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The United States Responds to the Global AIDS Pandemic: An Analysis of Projected Targets, Goals and Resource Needs

Introduction

At the start of the 1990's, health experts estimated that between 15 and 20 million people
 would be living with HIV by the end of the 20th century.  A few short years later, the true magnitude of the epidemic is far more alarming: 34.3 million people were living with the virus as of 2000, and the epidemic showed few signs of slowing down.
 The epidemic is overwhelmingly concentrated in sub-Saharan Africa, where it is eating further into the economic and social structures of a region already ravaged by poverty and instability.

It can be argued that early predictions fell short of reality partly because communities, their governments and their international development partners failed to respond adequately to the threat of a major epidemic. Countries that acted early to pre-empt an epidemic, such as Senegal, were successful in keeping HIV prevalence rates low and their example has been followed by others, such as the Indian state of Tamil Nadu. Those that attacked the epidemic vigorously once it was well established – Thailand and Uganda are the best known examples – also succeeded in stemming, and ultimately reversing, the mounting tide of HIV. 

This small handful of success stories serves to illustrate what can be achieved, with the right leadership and resources. But because they are the exception, these stories serve also to highlight the lack of leadership and the inadequate resources that have until recently been the norm in the fight against AIDS, especially in Africa.

The United States government has recognized HIV and AIDS as a major threat to well-being and development in the world, and especially in Africa. It has identified the need for strong international leadership in tackling the politically sensitive issues of sex and drug injection which spread HIV. And it has committed to increasing the resources available to help prevent the spread of the virus, to care for those infected, and to reduce the impact of the epidemic on those communities and families who are least able to cope with the devastation it can wreak.

These commitments have not been made in the abstract. They are accompanied by specific targets, and by estimates of the resources needed to make a real difference in the epidemic. These resources and achievement goals have not been arrived at in isolation: they are part of a growing international consensus about what it will take to confront this devastating epidemic. Nor is there any suggestion that the United States be responsible for providing all the resources. Many other bilateral and international development institutions, together with national governments in badly-affected countries, private companies and foundations have committed to increasing their contributions to meeting the resource needs for HIV prevention and care.

This document covers three major data areas: goals and targets for prevention and care,  cost data for meeting those goals and targets and data about the magnitude of the epidemic itself. For each of these areas, this document describes the assumptions used in calculating the figures, and outlines the limitations of the data. It also gives an idea of the degree of consensus around the numbers. For the goals and targets section, an attempt is made to present the challenges inherent in estimating the impact on HIV transmission produced by different levels of program effort in various areas of prevention.

Investment options are discussed, and important gaps in current approaches are identified. Preliminary recommendations are made about resource allocation. 

In addition, the document examines some of the necessary conditions which must hold in order for the other data to be valid – conditions such as political commitment and investment in essential infrastructure. It outlines some of the possible cost implications of ensuring that these conditions are met.

The calculations described in this paper represent the joint efforts of a number of agencies and academic institutions. These efforts are in their infancy, and it is clear that in several important areas (such as coverage, unit costs and outcomes), insufficient data result in resource estimates whose accuracy remains open to debate. Further, where baseline data are poor, measuring progress towards stated goals will be difficult. One of the important conclusions that readers of this paper will draw is that far more attention must be paid to financial oversight and the monitoring of coverage, outputs and outcomes, so that the accuracy of future estimates can be improved.

This paper restricts itself to considering resource needs and investment options in sub-Saharan Africa, an area where 70 percent of current HIV infection are currently concentrated.

Summary and Recommendations

This paper describes the derivation of existing goals and targets for HIV prevention and care, and of the costs of meeting them. It is clear that far more information is needed to improve our understanding of both the cost of providing services, and of the relationship between the provision of services and the likely impact on the HIV epidemic. An effort is now underway to further develop our understanding in these areas, and the degree of international co-ordination in these areas is high. However already, some things are clear:

· In sub-Saharan Africa, the first priority remains prevention of the sexual transmission of HIV

· Investment is desperately needed in information and services to support safe sexual behavior among young, as yet uninfected, generations.

· Prevention efforts in men and women with the highest partner turnover can also usefully be expanded

· Care efforts should center on the provision of treatment for common opportunistic infections, and on palliative care

· Support services should be centered on community models, and should favor continued education for affected children

· Investment in human resources is an important prerequisite if other investments are to pay off

· Investment in basic health infrastructures will increase the likelihood of meeting targets

· Poor commitment from governments in affected countries will jeopardize all efforts to confront the epidemic

· Strong oversight mechanisms are needed to ensure best use is made of resources

· Greater efforts must be made to monitor costs and coverage of interventions

Using increased resources in this way, the international community and the governments and people of countries most affected by HIV can do much to slow the course of HIV. But the extent to which resources translate into lower rates of infection depends more than anything else on the commitment of the people of sub-Saharan Africa to confronting the reality of the behaviors that spread HIV.

Q.1. What financial resources are needed  to achieve a halt in expansion of the epidemic in hard-hit developing countries? A reversal (modest vs. substantial proportions)?

Summary

· Between $1.2 and $2 billion per year over the next five years is estimated to be required, at a minimum, to substantially address the prevention needs of sub-Saharan Africa by 2005. Two methods were used to derive this range of estimated resource needs for prevention. In the first approach, the unit costs of prevention interventions were multiplied by the estimated increased coverage necessary for prevention programs to have the levels of outcomes envisaged in the Expanded USG Response. In the second approach dubbed “the total prevention package” approach, the estimated prevention resource needs figure represents the difference between the per capita expenditure on prevention programs by a country that has halted and reduced HIV transmission (i.e. Uganda) and those that have not (much of the rest of sub-Saharan Africa).
· This range represents an $800 million to $1.6 billion (or 66% to 80%) per year increase over current levels of spending on prevention in sub-Saharan Africa.

· Between $1.8 and $2.9 billion per year over the next five years is estimated to be required, at a minimum, to address the care needs of orphans and people living with HIV and AIDS in sub-Saharan Africa. A unit cost method was used to derive this range of estimated resource needs for care: the unit costs of different aspects of care – palliative care (PC), treatment of common opportunistic infections (TOI), prophylaxis to prevent opportunistic infections (POI) and of highly active anti-retroviral treatment (HAART) were calculated; the numbers of people who will need of care and who would have access to these services (without assuming improvements in health infrastructure) is then calculated; and the unit costs are then applied to a target percentage this population.
· The range of total estimated resource requirements for meeting prevention and care targets indicated in the possible Expanded USG Response and other international documents is $3.0 billion to 4.9 billion per year for the next five years.

A.
Challenges in Estimating Prevention Targets and the Associated Costs 

The ultimate goal of all HIV prevention programs is to reduce the number of new HIV infections, and the goals articulated in a number of international documents are therefore stated in terms of a number of new infections which is (for sub-Saharan Africa) half that which would be expected without a concerted international response. There are, however, some difficulties in this approach.

First, as mentioned above, estimates of expected infections are less reliable than estimates of the current number of infections. Early estimates of expected infections in sub-Saharan Africa massively underestimated the true course of the epidemic. Progress towards goals set in relation to expected numbers of infections are likely to be affected as much by the accuracy of the initial estimates as by the success of prevention programs. 

Second, new infections (incidence) with chronic, asymptomatic and highly stigmatized conditions such as HIV are virtually impossible to measure outside the narrow and expensive confines of a scientific study, because it is impossible to know when a person was infected. At best, it will be practical to measure prevalence (the proportion of people currently infected at a given point in time) in an age group such as women under 25, in which most infections are likely to be relatively recent. 

Because measuring infection is so difficult, targets for outcomes (and in some cases for coverage of specific interventions) are also set. HIV can only be spread by a very limited number of activities. In sub-Saharan Africa, these are, overwhelmingly, unprotected sex between men and women, and to a much lesser extent childbearing and breastfeeding among HIV-infected women, and transfusion of contaminated blood. Only changes in these activities will produce changes in the likelihood that someone will become infected with HIV. 

In setting these targets, certain assumptions must be made about the relationship between coverage of a certain intervention and the likely outcome. In some cases, this is relatively straightforward (e.g. counseling & testing; antiretrovirals for HIV-positive expectant mothers; blood safety measures) In other cases, however, the relationship between program coverage and outcome is far harder to gauge. For example, while it is assumed that universal training in skills necessary for healthy sexuality will result in more young people adopting behavior that will keep them free of HIV, this relationship has not been well documented.

Also, assumptions have to be made about the relationship between outcome and effect. Again this is relatively straightforward in the biomedical interventions (such as blood safety measures), but, again, the same is not true for behavioral interventions.

Another gray area in setting goals and targets for HIV prevention is the effect of “scaling up” on the absorptive capacity of the health sectors in Africa. 

