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HIV/AIDS and Development: Impacts and Multisectoral Strategies
USAID Workshop, April 27-28, 2003

Executive Summary

Impacts ofHIVIAIDS
The underlying challenge confronting the development community, in the effort to design a
strategy to address the reality of HIVIAIDS and its actual and projected impacts, is that the
problem is "too huge." If the country statistics are frightening, the situation in the field is
nothing short of overwhelming: overwhelming the resources and energy of the individuals,
institutions, agencies, and organizations who are charged with implementing development
programs of any kind, in every sector of activity.

In addition to the more obvious health and social impacts of HIVIAIDS on the lives of afflicted
individuals and their households and communities, there are systemic impacts in every sector
of development activity, having far-reaching and possibly incalculable effects. A chillingly apt
analogy is that the progress of the disease in a social system or a development sector parallels
the progress in the body: infection, illness, incapacity, and ultimately systemic breakdown.

The currently discernible impacts are in some sectors already undermining decades of
development work. The health sector is the fIrst to show this effect, with dramatic declines in
life expectancy (from 62 to 47 years, in one study) and increases in infant mortality, arising not
only from HIVIAIDS itself but from secondary impacts on income, nutrition, overstretched
health resources and loss of health workers. Impacts on education are equally obvious, with
shortages of teachers and managers exacerbated by absenteeism and ll1ental stress, with
diversion of attention and resources, and, tragically, the wholesale withdrawal of students due
to financial hardship, family needs, and stigmatization. There can be no question that the
impacts on these two sectors will reverberate throughout society with growing amplitude.
Every sector ofthe economy is impacted by increasing scarcity of skilled and/or experienced
workers and managers, and by the irreplaceable loss of knowledge and skill networks. The
combination of lower rates of domestic investment and loss of foreign investment is potentially
devastating to economic growth. All scenarios in countries significantly affected by
HIV/AIDS show low to negative economic growth rates. Democratic institutions are impacted
by the diversion of attention and resources and the loss of networks of knowledge and action,
and by the radically deepened divide between haves and have-nots where food insecurity is
sharply increased and where poverty is itself a risk factor for infection. Most disturbing,
however, is the projected long-term impact of the huge (and growing) cohort of HIVIAIDS
orphans, lacking minimal care, education, and, especially, socialization.

A Multisectoral Response
Two broad conclusions are clear: first, every development sector needs to find ways to address
these HIV-related issues; and second, effective strategies will need to cut across sectors, to
mobilize innovative combinations of resources and activity designs.
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Models ofprogram design
As massively afflicting as the problem is, we also see individuals, communities and institutions
that have identified entry-points for innovative and effective collaborative efforts, developing
programs which can provide models (as well as inspiration) for others in the development
community. At the policy level, one immediate task is to bring forward such models wherever
they can be found and to make their experience widely available and accessible at the field
level.

Successful approaches include the Mobile Task Team (pioneered in the education sector but
adaptable to other sectors as well); inteqlet- and radio-based programs with the potential of
mobilizing communities of effort, such as the Global Learning Portal and Radio Education
Centers; partnership initiatives developed in the field by the NGO and PVO community; and
coordinated USAID mission "country team" initiatives such as that implemented in Zambia.

Opportunities
The task of framing a strategic policy is simplified to the extent that key goals are broadly
shared, as set forth by the UN General Assembly Special Session on HIV/AIDS, the
Presidential Initiative, and existing USAID policies. Within USAID, a multisectoral approach
is already in evidence in several initiatives, particularly within the Expanded Response
framework. And we have seen a ten-fold increase in U.S. funding resources in the past few
years.

We·can begin to identify entry points for greatest positive impact. Education has been termed
the "social vaccine": in Zambia, for example, girJs with some formal education are three times
less likely to be infected. Afocus on maintaining and expanding school attendance dovetails
with the existing development goal of universal education; and schools can be the locus of
innovative community-ori~nted preventive and impact-mitigating efforts. The basic public
health measures of water supply, nutrition, and health information are essential in mitigating
impact, and have resulted in declining infant mortality even in the face of the epidemic
(Malawi). Access to ARV therapy will be central in countering pervasive fatalism and despair,
and in extending individuals' and organizations' time horizon. Prevention goals must
nevertheless define the core strategy to slow the spread of infection. In the context of both
prevention and mitigation, human rights, workers' rights, and gender issues represent entry
points to help reverse the epidemic's cyclic momentum. An overarching goal must be to form
communities of effort and survival to bridge the social divide and to support afflicted and
caretaking households. Programs empowering such communities of effort can produce laige
effects with relatively small monetary grants.

Constraints
Not only funding resources but, perhaps more significantly, human resources are badly over
strained. Capacity limitations of recipient countries have already been greatly exacerbated by
the effects of the epidemic, particularly at n1anagement levels. Lack of coordination among
donors creates additional burdens on managers. Where denial persists, optimal resource
allocation and concerted effort are elusive goals. And in countries that most need the energetic
engagement of private sector actors, private investment has begun to "opt out" by relocation.
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Finally, in the absence of "hard" economic data, it can be difficult to engender the needed
proaCtive responses, especially given the long incubation cycle of HIV infection.

National leadership in each country is urgently required not only to mobilize effort and
resources, but also to cOITlbat discrimination, stigmatization, and silence regarding HIVIAIDS
illness. Little is known about how to encourage needed behavioral and attitudinal changes,
including crucial gender discrimination reforms, and cultural barriers impede the acceptance of
health and prevention information. The most fundamental risk factors for a particular
country-low social cohesion and high inequality-are notoriously difficult to address.

Next Steps
USAID is called upon to support and encourage program design that is creatively cross-·
sectoral and multisectoral. Successful innovations, whether created in the field or created by
the agency, have invariably brought together resources a~d skills that cut across departmental
and sectoral lines-just as the epidemic itself has done. While the requirement of multisectoral
programming may be felt, in some cases, as imposing an additional burden on overstretched
resources, such strategies are key to making effective use of available resources through
synergy. At the same time, USAID leadership must find ways to attract additional resources to
address this crisis. .

A multisectoral approach will require systematic support from USAID,including information
sharing and research; organizational support for inter-Bureau collaborations as well as for
regional and country-wide working groups; and flexible funding to support innovative and
exploratory initiatives. A cross-sectoral community of practice would include strategic
planning models (both for sectoral and cross-sectoral goals); an interactive website, and
culturally appropriate toolkits provided for the field.

More fundamentally, a focused multisectoral orientati9n.will be essential in the broader effort
to develop an appropriate level of awareness and commitment on the part of all the actors and
stakeholders in development activities, in recipient countries as well as in the donor
commu:nity. Mission leadership in every sector will need champions to focus energies on
addressing HIV/AIDS, through prevention, treatment, and mitigation efforts; such champions
can in turn be fostered and supported by a multi-sectoral organizational focus.

At all policy-making levels of the U.S. government, the urgent need is to raise awareness and
concern throughout the executive agencies as well as in the legislative branch. The impacts of
the epidemic that are so drastically obvious in the area of development assistance are only
beginning to register in the work of other departments. Every department or agency which has
an international component to its activity will need to look carefully at the projected spread and
impact of the HIV/AIDS epidemic, in conducting medium- and long-range planning.

Finally, the goal of raising official awareness in high-prevalence and increasing-prevalence
countries will need to be encouraged and supported not only at the field and mission level but
at every level of U.S. official and diplomatic interaction. Special attention also needs to be
focused on raising awareness outside the current regions of greatest concern: China, Latin
America, and South and Southeast Asia.
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Report of USAID Workshop

April 27-28, 2003

I. Policy summary
l

The magnitude of the HIV/AIDS crisis has begun to elicit an appropriate level of official
attention, with the Presidential Initiative and the ensuing deliberations in Congress. What is
clear from a development perspective, however, is the complexity as well as the immensity of
the challenge. That is, the array of associated impacts we see emerging in afflicted regions will
have profoundly destructive consequences in every sector. Where the health crisis is most
severe, we also see a parallel crisis affecting education, agriculture and other economic
activities, trade and investment, management resources, and civic organizations. Governance
reforms and economic growth - never more urgently needed - are in jeopardy as a direct
consequence of these cross-sectoral impacts.

In high-prevalence countries, every sector of the economy is impacted by increasing scarcity of
skilled and/or experienced workers and managers as well as by the irreplaceable loss of
knowledge and skill networks. The combination of lower rates of domestic investment and
loss of foreign investment is potentially devastating to economic growth: all scenarios in these
countries predict low to negative economic growth rates. Democrati~ institutions are impacted
by the diversion of attention and resources and the loss of networks of knowledge and action,
and-most critically-by the radically deepened divide between haves and have-nots, where
food insecurity is increasing and where poverty is itself a risk factor for infection. Most
disturbing, however, is the projected long-term impact of the huge (and growing) cohort of
HIV/AIDS orphans, lacking minimal care, education, and, especially, socialization.

