drawn from many countries. There 
continues to be a gap between cognition - recognising that a problem exists - and 
engaging with the issue. This continues to be the case even in countries in sub-
Saharan Africa where there is a daily toll of deaths from HIV-related illnesses. 
Everyone in countries experiencing a mature epidemic of HIV in sub-Saharan 
Africa is affected by what is happening, and yet there is still insufficient response 
to the problem on the part of government and other stakeholders. This is in spite 
of advocacy for action that has characterised AIDS campaign in many countries 
over more than a decade, not just in Africa but also in other regions. 

Rich countries which also have populations that are infected with HIV, 
although at much smaller rates of HIV prevalence, have until recently to a 
degree sat on the sidelines as the epidemic has intensified in poor countries. 
This is remarkable given that there are a common set of interests that requires 
a coordinated and effective global response. An effective global response to 
a significant degree requires the financial resources and technology that are 
available in the developed world. Only very late in the epidemic have rich countries 
recognised the interdependence of interests - economic and social as well as 
health-related and humanitarian - that makes it essential that they respond to 
the needs of affected populations both at home and overseas (UNAIDS 2004). 

Pareto Optimality - Why Everyone Gains from Effective Policies for HIV! AIDS 

At the core of an effective response to HIV and AIDS are policies and programmes 
for those infected as well as those affected (but not infected) by the epidemic. This 
has not always been recognised as the case, and indeed in many countries is still not 
perceived as being essential if the epidemic is to be contained. Perceptions of the 
epidemic have thus shifted from one of blame and Stigmatisation of those affected 
by HIV, to one in which an effective response is built on understanding the causal 
conditions that lead to infection with HIV and support for those affected. 

The general case for multisectoral policies and programming depends on a set 
of crucial propositions that are derived from experience of public policies during 
the 1980s and the 1990s. First, that at the centre of an effective response to the 
epidemic are policies and programmes that strengthen community capacities to 
respond, and that these are themselves dependent on popular participation in the 
design and delivery of activities. Furthermore, that effective responses are those 
that deliver support to affected populations in ways that can be demonstrated as 
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satisfying Pareto optimality, that is, policies and programmes from which everyone 
gains and no one loses. 

It is possible to schematically represent the case for general support to both 
infected and affected populations as follows: 

Individual and family gains There are direct benefits to individuals and to their 
families from effective programmes of support - including access to basic health 
care (at the minimum), economic support for affected families (for example, 
for children in the form of nutritional support, help with schooling costs etc), 
nutritional supplements for those living with HIV (this is known to considerably 
extend the lives of those living with HIV), psycho-social support, and so on. 

There are three separate important gains from this: 

1 Individuals living with HIV will remain productive and continue to work for 
longer - from which everyone gains - society in general as well as the individual 
and the family. 

2 Families gain - all dependents, both the young as well as the old - from the 
fact that income from work will still continue to be earned (and food put on 
the table, the house maintained, and children supported in going to school). 
This not only benefits the household but also the state and others (charities, 
churches, relatives) who are relieved at least for a time of the problems of 
support for those affected by HIV and AIDS. 

3 Children gain in that they stay in school and continue to receive economic 
and social support through family structures rather than through alternative 
mechanisms, such as orphanages where these exist. This is very important, 
not least in that there is evidence that inter-generational poverty is an 
important factor in the processes that lead to infection with HIV in succeeding 
generations. 

The state gains People continue to work, pay taxes, support their families and 
do not draw down state support services (such as those needed for support to 
children and families). Of course, there will be the need to ensure that adequate 
access is given to health services in respect of generic drugs for opportunistic 
infections (these are now generally not expensive), and that psycho-social support 
is provided for individuals and families. 

The budgetary benefits to the state are likely to be considerable and 
undoubtedly exceed the costs of the services that need to be made available (they 
are in general supposed to be there anyway in respect of access to health services 
and basic drugs). Not least of the gains to the state is the fact that production 
is not disrupted in key sectors (such as commercial agriculture, mining and 
tourism that generate employment, foreign exchange and tax revenues), and 
that key public services such as education, health and law and order are also 
sustained. These sectors also have their share of those infected with HIV, and 
maintaining situations where personnel remain productive for as long as possible 
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is absolutely essential and efficient. This is because these sectors have major roles 
in the national response to the epidemic as well as their other essential economic 
and social functions. 