Finally, it is not known how and to what extent different prevention programs interact to create synergies. Although computer models that illustrate these interactions exist, these synergies have never been quantified in practice.

In short, the relationship between coverage of prevention programs and the behavior change that results from them, as well as between behavior change and changes in new HIV infection rates, is not well documented. The exception is in biomedical interventions such as prevention of HIV transmission from mother to infant or through an infected blood transfusion. But together these two methods of HIV transmission account for at most 15 percent of new infections, so targets can certainly not be limited to these areas.

B. Two Methodologies for Estimating the Costs of Meeting Prevention Targets

To date, there have been two major approaches to estimating the costs of “scaling-up” prevention activities in sub-Saharan Africa to meet the needs of the raging HIV epidemic. 

The first approach (the “unit cost of prevention” approach) involves estimating the cost of a particular prevention activity per unit of “output” – for example number of teachers trained, and the number of public information campaigns aired. These unit costs are then multiplied by the number of “units” that have to be produced to reach a certain level of coverage. The link between coverage and outcome (in the form of safe behavior) or impact (in the form of reduced transmission) is not specified. This method is described in greater detail below.

The second approach is an extension of the “empirical” approach to setting outcome targets described above. The starting point is a national HIV prevention program (such as Uganda’s) that has been shown to be successful in reducing infection rates. The total amount of money spent on that program is then divided by the total population of the country, to give an estimated unit cost per capita of a “successful” prevention package. In this approach there is no attempt to make any estimates about coverage of different elements of prevention programs.

Each approach has its strengths and weaknesses, as the following section illustrates.

The “Unit Cost of Prevention” Approach

The first approach described above has been developed by analysts at the London School of Hygiene and Tropical Medicine, in conjunction with the World Bank and other partners.
 It highlights the paucity of reliable information available on the cost of HIV prevention programs. Some 15 years after HIV prevention activities were initiated in Africa, a comprehensive search of published and gray literature yielded only 30 or so studies of the cost of particular interventions. It has therefore been necessary to extrapolate to a continent information that is derived from a handful of data points. The largest number of data points available for any single area of prevention activity is for STI service provision, at seven. Most areas have cost data available for just one or two studies or countries.

The authors have presented high, medium and low estimates for unit costs for prevention. Recognizing that the delivery of prevention services depends upon the existence of a basic infrastructure, this method tries where possible to use the full economic costs of each prevention method (that is, to include the costs of use of facilities, staff training and time etc in the cost estimates) rather than treat them simply as “add-on” or incremental costs to existing services. This was not possible for some interventions, such as prevention of mother-to-child transmission. The implications of limited existing infrastructure for the true cost of providing HIV prevention and care services are discussed later in this paper.

In an attempt to estimate the cost of “scaling up” existing prevention efforts to achieve far greater coverage, this method makes assumptions about the total size of the “target market” for a prevention method, what proportion of that market is currently served, and the target levels of coverage at some point in the future. Estimates of total “target markets” are made on the basis of population figures for each country in sub-Saharan Africa. Countries have been grouped in to four levels of HIV prevention program strengths, and existing levels of coverage for each area of prevention have been estimated for each of the four groups. Coverage data are scarcer even than cost data: these assumptions therefore amount to guesswork informed by the opinion of country prevention workers. Coverage targets are also set according to the program strength level, and may differ for rural and for urban areas.

The cost of “scaling up” prevention is calculated by applying the unit cost of prevention for each method to the number of people targeted for coverage who are not already covered by an intervention. This approach ignores economies of scale, which may be achieved in some programs with high start-up costs but relatively low roll-out costs, such as school-based skills and information programs. A great deal of money is generally invested in getting education authorities on side, in developing appropriate materials and in training trainers for teachers, but these costs will be shared over large numbers of schools once the program is rolled out. The larger the number of schools reached, the lower the unit cost is likely to be. On the other hand, the approach also ignores the marginal costs of reaching extra people with a prevention effort. These can be very high, especially when trying to push programs into sparsely populated rural areas or when trying to reach marginalized populations such as unregistered sex workers. In short, it is not clear to what extent is it fair to assume that it will cost the same to treat a patient in a small pilot project providing STI care to teenagers in urban Zambia as it will to provide treatment to all woman who need it in a remote desert settlement in Burkina Faso.

Using this methodology and working with available data, analysts have come up with the unit costs for prevention activities and the total cost estimates for scaling up prevention activities in sub-Saharan Africa shown in Table 1 below.

TABLE 1: 
Low and high cost estimates for scaling up HIV/AIDS prevention activities in sub

Saharan Africa (all cost estimates are given in million US$, 2000 values)

	
	LOW
	HIGH

	Scaling up prevention programs
	
	

	Youth focused interventions
	226
	335

	Interventions focused on sex workers 
	105
	199

	Increased public sector condom provision
	13
	37

	Condom social marketing
	76
	149

	Strengthening STI services
	350
	415

	Voluntary counseling and testing
	44
	160

	Workplace interventions
	82
	100

	Strengthening blood transfusion services
	3
	11

	MTCT
	5
	14

	Mass media
	99
	105

	
	
	

	Start-up capacity development (for countries with very weak programs only)
	3
	12

	Surveillance, Monitoring and Evaluation
	50
	77

	Subtotal for scaling up prevention 
	1,056
	1,614

	Estimated current expenditures (2000)
	
	

	International resources
	200
	250

	National resources

	100
	125

	Total resource needs for prevention
	1,356
	1,989


Between 1.6 and 2 billion dollars will be needed every year (starting in 2000) if the necessary increased target coverage rates are to be achieved by the year 2005. The costs are annualized over the five year period, but it is recognized that efforts to scale up some interventions may entail a high initial investment, with running costs diminishing over time.

Note that some provision is made for capacity building for countries with the very weakest HIV prevention programs. This money is intended for investment in capacity-building and functioning of the HIV prevention program itself, rather than for building up any other basic infrastructures needed to deliver some of these prevention services.

Since this approach to scaling up costs is entirely linear, the major determining factor governing the overall estimated cost of prevention is the coverage target (together with assumptions about current levels of coverage. Table 2 shows the coverage assumptions that led to the $2 billion estimate.

As stated, no direct assumptions are made about the target levels of prevention coverage and specific outcome or impact measures. But it is clear that estimates of coverage are far lower in some categories than those aimed at by the (BP). For example, the coverage estimated for prevention of mother-to-child transmission assume a maximum coverage of 10 percent, even in urban areas of countries with strong program effort. Further, this is a measure only of pregnant women tested for HIV, and that number is likely to be higher than the proportion of women who test HIV positive who receive antiretroviral therapy and breast milk replacement. Raising this threshold to 50 percent as envisaged in the (BP) (and building in an extra 10 percent to account for the drop-out between those tested and those receiving interventions) the costs would rise dramatically higher than the 14 million dollars envisaged in Table 1. 

It can therefore be assumed that the prevention costs in Table 1 represent a bare minimum for meeting the challenges of scaling up HIV prevention and care in sub-Saharan Africa. It is also critical to note that these annual costs are in addition to the roughly 350 million dollars which are currently being spent each year on HIV prevention activities in the region.
 

Table 2: Baseline (2000) and target (2005) coverage assumptions for prevention programs in sub-Saharan Africa

	
	Very Low

Program strength
	Low

Program strength
	Medium

Program strength
	Strong

Program strength

	Form of intervention
	Potential target group
	Measure of coverage
	Baseline 
	Target  
	Baseline 
	Target  
	Baseline 
	Target  
	Baseline 
	Target  

	Youth focused interventions

In school youth
	Male and female youth enrolled in school.