In the area of development assistance, two broad conclusions are clear. First, every
development. sector needs to find strategies to address these HIV-related issues. And second,
effective strategies will be needed to cut across sectors, to mobilize innovative combinations of
resources and activity designs. Such strategies require proactive leadership from the top
management levels within USAID, to articulate priorities, to encourage and support
multisectoral initiatives in a systematic fashion, to develop financial and informational
resources, and to coordinate with other agencies and donors. While some models of program
design to address HIV/AIDS in this way are available - Mobile Task Teams, USAID Mission
country teams, and NGO/PVO multisectoral initiatives - more are clearly needed.

Beyond USAID, awareness needs to be focused on the range of possible scenarios we can
expect toface within a few short years, not only in the current high-prevalence regions but in
some low-prevalence areas as well. By sharing the experience gleaned both at the mission
level and from research, USAID can playa crucial role iIi bringing a realistic focus to the
impacts, constraints, and programmatic opportunities as they emerge.
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Finally, the goal of developing official awareness and commitment in high-prevalence and
increasing-prevalence countries will need to be encouraged and supported not only at the field
and mission level but at every level of U.S. official and diplomatic interaction. Congressional
and other sources of funds, including those to be made available as part of the President's new
HIV/AIDS Initiative, need to account for the multisectoral character of the response needed.
Special attention also needs to be focused on addressing the rising HIV/AIDS threat in key
areas outside the current regions of greatest concern, including China, Latin America, and
South and Southeast Asia.

II. Impacts of HIV/AIDS

The underlying challenge confronting the development community, in the effort to design a
strategy to address the reality of HIV/AIDS and its actual and projected impacts, is simply that
the problem is "too huge."

A. Magnitude
If the country statistics are frightening, the situation in the field is nothing short of
overwhelming: overwhelming the resources and energy of the individuals, institutions,
agencies, and organizations who are charged with implementing development programs of any
kind, in every sector of activity.

In addition to the more obvious health and social impacts of HIV/AIDS on the lives of afflicted
individuals and their households and communities, there are systemic impacts in every sector
of development activity, having far-reaching and possibly incalculable effects. A chillingly apt
analogy is that the progress of the disease in a social system or a development sector parallels
the progress in the body: infection, illness, incapacity, and ultimately systemic breakdown.

(

HIV/AIDS impacts and trends must be taken into account in every sector's strategic planning
and program design, especially in high-prevalence regions. In lower-prevalence areas,
strategic planning must begin with a careful assessment, frrst, of the current and prospective
adequacy of HIV prevention measures, and second, of anticipated spillover effects arising from
the epidemic's impacts on nearby high-prevalence areas.

B. Sector impacts in high-prevalence areas
The currently discernible impacts are in some sectors already undermining decades of
development work.

The health sector is the first to show this effect, with dramatic declines in life expectancy
(from 62 to 47 years, in one study) and increases in infant mortality. The statistics reflect not
only the direct effects of HIV/AIDS infection but also the combined secondary effects of the
epidemic on household income and nutrition, increased incidence of opportunistic infectious
disease (malaria and TB), in the context of severely overstretched health resources and
overburdened health workers. Blood bank supplies, essential in treating malaria, may be
impaired by HIV contamination. And, as in every sector, substantial numbers of personnel
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have been lost to the disease and to burnout-Zambia has suffered a 20% decline in nursing
staff-while productivity has been affected by multiple AIDS-related sources of stress.

Impacts on education are equally obvious. Shortages of teachers and education managers, due
to illness and to increasing private-sector opportunities, are exacerbated by AIDS-related
absenteeism and mental stress, or "psychological absenteeism." Attention and resources
throughout the system are diverted to HIVIAIDs issues, derailing other education goals. Most
tragically, large numbers of students are no longer able to attend· school, due to financial
hardship, family needs, and stigmatization, rapidly undercutting the development goals of
universal access to education and expanding literacy. Those able to remain in school may
suffer from inadequate riutrition and impaired ability to concentrate. School functioning is
further affected by the loss of volunteer efforts from the community. As a system whose
mission is to socialize children and integrate them into a positively functioning community, the
education system is virtually in trauma.

The demographic crisis is especially frightening. In place of a bell-curve age distribution the
AIDS crisis is producing a flattened (and potentially even inverted) curve, with much larger
proportions of children and elderly. The existing social safety net-whether formal or
informal-will be rapidly overtaxed. Moreover, the reality behind the statistics is a large and
growing cohort of orphaned children (currently 13 million globally), many of whom will grow
up without homes or formal education and will receive little if any positive socialization. The
consequences of this new demographic are incalculable, but, like the impacts on health and
education, they will be felt throughout society.

Impacts on other sectors, though often less direct, are equally severe. Every sector of the
economy is impacted not only by increasing scarcity of skilled and/or experienced workers and
managers, but also by the attendant irreplaceable loss of knowledge and skill networks. Labor
force losses in afflicted areas are predicted to fall between 5 and 20% below projected levels,
by 2005, with management and skilled workers most heavily affected; and productivity is
impacted not only by illness but also by stress and absenteeism. The human resources capacity
needed for development efforts, already in short supply, is likely to become the greatest
limiting factor in planning development programs. The loss of earnings at the household level
means lower savings and investment, particularly given the phenomenon of shorter
psychological, social, and physical time horizons; and at the lower income levels food
insecurity is exacerbated by the epidemic. All households face-declining economic welfare,
impacted not only by loss of earnings but also new expenditure burdens (health care and
funeral expenses) and by loss of education opportunities. The effect of the HIV/AIDS "tax" on
businesses, combined with the derailing of trade reform agendas, undercuts trade
competitiveness. Foreign investors may be expected to respond by relocating existing plants
and avoiding further investment. The combination of lower rates of domestic investment and
loss of foreign investment is potentially devastating to economic growth, and any external
shock can cause a crisis. In sum, high-prevalence areas are experiencing a general failure of
macro-economic policy: all scenarios in countries significantly affected by HIV/AIDS show
low to negative economic growth rates.
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Democratic institutions are impacted by the diversion ofattention and resources from needed
reforms, and by the system-wide loss of networks of knowledge, communication, and support.
Even more alarming is the radically deepened divide between haves and have-nots, particularly
in areas where food insecurity is increasing and where poverty is itself a risk factor for
infection. Most disturbing, however, is the projected long-term impact of the huge (and
growing) cohort of HIV/AIDS orphans, lacking minimal care, education, and, especially,
socialization.

c. Constraint~ on development efforts
Not only funding resources but, perhaps more significantly, human resources are badly over
strained, especially in the crucial, "person-intensive" areas of education and health care.
Capacity limitations of recipient countries have already been greatly exacerbated by the human
resources effects of the epidemic, particularly at management levels. Lack of coordination
among donors creates additional burdens on managers.

In countries that most need the energetic engagement of private sector actors, private
investment has begun to "opt out" by relocation. The withdrawal of private investment has
already resulted in a decline in growth in South Africa. Nevertheless, in the absence of "hard"
data regarding macro-economic impact, it can be difficult to engender the needed proactive
responses on the part of Ministries of Finance. Given the long incubation cycle of HIV
infection and the complex interaction of sector impacts, realistic macro-economic projections
are difficult to derive-and all predictions have in fact underestimated impacts. And, in a
disastrous irony, governments can be reluctant to respond for fear of reinforcing or validating
investors' concerns.

National leadership, though urgently required, can be slow to mobilize effort and resources
and-equally or more important-to combat discrimination, stigmatization, ignorance and
silence regarding HIV/AIDS illness. Where denial and fatalism persist, optimal resource
allocation and concerted effort are elusive goals.

Cultural barriers-including the cultural divide between traditional and Western concepts of
disease and causation-impede the acceptance of health and prevention information.
Widespread unwillingness even to name the disease suggests the depth of resistance to
proactive interventions.

In the absence of targeted research, little is known in general regarding the best way to
encourage needed behavioral and attitudinal changes, including crucial gender discrimination
reforms. Although research is needed to assess the impact of alternative interventions,
essential data collected by Ministries of Health is generally not available to outsiders.

Finally, the socio-political factors that constitute the most fundamental risk indicators for a
given country-low social cohesion and high inequality-are notoriously difficult to address.
Gender issues, including social disempowerment, sexual harassment (even in schools) and
unequal property rights, facilitate the spread of infection and exacerbate the impacts of the
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disease. Moreover, there are as yet no adequate policies developed to address the problem ofo caring for the increasing numbers of orphans.

III. A Multisectoral Response

Two broad conclusions are clear: fITst, every development sector needs to find ways to address
these HIV-related issues; and second, effective strategies will be needed to cut across sectors,
to mobilize innovative combinations of resources and activity designs.

A. Opportunities
The task of framing a strategic policy will be facilitated to the extent that key goals are broadly
shared, as set forth by the UN General Assembly Special Session on HIV/AIDS, the
Presidential Initiative, and existing USAID policies. Within USAID, a multisectoral approach
is already in evidence in several initiatives, particularly within the Expanded Response
framework. And we have seen a ten-fold increase in U.S. funding resources in the past few
years.

o

We can begin to identify entry points for greatest positive inlpact. Education has been termed
the "social vaccine": in ZaInbia, for example, girls with some formal education are three times
less likely to be infected. A focus on maintaining and expanding schoolattendance dovetails
with the existing development goal of universal education, and contributes more generally to
deepening democratic governance institutions. Schools can be the locus of innovative
community-oriented preventive and impact-mitigating efforts; they are the logical arena for
programmatic destigmatization and preventive education efforts; and they can be assisted in
going further in developing innovative approaches (dramatic presentations, role-playing) and,
importantly, in developing a human-rights curriculum, such as the Angola model. Finally,
schools can provide care and support for their own members - teachers, students, and staff.