It should also be noted that the state is a primary source of employment in 
many African countries and, if anything, tends to hire very large numbers of 
those with higher-level skills. The state has undertaken in the past substantial 
investment in education and training, including on-the-job training, and thus has 
a major interest in keeping its labour force productive for as long as possible. It 
is extremely costly to replace such labour, and thus establishing conditions where 
workers can remain productive for as long as possible makes obvious economic 
sense (UNDP/Government of Malawi 2002). 

The private sector gains The private sector gains from the fact that work is 
sustained and the benefit from the ongoing availability of skills to the enterprise 
is maintained. This means that firms will face lower costs (with less absenteeism 
and disruption of work, lower retraining costs, and higher productivity across 
the enterprise, because skills and experience specific to the firm will remain useful 
for longer). A good employer will understand this and will ensure that personnel 
policy and other support services are in place to keep HIV-infected and affected 
employees productive for as long as possible (Vass 2005). 

Integrating HIV and AIDS in the workplace makes good economic sense, 
given the identifiable impact of the epidemic on labour supply (and thus on costs 
of production and distribution). This may not appear to be the case in the early 
stages of the epidemic, in that HIV infection in the labour force will initially 
be masked and only be apparent as workers become sick and subsequently die. 
What this means is that enterprises need to be proactive early in their response 
to the epidemic so as to establish effective programmes for HIV prevention, 
and subsequently to adjust working practices through management change and 
reasonable accommodation of those affected so as to alleviate the impact on costs 
of production. None of these is easy to achieve, but is important if the gains from 
effective policies and programmes for II IV are to yield their full benefits both for 
enterprises and more generally for the economy and society. 

Generalised benefits: everyone gains Just as it is in the interest of a single country 
to establish policies and programmes that reduce the social, economic and political 
costs of HIV/AIDS for reasons given earlier, there are global reasons for multi-
country responses. Furthermore, effective activities by one country will have 
spillovers that generate positive benefits/avoidance of costs to other countries 
with which it has relations, as already noted. 

Thus, for example, it is in the interest of mining companies in South Africa 
to retain their labour force through implementing effective programmes of 
prevention and care and access to ARV treatment, and this simultaneously 
benefits countries such as Lesotho, Swaziland and Mozambique that are usually 
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the sources of the South African mining labour force. It does so in at least four 
ways: 

1 Workers continue in employment in South Africa rather than being repatriated 
to their country of origin, where they would otherwise become an additional 
cost to their home governments and families (including health care costs and 
support for dependents). 

2 There would continue to be repatriated earnings to the labour-sending country 
that generates both support for dependents and potential tax revenues on 
incomes and expenditures for the government. 

3 Mining companies benefit from retaining their skilled and experienced workers, 
and this is increasingly important once infection rates with HIV become 
high and recruitment of new labour costly and constrained by labour market 
shortages. 

4 The inter-country transmission of HIV is undoubtedly reduced where 
workers and their families are provided with support and treatment by mining 
enterprises, rather than being repatriated to their homes where they would 
become an additional source of HIV infection. 

This example of effective response in one country generating benefits elsewhere 
can be extended to many other situations where there exist actual and potential 
contacts, through economic, social and political channels, among African 
countries and between countries in the region and the global economy. This 
evokes the generalised notion of a global public good whose benefits reach across 
borders, generations and population groups. In an increasingly globalised and 
inter-dependent world, the potential for spread of epidemic impacts is increased 
through labour migration and labour mobility, as well as through other channels 
such as the deployment of foreign military personnel in response to increased 
levels of national and regional political insecurity. The latter has consequences in 
terms of displaced populations that are often forced across national borders, and 
thus may become a vector for the spread of HIV and other diseases to hitherto 
unaffected populations. 