6 – 11

12 – 16
	Proportion 6 – 11 receiving HIV education

Proportion 12 – 16 receiving HIV education
	5%

20%  
	50 %

80%  
	5%  

20% 
	50% 

80% 
	10% 

30%  
	50%  

80%  
	20%  

50%  
	50%  

80%

	Youth focused interventions

Out of school youth
	Males and females

12 – 16


	Proportion  12 – 16 receiving HIV education


	5%  


	50%  


	5%  


	50% 


	10% 


	50% 


	20%  

 
	50%  

 

	Sex worker interventions
	4% urban women aged 15 – 49.  Average 2 sex acts per week
	Proportion total reached 

Proportion using condoms often
	20%   

10%  
	60%  

70%  
	20% 

10% 
	60% 

70% 
	40% 

20% 
	60% 

70% 
	50%   

30% 
	60%  

70% 

	Strengthening public sector condom distribution
	All sex acts with non-regular partners

20% sex acts in regular partners
	Proportion using condoms often in non-regular partnerships

Proportion using condoms in regular partnerships
	10%    

2%  
	70 %

2% 
	10% 

1%  
	70% 

2% 
	20% 

2% 
	70% 

2% 
	40% 

2% 
	70% 

2% 

	Condom social marketing
	All sex acts with non-regular partners

20% sex acts in regular partners
	Proportion using condoms often in non-regular partnerships

Proportion using condoms in regular partnerships
	10%    

2%  
	70% 

2%
	10%  

2% 
	70%  

2%  
	20% 

2% 
	70% 

2%  
	40% 

2% 
	70% 

2%  

	Strengthening STI services
	Men and women with curable STIs and access to health services
	Among those with access to health services, proportion of curable STIs treated by health service
	5%  
	30%  
	5%   5%
	30%  
	15%  
	30%  
	20%  
	40% 

	Voluntary counseling and testing
	Current sexually active population
	Proportion receiving VCT urban

Proportion receiving VCT rural
	1% 

0 %
	5%  

5%

(including MTCT testing)
	1%  

0%  
	5%  

5%

(including MTCT testing)
	1%  

0 %
	5%  

5%

(including MTCT testing)
	1%  

1% 
	5%  

5%

(including MTCT testing)



	Strengthening blood transfusion services
	Blood for transfusion
	Proportion units of blood for transfusions tested

Urban

Rural


	70%  

70%  
	100%

100%
	70%

70%
	100%

100%
	90%

75%
	100%

100%
	90%

90%
	100%

100%

	Mother to child transmission
	Pregnant women aged 15 – 49

 
	Proportion pregnant women tested HIV

Urban

Rural


	0.5% 

0%


	10%  

5%  
	0.5%  

0%


	10%  

5%  
	0.5% 

0%


	10%  

5%  
	0.5% 

0%


	10%  

5%  

	IEC / mass media
	National campaigns for entire country

 
	Number campaigns per year


	2  


	6  


	2  


	6  


	2  


	6  


	2  


	6  




Examples of “very low program strength” include: Angola and Sierra Leone; “low” includes: Benin and Chad; “medium”: Botswana, Kenya, Mozambique; “strong”: Senegal, Uganda.

The “Total Prevention Package” Approach

An alternative method of costing prevention needs is to look at a country that has achieved roughly the level of success that is being aimed for, and to examine what was spent. This method does not seek to isolate the costs of individual parts of the national response. Rather, it looks at total HIV-related spending, and assumes that this will be enough to deliver a “total package” of prevention activities that leads to a measurable success on a national level.

For reasons given above, the country most appropriate to the goals expressed in the (BP) for sub-Saharan Africa is Uganda. The per capita spending on HIV prevention in Uganda is calculated, as is the per capita spending of other African nations. The difference between the two rates represents the additional spending that would be needed to potentially deliver the same successful “prevention package” to the rest of the continent.

This method is relatively straightforward (although determining internal and external spending on AIDS prevention is not always an easy exercise).
 It also has the significant advantage that the figure is a comprehensive one, and already subsumes the structural and administrative uncertainties of resource allocation. Uganda has demonstrated that for less that two dollars per person, or 46 dollars per HIV-infected person it can in practice deliver a measurable degree of behavior change and reduced HIV transmission, even given the limitations of infrastructure, the likelihood that some funds were probably diverted to other uses etc. However most countries in sub-Saharan Africa for which data are available fall far short of these spending levels. The average spending on HIV prevention for countries for which data are available is 51 cents per capita, or 15 dollars per HIV-infected person. If Uganda’s spending levels by either measure were applied to sub-Saharan Africa as a whole, they would result in HIV prevention spending of approximately US$ 1.2 billion a year – approximately four times what is currently being spent.

Like other available methods, this method of estimating resource needs is not able to put a value on the intangible contributions of a vigorous political leadership and a motivated society. Without these assets, it is not possible to gauge whether the same level of spending elsewhere would produce levels of behavior change or reduction in infection similar to those seen in Uganda.

C.
Estimating the Costs of Providing HIV-related Care 

Challenges in Setting Goals for HIV-related Care and Support

In general, the relationship between the provision of HIV related care and support and the desired outcome – longer, healthier and better quality lives – is far more straightforward than it is for prevention. There are, however, a few issues to take into account.

First, while prevention programs need to be provided for an entire population or sub-population, HIV-related care is only needed by a very specific group – men, women and children who are infected with the virus and who are in, or approaching, the symptomatic stages of the disease. The target beneficiary population for care services is therefore not all people with HIV, but all people in need of care. 

Second, HIV-related care -- much more than prevention -- is generally delivered through existing health services. The coverage and quality of health services (public, private and non-profit) often define the limits of the potential for coverage of HIV-related care services at any point in time. This must be taken into account in setting feasible targets for access to care, and in calculating the costs of any potential expansion of coverage.

Methodology for Estimating the Cost of Increased Provision of Care

Notwithstanding the above-described difficulties in accurately predicting the cost of increased provision of care,  a “unit cost” approach that was used in estimating the costs of prevention may be applied to the care arena. This is a three-step process.

Step 1: Estimating units costs of care (the supply side),

1.1. The unit costs of different aspects of care – palliative care (PC), treatment of common opportunistic infections (TOI), prophylaxis to prevent opportunistic infections (POI) and of highly active anti-retroviral treatment (HAART) are calculated, incorporating the costs of the necessary associated diagnostic tests and laboratory procedures. These costs vary little across countries, since they are generally incurred in internationally traded goods; and

1.2. The cost of labor necessary for the provision of care is calculated separately, and this is scaled according to a country’s economic situation, in order to reflect different wage scales;

Step 2: Estimating the market for care (the demand side),

2.1. The population in need of treatment is defined as those who would die from AIDS within two years if untreated with antiretrovirals. This value is estimated as two times the number of people who i.e. of HIV/AIDS without treatment in a given year. These estimates are presented in Table 3.

2.2. A feasible ceiling for the potential coverage of AIDS-care interventions is derived by estimating the number of people who have access to public sector or not-for-profit sector health care
. This is achieved using World Bank classifications to sort African countries as low income (LI), lower-middle income (LMI), and upper-middle income (UMI), and estimating the median rates of access to health care (i.e. proportion of births attended by a trained health care worker, proportion of all TB cases covered by DOTS, and vaccine coverage rate for infants (DPT) within these country classifications. It is reasonably assumed that coverage beyond this estimated ceiling cannot be realistically achieved within the near future. 

2.3. The actual target coverage rates for 2005 are set in relation to the number of people projected to be in need of care in that year (some 6.4 million people in sub-Saharan Africa, compared with 4.5 million in 2000), and are expressed as a percentage of the ceiling identified in step 2.2. These targets are presented in Table 4, below.
Step 3: Estimating the total cost of increasing the provision of AIDS-care,

3.1. The unit cost for each aspect of care is multiplied by the corresponding target coverage rates, and these subtotals are summed to give an estimated total cost of care. This is presented in Table 6, below.
Estimates of the Cost of Expanded Provision of AIDS-related Care

Estimates of the cost of providing a given level of coverage of care have recently been developed by UNAIDS in conjunction with numerous other partners. These methods have used the “unit cost” method described above.

The following Tables present the target coverage rates of care services (as a percentage of the population with access to other forms of health care and as a percentage of the total population needing care) and the consequent resource requirements for financing these target coverage rates. 

Table 3:
Estimates of People Living With HIV and of the Population in Need of Care in Africa (millions)

	
	2000
	2005

	People living with HIV
	24.5
	28.7

	People needing care
	4.5
	6.4


In calculating the need for care services (and so the likely costs) it is necessary to estimate what proportion of people living with HIV are in, or fast approaching, a stage of immune deficiency in which they are likely to need care services.

A small number of cohort studies in developing countries – principally in Uganda – have recorded the natural history of HIV infection in resource-poor settings. They show that HIV progresses to AIDS and then to death in a way that is very similar to the pattern recorded in industrialized countries before antiretroviral therapies were widely available.
 However because pathogens that cause common opportunistic infections are more prevalent in sub-Saharan Africa than in industrialized countries, people tend to contract these diseases slightly earlier on in the course of their HIV infection. And because care for these diseases is often poor, the time between symptomatic infection with an AIDS-defining disease and death is also shorter. In the models used to calculate HIV-related mortality in sub-Saharan Africa, the median progression from symptomatic AIDS to death is considered to be one year.

Table 4: 
Coverage rates expressed as a proportion of those who need treatment and who

are covered by the public and other non-profit health care system (%)

	
	Low Coverage
	High Coverage

	Care intervention
	LI
	LMI
	UMI
	LI
	LMI
	UMI

	Palliative care
	49
	56
	63
	70
	80
	90

	Treatment of opportunistic infections
	28
	42
	56
	40
	60
	80

	Prophylaxis of opportunistic infections
	10
	32
	46
	15
	45
	65

	HAART
	5
	13
	25
	10
	25
	50


Existing health infrastructure is taken into account in the calculations displayed in this table. An average of access to three common primary health services – trained attendant at birth, DPT immunization coverage among infants, and TB cases covered by DOTS therapy – is used as a proxy for the strength of the health infrastructure. This average is set as a an upper limit for potential coverage.