The basic public health measures of water supply, nutrition, and health information are
essential in mitigating impact, and have resulted in declining infant mortality even in the face
of the epidemic (Malawi). Access to ARV therapy will be central in countering pervasive
fatalism and despair, and in extending individuals' and organizations' time horizon.
Prevention goals must nevertheless define the core strategy to slow the spread of infection.

Less obvious entry points are the broader institutional changes that can have the profoundest
impact on prevention and mitigation efforts in all sectors. Such reforms are now recognized as
essential to address the most basic development policy goals. In the economic sector, macro
economic reforms can change the operating environment for all development activities, as well
as for households and individuals as they deal with these enormous challenges. Democratic
governance must similarly be inlproved, to address basic systemic problems that can impede
HIVIAIDS initiatives along with other development efforts. Successful governance reform
efforts would enhance the strength of government and thus its ability to provide crucial public
goods: good education (including for girls); good economic policy and institutions; and good
health care and basic public services.
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The private sector has begun to recognize its own interest in combating the HIV/AIDS
epidemic. Public and private concerns overlap particularly in the impact on the labor force.
To take just one example, in Nigeria U.S. corporations took the lead in creating a private sector
consortium, providing leadership as well as funding for innovative efforts. Approaches to the
private sector need to be positive rather than alarmist, and must cultivate working partnerships
rather than mere fund-raising. Private entities should be encouraged to invest proactively in
lower-prevalence areas.

An overarching goal must be to form communities ofeffort and survival. Such coordinated
approaches provide an opportunity to bridge the social divide between haves and have-nots, to
support orphans as well as afflicted and caretaking households, for example providing seed,
fertilizer, and plowing assistance. In the context of both prevention and mitigation, the crucial
issues of human rights, workers' rights, and gender inequalities represent entry points to help
reverse the epidemic's cyclic momentum. Programs empowering such communities of effort
can produce large effects with relatively small monetary grants, and can yield long-term
dividends in the expansion of civic involvement and other aspects ofcommunity-based
development.

B. Models ofprogram design
As massively afflicting as the problem is, we also see individuals, communities and institutions
that have identified entry-points for innovative and effective collaborative efforts, developing
programs which can provide models (as well as inspiration) for others in the development
cOITIInunity. At the policy level, one immediate task is to bring forward such models wherever
they can be found and to make their experience widely available and accessible at the field
level.

Successful approaches have been developed within USAID (both at the central and the mission
level) as well as by national governments and NGDs.

• USAID' s Mobile Task Team approach was pioneered in the education sector, by the
Africa Bureau, and can be readily adapted to other sectors as well. This approach
brings together a broad array of partner organizations to work with a specific
government ministry as well as with NGDs and local contracting organizations, with
the goal of building commitment and capacity throughout the target sector. The focus
of the initiative is the development of work plans, principally for the public sector, .
based on careful impact assessments and systematic strategic planning.

• At the mission level, in Zambia the "country team" approach was adopted to focus on
HIV/AIDS, and particularly on the critical problem of orphans, coordinating efforts
with other donors; similar efforts have been initiated in South Africa and Ghana. As a
following step, it will be essential to capture and share the actual content entailed in this·
general approach, in order to identify the substantive efforts that might be transferrable
to other countries and regions.
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• Regional Chiefs of Mission meetings have provided the means for sharing experience
and perspectives, as well as focusing attention and expanding commitment on the issue
of HIVIAIDS.

• Technology-based initiatives in the field of remote learning, developed in the
education sector, may suggest applications in other sectors. The widely-subscribed
Global Learning Portal is an internet-based progranl directed toward educators; Radio
Education Centers are designed to reach the many children who are unable to attend
school.

• In governmental initiatives, in South Africa, the role of Parliament has been critical in
spearheading public discussion of the crisis to create greater responsiveness on the part
of government ministries. In Uganda, a collaboration of twelve government ministries
has created a grassroots organization designed to provide a range ofcommunity
services.

• Within the NGOIPVO community, we have seen numerous innovative partnership
initiatives, exemplified by a PVO USAID steering committee on multi sectoral
approaches to HIV/AIDS, and by an internal multisectoral restructuring of programs at
CARE.

IV. Next Steps

A. Strategic planning
A policy outline is needed from the top management levels of USAID, articulating an overall strategy
integrating the distinct aspects of HIVIAIDS assistance: prevention, treatment, impact mitigation, and
economic growth. Strategic planning also needs to emphasize the importance of creating country
ownership of program initiatives, following the example of the Mobile Task Team initiative. Active
participation of host country government agencies, USPVOs, host country NGOs and CVOs,
multilateral and bilateral agencies, and other donor sources should be sought in the country-level
planning process. Equally imperative, however, is the strategic need to pare back the growing burden
of tasks and expectations that threatens to overload missions and ministries in hard-hit areas.

B. Multisectoral support
USAID is called upon to support and encourage program design that is creatively cross
sectoral and multisectoral. Successful innovations, whether created in the field or created by
the agency, have invariably brought together resources and skills that cut across departmental
and sectoral lines-just as the epidemic itself has done. While the requirement of multisectoral
programming may be felt, in some cases, as imposing an additional burden on overstretched
resources, such strategies are key to making effective use of available resourc~s through
synergy..

)
An enabling environment for multisectoral efforts will require the engagement of both top and
middle-management levels, providing support for information-sharing and research;
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organizational support for collaboration among Bureaus, among regional missions, and among
donors; and flexible funding to support innovative and exploratory initiatives.

c. Raising awareness
More fundamentally, a focused multisectoral orientation will be essential in the broader effort
to develop an appropriate level of awareness and commitment on the part of all the actors and
stakeholders in development activities, in recipient countries as well as in the donor
community. Mission leadership in every sector will need champions to focus energies on
addressing HIV/AIDS, tIu:ough prevention, treatment, and mitigation efforts; such champions
can in tum be fostered and supported by a multi-sectoral organizational focus.

D. Augmenting resources
At the same time, USAID leadership must find ways to attract additional resources to address
this crisis. Cost-sharing approaches must be explored in support of multisectoral activities.
Public-private partnerships should be developed and strengthened, with appropriate awareness
of the areas of overlap and divergence of various stakeholders' priorities. Better cooperation
and coordination with other donors is essential to make the best use of available resources.

E. BeyondUSAID
As welcome as the new Presidential Initiative is, this approach too will ultimately need to be
recast to take into account the multisectoral nature of the crisis and the multisectoral character
of the urgently needed response. Similarly, Congressional committees need to be made aware
of the necessity for flexibility in funding HIVIAIDS, initiat~ves, in view of the importance of
encouraging multisectoral approaches which may cut across committee jurisdictions' and
budget categories.

At all policy-making levels of the U.S. government, the urgent need is to raise awareness and
concern throughout the executive agencies as well as in the legislative branch. The impacts of
the epidemic that are so drastically obvious in the area of development assistance are only
beginning to register in the work of other departments. Every department or agency which has
an international component to its activity will need to look carefully at the projected spread and
impact of the HIV/AIDS epidemic, in conducting medium- and long-range planning.

Similarly, the goal of raising official awareness in high-prevalence and increasing-prevalence
countries will need to be encouraged and supported, not only at the mission level, but at every
level of U.S. official and diplomatic interaction. In this regard, an"alternative scenario"
approach might be adapted for specific contexts. An inter-agency task force, with rotating
leadership, would be essential to maintain an appropriate level of attention, involving the NSC,
the State Department, and the Labor Department. Such a task force could playa crucial role in
raising awareness at the White House and in Congress regarding non-health impacts of the
crisis.

) . Submitted by the IRIS Center at the University ofMaryland, College Park
To USAID under Contract No. EDG-O-OO-02-00037-00, Request No.2003-06

The IRIS Center, 2105 Morrill Hall, College Park, MD 20742,301-405-3110

http://www.iris.umd.edu
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Finally, special attention also needs to be focused on on addressing the rising HIV/AIDS threat
in key areas outside the current regions of greatest concern, by developing specifically adapted
and carefully framed policy messages for China, Latin America, and South and Southeast Asia,
where preventive strategies are urgently needed.