2 How is the Stock of Human Capital Affected by HIV and AIDS? 

The Problem: Loss of Human Resource Capacity 

One of the most serious consequences of HIV/AIDS for sustainable development 
i n  A f r i c a  i s  t h e  i m p a c t  o f  t h e  e p i d e m i c  o n  h u m a n  c a p i t a l  ( C o h e n  2 0 0 4 ) .  H I V  
prevalence is concentrated amongst those in their productive (that is, of working 
age between 15-45 years) and reproductive prime, and in certain key social groups. 
There is evidence that in mature epidemics in many countries of sub-Saharan 
Africa (SSA), more women are infected than men and that young women get 
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infected at earlier ages than young men and thus lose more years of healthy life. 
There is also evidence that at the early stages of the epidemic, the risk of HIV 
infection seems to be, if anything, greater for those in higher educational and 
occupational groups than the less affluent, with important implications for the 
maintenance of both the stock and the flow of those human resources that require 
substantial social investment (Shisana 2005, World Bank 2005). While HIV 
prevalence may be highest in urban areas, it is nevertheless the case that absolutely 
the largest numbers of those infected are in rural areas in sub-Saharan Africa. 

Rates of HIV prevalence amongst adults in many countries in SSA are 
now in the range 15-35 per cent, with even higher rates in some locations and 
cities. The severity of the epidemic affects all social and occupational groups, 
including both men and women, those with higher level skills and experience 
and those who are supposedly ^^^1^. Amongst the latter category are most 
of the rural population who in fact have very valuable and hard to replace task-
specific experience and skills (for example, farming, fishing, traditional housing 
construction, and so on). 

Since HIV is concentrated amongst working people, most of whom also have 
important social roles (that is, family support and socialisation of children in 
particular), then there are bound to be effects both on this generation and on 
subsequent generations. It follows that not only is the structure within families 
changed by its experience of the epidemic, including gender roles, but that there 
are also very important issues to do with maintaining households as productive 
units. 

What can be concluded from the losses of human resources that are critical 
for regional and national development? 

Most obvious are the losses of human capital due to the epidemic - skilled, 
educated, unskilled men and women, in both urban and rural locations. An 
important concern therefore is how to sustain production in circumstances of 
high morbidity and mortality across wide swathes of the active labour force. 
Effective responses to HIV/AIDS in the region will have to deal with this fact: 
how can production be maintained in the face of ongoing and often severe losses 
of labour? Human capital losses can be particularly disruptive to development 
efforts, precisely because they are not confined to categories of labour that may 
be 'easily' replaceable but also affect many categories of scarce supply of labour 
including supervisory and managerial (ILO 2004). 

Public Policy Implications and the Need for Action 

Losses of human capital due to AIDS present public policy-makers both at 
national and regional levels with a formidable development challenge. This implies, 
first and foremost that development strategies have to address the maintenance 
of productive capacity across many sectors of production in both formal and 
informal productive organisations - in both urban and rural locations. There are 
also effects at the micro level which have implications for public policy. Because 
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households are integrally affected both as economic units as well as ones with 
important social functions, there is a need to sustain their capacity in the face 
of erosion of their economic base through losses of labour and reduction of 
productive assets. Furthermore, households are the primary organisation for the 
socialisation and care of children, and anything that erodes their ability to perform 
these roles will have effects that are inter-generational - on levels of poverty and 
on the skills and education of the future labour force. 

But the effects on development are unfortunately not limited to the above, 
and there are at least three other main channels through which capacity is 
undermined by the epidemic and which have implications for public policy. These 
are as follows: 

• The public sector in most African countries is the main supplier of 
essential goods and services, such as education and health, transport and 
communications infrastructure, police and military security, law and order, 
welfare services, etc. But since public administration and public enterprises 
will also lose human resources due to HIV and AIDS, the capacity to sustain 
production of public sector goods and services will be undermined. The 
challenge then is how to maintain production under conditions of losses of 
organisational and human resource capacity? 

• Equally important are the general effects of the epidemic on fundamental 
conditions relating to security and law and order, including the maintenance 
of political authority and the functioning of associated organisations. It is 
unclear what the effects will be either directly though losses of human resources 
and indirectly through changes in capacity to deal with intensifying economic, 
social and political problems. In other words, one of the outcomes of the 
epidemic will be a loss of political authority and a further undermining of 
the capacity to address mounting problems. 