The coverage targets set for 2005 refer to the percentage of those people in need of care who already have access to basic health services who then receive HIV-related care. In other words, if basic health services reach 60 percent of people (measured by the three-item proxy described above) and target coverage for palliative care is 50 percent, it means that 50 percent of the 60 percent with access to health services will received care, or 30 percent of all those in need of care.

Table 5: 
Overall target coverage rates of all persons who need treatment in sub-Saharan

Africa in 2005 (%) 

	Care intervention
	Low
	High

	Palliative care
	28
	40

	Treatment of opportunistic infections
	18
	25

	Prophylaxis of opportunistic infections
	14
	20

	HAART
	6
	12


Table 6: 
Estimates of the cost for care for people with HIV/AIDS in sub-Saharan Africa

(US$ million, 2000 values)

	Cost of Care

	Low
	High

	Palliative care
	30
	43

	Treatment of opportunistic infections
	151
	216

	HIV testing in treatment sites
	4
	5

	Prophylaxis of opportunistic infections
	15
	22

	
	
	

	Service delivery cost (in- and outpatient visits)
	748
	1,068

	
	
	

	Care for orphans
	175
	250

	Subtotal care (without HAART)
	1,123
	1,604

	
	
	

	HAART
 (at 1,400 US$ ppy)
	462
	923

	HAART lab cost
	166
	331

	Subtotal HAART
	627
	1,254

	
	
	

	Total Care
	1,750
	2,858


In conclusion, an estimated $1.8 to $2.9 billion is needed for scaling-up care programs. The high and low values represent different targets in coverage represented in Table 4.  As it will be necessary to increase the capacities within the existing systems (training, etc) in order to be able to reach the 2005 targets, this amount of resources would be needed on a yearly basis starting now. 


A high proportion of the costs of providing care are associated with the numbers covered, and these numbers are expected to rise only gradually between now and 2005. The (BP) nonetheless envisages annual resource needs at final target levels from this year. This is in recognition of the recruitment, training and service delivery development costs which must be met in the early years to enable coverage targets in the later years to be met. It is important to note that these costs are simply the funds needed to support adding substantial HIV-related costs to existing health services. They do not imply investment in overall strengthening of health infrastructures, although such a strengthening will inevitably be needed if more ambitious goals for the provision of care are to be met in the future. This is discussed further below.

The cost of orphan support programs is slightly better documented than medical care programs. Many countries with mature HIV epidemics have been working for close to a decade on developing models of orphan care. The most effective and affordable models seem to be those based on the contributions of time and care of people (principally women) in the community. With training, a small stipend and limited resources for material support, these caregivers support orphans in the households into which they have been absorbed. Child-headed households are given special support. This model of external care and support from within the community reduces the barriers to taking in orphans among families whose own resources are already strained. Orphans are frequently clustered into a single household with an average of between three and four per household. Costing of this model shows that psychological and material support can be delivered to orphans for between US$ 30 and US$ 50 per affected household per year.

Q.2 To what extent do existing international targets (e.g., UNAIDS and USAID) correspond to these objectives? What level of (improvement in) health care infrastructure do they assume?

Summary

· The various prevention targets established by USAID, USG, the UN and the broader international community are consistent with each other and with the targets envisaged in the Expanded USG Response. To the extent that there are variations, they are largely  explained by differences geographic scope.

· There is less correspondence among care and orphans support targets. This reflects the relative newness of care programming in developing countries.

· The targets and resource requirements assume no significant improvements in the existing health infrastructure in affected countries. Improvements in health infrastructure however are  greatly needed if services are to be delivered on an larger scale than is envisaged in this paper. Preliminary estimates indicate that it would require investments of $6 - $7 billion per year to bring the health infrastructure of all sub-Saharan African countries to the level of the ten best-performing health systems on the continent,

· One critical assumption that has been made in this paper, however, is the role of leadership and governance in the beneficiary countries. The experience of Uganda, Thailand and Senegal is that the impetus for, and sustained commitment to, a comprehensive response to HIV/AIDS must come from the very highest levels of government. The targets and analysis in this paper assume that such leadership will be exhibited.

Table 7:  Comparison of International Targets or HIV/AIDS Prevention and Care

	
	Prevention of Sexual Transmission
	Prevention of Mother-Child Transmission
	Care
	Orphans

	Possible USG Targets for an expanded response (with additional resources)
	50% decrease in HIV incidence in Africa

30% decrease in HIV incidence elsewhere


	50% of HIV infected women will have access to interventions to reduce mother-to-infant HIV infection
	At least 30% of HIV infected persons will have access to basic care and support services.
	At least 30% of AIDS orphans will have access to basic community support services.

	USG LIFE Initiative Targets
	10% decrease in HIV incidence among 15-24 year olds
	10% decrease in perinatal infections
	50% of district/provincial governments will be able to implement care and support activities
	50% of households caring for children affected by AIDS will receive assistance from an institution or group  outside the family



	International Goals to which LIFE is contributing (including goals identified at the ICPD +5 meeting)
	25% decrease in incidence among 15-24 year olds
	50% of HIV-infected pregnant women will have access to interventions to reduce mother-to-child transmission
	75% of HIV infected persons will have access to basic care and support services at the home and community levels, including access to drugs for common opportunistic infections


	Orphans will have access to education and food on an equal basis with their non-orphaned peers

	International Partnership Against AIDS in Africa (IPAA) Targets (UNAIDS)
	25% decrease in incidence among 15-24 year olds in the most affected countries
	At least 50% of HIV-infected pregnant  women will have access to testing, counseling, treatment and replacement feeding programs


	50% of all HIV+ persons will have access to drugs for common OIs
	50% of families of children affected by AIDS will have access to an essential package of services, including health,  education  and food


Degree of Correspondence Between Prevention Targets

The possible targets for an expanded USG response complement the goals set on a global level by other international agencies, although they are somewhat more ambitious. The United Nations, in its follow-up meeting o the Cairo Conference on population and Development, endorsed a target of a 25% fall in HIV prevalence among people aged 15-24 by 2005. The goals of the US Government’s LIFE initiative and of the multi-agency International Partnership Against AIDS in Africa mirror these goals in the areas of prevention, although it should be noted that LIFE targets only 14 African Countries and India, whereas the UN and IPAA goals are broader in geographic scope.

Degree of Correspondence Between Care and Support Targets

There is less correspondence among – and formality to - international targets for care and support, reflecting the relative inexperience of the international community in responding to HIV/AIDS care and support in developing countries. Nevertheless, the care and support targets in the for an expanded response are similar to – though slightly more ambitious than -- those adopted  by UNAIDS, WHO and other partner agencies. They are, on the other hand, rather less ambitious that those adopted by the LIFE initiative, which aims for up to 75 percent coverage of some aspects of care. It should be noted, however, that while the UN and expanded response goals are universal, the LIFE initiative goals are restricted to the 14 countries where LIFE will be concentrating its efforts and resources.

A Note on Assumptions about Health and Social Infrastructures

The delivery on a large scale of many of the prevention and care initiatives to achieve the targets described above depend crucially on social infrastructure, and most particularly on the infrastructures in the health and education sectors.

Health Infrastructure

The targets and the cost calculations given in this paper take into account the limitations of existing infrastructure. They do not, however, begin to examine what extra funding would be needed to improve the infrastructure so that more ambitious targets can be met. For example, the cost estimates for preventing HIV transmission from mother to child assume an absolute maximum coverage of antenatal HIV testing of 10 percent of all pregnant women, and that is only in urban areas in the countries with the strongest HIV prevention programs. Similarly, costs for STI treatment are limited to a maximum of treatment of 40 percent of those who have access to health services – a proportion which averages around 50 percent for the region. These targets are considered by many to be realistic under current circumstances. Expanding basic infrastructure so that more ambitious targets can be reached will require substantial investment.

Work on estimating the costs of improving health infrastructure in order better to deliver health services has just begun. Two approaches are being developed, similar to the two approaches used in estimating the costs of prevention. 

In the first approach, countries are ranked according to the performance of their health systems – a measure recently developed by the World Health Organisation.
 Public spending on health per capita for the 10 countries with the strongest and most equitable health systems is considered, and an average is calculated. (A proportion of the spending in adjusted according to purchasing power parity, to iron out differences in income levels between countries.) This average per capita spending (US$ 32 in international dollars, US$ 67 with 60 percent calculated at purchasing power parity) is considered as a benchmark amount necessary to buy a relatively high quality basic health system. The investment that would be needed to bring all other countries up to this level is then calculated. This is an annual amount, including all recurrent expenditure as well as a portion for capital investment.