F. Community ofPractice
A cross-sectoral and vibrant Community of Practice is needed to draw together information,
resources, practitioners, and policy-makers. This would include the exchange of awareness
and information, with discussions of strategy and policy considerations; strategic planning
models (both for sectoral and cross-sectoral goals); an interactive website; support and
guidance for research in the field; and culturally appropriate toolkits tailored for the field.
Strategic planning models would focus on mitigating sector impacts; supporting innovative
prevention strategies (e.g., education and nutritional programs); developing multisectoral

'community-level initiatives; and developing technological support for overextended human
resources. Modeling tools that have proven useful in providing strategic analysis of resource
allocation should be incorporated into this effort. An interactive website would bring together

. n1ission experience, relevant literature, and the knowledge and experience of the NGO
community. Research needs to be supported to address such questions as: How can we
change behavior? What efforts are most cost-effective? A Mobile Task Team approach may
have great utility in defining research needs. USAID toolkits might be developed to: identify
a minimum package of household assistance activities (covering health care, nutrition,
livelihood counseling and psychological/spiritual support); focus on interventions with
multiple impacts (education, internet resources); and develop less intensive approaches to such
tasks as care-taIeing. The overarching aim of such a Community of Practice (COP) is to
mainstream HIV/AIDSand multisectoral programming approaches.

Submitted by the IRIS Center at the University ofMaryland, College Park
To USAID under Contract No. EDG-O-OO-02-00037-00, Request No.2003-06

The IRIS Center, 2105 Morrill Hall, College Park, MD 20742,301-405-3110

http://www.iris.umd.edu
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HIV/AIDS and Development: Impacts and MuitisectoralStrategies
Report of USAID Workshop

April 27-28, 2003

Introduction
The underlying challenge confronting the development community, in the effort to
design a strategy to address the reality of HIV/AIDS and its actual and projected .
irnpacts, is that the problem is "too huge." If the country statistics are 'frightening, the
situation in the field is nothing short of overwhelming: overwhelming the resources
and energy of the individuals, institutions, agencies, and organizations who are
charged with in1plementing development programs of any kind, in every sector of
activity.

In addition to the more obvious health and social impacts of HIV/AIDS on the lives of
afflicted individuals and their households and communities, there are systernic
impacts in every sector of development activity, having far-reaching and possibly
incalculable effects. A chillingly apt analogyis that the progress of the disease in a
social system parallels the progress in the body: infection, illness, incapacity, and
ultimately systemic breakdown.

Two broad conclusions are clear: 'first; every development sector needs to find ways
to address these HIV-related issues; and second, effective strategies will need to cut
across sectors,to mobilize innovative combinations of resources and activity designs.

As massively afflicting as the problem is, we also see individuals, communities and
institutions who have discovered entry-points for innovative and effective collaborative
efforts, which can serve as a model as well as inspiration for others in the
development cornmunity. At the policy level, one immediate task is to bring forward
such models wherever they can be found and to make their experience widely
available and accessible at the field level.

At a more systernic level, the policy challenge is defined by the need to support and
encourage program design that is creatively cross-sectoral and multisectoral.
Successful innovations, whether created in the field or created by the agency, have
invariably brought together resources and skills that cut across departmental and
sectoral lines-just as the epidernic itself has done. While a multisectoral orientation
may be felt, in some cases, as imposing an additional burden on overstretched
resources, such a strategy will be essential if we are to make the most effective use of
the resources that exist-for example'lby pooling resources to establish multi-purpose
community centers to house a broad range of sectoral activities, such as health,
education, and agricultural extension. More fundamentally, a focused multisectoral
orientation will be key in the broader effort to develop an appropriate level of
awareness and commitment on the part of all the actors and stakeholders in
development activities, in recipient countries as well as in the donor community.

Submitted by the IRIS Center at the University ofMaryland, College Park
To USAID under Contract No. EDG-O-OO-02-00037-00, Request No.2003-06

The IRIS Center, 2105 Morrill Hall, College Park, MD 20742,301-405-3110

http://www.iris.umd.edu
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At the policy-making level within the U.S. government, the urgent need is to raise
awareness and concern throughout the executive agencies as well as in the legislative
branch. The impacts of the epidemic that are so drastically obvious in the area of
development assistance are only beginning to register in the work of other
departments. Every department of government which has an international component
to its activity will need to look carefully at the projected spread and impact of the
HIV/AIDS epidemic, as it conducts its long-range planning. Finally, the effort of raising
awareness in high-prevalence and increasing-prevalence countries will need to be
encouraged and supported not only at the 'field and mission lever but at every level of
official and diplomatic interaction.

OUTLINE (based on Barbara Turner's outline)

1. Impacts: The problem is too huge; undoing years of investment in development
A. Education

• Teacher shortage
deaths, losses to private sector;
absenteeism;
low productivity due to illness, "psychological absenteeism"

• Students
unable to attend blc family needs, social stigma;
r~duced nutrition, low concentration

• Management understaffed, resources and attention diverted from
central tasks; loss of resources in the form of community
volunteer support

• Entire system afflicted by trauma
B. Enormous cohort of orphaned children

• lacking care, socialization, education
• a long-range societal challenge

future impacts on society are incalculable
• over 13 rTlillion world-wide

C. Health system:
• resources overextended by AIDS needs;
• loss of trained personnel (Zambia: 200/0 loss of nursing staff);
• reversal of prior gains in infant mortality, life expectancy;
• exacerbates malaria and TB infection rates, other infectious

diseases;
• impairs blood bank supply

D. Democracy and governance
• Loss of networks of support and communication
• Exacerbates divide between haves and have-nots (vicious feedback

loop)
• Diversion of resources from reform efforts

E. Economy
• General failure of macro-economic policy: all scena.rios are low-

growth.
• Reduced ability to recover 'from econorTlic shocks

2
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Report Outline, HIV/AIDS and Development: Impacts and Multisectoral Strategies, April 28-29, 2003.

• Labor force losses between 5 and 20% 'from predicted levels by
2005
managenlent and skilled levels most affected, up to 50% in key
productive age group;
exacerbates existing shortage of human capital resources.

• Loss of knowledge and knowledge networks (long-range irTlpact)
• Individuals' productivity begins to decline three years before onset of

symptoms
• Lower rates of saving and investment; shortened decision-making

time frame
• Trade competitiveness: HIV/AIDS "tax" cut pro'fit by 2/3 in one case;

low productivity generally; policy reforms undercut.
• Foreign investment impacted by relocation and non-entry of

businesses.
• Public revenues impacted by declining incomes
• Household finances impacted by loss of earnings, diversion of

resources to provide care (and for funeral expenses), loss of
schooling, loss of assets

• Food insecurity exacerbated by HIV/AIDS
• Declining life expectancy, from 62 to 47 years of age; decreased

asset accumulation
• Some growth rate projections are zero or negative

2. Models
A. Mobile Task Teams

Collaborative effort with HEARD and an array of partner organizations
Responsive to missions and ministries
Integrate HIV education (life skills) within curriculum
Develop innovative corrlmunity outreach activities
Building commitment and capacity in education sector (ministries,
NGOs, contractors)

Work plans, strategic planning, impact assessment, prioritization
Two-year program (generally)

Extending to other areas
Self-assessment component for annual review

B. Remote learning
• Global Learning Portal, directed toward educators
• Radio Education Centers to reach children unable to attend school

C. NGO models
• NGO partnership initiatives
• NGO multisectoral approaches (CARE)

D. National government initiatives
South Africa: public discussion in Parliament created pressure on

Ministries
• Uganda - 12 ministries collaborated to create a grassroots

organization providing community services.
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Report Outline, HIV/AIDS and Development: Impacts and Multisectoral Strategies, April 28-29, 2003.

• South African anti-apartheid community of effort: everyone needs to
be aware of challenge

E. USAID models
• Impact of 1999 meeting [WAS THIS USAID?]
• USAID "Productive Clusters" approach
• USAID 2001 multisectoral focus
• Zambia mission:

"country team" n1andated to work on HIV;
pan-sectoral review focused all sectors on orphans issue;
modeled workplace policies;
developed good coordination with other donors (WB, DFID)

• Similar efforts in South Africa and Ghana (requires a champion)
• Coordinated mental health support following bombing in Nairobi
• Chiefs of Mission meetings can help replicate successful

approaches
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Report Outline, HIV/AIDS and Development: Impacts and Multisectoral Strategies, April 28-29, 2003.

3. Multisectoral programming -- Opportunities
A. Positive foundations

a. Broadly shared goals: UNGASS, USAID, Presidential Initiative
b. Multisectoral approach creates synergies, maximizes effectiveness

already adopted ad hoc (D&G);
within USAID's "Expanded Response" initiative, EGAT,

Agriculture, and DCHA are focusing on HIV/AIDS
c. A ten-fold increase in U.S. funding resources
d. Projected Presidential visit to Africa
e. Cost-effective approach: small amounts of seed money can initiate
an activity or irTlplement research

B. Low-prevalence and increasing-prevalence areas and regions can benefit
most from proactive strategies

China and India: appear to be on verge of full epidemic
Latin America, Southeast Asia: preventive strategies need to be put in

place
C. Entry points for positive impact

a. Education (the "social vaccine")
• Zambia:/ girls with some education are three times less likely to

be infected; significant delay in sexual activity (1 Q0/c> vs. 65°/c> non
school cohort in 12th grade); contributes to democratic
governance generally

• Focus on enabling children to attend school (universal education
- follows on existing development agenda)

• COrTlbat stigma and ignorance regarding HIV/AIDS: mainstream
health curriculum; use innovative media (e.g., role-playing)

• Combat discrimination and victimization: develop human rights
curriculum (Angola model: all HIV education is human-rights
based)

• Care for and support teachers, students, staff (facilitate voluntary
HIV testing?)