• There is widespread evidence that the HIV epidemic has significant effects on 
the internal matrix of relations within social and economic organisations - at 
the level of households, private formal and informal enterprises, and the public 
sector. In part, this is due to the extremely disruptive effects on productive 
factors and relations caused by morbidity and mortality; these reflect losses 
of experience, management capacity and task-specific skills. In part, it is also 
the result of changes in morale within productive organisations due to the 
mounting level of mortality. The resulting outcome for many organisations 
- social and economic - is greater dysfunctionality allied to a greater inability 
to address and solve problems. 

Finally, there is the aggregation of all of these effects on development capacity, since 
these will in total be more than the sum of the individual components. This is the 
simple result of applying the concept of synergy in understanding and measuring 
the impact of the epidemic in total. HIV/AIDS undermines the efficiency of parts 
of the social and economic system, which in turn disrupts planning and production 



Regional Responses to HIV!AIDS: A Global Public Goods Approach 249 

in other parts of the system. In the aggregate, the impacts are multiplied because 
of these 'systemic' effects - including further reductions in capacity throughout 
the social and economic system. The implications of the foregoing for sustainable 
development are obvious (Cohen 1998, 1999). 

Not only are the kinds of projects and programmes to be implemented 
changed so as to meet the new priorities of countries that are deeply affected by 
the epidemic, but public policy-makers have now to deal with issues of how to 
maintain capacity in the face of multiple forces that are systematically reducing 
existing capacity. This is occurring in conditions, where as noted above, the 
capacity to address and solve problems is itself diminished by the losses of human 
resources and the associated reduction in problem-solving capacity. 

The magnitude and complexity of the development challenge posed by HIV/ 
AIDS for individual African countries highly affected by the epidemic underline 
the case for greater regional cooperation in policy and action against AIDS. The 
following section provides an overview of regional responses to the epidemic in 
Africa over the past two decades, and assesses the extent to which these have been 
useful - both in terms of coordinating national efforts and mobilising global 
support for regional and national action that are crucial for effective responses 
to HIV/AIDS in Africa. 

3 Regional Responses to HIV/AIDS in Africa 

With the greatest concentration of the global HIV/AIDS epidemic (over 70 per 
cent of the global infections), the situation in sub-Saharan Africa has occupied the 
attention of public policy-makers, the private sector and civil society at national 
and regional levels. African regional organisations and public institutions in the 
political, economic and social spheres have taken steps to respond to the epidemic, 
mainly by highlighting the negative impact on development objectives and targets 
and by committing member states to take action. 

The African Union 

Various declarations of commitment and plans of action to fight HIV/AIDS 
have been adopted by the African Union (and its predecessor, the OAU) at its 
annual Assembly of Heads of State and Governments and special Summits 
since 1990: the Kampala Declaration (1990). Dakar Declaration (1992), the 
Tunis Declaration (1994), the Yaounde Resolution (1996), the Lome Declaration 
(2000), the Ouagadougou Commitment of Action adopted by a special session 
of OUA Health Ministers (2000), the Abuja Declaration (2001) and the Maputo 
Declaration (2003), all recognised the danger of HIV/AIDS and its devastating 
impact on African livelihoods and socio-economic development. 

By far the most far-reaching of these declarations was the Abuja Declaration 
on HIV/AIDS and Plan of Action which was the outcome of a special OAU 
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Summit on HIV/AIDS in May 2001. At this Summit, which was held a month 
before the UN General Assembly Special Session on HIV/AIDS (UNGASS) 
and, as such, served as a forum for articulating a common African on position 
on the epidemic for the UNGASS, African leaders expressed serious concern 
about the impact of HIV/AIDS on 'our socio-economic development, cultural 
practices, political stability, family structure, survival of our civilisation, and ... 
[particularly] in the context of globalization', and committed resources in the 
form of a minimum spending target on heath by member states: 

WE COMMIT OURSELVES to take all necessary measures to ensure that the needed 
resources are available from all sources and that they are efficiently and effectively 
utilized. In addition, WE PLEDGE to set a target of allocating at least 15 per cent 
of our annual budget to the improvement of the health sector. WE ALSO PLEDGE 
to make available all necessary resources for the improvement of the comprehensive 
multisectoral response, and that appropriate and adequate portion of this amount 
is put at the disposal of the National Commissions/Councils for the fight against 
HIV/AIDS . 