Overall, it is estimated that it would cost between six and seven billion dollars a year to bring all of sub-Saharan Africa up to health system delivery standards delivered by the 10 best-performing countries in the continent.
 Clearly this investment would have benefits far beyond the provision of HIV-related services, and the investment should be shared across other target areas also. Exactly how these costs should be apportioned is a matter for consideration.

The second approach to estimating the costs of improving health system infrastructures is similar to the unit cost approach used in prevention. It looks at the costs of improving the particular areas of health system infrastructure most necessary for delivering HIV related prevention and care services. This work is still in progress, and results are not yet available.

Human Resources

One of the most severe constraints on the ability to deliver expanded HIV prevention and care services in sub-Saharan Africa is a lack of people. The long years of denial have meant that HIV-related skills have not been integrated adequately into basic training in either the medical or the educational field. Added to that, the AIDS epidemic is itself eating in to the relatively small stock of qualified doctors, nurses, teachers and other key staff. The field of counseling is particularly hard hit, because many people are motivated to become counselors when they find out that they themselves are HIV-infected. The involvement of people living with HIV can add to the quality of counseling, but it does mean that the turnover of people trained in this area is high.

For all areas of HIV-related prevention and care, training and the development of human resources is perhaps the most important immediate investment. Without the right people, none of the interventions described above can be sustained, let alone expanded.

Another concern related to human resources comes from efforts to improve the response itself. As more money, and more international agencies, move in to a given country to play their part in expanding the response, the competition for qualified and competent personnel will be intense. Since public sector salaries typically languish at the bottom of the heap, the first to jump into the arms of better-paying international partners will often be civil servants. And yet maintaining the capacity for competent leadership within the government itself will be critical to the success of any large-scale effort to confront the epidemic. Although it has traditionally been outside the scope of donor involvement, supplementing the salaries of key individuals in order to encourage them to remain in public service may be an extremely worthwhile use of funds.

Leadership and Governance

The three success stories mentioned in this paper – Thailand, Senegal and Uganda – have one thing in common. While community efforts eventually became integral to the national response, the impetus came from the very highest levels of government.

It is not possible to put a price on this leadership. But it is likely that without it, no amount of investment in particular interventions will achieve the same results as were achieved in these countries. Indeed, it is possible that in countries where commitment to tackling the difficult issues of sex and drug-taking is low, and where governance is poor, a large influx of funds will actually damage existing efforts to fight the disease. Low commitment, poor governance and large amounts of cash are a recipe for increased corruption and misuse of resources.

It is worth noting that the unit-cost based estimates for prevention and care resource needs do not take into account the possibility that a certain proportion of funds will be diverted to other purposes. The World Bank estimates that this proportion is often in the range of 30 percent. Solid government commitment to fighting the HIV epidemic and well-paid senior staff will help keep this figure down for HIV-related interventions even in countries which rate high on international indices of corruption such as that published by Transparency International. But it is also vital that sufficient funds are earmarked for oversight of funds and monitoring of their use. Program managers are unlikely to take the lead in budgeting for this  financial oversight; it will be up to international partners to support systems that satisfy them that money is well spent. Funds for financial oversight are not included in current estimates of resource needs.

Better guidance from donor and lender agencies could also greatly improve the data available in the future to policy makers seeking to make the resource needs and distribution decisions described in this paper. Current practice is to report costs as line-items across a range of different activities: x amount for overheads, y amount for salaries etc. Rarely is any attempt made to distribute costs according to intervention. In addition, coverage data are frequently not included in routine program monitoring. Without information on costs or coverage of different interventions, an improved analysis of resource allocation options will never be possible.

Q.3
What specific goals/targets with respect to aspects of prevention, treatment and care have been employed in individual countries or regions that have succeeded in halting or reversing the expansion of the path of the disease? Is it appropriate to extrapolate from these to international goals and targets? To what extent do they correspond to existing international targets?

Summary

· Three countries (Thailand, Senegal and Uganda) are recognized as having had success in halting and/or reversing the HIV/AIDS epidemic. Of these, only the experience of Uganda is relevant to the situation facing most African countries. In contrast to the current situation in much of Africa, the HIV/AIDS epidemic in Thailand was, at the time of the government’s comprehensive response, confined largely to specific high-risk groups (sex workers and their clients, injecting drug users, and men who have sex with men). Similarly, the national response to HIV/AIDS in Senegal was implemented at a time when the epidemic was nascent, rather than when the epidemic had spread such that it became “generalized” as is now the case in many African countries. By contrast, Uganda was in a generalized epidemic when its prevention campaign came into full force, and therefore provides a reasonable basis for extrapolation.

· The levels of behavior change and the coverage of services achieved by prevention programs in Uganda correspond to the targets set by the international community.

· As discussed in the response to Question 1, the estimated resource requirements for achieving the Expanded USG Response’s targets for Africa correspond to Uganda’s approximate per capita expenditures on prevention.

· One caveat to extrapolating from Uganda’s experience to derive Africa-wide prevention targets and associated cost estimates is that background HIV prevalence in Uganda during the period when it had success in halting the epidemic was less than current HIV prevalence in many sub-Saharan African countries today. The higher background prevalence that currently exists particularly in eastern and southern African countries suggests that higher targets for behavior change are needed to achieve reductions in risk of HIV infection experienced in Uganda.

Country Case Studies

Thailand. One country often discussed in terms of HIV prevention success is Thailand. Thailand invested in collecting good information about HIV prevalence and, most importantly, about the behaviors that spread it in the country. At the time when the national prevention campaign was launched, HIV was concentrated among sex workers. Their clients were clearly the principal conduits of infection, both between sex workers, and to wives and other partners in the general population. There was little evidence, however, that the virus was then passed on by these women in the general population to other male partners. Led by the Prime Minister, the Thai government acted quickly and decisively to encourage condom use in commercial sex encounters. These well-funded efforts targeted clients and sex workers, but probably most importantly worked with brothel owners and the police to enforce zero tolerance for any premises where condoms were not available, and where their use was not enforced. This was the core of Thailand’s success, and it was backed up by public information, by promotion of healthy sexuality among young people, by better STI services and by active efforts to openly confront and destigmatize the epidemic. STI infections fell dramatically right from the start of the campaign – a sure sign that risk behavior was on the wane -- and since the mid-1990s it has become clear that HIV infections have also fallen substantially. Epidemics in other sub-populations such as men who have sex with men and injecting drug users continue more or less unabated, and the next task for the Thai government and society is to tackle these areas. 

Thailand’s success is relevant to many countries in Asia and Latin America, where the HIV epidemic remains concentrated largely in sub-populations with particularly high risk behavior. However it has less relevance for sub-Saharan Africa. This is not to say that sub-populations with high risk do not exist in the continent. They do, and sex workers and their clients, in particular, continue to contribute disproportionately to the spread of the virus because of their high turnover of partners. However in most countries in sub-Saharan Africa, HIV now spreads entirely independently of these groups. In other words, if one were to remove all professional sex workers from the population, HIV would continue to spread relatively unabated in most African countries, because the reservoir of infection is already well established in the general population and because sexual mixing between men and women in a non-commercial setting is common. This is less true of most countries in Asia or Latin America.

Senegal. In terms of confronting the HIV epidemic in Africa – the main focus of this paper – African solutions are needed. And they do exist. In sub-Saharan Africa, two countries are generally touted as “success stories” in HIV prevention. The first is Senegal, which acted very early on to pre-empt an epidemic. Through vigorous condom promotion, aggressive management of STIs among legal sex workers, active engagement of civil groups in fostering acceptance of people with AIDS and strong support from both Islamic and Christian leaders, Senegal has been successful in keeping HIV prevalence in the general population to levels below two percent. Universal male circumcision, a late age at first sex and strong social control of women’s sexuality no doubt also played their part. Because the intervention was pre-emptive, it is not possible to know what the course of the epidemic in Senegal would have been if the government and society has not responded as they did. This makes it difficult to estimate to what extent the national response achieved the goals of HIV prevention as they are expressed in the Expanded USG Response. 

Uganda. The second success story in Africa is Uganda. The AIDS epidemic established itself very early and very rapidly in a Uganda just climbing out of decades of chaos and conflict. The vigorous national response, although the earliest in Africa, did not come until HIV prevalence levels had already risen to some 15 percent nation-wide. The response included widespread public education, active condom promotion and the establishment of voluntary counseling and testing facilities. People with HIV were involved in the response, and a strong central leadership encouraged participation in HIV-prevention and care activities at the community level. By the mid-1990s, Uganda was beginning to see a fall in HIV prevalence among young women attending clinics in urban areas. Among pregnant teenagers, HIV prevalence dropped from around 27 percent to 10 percent between 1991 and 1996 at Kampala site, for example, 
 while in the city of Fort Portal a similar fall among teenagers was observed, from 32.2 percent in 1991 to 10.3 in 1997.