• Create community centers at schools
b. Public health measures:

• Basic public health improvements can mitigate impact, even
achieve declines in infant mortality (Malawi)

--water supply,
--nutrition,
--basic education

• Use of ARV to extend time horizon and counter despair
• Prevention must be core strategy to slow epidemic

c. Workers' rights
d. Gender issues, property rights
e. Human rights
f. Civic involvement, community-based development
g. Communities of effort and survival
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• bridge social divide between haves and have-nots;
• bridge cultural divide between traditional and Western concepts

(name the disease; summarize the problem and the approach)
• cornmunity support for orp/hans and caretaking families
• tax breaks for civic activity; wealth taxes needed for revenue
• low-cost community grants to support afflicted households (seed,

fertilizer, plowing)
C. Potential resources

a. Potential uses of modeling tools
• Strategic analysis of resource allocation (existing and optimal)
• Refocus attention on most critical- needs
• Point to crucial resource constraints (other than funding)
• UNDP Human Development Index cuts across health, education,

and economic sectors (life expectancy, literacy, per capita
income)

b. Potential uses of scenario-modeling
• Map a.lternative developments based on varying assumptions,

inputs
• Presents potential impacts more effectively than other models
• Focuses attention on urgency of problem

c. Private Sector Involvement
• Convergence of public and private interests in combating

epidernic
loss of skilled and semi-skilled workers;
need to adopt innovative training and hiring strategies

• Nigerian model: U.S. companies created consortium, joined by
Nigerian and British companies; partnership, not just funding

• South A'frica model: Daimyo initiative works with cornmunity
organizations and small businesses

• Approach needs to be positive rather than alarmist
• encourage proactive investment in countries not yet highly

afflicted for maximal return
• Need research on return to investment in combating HIV/AIDS

4. Multisectoral programming -- Constraints
A. Resource limitations

• Scarcity of human resources, especially in "person-intensive"
fields (health, education)

• Lack of funding: resources already stretched
• Lack of coordination among donors
• Relocation of private investment (in South A'frica, has produced

decline in growth)
;' Denial and fatalism Iirnit effort and resource allocation
• Difficult to engage Ministries of Finance, because macro

economic impacts not yet evident; reluctant to validate investors'
~affi .
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• Stigma and silence feed denial; requires national leadership
B. Socio-cultural limitations '

• Cultural barriers to receiving/accepting health information
• Behavioral changes a.re difficult to accomplish
• Gender issues:

disempowerment and sexual harassment (including in
schools);
unequal property rights

• Low social cohesion/high level of inequality are negative factors
C. Information limitations

• Lack of hard data to assess impact of alternative interventions
• Difficulty of projecting trends

HIV has long incubation and impact cycles
All predictions have underestimated impacts
Macro-economic models fail to re'flect actual impacts

• Ministries of Health unwilling to authorize or share data collection
• No policies yet exist to adequately address problem of orphan

cohort

5. Next steps
A.. Policy outline to integrate focus on all aspects of assistance: prevention,
treatment, ITlitigation, and econoITlic growth
B. Create enabling environment within USAID for multi sectoral efforts

• Engagement of top and middle management levels
• Organizational ~upport for collaboration (among Bureaus, among

missions)
• Flexible 'funding mechanisms
• Cost-sharing approaches for multisectoral activities
• Cross-sectoral Community of Practice
• Culturally appropriate toolkits for 'field use

Identify minimum package of household assistance
activities

(health care, nutrition, livelihood,
psychological/spiritual support)

Identify interventions with multiple impacts (education,
internet)
Develop less intensive approaches to care-taking and
other tasks

• Interactive website
Foster community of practice
Bring together mission experience, relevant literature, and
NGO experience and knowledge

• Strategic planning models for individual sectors and cross
sectoral

Mitigate impact within sector
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Engage in prevention effort by supporting innovative
education and nutrition activities
Develop technological supports for overextended human
resources
Multisectoral community level initiatives
Mainstream HIV/AIDS and multisectoral programming

D. Augment available resources
• Work toward better coordination and cooperation among donors
• Find ways to attract new resources
• Strengthen public-private partnerships

E.. Support capacity-building activities which create country ownership (MTT
model)
F. Strategic planning must include cutting back on tasks and expectations in
selected areas (missions and ministries are overloaded)
G. Add ress need for research

• How to change behavior?
• What efforts are most cost-effective?
• Develop an MTT oriented toward operations research

H. Raise awareness in other agencies and branches of government
• Inter-agency task force (with rotating chair)
• NSC, State, Labor
• Find entry points for other agencies to participate on this issue
• Develop awareness of broader impacts,need for mitigation
• Raise awareness of non-health impacts: White House, Congress

I. Reach beyond Africa region, to Asia and Latin America, with specifically
framed policy message

HIV/AIDS impacts and trends must be taken into account in every sector's strategic
planning and program design, especially in high-prevalence regions. In lower
prevalence areas, strategic planning must begin with a careful assessment, first, of
the current and prospective adequacy of HIV prevention measures, and second, of
anticipated spillover effects arising from the epidernic's irnpacts on nearby high
prevalence areas.
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***INVITATION***

USAID invites you to a workshop on

HIV/AIDS and Development:
.Impacts and Multisectoral

Strategies

Monday, April 28, 2003, 1:00 pm - 5:00 pm and
Tuesday, April 29, 2003, 8:30 am - 5:00 pm

(Registration begins at 12:30 pm, April 28)

Ronald Reagan International Trade Center
Oceanic Room, Concourse Level

1300 Pennsylvania Ave, NW
Washington, DC 20004

Metro Stop: Federal Triangle

**See attached revised agenda and directions**

No RSVP necessary.

\

Directions to the room via street level, Metro and the parking garage in the building are
attached. Please·allow sufficient time to enter the building. You will need to present

~ valid photo identification upon entering.
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Monday, April 28, 2003

12:30-1:00pm

1:00-1:15pm

1:15-3:15pm

HIV/AIDS and Development:
Impacts and Multisectoral Strategies

Monday, April 28, 2003, 1:00pm-5:00pm and
Tuesday, April 29, 2003, 8:30am-5:00pm
Ronald Reagan International Trade Center

Oceanic Room, Concourse Level
1300 Pennsylvania Avenue, NW

Washington, DC 20004
(Metro Stop: Federal Triangle)

Event Moderator:
Richard Cornelius, Public Health Specialist, USAID/PPCIP

Registration

Opening Remarks
Barbara Turner, Deputy Assistant Administrator, USAID/PPC/AA

Panel A: Impacts of HIVIAIDS on Democracy and Governance and Education: Summary of
Evidence
Moderator: Buff Mackenzie, Director, USAIDIEGATIED

Democracy and Governance
Robert Groelsema, Consultant, USAID/DCHAlDG

Question and Answer Period

Education
Michael Kelly, formerly of the University of Zambia

Question and Answer Period

Break

Panel B: Impact of HIV/AIDS on Economic Growth and Health: Summary of Evidence
Moderator: Hope Sukin-Klauber, USAID/AFR/SD

Economic Growth
Brad Wallach, USAID/EGATIEG

Question and Answer Period

Health
Ishrat Husain, USAID/GHIOHA

Question and Answer Period

513012003 9:52 AM
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Tuesday, April 29, 2003

9:00 - 9:20am

9:00 - 9: lOam
9: 10 - 9:20am

9:20 -11:35am

9:20- 9:40am

PANEL C: Cross-cutting Themes and Common Issues

Richard Cornelius, Public Health Specialist, USAID/PPC/P
Buff Mackenzie, Associate Assistant Administrator, USAIDIEGAT/HCD

PANEL D: The Impact ofHIV/AIDS on Development Planning
Moderator: Letitia Butler, Director, USAID/PPC/P

Development Scenarios in High Prevalence mv/AIDS Countries
Alan Whiteside, Director of Economics, mY/AIDS Research Division, University of Natal,
Durban, South Africa

9:40 - 10:20am Question and Answer Period

10:20 - 10:35am BREAK

10:35 - 10:55am Experience in Modeling mV/AIDS Impacts
William McGreevey, Director, Development Economics, The Futures Group

10:55 - 11 :35am Question and Answer Period

11:35am - 12:15pm

12:15 - 1:15pmo 1:15 - 4:15pm

1:15 - 1:35pm

1:35 - 2:15pm

2:15 - 2:35pm

2:35 - 3: 15pm

3:15 - 3:30pm

3:30 - 3:50pm

3:50 - 4: 15pm

4:15 - 5:15pm

) 5:15-5:30pm

How Do We Address Opportunities and Constraints in Moving Forward?
Richard Cornelius, Public Health Specialist, USAID/PPC/P
Buff Mackenzie, Associate Assistant Administrator, USAIDIEGAT/HCD

LUNCH

PANEL E: USAID Experience with Multisectoral Programs to Mitigate the Impacts of
HIV/AIDS
Moderator: Gary Bittner, Supervisory Education Program Specialist, USAIDIEGATIED