The Abuja Framework Plan of Action identified 12 priority areas, including 
poverty, human rights, resource mobilisation, leadership, partnerships, research 
and development, within which interventions should be made to control its spread 
on HIV/AIDS and mitigate its impact. It also included as annexes guidelines and 
mechanisms for implementation and for monitoring and reporting. Clearly, the 
approach of the Abuja Plan was comprehensive and multisectoral, and the Plan 
reflected the need for coordination at the national and regional levels. African 
Heads of State and Government at their Summit in Lusaka in July 2001 recognised 
the Abuja Framework, together with the Millennium Summit Declaration and the 
UNGASS HIV/AIDS Declaration, as the key elements of a 'strategic (HIV/AIDS) 
plan of action for the continent' which they mandated the OAU Secretariat to 
prepare. Out of this has emerged the African Union Commission HIV/AIDS 
Strategic Plan 2005-2007'. 

The outline of this Plan which was finalised by the African Union Commission 
in December 2004 stressed that HIV/AIDS was a 'continental emergency" and 
called for 'accelerated action'. It emphasised harmonisation and coordination 
of policies and action within the general framework of regional integration, and 
recognised the need to intensify resource mobilisation, build global partnerships 
and strengthen human and institutional capacity in order to ensure an effective 
response across the continent. According to the outline, the AU Commission will 
assume the role of a 'continental authority on HIV/AIDS', with responsibilities 
for coordinating policy and implementation and carrying out monitoring. This 
leadership role is particularly challenging for the nascent AU Commission 
(inherited from the OAU Secretariat, which was well known for its limited 
capacity); in recognition of this, there is provision in the draft Strategic Plan for 
capacity strengthening within the Commission itself. At the time of writing, the 
status of the Plan as an official AU blueprint and a basis for action is unclear. 
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although it was stated that in the outline that a detailed budget for the three-year 
implementation period was under development. What is clear from the draft is 
that this latest effort at a continental plan of action to combat HIV/AIDS is again 
affected by delays, resource constraints and the weakness of policy. 

NE PAD 

The New Partnership for Africa's Development (NEPAD), which was launched 
in 2001 as an initiative by African leaders to promote sustainable growth and 
development in the continent, has health as one of its priority areas in the context 
of poverty reduction. Initially, not much attention was given to HIV/AIDS within 
the original 'Health Strategy of NEPAD" drawn up in September 2003, which is 
quite surprising at a time when over 25 million Africans were living with HIV, 
about 3 million were newly infected annually and close to 2.5 million were dying 
of AIDS each year. It is hard to understand how NEPAD could remotely aim to 
achieve its development goals without adequately and strategically addressing the 
epidemic. AIDS is now the leading cause of death in sub-Saharan Africa, and the 
economic and social costs of the epidemic are hampering development efforts. 
As the major regional initiative to reduce poverty, with the recognition by the G8 
and Africa's main development partners as such, NEPAD should mainstream 
HIV/AIDS into programmes to address the epidemic not only as a health issue 
but as a development problem. 

Specific policies and targeted programmes will be required to make sure that 
HIV/AIDS is not peripheral to the sectoral priorities of NEPAD. Recent G8 
Summits and the UK Africa Commission have highlighted the serious threats 
posed to African development by HIV/AIDS, and their interactions with NEPAD 
(for example, through the African Partnership Forum) have contributed to more 
attention now being given to AIDS in a developmental context by NEPAD. There 
is still, however, the issue of the institutional relationship between the NEPAD 
Secretariat and the AU Commission, which needs to be clarified with respect to 
the planning and coordination of HIV/AIDS policies and programmes; otherwise, 
there could be costly overlaps and duplication of efforts and even conflicts. This 
situation should, hopefully, be resolved with the proposed absorption of the 
NEPAD Secretariat into the AU Commission. 