By the end of the decade, longitudinal studies in rural areas confirmed that new infections were falling dramatically, especially among young women. While over 3000 individuals in one rural study are tested each year, numbers when broken down by age group and sex are quite small and rates are therefore rather unstable. As an indication, HIV incidence rates among women aged under 35 averaged 6.7 per 1,000 between 1990 and 1992, before soaring into double figures. By 1996, however, only two women per thousand were infected in that age group. Prevalence rates among young women show a clearer and even more dramatic fall, while among men the fall in prevalence comes at a later age, as illustrated in Figure 1.
 If HIV prevalence among young people is used as a proxy for incidence, Uganda is apparently well on its way to achieving the goals envisioned in the Expanded USG Response .
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Figure 1: HIV prevalence among women aged 13-19 and men aged 20-24, 
Masaka, Uganda, 1989-1997

Sadly, some 70 percent of Africans live in countries where one in 20 adults are already infected HIV. In other words, most people live in countries that have passed the point where pre-emptive interventions such as Senegal’s might be effective. For this reason, Uganda is a more appropriate model for most countries in the continent, and it is from Uganda that targets may be derived.

What outcomes are thought to have contributed to the falling rates of HIV infection recorded among young Ugandans? Some evidence suggests that young people are putting off having sex until later in their teen years than ever before. Nationally representative behavioral studies undertaken in 1989 and 1995 recorded a rise of about two years in the age at which young men and women first had sex. Girls continued to start having sex earlier than boys, but while around half of both sexes had started their sex lives in 1989, only around a fifth were sexually active at that age by 1995. In the rural study cited, median age at first sex continued to rise for young men throughout the late 1990s, reaching 18.2 years by 1997. Among rural girls the rise appeared to have stalled, with the median remaining constant at 16.7 years throughout the late 1990s.

A rapid rise in condom use was also recorded among young people during this period. In the national studies, 61 percent of boys and 44 percent of girls aged 15-19 reported in 1995 that they had ever used condoms, compared with just 20 percent of boys and 10 percent of girls six years earlier. In the rural study area, ever-use of condoms rose by remarkably similar margins between 1993 and 1997. And condom use was relatively high in casual sex for men and women of all ages. Some 60 percent of men and 40 percent of women reported they had used a condom the last time they had sex with someone they considered a casual partner. Some reductions in number of casual partners was also recorded, although these data are less consistent.

While it is not possible to draw a direct mathematical link between the recorded changes in behavior and in infection rates, it is not unreasonable to assume that the rises in age a first sex and levels of condom use recorded equates well with changes in HIV infection of the magnitude recorded in both urban and rural areas of Uganda. Since the changes are of a magnitude (and in a time frame) similar to those expressed in the goals of the (BP), the targets expressed in that document are based on the outcomes achieved in Uganda. It is important also to note that these outcomes are the product of a spectrum of prevention efforts ranging from school and other public education to the provision of condoms, STI care and easy access to HIV counseling and testing services. The (BP) does not give specific targets for each of these areas; it assumes that the behavioral outcomes recorded and  proxy indicators of impact reflect the combined success of these efforts.

It should be noted that in Uganda, the recorded levels of safe behavior produced a halving in infection rates when, at the time major program efforts were introduced, HIV prevalence was on the order of 25 percent in urban and 10 percent in rural areas. In a few countries in sub-Saharan Africa, HIV prevalence levels already far exceed these rates. In these countries, higher targets for condom use and other outcomes are likely to be necessary to achieve the same level of reduction in the risk of infection. The level of program coverage needed to produce these outcomes is likely to vary with social structures, program quality and other factors.

Q.4 What is the relative sensitivity of outcomes to the addition of resources in the following areas? How are outcomes influenced by the mix of resources among them?

· Prevention, including mother-child transmission

· Health care intervention, including infrastructure

· Support for orphans
Summary

· Additional resources directed to HIV/AIDS prevention programs would fill many critical gaps that currently exist in providing services to at-risk populations in Africa. In particular, these additional resources would support:

· Increased provision of preventive services to the sub-populations at highest risk of HIV infection. In many parts of sub-Saharan Africa, huge gaps remain in providing even the most basic services (i.e. information, education, condoms) to those sub-populations at highest risk (i.e. those with high partner turnover).

· a necessary broadening of prevention efforts to the general population. Prevention efforts would HIV prevalence in many parts of sub-Saharan Africa is now so high that efforts that concentrate on the highest-risk populations alone are inadequate to meet the challenges of the epidemic in those countries. Prevention programs need instead to expand their focus to changing the norms of sexual behavior among the general population. Evidence from some countries (Uganda, Brazil, Mexico) suggests that changing societal norms toward safer sex behavior is possible. 

· Greatly expanded provision of prevention interventions specially designed for youth, such as reproductive health education and life skills education. Where such programs have been implemented on  large scale (e.g. Zambia), they have been successful. In many sub-Saharan countries however, resources have been insufficient to put in place comprehensive prevention programs for both in- and out-of-school youth.

· There are important synergies to be gained between increased investments in prevention and in care, particularly in higher prevalence settings. The provision of care services increase the demand for, and improve the effectiveness of, prevention services. In fact, many of the most effective interventions in the response to HIV/AIDS pandemic (voluntary counseling and testing, therapy for HIV-positive expectant mothers, STI treatment and treatment of opportunistic infections) rely on this interaction between prevention and care services.   (as has been demonstrated in counseling ad testing programs, mother-child . Furthermore, increased investment in prevention reduces HIV prevalence and therefore the reduces the burden of care on communities and countries.

· The increased advocacy for the provision of increased care services in Africa has merit, but should be seen as a complement to, rather than a substitute for increased provision of prevention services. Prevention of sexual transmission of HIV remains the overwhelming first priority in sub-Saharan Africa, and the argument for the cost-effective provision of care services derives its strength principally from its effects on enhancing the effectiveness of these prevention efforts.

The Effect of Adding Extra HIV/AIDS Resources to Prevention Efforts

As is by now clear, the interactions between different prevention efforts are very poorly described, so it is not easy to state with authority what difference extra funding in various areas would make to overall success in altering the path of the HIV epidemic. 

The most important effect of increased resources directed at the prevention of HIV transmission and acquisition is to fill crucial programming gaps that currently exist. This is described below.

There are two major approaches to prevention. One is to work with highly infected populations, to keep them from infecting other people. The other is to work with uninfected populations, to help them to stay uninfected. Both are important at all stages of a heterosexual epidemic, but the balance shifts over time. When HIV remains concentrated principally among sex workers and their clients, major emphasis should be put on breaking the transmission links between those people and the remainder of the population. This is Thai model as described in the response to Question 3 in this paper. 

Dedicating some resources to reducing transmission among those people most likely to spread HIV to others remains important in all epidemics. However as prevalence in the adult population rises to very high levels (as in Africa today), this approach becomes relatively less important. The emphasis shifts to working with young people, from before the outset of their sex lives, to instill in them behaviors that will protect them from infection through contact with the already highly-infected pool of older adults. In other words, instead of trying to reduce the risk of transmission in an already risky behavior, for example by encouraging sex workers to use condoms, the emphasis shifts to trying to reduce the risky behavior itself, for example by making the purchase of sex socially unacceptable among a new generation of young men, and making condom use in all non-procreational sex a norm. While this may sound Quixotic, it is well on its way to being achieved, even in some of the more macho cultures of the world that were originally thought to be hostile to condom use. Brazil and Mexico have both recently reported that over 40 percent of young people now use a condom the very first time they have sex, and among young men in Brazil close to 70 percent now report they use condoms with every casual partner.

Although much is made of increase prevention efforts in many sub-Saharan African countries, huge gaps remain in the provision of even the most basic information and services to these two key groups: people with high partner turnover, and young people. A recent mapping exercise in the South African city of Cape Town, for example, identified hundreds of bars where men and women said they went to meet new partners. A spot check of 363 of these sites revealed that only three percent of them had condoms available on site, and even fewer had any posters or other information about HIV prevention. The 352 bars with no condoms or information illustrate an obvious opportunity for investment in effective HIV prevention among people with a high turnover of partners.