Overview and Case Study: USAID Multisectoral Approach
Harriett Destler, Social Science Analyst, USAID/GHIOHA

Question and Answer Period

Methodology: Role and Use of Mobile Task Teams
Brad Strickland, Technical Advisor, USAID/AFRISD

Question and Answer Period

BREAK

Case Study: NGO Multisector Approach
Ronald W. Howard, Executive Vice President, OIC, International

Question and Answer Period

PANEL F: Discussion: Where Do We Go From Here?
Moderator: Richard Cornelius, Public Health Specialist, USAID/PPC/P
Letitia Butler, Director, USAID/PPC/P
Buff Mackenzie, Associate Assistant Administrator, USAIDIEGAT/HCD

Closing Remarks
Letitia Butler, Director, USAID/PPC/P

513012003 9:52 AM
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o HIV/AIDS and Development:
Impacts and Multisectoral Strategies,

Monday, April 28, 2003, 1:00pm-5:00pm' and
Tuesday, April 29, 2003, 8:30am-5:00pm
Ronald Reagan International Trade Center

Oceanic Room, Concourse Level
1300 Pennsylvania Avenue,NW

Washington, DC 20004

Speaker
Biographies.....
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For all conference materials visit our website at: '
http://www.iris.umd.eduIHIV_AIDS/aids_development
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SpeakerlPanelistBiographies

Barbara Turner
Senior Deputy Assistant Administrator
Bureau for Policy and Program Coordination (PPC)
.USAID
Email: bturner@usaid.gov
Phone:'(202) 712-5820

. .

Barbm-a Turner is the senior career official directing the budget and policy of the U.S. Agency
· for International, the federal agency responsible for the $10 billion foreign assistance program

to over 75 countries. With 30 years ofV.S. Govemmentservice, Ms. Turner has been a
.leader in international development assistance concerned with effective delivery ofU.S.
. technicalknowledge and support to developing and transition .countries. Just prior to this
· appointment, Ms. Turner directed the Agency's Global Bureau with a staff of 400 and

programs in economic growth,democracy, health, environnlent,andeducation. She led 'the
Agency's HIVIAIDS efforts and began an effort to revitalize technical staffing within the.·
Foreign Service. From 1992 to 1998, she setup the Agency's first assistance programs in the

.New Independent States of the foriner Soviet Union andIn 1995 headed the Agency's Balkans
.. Task Force, 'establishing the USAID field offices and programs following the·Dayton .
. . Accords... She also has served as Senior Prograill Advisorto the Rockefeller Foundation
. ':.' .·organizi~Kinte,rnation~.1.progra~. inEqvir.oI?-ment,He.alt4 and Ilopulation She holds Qegrees

.... in International Health and PublicAdiniriistratioii~' .... '.' .' ,.... . ..... ' . . '.' .

·Buff Mackenzie .
Associate Asst Adnlinistr~tor, USAIDIEGATIHCD
Email: bmackenzie@usaid.gov
Phone: (202) 712-1552

Robert J. Groelsema
Civil Society Analyst
USDNUSAID
~mail: rgroelsema@usaid.gov

'. Phone: (202) 712-1735

Robert (Bob) Groelsema is a civil society analyst 'with USAID's Bureau for Democracy,
Confl~ct,.and Humanitarian Assistance (DCHA), Office of Democracy and Governance,

. specialized in cross-sectoral practices. His duties include backstopping five Africa field
mission~ in democracy and governance (DG).

'From 1998 to 2000, Mr.' Groelsema was part of the Agency's efforts to document "how, why,
and with what effect" efforts to integrate DG with other sectorS were having. In September
1999 and March 2002 he participated in the Bureau for Africa's consultative meetings on
HIVIAIDS as a development issue. .With ,colleagues at Pact, he co-produced a toolkit for
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community-based practitioners, "Survivaf is the First Freedom." Alongwith:U~~D·· ..
colleagues and MSI, he was involved in the development of a set of sfrategic·inanageIilent.
tools to support mvIAIDS policy change. He also has participated on, moderated; .and
facilitated pa~els on issues of social'science, governance, human.r.ights:andl·IIV/A:rDS.~ ....

Mr. Groelsema has served as Peace Corps volunteer teacher in Zaire,~·UN.;YolO'ilteer·at .a·
Vietnamese refugee camp in the Philippines, and a relief and institutional dev~iopmei1t .
specialist in Chad and Guinea (Conakry). He received his doctorateinpolitical.·science and
African studies from Indiana University, his Masters in Public and Intemationai'Affairs' from
the University of Pittsburgh, and his B.A. in history from Calvin. College. .. ..'.. . . .

Michael Kelly
·Email:.mjkelly@zamnet.zm

Dr. Kelly is a Jesuitpriest and former professor in the DepattmentofEdlicatlonal·,··.: ..
·Administration and Policy Studies atthe University ofZalnbia.He has·written..and·s'poken
·extensively on the subject of HIVIAIDS with a focus on AIDS and education. Overthe past
few years, he has been a facilitator and speaker for the Government of Malawi.. Convention

· with Religio~s Leaderson HIV/AIDS;the HIV/AIDS and AfricanUniv·ersities.Convention;
the Economic Community of West African States Senior Experts Seminar rip-HIVIAIDS; and
the. Think Tank Meeting on Multi Disciplinary Approach to Combating· HIV/NPShi:' '.' '. .
Commonwealth Countries.: Recent publications include thebook'PlanningJor.Educatio'n in ,
the Context of HIVIAIDS; (published by UNESC·O)·and"the·report. 'C~~lllen'gi~Rth'e,:::'" . "'-'.'

. Challenger: Understanding and Expanding the Response ofUniversities'ln·j\frlcato:·.·.· . .
HIV/AIDS' (prepared for the Association·for the Development of~ducation.in'Afr~ca). '

Hope Sukin-Klauber
Public Health Advisor .
Office of Sustainable Development, Bureau for Africa, USAID
Email: hosukin@usaid.gov
Phone: (202) 712-0952

. Brad Wallach
USAID/EGAT/EG
Email: .bwallach@usaid.gov
Phone: (202) 712-0128
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Senior Technical Adviser for HIV/AIDS
Africa Bureau, Offices of Sustainable Development, USAID
Email: inhusain@afr-sd.org
Phone: 202-219-0477

Before joining USAID, Dr. Husain'worked for the World Bankfor 25 years in managing
human development and poverty reduction operations with. special emphasis on Africa.

-.Reducing poverty, improving nutrition, health, and education, and reducing the growth of
.population are the subjects of her special interest and expertise. Dr. Husain has her M.A. and
-Ph.D. from the Lucknow. University in India. .

Richard Cornelius
.Senior Policy Advisor, Population, Health and Nutrition ..

. Bureau for. Policy and Program Coordination
USAID

'.Email: rcbmelius @usaid.gov
~hone: (202}712-4615

Richard-Cornelius is a 'public health specialist with.nearly 29 years experience working-as a- .
. : demographer,iilanager, and senior policy advisor in the population~ health and nutrition -

(PHN) sector in USAID and the State Department. Since 2001, he has been Senior Policy
'. Advisor'for the Population, Health'and Nutrit'ion division'of the Bureau for PolicY'and'
. .Pr()·gram Coordination at USAID. In this capacity, he has been responsible for guiding

.' . Agency policy for the PHN sector, including preparing and disseminating "operational policy
.-guidance on appropriate use of PHN funds. Prior to_this position, he served as Deputy
Director of the Office ofField and Program Support at USAID's'PHN Center. He received an
M..A. in Sociology (demography) from Bowling Green S~tate'University in 1973.

Alan Whiteside .
'Director, mvIAIDS Research Division
University of Natal
Email: A~Whiteside@uea.ac.uk

Professor Alan Whiteside-is the Director of the HIV/AIDS Research Division of the
. University of Natal in Durban. He holds an MA from the University of East Anglia and a
Doctor ofEconomics from the University of Natal. He has been working on HIV/AIDS since
1987 and has worked with USAID since 1995. He' has written widely on the subject, most .
recently publishing the book 'AIDS in the 21st Century: Disease and Globalization' with
Professor Tony Barnett.
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Dr. William McGreevey is Director, Development Economics, ·for·The Flltures·Group~ where
he has been supporting technical work on health sector reform, the economics:dfHIV/AIDS
and reproductive health, with fieldwork in sub-Saharan Africa, South ·and Southeast Asia~
Latin America and the Caribbean. He joined Futures Group in 1997 after retirement from ·a
seventeen year career at the World Bank~ He·developed workther.e on soc~alse~torand·

· health sector finance and reform in Latin America, Eastern Europe, China,.S.outhAsia,·and
sub-Saharan Africa. Before joining the Bank he managed population and d~velopmeJ;1t.

projects sponsored by USAID (1972-80), worked a year at theOAS (1971~72);·andtaught at
UCBerkeley (1965-71) and University of Oregon (1964-65). Hegraduated.from the Ohio.

·State University (BA 1960), obtained his PhD in economics from MITjn 1965~ and: spent a
· year in Latin American Studies atUCBerkeley, 1963-64. His published \vorks.inclu.de An·
· economic history ofColombia (Cambridge Univ Press 1971), Women and poverty in the Third
World; co-editor with Mayra Buvinic and Margaret Lycette, JohrisHopkinsUniversify.Press .