S A D C  

The Southern African Development Community (SADC), which was set up to 
promote trade liberalisation and economic integration among its member states, 
covers the region that is most highly affected by HIV/AIDS in Africa and in the 
world. The epidemic threatens the development gains of regional integration and 
progress toward sustainable growth in the SADC region, and its leaders as a group 
seem to understand the need to integrate HIV/AIDS in the core objectives and 
programmes of SADC - as witnessed by public statements and commitments. 
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In calling for action at the regional level, the Council of SADC reported that: 
'member States also recognized and appreciated that HIV/AIDS represent a 
major threat to the objectives of SADC and 'therefore agreed that combating 
of HIV/AIDS ... should be included in SADC priorities'. 

SADC's 'Strategic Framework and Programme Action, 2000-2004' evolved 
from the deepening concern within SADC at the scale and impact of the epidemic 
on all aspects of social, economic and political life, and the need to respond 
strategically and multi-sectorally at regional level, but the Plan did not address the 
problem in a comprehensive manner and as a development issue. This realisation 
led the subsequent development of another 'Strategic Framework and Plan of 
Action for 2003-2007', which was adopted at a special Summit on HIV/AIDS in 
Maseru, Lesotho, in July 2003. The new Strategic Framework was seen by SADC 
leaders as a response to the development challenge of HIV/AIDS in an era of 
rapid globalisation. It identified what can best be done at the regional level in 
terms of harmonisation and coordination of policies and technical cooperation, 
and emphasised that effective regional cooperation resulted in economies of scale 
that facilitated the achievement of public goods in areas such as training, codes, 
information dissemination, project design, mobilisation of resources and capacity 
development and access to ARV drugs. 

The aim of action by SADC at the regional level is not to supplant action at 
national level, but rather to provide support for national response in a coordinated 
and harmonised manner. The approach of the SADC strategy is to convince 
member states that HIV/AIDS is a development challenge, and to make them 
understand the important causal determinants and adverse consequences of the 
epidemic in terms of its linkages with structural conditions of poverty, income 
and gender inequality, etc. These are the conditions which also constrain the 
ability of countries to respond effectively to the epidemic at all levels. Insofar 
as the epidemic is undermining the achievement of sustainable development in 
the SADC region, the adverse consequences will intensify in the coming years 
unless policies and programmes are put in place to mitigate the impact of AIDS 
on poverty, economic growth and social progress. 

African Development Bank 

As a major regional development finance institution, the African Development 
Bank (ADB) has been conspicuously absent from regional efforts to fight HIV/ 
AIDS. Whatever funds that have been come from the ADB to fight HIV/AIDS 
in the region have been in the form of loans to member states under the Bank's 
health sector lending programme. There is no special HIV/AIDS regional initiative 
or project within the Bank's operational programme, even though its region of 
operation has the greatest concentration of the epidemic in the world and some 
of its member states are among the worst affected globally. Even in addressing 
in HIV/AIDS within its health sector programme, the ADB has not made put 
forward policies and guidelines for linking loans to effective responses or policies 
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to mitigate the impact of the epidemic on development, through issues more 
broadly related to health outcomes such as poverty and nutrition. What is needed 
by the ADB. even in the narrow context of addressing HIV/AIDS as a purely 
health sector concern, is an ability to relate health outcomes to development 
performance and to identify lessons of effective performance, in order to better 
guide the work of the Bank in the area of health and development. 

Regional responses to HIV/AIDS in Africa, as summarised above, indicate 
that there is sufficient awareness among African leaders that the epidemic has 
the potential to disrupt the smooth functioning of economics and social systems 
in ways that could hold back sustainable growth and development. What so far 
has been crucially lacking in these regional responses is the actual commitment 
and action by governments to address HIV/AIDS as an emergency and in a 
comprehensive and strategic manner, as called for in various regional declarations 
and resolutions which they had endorsed. In addition, many governments in the 
region still do not recognise the mutual benefits to be derived through regional 
coordination of HIV/AIDS policies and plans; this is all the more important, 
given the global nature of the epidemic and its regional concentration within the 
African continent. 