Among young people, there is also much to be done in many countries. In Kenya, for example, a third of 19 year-old girls in some parts of the country are already infected with HIV
, but there is as yet no reproductive health education or skills training in schools. The government has committed verbally to introducing these topics to the secondary school curriculum, but fierce opposition from parents, religious groups and some teachers organizations has stalled the process. In any case, most young people will not benefit from these efforts even when they do take off. Fewer than a third of young Kenyans enter secondary school.
 In other countries, young people have access to information but still find it difficult to access the services they need to act on that information. Efforts to provide services designed especially to meet the needs of young people have proved successful in the few countries where they have been tried – Zambia is one example. There is enormous scope to increase these activities continent-wide. 

The Effect of Mixing Increased Resources Between Prevention and Care

Interactions are not, of course, limited simply to different areas of prevention. They exist also between prevention and care
. The availability of care services greatly increases the incentive to find out one’s HIV status, for example, and the counseling that should be provided with HIV testing can contribute to the adoption of safe behavior for the future. The provision of services to prevent HIV transmission from mother to infant can lead to early discovery of HIV infection and can provide an entry point to prophylaxis and appropriate care where necessary.

The interaction between prevention and care is seen also in measures of success. Better care means longer and healthier life for people living with HIV. This contributes to a rise in HIV prevalence, and because healthier people are sexually active for longer, also increases the length of time during which an infected person is likely to pass on the virus. Indicators of prevention success focus on 15-24 year-olds partly because mortality and survival biases are less pronounced in this group than among older adults, but successful care will inevitably have some effect on prevalence even among these young people. This is one reason why it is necessary to include behavioral outcome targets among the measures of prevention success, rather than relying exclusively on measures of prevalence. Equally, the need for HIV-related care is directly related to prevention success, although the time lag between these elements is rather longer. Success in prevention today translates into a lower demand for care in five or six years time, and thus into a higher likelihood of achieving future coverage targets. Sometimes, the implications of these interactions are unpleasant. Success in preventing HIV transmission from mother to child will, in the absence of interventions to significantly prolong the mother’s life, inevitably lead to an increase in orphanhood and greater need for orphan support services.

Despite the difficulties of disentangling the independent effects of each of these areas, one thing is abundantly clear. Prevention of the transmission of HIV between men and women during sex remains overwhelmingly the first priority for sub-Saharan Africa. Fewer infections in sexually active adults means fewer infected blood donors and fewer infected mothers, and this in turn translates into less expenditure on secondary prevention activities such as prevention of transmission from mothers to children or through blood transfusion. Fewer infected people also means less need for care, and fewer orphans.

This may seem obvious. But the cost effectiveness of secondary prevention methods and care activities is far easier to quantify than that of primary prevention of sexual transmission. What’s more, these activities are politically far less sensitive than condom promotion for young people and other effective methods to prevent sexual transmission of HIV. As is the case with all aspects of heath, there is far more public demand for care than for prevention. Finally, there is more money to be made out of care than out of prevention, both for the pharmaceutical industry and for people in affected countries who manage health care systems. For all of these reasons, there is a danger that the call for extra spending on care (as well as prevention of transmission from mother to child and blood safety) will be louder than the call for effective prevention of sexual transmission of HIV. The United States Government has a responsibility to ensure that effective prevention of sexual transmission, politically unpalatable as it may be among policy-makers in the affected counties, remains at the top of the agenda.

Q. 5. Estimate current annual levels of :

· US assistance for prevention, care, treatment, orphan support and research

· EU, Japan, and other OECD country assistance

· Developing country resources.
Summary

· In 1996 a total of US$ 548.5 million was spent on HIV/AIDS programs. Of this total, US$ 266 million, (48%) was contributed by national governments. World Bank loans constituted US$ 127.5 million (23% of the total).  ODA agencies (including the EC) contributed US$ 100 million (18%) through bilateral or multi-bilateral channels and the United Nations agencies US$ 49 million (9%).
· Although national funding provided half of the reported funds overall, this distribution was skewed, Brazil and Thailand contributing a high proportion of national funding, whilst 29 of the 64 respondent countries reported that national sources represented less than 10% of HIV/AIDS monies. The proportion of total funds contributed by the national government was much higher in those countries of eastern Europe (79%) and Latin America (67%) included in the study than in those countries from sub-Saharan Africa (9%) and the Caribbean (8%). 
· In both 1996 and 1997, countries in sub-Saharan Africa received the largest proportion of resources  (US$ 114 million in 1996, and US$ 102 million in 1997). 
· To supplement its monitoring of donor country HIV/AIDS obligations, the UNAIDS Secretariat is in the process of establishing a process to systematically monitor pledges and allocations to HIV/AIDS. 
US Assistance for the Response to AIDS

The table below presents a breakdown of HIV/AIDS funding by key interventions for 2000 and the proposed funding levels for 2001 based on a budget request level of $244 million for the Child Survival and Infectious Disease Account (CSD) with additional funding from other accounts (i.e.. ESF, FSA and P.L. 480 Title II monies)

Table 8:  USAID HIV/AIDS Funding By Major Components ($Millions)

	Component*
	FY 2000
	Percent
	Proposed for FY 2001***
	Percent
	
	

	
	
	
	
	
	
	

	Primary Prevention
	142
	71
	180
	69
	
	

	     MTCT
	4
	2
	10
	4
	
	

	     Other (I,E,&C; VCT; BCC)+
	138
	69
	170
	65
	
	

	Care and Support
	38
	19
	53
	20
	
	

	     Children Affected by 

         AIDS**(orphans)
	20
	10
	26
	10
	
	

	     Community and Home

         Based Care/Support
	18
	9
	27
	10
	
	

	Capacity Building/

  Surveillance/Policy
	20
	10
	27
	11
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Total
	200 
	100
	260 
	100
	
	


	*Funding amounts for each component were derived from emphasis area and activity coding. UNAIDS is involved in all these components. In FY 2000, UNAIDS received $15 million and in FY2001, $17 million is proposed.  These amounts include funding for UN Co-sponsors’ activities through the UNAIDS Secretariat.  
	

	**Includes $4 million CS Funds under the Displaced Orphans and 

Children's fund, and $10 million of P. L. 480 Title II funding

***Estimated amounts

+I, E&C: Information, Education and Communication; VCT: Voluntary Counseling and Testing

BCC: Behavioral Change Communication


	
	


Bilateral Donor Assistance

ODA Funding for HIV/AIDS for 1996-1997

In 1998, the UNAIDS Secretariat undertook the first comprehensive study on the funding of the national response to HIV/AIDS in developing countries and countries in transition. The study used three sources of information to track HIV/AIDS financing in 1996 and 1997.  First, fifteen official development assistance (ODA) agencies reported on their financing of HIV/AIDS activities.  Second, sixty-four developing countries and countries in transition provided information on the funds they spent on HIV/AIDS programs.  Third, data were gathered from the European Commission (EC), the UNAIDS Secretariat, UNICEF, UNDP, UNFPA, UNESCO, WHO and the World Bank through reviews of agency records, financial reports and interviews.  

Few ODA agencies have a budget line for HIV/AIDS activities.  Only two of the countries included in this study, Belgium and the United States, reported having such a budget line.  During the early years of the epidemic, ODA agencies contributing funds to HIV/AIDS disbursed it to vertical programs and projects, i.e. HIV/AIDS-specific activities.  It was therefore relatively simple to track HIV/AIDS ODA.  Today, ODA agencies are increasingly funding integrated programs and projects that include HIV/AIDS components but address a wider set of issues.  This trend is favourable to the expansion and sustainability of the response to the pandemic.  This “mainstreaming” of HIV/AIDS activities, however, means that the funds supporting activities relevant to HIV/AIDS are much more difficult to track than they were in the past.  Most ODA agencies were unable to approximate the percentages of their integrated project funds that addressed HIV/AIDS.  In such cases, 25% of the project funds were counted as HIV/AIDS funds.

Table 9: HIV/AIDS ODA Disbursements for Selected Donor Countries at Current Prices and Exchange Rates, 1996-1997
	Donor Country
	1996 HIV/AIDS ODA(US$ million)
	Percent of Total 1996 HIV/AIDS ODA Provided by Country
	1997 HIV/AIDS ODA(US$ million)
	Percent of Total 1997 HIV/AIDS ODA Provided by Country

	Australia
	12.56
	4%
	11.55
	4%

	Belgium
	10.76
	3%
	4.33
	2%

	Canada
	10.04
	3%
	12.55
	4%

	Denmark
	12.74
	4%
	8.74
	3%

	Finland
	0.77
	…
	1.14
	…

	France
	21.5
	7%
	DNA
	-

	Germany
	6.14
	2%
	12.65
	5%

	Japan
	9.67
	3%
	9.38
	3%

	Luxembourg
	0.60
	…
	DNA
	-

	Netherlands
	35.46
	11%
	33.75
	12%

	Norway
	13.49
	4%
	14.19
	5%

	Sweden
	15.75
	5%
	10.74
	4%

	Switzerland
	1.75
	1%
	1.60
	1%

	UK
	25.9
	8%
	24.48
	9%

	USA
	137.51
	44%
	135.19
	48%

	Sub-total 
	314.64
	100%
	280.29
	100%

	European Commission
	27.98
	
	26.09
	

	Total
	342.62
	
	306.38
	


DNA= data not available

…= less than 0.5%

Australia, Belgium, Canada, Denmark, Finland, Germany, Japan, the Netherlands, Norway, Sweden, Switzerland, the United Kingdom and the United States reported having disbursed US$ 292.5 million and US$ 280.3 million to HIV/AIDS activities in developing countries and countries in transition in 1996 and 1997, respectively (see Table 9). 
  In addition, France and Luxembourg, which were unable to provide information for 1997, reported disbursing US$ 21.5 million and US$ 603 000 respectively for 1996.  In total, these 15 donor countries reported having committed US$ 314.6 million in 1996 and US$ 280.3 million in 1997. 