· 1983), Resource needs for HIV/AIDS, Science, with co-authors, June 2001~·and.Firiancing··

Reproductive and Child Health Care iIi Rajasthan, the Sources ·and Uses of Funding, Health
policy and planning, September 2002, with S~neeta Sharma and other~. ... . ...

Gary Bittner
Program Specialist, USAIDIEGATIHCD .
Email: gbittner@usaid.gov
Phone: (202) 712-1556

Harriet Destler
Social Science Analyst, USAID/GHIOHA
Email: HDestler@usaid.gov
Phone: (202) 712-4908

Brad Strickland
Technical Advisor, USAIDIAFR/SD
Email: bstrickland @usaid. gov
Phone: (202) 712-0406

. Dr. Bradford Strickland holds the PhD in Anthropology from University of North Carolina,
Chapel Hill. His research in rural Zambia studying the culture and politics of villages
dependent on subsistence agriculture led him to professionalwork improving state social
services in rural Africa, especially education, health and environmental services~ Strickland
began work at USAID in 1996 as a post-doctoral Science and Diplomacy Fellow through the
American Association for the Advancement of Science. He serves as the Cross Sectoral
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Advisor to the USAID, Africa Bureau Education Team and his primary role is to help USAID
education programs in Africa address health and environmental problems while maintaining a
strategic focus on strengthening education systems. Strickland is also Africa Bureau's focal'
point for HIV/AIDS and education, and coordinates activities of the USAID-sponsored
Mobile Task Team (MTT) for:HIV/AIDS and Education (based at the University of Natal,
Durban, South Africa). The MTT works with USAID Missions, ministries of education and
other,'partners to help incorporate systemic response to HIV/AIDS into everyday education

'planning and management.

, Ronald Howard
. '.' .

Executive Vice President
OIC International
Email: rhoward@oici.org

. Phone: 215-842~0220 Ext. 103

" Since 1975, 'Mr. Howard has worked in a variety of capacities'bothoverseas (ChiefofParty
for USAID~funded programs) and,at the headquarters of an international USPVO. Mr.
Howard currently serves as the Executive Vice President of OICIntemational and is
responsible for coordinating the day-to-day operations of the organization. He has over

, twenty-seven years of senior executive level experience in helping to develop a global
network of sus'tainable NOOs consisting of460IC affiliates operating in 19 countries around·
the w'~r~d (17oftho~e c()untries .are in: Africa). ProgralIls~ctors included in th~ scop~ of
servi,ces" provided by the:NGO' affiliates',inchidevocationalskiils training mid'workforce' ' '

',' ',preparation skills, agricultural production/rural development and entrepreneurship/business
development., .' '

In addition to extensive international involvement, Mr. Howard has more than ten years
experience directing non-formal, adult education projects funded by the United States Office
of.Education targeted to the needs of urban, inner-city communities. This includes three years
,at the College of Education ofTemple University as Director of the Temple University ,
Neighborhood Extension Program. Mr. Howard has also served as the host/coordinator for a '
'65 part television'series produced by the Westinghouse Broad~asting Company.

Letitia Butler
Director, Office of Policy Planning

',Bureau for Policy and Program Coordination, USAID
Email: lebutler@usaid.gov
Phone: (202) 712-1706

Since June 2002, Ms. Butler has served as Director of PPC'sOffice of Policy Planning where,
she has 'led the ,Agency's sectoral strategy and development policy formulation and
promulgation. .

Following the,terrorist attacks of September 11, 2001, Ms. Butler was selected by the USAID
Administrator to help create and lead the Central Asian Task Force. As Deputy Director, she
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functioned as alter ego to the Director in coordinating all policy and resource:allocation .
decisions related to the historic emergency programs and recovery/reconsfructioll'efforts of
USAID in Afghanistan. The Task Force was granted the Distinguished Unit Cit.ation,.-. the ..
highest group award conferred by the Agency. . '

. Ms. Butler's experience with USAID spans 27 years, during which she has'sef\;~dinoverseas'
posts in B.olivia, Peru, Lebanon, the Philippines and Guatemala. She served-for 18 months as
Office Director in the Latin America and Caribbean Bureau in charge of RegioIiaFSustainable
Development (the "technical office"). Prior to that, Bhe was Deputy Directorofthe.USAID
Mission in Guatemala from 1996-99, where she was in charge ofthe.Missibn'.s· Peace .
Program including the demobilization and reintegration of rebel ex-coinbatan~s:andsupport. .
for the implementation of the Peace'Accords.. . ..

'. , . . : " . .

She holds a BA from the University ofVirginia in Asian Studies and a certifica(e'from the
Foreign Service Institute's Economic and Commercial Stud~es Progr~l11. .
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Workshop on HIV/AIDS & Development:

Impacts and MuJtisectoral Strategies

April 28, 2003

Transcript

HIV/AIDS and Development: Impacts and Multisectoral Strategies
A USAID Workshop held April 28 and 29,2003 at the Ronald Reagan International Trade Center

Monday's Proceedings:

RICHARD CORNELIUS: My name is Dick Cornelius and I work in ppc. On behalf of the
organizers of this conference, USAID, with able assistance from the IRIS Center at the University of Maryland, we
want to welcome all of you to this one-and-a-half day workshop on HIV/AIDS and Development, where we'll be
looking together at recent evidence on the impacts of HIVIA IDS on all sectors of development, including but not
limited to health. And we']] be looking, in addition, at ways that we can partner together across sectors to both mitigate
those impacts mid to collaborate effectively in fighting theHIV pandemic.

I'm delighted to be able to welcome Barbara Turner, our Senior Deputy Assistant Administrator at
PPC, as our kickoff speaker at this workshop. Barbara has been working in the U.S. government for over 30 years and
has, certainly, a wide range of experience within USAID, looking both at the health-related aspects of HIV, but also at
as senior DAA of the Global Bureau during the late '90s, she has been looking at the other development programs that
USAID sponsors and has a great interest and appreciation for the ways in which HIV/AIDS is impacting those
programs.

So I will, at this point, turn it over to Barbara. Lets give her a welcome.
(Applause.)

BARBARA TURNER: Thanks, Dick. And thanks to all of you for coming today. I don't think
there's a more critical problem that certainly Africa and the Caribbean and parts of Asia are facing, but really the
world's facing today than the impact of HIVIAIDS.

We in PPC have been sponsoring a series of analysis and workshops looking at the impacts of
HIV/AIDS, particularly the non-health impacts of HIV/AIDS. We had a workshop a couple months ago looking at
agriculture, food security, and nutrition issues that are impacted by HIV/AIDS. I saw a report this morning saying
surprise, surprise people with HIV/AIDS aren't as capable of digging as other people. And, therefore, it impacts
agriculture in places where food is. The seeds are still planted by people, in the many of the parts of the world that we
in the development community deal with. I'm not sure why we're discovering that now, but it's good that we
discovered it.

.The this workshop, we want to take a look at some of the other sectors - democracy, governance,
education, economic growth - and ac(ua]Jy at health itself, not just the HIV-inflicted people, but general health as well.
1 think it's important that we keep looking at this and that we keep working on this set of issues.

We are working in tandem with our Global Health Bureau folks: Ann Peterson, ConnieCorrino, who
1 think is on this list. There are a slew of folks out there from Global Health Bureau here. We couldn't move forward
without a joint effort on this to understand better the disease and its impacts, its physical impacts, which translate into
huge impacts on the economy and in the society.

This is a day-and-a-half workshop, where, especially tomorrow, I want to really get into looking at
where we go forward and what things we can do to move ahead with the issues that we'lJ be discussing today. If we
had the answers, we wouldn't be here. We don't have a clear path forward or a set of answers at USAID that we're.
going to hand out here. So it's critical that you realJy participate in this workshop and get into some debates and
discussions, because we, clearly, need to open our minds a bit and think out of the box in lerms of what do we do about
this incredible pandemic that we're facing.
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TRANSCRIPT, HIV/AIDS and De,'elopment: Impacts and Multisectoral Strategies, 4-28-03.

This slide up here gives you a general order of magnitude of the 42 million people that are currently
infected with HIV/AIDS virus. Obviously, it is very concentrated in Sub-Saharan Africa and in Southeast Asia,
although we need to keep an eye on the Caribbean as well.

If, in fact, we discovered the cure for HIV/AIDS today and no new cases were found after today, we'd
still have a huge number of people around the world who aren't going to be productive in society - children who are
orphans, who are already impacted by this. Some of the presentations today will get into some of the impacts it's
having on administrators, educators, and elite trained populations that aren't easily overnight replaced in some of these
societies that struggled for decades to reach where they are with their level of development.

Unfortunately, we haven't actually found a cure for this disease. Although there's a lot of focus on
the treatment issue, which is, of course, the very appropriate humanitarian approach that should be taken, we haven't
really conquered the prevention issue. And what is particularly frightening is to go back and look back to 1986 here.
The dark red colors are where there was a prevalence rate of ten to 20 percent or higher.