Lack of effective response may not be due only or mainly to lack of political 
will and commitment to act urgently and strategically. As already outlined in 
section 2, the impact of the epidemic on human resources in Africa is severe 
and this is creating a capacity problem. The epidemic is reducing the stock of 
human capital (trained professionals, skilled and unskilled workers), as well as 
reducing the capacity to maintain the flow of those with needed skills and training 
through its impact on the education sector. There is mounting evidence within 
African countries hard hit by the epidemic of a lack of capacity to develop and 
implement comprehensive and multisectoral responses, as called for in resolutions 
and declarations of regional bodies and as is necessary for integration of HIV/ 
AIDS within national development plans and programmes. There is the problem 
of financial resource constraint, which affects the ability to respond effectively 
to HIV/AIDS at all levels in Africa. UNAIDS has estimated that Africa would 
require seven- to tenfold the resources currently available for HIV and AIDS in 
the region annually to be able to control and halt the spread of the epidemic by 
2015 as targeted in the Millennium Declaration. 

UN Agencies 

Regional response to the epidemic in Africa has been supported by contributions 
from UN agencies mainly through UNAIDS Secretariat and its co-sponsors 
including the World Bank, WHO, UNDP. UNICEF and ILO. This support has 
taken the form of specific Africa regional HIV/AIDS initiatives and partnerships 
with African regional organisations. UNAIDS has cooperated with the OAU/ 
African Union to establish first the international Partnership against AIDS in 
Africa and, more recently, the 'AIDS Watch Africa': both of these initiatives 
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were designed to serve as mechanisms for promoting greater coordination among 
countries and to provide technical assistance with capacity strengthening at 
country level and in regional institutions. The UN Economic Commission for Africa 
(ECA)) was mandated to set up a Commission on HIV/AIDS and Governance 
in Africa (CHGA). 

The ILO has collaborated with its tripartite constituents (governments, 
employers and workers) in Africa to address HIV/AIDS as a workplace issue and, 
as such, a development challenge. The impetus for the ILO s Global Programme 
on HIV/AIDS and the World of Work came from a special meeting of its African 
constituents in Namibia in 1999 on the impact of HIV/AIDS on employment 
and the labour market. Since then, ILO has provided technical assistance to 
OAU/AU Labour and Social Affairs Commission on an ongoing basis, and to 
SADC and ECOWAS for the development of guidelines (based on the ILO Code 
of Practice on HIV/AIDS) to manage HIV and AIDS in the workplace, focusing 
on the problems of discrimination and stigma, employment security and access 
to treatment for workers. Following a resolution on HIV/AIDS adopted at the 
10th ILO African Regional Meeting in Addis Ababa in 2003, sub-regional HIV/ 
AIDS workplace specialists based have been recruited to serve in the region and 
provide technical assistance to the tripartite constituents in Africa. HIV/AIDS 
is now mainstreamed into all major ILO programmes and activities both at 
headquarters and in the field 

The WHO '3 x 5' global treatment initiative has a particular significance 
for Africa, since this is the region that has the greatest difficulty to access AIDS 
treatment. Many African countries are included in the '3 x 5" initiative, and the 
WHO is paying particular attention to the issue of the recruitment and retention 
of health sector workers in African countries as an integral part of the initiative. 
There is a need for more financial resources for the '3 x 5" to meet the pressing 
demands from African countries for help with accessing treatment. So far, it seems 
that WHO has to compete for resources with other international institutions and 
global health initiatives - some of whom are less able and competent to address 
access to treatment for poor countries. The technical competence and mandate 
of the WHO, as the premier global heath body with over 50 years of experience 
in health and related development fields, suggest that steps should be taken to 
ensure that HIV/AIDS initiatives by the WHO are not starved of resources. 

The World Bank's 'Multi-Country AIDS Program for Africa' (MAP) was 
developed in partnership with UNAIDS in 2000, with the goal of providing 
financial support to national HIV/AIDS programmes. MAP is a partnership 
between the Bank and African countries. The programme provides money 
and technical assistance to address the entire spectrum of interventions from 
prevention through ARV treatment to care and support, with emphasis on 
a multisectoral response and the strengthening of capacity and knowledge 
exchange. Over 25 African countries have been approved for MAP funds, with 
the bulk of financial commitments going to the SADC region. However, in reality 
disbursement has been rather slow, mainly due to a combination of bureaucratic 
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constraints (on the part of the Bank) and lack of capacity in affected countries. 
The World Bank also provides grants to low-income countries in Africa to combat 
HIV/AIDS; most of this is through the Bank's concessionary lending facility, IDA. 
In addition, IDA has provided a substantial grant to establish a regional health 
sector capacity-building programme in HIV/AIDS prevention, treatment and care 
(ARCAN). This programme supports a network of sub-regional 'learning sites' 
to expand training of healthcare practitioners in African countries. 