Together, the thirteen donor countries that provided information for both 1996 and 1997 provided approximately 80% of all official development assistance in both those years.  With France and Luxembourg included in 1996, the sample of donor countries included provided 96% of ODA for 1996.  When looked at as a proportion of total official development assistance allocated each year, HIV/AIDS ODA allocated by the thirteen donor countries in 1996 was 0.6% of overall ODA.  In 1997, this proportion increased to 0.7%.  This apparent increase was due mostly to a 13% reduction in overall ODA funding provided by these thirteen donor countries – contributions to HIV/AIDS stayed the same. 

Of the total HIV/AIDS ODA allocated by the EC and by the 13 donor agencies that provided data for 1996 and 1997, approximately 50% were identified as earmarked for specific countries or regions each year.  In both years, countries in sub-Saharan Africa received the largest proportion of resources  (US$ 114 million in 1996, and US$ 102 million in 1997).  Countries in Asia and the Pacific received the next largest amounts (US$ 42 million in 1996 and US$ 33 million in 1997).  Reported findings increased markedly for HIV/AIDS projects in Eastern Europe, from less than US$ 300 000 in 1996 to over US$ 3 million in 1997.  

For each year, Tanzania, Uganda and Zimbabwe were the largest single recipients of funding, over 10 million dollars a year being earmarked for each country.  In addition to country-earmarked funds, each country also received a portion of regionally and globally earmarked funds. 

World Bank Loan Assistance for HIV/AIDS

The World Bank began providing funding for HIV/AIDS prevention and care projects as part of its broader health and social sector projects in 1986.  Free-standing HIV/AIDS loans have been provided since 1989.  Between 1986 and 1997, the World Bank has committed US$ 582.7 million in multiple year loans in support of HIV/AIDS prevention and control to over 60 projects throughout the world. 

The World Bank could not provide information on yearly disbursements of loans.  One way to approximate the annual disbursement rate is to assume that it remains constant throughout the life of the loan, and that the HIV-specific component is disbursed at the same rate as the overall loan.  Using these assumptions, the total estimated yearly World Bank loan disbursements to HIV/AIDS would be US$ 72.5 million for 1996 and US$ 77.3 million for 1997.  The corresponding figures for the countries included in the survey would be approximately US$ 69 million for each of the two years. 

ODA Funding in 1998

In 2000 a second analysis was conducted on ODA funding for AIDS, which focused on 1998.  This data is presented in the following table:

Australia, Belgium, Canada, Denmark, Finland, Germany, Japan, the Netherlands, Norway, Sweden, Switzerland, the United Kingdom and the United States reported having disbursed almost US$ 300 million for HIV/AIDS activities in developing countries and countries in transition in 1998 (Table 10). 

	Table 10: HIV/AIDS ODA Disbursements for Selected Donor  Countries at Current Prices and Exchange Rates, 1998

	Donor country
	1998 HIV/AIDS ODA (US$ million)
	Percent of total 1998 HIV/AIDS ODA

	Australia
	12.2
	4%

	Belgium
	5.2
	2%

	Canada
	14.8
	5%

	Denmark
	7.8
	3%

	Finland
	1.5
	<1%

	Germany
	15.0
	5%

	Japan
	14.0
	5%

	Luxembourg
	2.0
	1%

	Netherlands
	21.5
	7%

	Norway
	14.9
	5%

	Sweden
	15.2
	5%

	Switzerland
	2.1
	1%

	UK
	26.3
	9%

	USA
	147.3
	49%

	Total
	300.0
	100%


The United States was by far the largest donor of HIV/AIDS ODA, disbursing US$ 147.3 million (49%).  The United Kingdom and the Netherlands were the next largest donors disbursing US$ 26.3 million (9%) and US$ 21.5 million (7%) respectively.
An additional way to assess the flow of HIV/AIDS ODA is to review the regional distribution of these funds.  Over one third (35%) of the US$ 300 million reported was earmarked for “global or inter-regional activities.”  It is not possible to disaggregate these funds though a substantial proportion - including core contributions to the UNAIDS Secretariat – are eventually allocated to regions.  Of the remaining 65% (US$ 195 million), 56.8% was earmarked for activities in sub-Saharan Africa (Figure 2), 26.5% was allocated to activities in Asia/Pacific; 13.8% to activities in Latin America/Caribbean; 2.3% to activities in Eastern Europe; and 0.5% to activities in the Middle East/North Africa region.
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Estimated ODA Funding in 2000

Extrapolating the previous ODA funding data, it is possible to estimate global ODA funding levels for 2000.
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Figure 3:  Reported ODA Spending on HIV/AIDS

Developing Country Resources

Ascertaining resources expended by host country governments in their response to the HIV/AIDS pandemic has proved to be extremely problematic.  The only recent credible analysis of host country funding was the previously mentioned study by UNAIDS in collaboration with the Harvard School of Public Health, which covered the years 1996-1997. 

Country reports on the financing of HIV/AIDS activities varied considerably in their level of completeness and detail.  Data reported for 1997 were less complete than the data reported for 1996.  Analyses were therefore limited to country-reported data for 1996. 

Most of the country reports presented HIV/AIDS resources obligated by national AIDS programs, ODA agencies, the UNAIDS Secretariat, UNAIDS Cosponsors, and other international institutions.  The country surveys included very little information on other government spending, spending by local NGOs and institutions, funding obligated by district or municipal governments or by the private sector.  This is partly due to the fact that UNAIDS Secretariat and UNAIDS Cosponsor staff working at national level served as the focal points for gathering the data.  More importantly, however, it is difficult to track resources channelled through ways other than the national AIDS programs and international institutions.      

Most country responses also centred on the HIV/AIDS expenditures of the health sector; few included information on cross-sector spending on HIV/AIDS.  Similarly, while countries, like ODA agencies, were asked to report on both discrete and integrated HIV/AIDS activities, most of the activities reported were discrete.  Resources allocated to discrete activities represented 96% of all allocations in 1996.

With the exception of Brazil and Thailand, expenditures for prevention activities were much better covered than those related to care and support.  Country respondents were not asked to report expenditures for mitigating the impact of HIV/AIDS, such as paid sick leave, early retirement or social programs targeting orphans and other affected populations.  No information was requested on HIV/AIDS care costs incurred by health insurance schemes; similarly, no information was requested on out-of-pocket spending on HIV/AIDS care.  Finally, the information collected rarely included expenditures for governmental staff salaries and infrastructure.  

The limited information on resources allocated to care is one of the weaknesses of this study.  Not taking into account the resources that countries spend on the care and support of HIV/AIDS means that in general, but especially for countries with high prevalence rates and public hospital services, national resource allocations are grossly underestimated.  As early as 1988, people living with HIV occupied 53% of the beds in a Kinshasa hospital.
  Similarly, a study of two Zambian district hospitals showed that 44-47% of bed-days were taken up by patients with HIV-related conditions in 1991-1992.  These studies were conducted before the epidemic peaked in both countries and therefore prior to the peak impact on the health system.       

The study was unable to track funds spent for care and support of people living with HIV/AIDS.  The funds reported in the study also do not sufficiently reflect the costs related to infrastructure of the national programs, such as staff cost for the national programs or general cost for the health care system.

Tracking of resources at the national level remains difficult. In most countries, the structures that would allow easy tracking of national and international resources made available to the national response to HIV/AIDS are non-existent. While it seems possible to capture the majority of funds made available within the health sector for prevention, other sources of funding are more difficult to assess. In a specific follow-up survey to this study, country respondents indicated that tracking of funding from other than the national program, and national and international NGOs, would require a substantial time investment. Information on funding provided by the private sector, insurance companies and out-of-pocket expenditure is not available in most countries, notwithstanding the probability that these categories may become increasingly important as care becomes more widely available even in the poorest countries.  
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