The Global Fund to Fight AIDS Tuberculosis and Malaria (GFATM) is a global 
public-private partnership established as a G8 initiative in 2002. It is dedicated 
to raising and disbursing large amounts of additional finance by countries in the 
region to prevent and treat HIV/AIDS (and the other two pandemics). Africa has 
been a major 'recipient' of Global Fund money for HIV/AIDS, but the impact on 
effective response has so far been minimal for a number of reasons. The Global 
Fund has hardly been involved in the planning, execution and monitoring of 
projects that it funds, and this contributed to the current situation in Africa 
wherein many grant approvals have not progressed beyond the preparatory phase. 
Furthermore, the Global Fund's procedures are cumbersome and protracted, and 
do not reflect the emergency nature of the HIV/AIDS problem in many African 
countries. There are now indications of some improvement in the added value of 
Global Fund's support to African countries, partly as a result of changes in the 
Global Fund's policy and operational modality (to pay more attention to capacity 
and institutional issues vital to the execution and monitoring of projects) and 
partly due to demands by African countries to have more say in the planning and 
managing of disbursements. 

Conclusion 

The overall aim of this chapter has been to show how a public goods approach to 
an epidemic such as HIV/AIDS helps in understanding how extensive are the costs 
to individuals and to societies of public policy failure to respond in a timely and 
effective way. While HIV/AIDS is concentrated in the poorest regions of the world, 
and these are the countries most constrained by lack of resources in responding 
comprehensively, it is also the case that largely marginalised populations in rich 
countries are also experiencing higher levels of HIV-related illnesses (and the 
related personal and socio-economic costs). There exists, therefore, a common 
set of interests, and very belatedly the rich countries have seen how important it 
is that they provide increasing levels of resources to countries and regions most 
affected - primarily Africa and Asia. But all regions are affected to some degree 
by the epidemic of HIV. 

In a globalised world everyone gains from effective policies and programmes 
that deal with the causes and the consequences of epidemics, and everyone loses 
when conditions for the transmission of HIV remain largely uncontrolled. The 
costs of inactivity are not confined to deteriorating states of health nationally. 
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regionally and globally, but through economic and other channels can generate 
significant generalised impacts for everyone. Thus globalisation not only intensifies 
the conditions under which epidemics can thrive, especially through its effects 
on poverty and unemployment and through related higher levels of labour 
mobility, but it also ensures that the impact spreads far and wide throughout 
the world. Hence the need for global responses to the multi-faceted impacts of 
HIV/AIDS. 

Africa has borne the brunt of the impact of HIV/AIDS and countries have 
struggled to develop and implement effective policy responses. In part the public 
policy delays have reflected resource constraints, but the weakness of policies and 
programmes have also had their origins in failures of perception - an unwillingness 
to accept that everyone is affected by HIV/AIDS and that everyone gains where 
development is sustained. What we now witness, as is shown in section 3 of the 
chapter, is a recognition that global support for regional and national action is 
central to effective responses in Africa. Responses from which everyone gains 
- both rich and poor countries - the classic case of Pareto optimality. 

The experience of African countries in fighting AIDS has also shown that 
there is a need for 'constructive regionalism', first, in the sense of Africa engaging 
with other parts of the world as mutually-benefiting partners, and second, in 
the sense of Africa developing and strengthening its regional structures and 
institutions which will serve as building blocks for participating effectively in a 
global framework of cooperation. But it is important also that cooperation at 
international and regional levels should be accompanied by a good governmental 
framework, sufficient commitment and adequate capacity at national level, so 
that African countries can benefit from the provision of global public goods and 
opportunities created by globalisation. 

Notes 

1 African Centre for HIV/AIDS Management, Steilenbosch University, Matieland 7602, 
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