Indeed, by 1991, the map began getting a little bit redder, and in '96, even redder. But today it's
getting pretty scary out there in Africa. And so the issue really is the pace at which this disease is growing in those
societies that are affected.

The other issue here is that there are several large countries - Nigeria, Ethiopia, China, India, and
Russia - that are on the brink on becoming the second wave of the pandemic. They are having large numbers, but not
large percentages of their. population, but they are rapidly expanding into large percentages of their populations. In
each of their regions, those countries kind of serve as key influences of what happens in the region. And so a Nigeria
that was completely dysfunctional because of HIVIAIDS would be a pretty scary proposition for Africa, just like an
India would be for South Asia and a China and a Russia within their region. So there's reason to be concerned.

There are also subcategories of populations that are largely influenced. One of the ones that frightens
, me greatly from a macro level is the military personnel who are HIV positive.

Good military data is hard to come by. So these are probably conservative figures. The President of
Uganda tells the story of how he became aware of HIVIAIDS, even though it was in his country, even though his
public health people were talking to him about it. He knew it just like thousands of other problems that he knew were
in his country. He sent a group of military peacekeepers off to be trained in Cuba. And Castro actually called him on
the phone and said, do you know that more than half of the people that you've sent, military elite sent out of the country
for training, are HIV positive? If this is any representation of your military, you're not going to have a military in
Uganda in the next few years. That was the first time it occurred to him that this was a serious problem and they
needed to do something about it.

The Zimbabwe figure is pretty frightening. It may be with the current leadership that's better than
not. But what if we actually had a change in government and there was no military to help repair some of the damage
that has been done in that country. If you look at this figure, that's a very distinct possibility.

This means that if, in fact, we wipe out the trained military in Africa, guess what you have left? It is
the roving bands of militia that are going to be in control. Think about the ability of the central government to keep
security. I think most people feel the security is already in bad enough shape in most African countries and in many
other parts of the world. But this picture is a pretty scary kind of picture.

Again, I'm a public health person. But if you fo'rget the health pan problems of it, think about how an
economy survives. I mean, how long did it take us struggling development types to increase life expectancy in these
countries? And look how quickly the life expectancy is moving backwards. A snap of the fingers. I mean, life
expectancy is pretty hard to move forward. It's almost unheard of outside of the former Soviet Union that life
expectancy would move backwards. It is incredibly scary what has to be going on in the society and the government
for life expectancy to move backwards.

Those of us who work on family planning programs have been trying for decades and decades to
reduce the rate of population growth with mixed success in Africa and elsewhere. Now HIV/AIDS is actually showing
a decline of one percent per year by 20l O. For a number of countries, there will actually be negative rates of population
growth, something no family programs could achieve.

So the impacts are incredibly dramatic and are going to change the face of the society: the gender
structure, the locale of people, whether· people have parents or not and how they came up. It is going to change every
'living, breathing part of that society and that economy. And that means it's going to have a huge socioeconomic
impact.

We've already started to get reports from Kenya, that there will be a 68 percent decline in
productivity in agriculture. We know that there is a biological effect that exacerbates famine. One is physical. The
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other is just people's inability to walk as far as they need to walk to get food or to do the extra kind of work they need
to do. So it's exacerbating the famine in Southern Africa.

We know that there are number of skilled areas that are being hard hit. Health and education are
large, but there's also mining industry. There are a lot of industries being hit, which keep the economy going and keep
the society going. We've struggled so hard to get the accomplishments that are there in Africa and South Asia on health
on education. This will set it back dramatically. And it means that even if we cured this disease this afternoon, we'd
still have huge shortages in these areas to deal with. And, of course, this applies across the board to every single
institution that you have.

There are several phases of the epidemic. You have an initial increase in prevalence. You have an
increase in morbidity and mortality, requiring care and support. And I think that we've been seeing prevalence
increase. We're just now beginning to get well into the second phase of actually seeing morbidity and mortality, but we
have a lot more to come. Then you start to see the impact on development requiring strong mitigation efforts. We are
really just beginning to address the third phase. People are beginning to realize that having the dramatic impact on
teachers is going to have an impact on their entire education system. That the dramatic impact on health workers is
going to have an impact not just on HIV/AIDS, but on every other disease that they thought they had already conquered
and controlled and managed; they're going to be out there resurging again. Those things affect tourism. Those things
affect worker health and productivity. There's a huge impact on the economics and the society.

I don't think it is responsible for any officer who works on development on any topic not to become
familiar with this information, not to be looking at these issues and the countries that they're in and the impact they
have, not to be getting this issue to the attention of leaders of the host countries we're working with, leaders of the
donor organizations, leaders of their own governments, including our own U.S. government.

As I say, I continue to be fairly appalled when I talk to people in the United States government who
will say, "Gee, I didn't realize that it was so bad in Africa. I mean, I saw it as a health problem, a lot of sick people.
You know, there are always a lot of these poor people." Not really realizing the incredible impact on the economics
and the fact that there is a huge impact also on the "elite," the trained cadres of people in these countries. It is not a
disease of poor people exclusively.

I don't think we have really done a good job in the development community of getting this out of just
sick people that need pills, and getting it up to a set of economic, social, and political issues. And I think that we need
to continue to do work like we're going to be doing today and tomorrow. We need to be continuing in the work we do
every day, figuring out how we begin to deal with mitigating this problem. How do we begin to deal with assuring that
we've got the kinds of funds devoted both to the health epidemic, as well as to the mitigation sets of problems? And it
won't happen unless development professionals move it up there. It's not occurring to people, largely because we're
still in the first phase and just barely into the second phase. You don't see a lot of dead people lying around in places,
but it's coming, and I don't think the anti-retroviral drugs will get out there soon enough to be able to stop much huger
numbers in morbidity and mortality. To the extent that it moves into Asia, where populations are so much more mobile
outside of their village, outside of their city, and outside of their country - it is a hugely scary prospect for the
economies and society.

So you have a big job the next day and a half. We need to take it really seriously. We need to take it
seriously for the next century, I'm afraid, in the development work that people do. I promise you we will follow very
closely in PPC and USAID the kinds of things that you come up with. Thank you very much.

(Applause.)
BUFF MACKENZIE: Good afternoon, everyone. My name is Buff Mackenzie. I'm the director of

the Office of Education at USAID. I also have spent] 5 years of my career in Africa, West Africa, East Africa, and the
southern section, Madagascar. So I have a fair amount of experience. My most recent overseas post was regional
director in Nairobi, covering 23 countries. And I would say at least 20 of those are in really bad shape because of
HIV/AIDS.

When Barbara was acting head of Global, about two-and-a-half years ago, she asked me to call a
colleague that I knew from my Africa days, David Gordon. And I told him that I thought the National Security Council
ought to be looking at HIV/AIDS as a governance issue, as a political issue. His actual answer to me was, "Buff, you
know, that really sounds important, but I'm only one guy and I got a big agenda, so I'm going to have to work on other
things." Well, r didn't stop there. So I kept throwing stuff at him, lots of articles, because it really turns out that there
are a lot of good points of light. A lot of people have been working on this for a long time. And I actually got them
convinced to do the major report they did.

o
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The problem is that we haven't gone from the knowledge to the action. So, as Barbara said, we've got
to convince a lot more people. But frankly we need to work better together. We need to figure out what should be on
the development plate and what shouldn't.

And that allows me to introduce the two speakers that you're going to hear from. I didn't set up this
agenda, but I think it's really important that we're starting with somebody from our Democracy bureau. In USAID,
we've reorganized ourself, and we now have a bureau for democracy, conflicts, and humanitarian assistance. Many of
us think that democracy and governance really are the issues of development. The administrator talks a lot about the
importance of that.

So we have two speakers this afternoon. The first is Bob Groelsema from the Democracy Bureau.
He has been working in cross-sectoral aspects of HIVIAIDS. The second is Michael Kelly, who has worked in the
higher education sector and has been instrumental in raising consciousness and action in the field in Africa.

If we're going to take on AIDS, we need to work cross-sectorally. We need to get the sectors talking
to one another better. And then within sectors, we need to do a much better job of tackling the issues.

So with no further to-do, let me turn it over to Bob.
ROBERT GROELSEMA: I want to congratulate the organizers, first of all. I've been working just

for a few months now in DCHA, Office of Democracy and Governance. Prior to that, I was with the Africa Bureau,
where I first got involved in multisectoral, cross-sectoral approaches to HIV/AIDS.

I was reminded the other day, when I was discussing this with someone, how long it actually takes
for something like this to grow, to take root in an agency of this size. In September of '99, as some of you already
know, Africa Bureau organized a consultative meeting to address HIV/AIDS from the multisectoral point of view.
That was September of] 999. And now you look at today, about three and a half years out, and here we are organizing
a workshop to talk about it.

So it takes individual commitment. It takes champions. But it also takes acknowledgement of the
problem. We have to think about it differently. And then we have to act on it, as Buff was indicating.

When we think about democracy and governance, there are two dimensions that we talk about in DG.
First of all, we have what we call the "Big D." That's having an impact at the national level in terms of the democratic
governance of a country. Freedom House ranks the movement of a country from not free to partly free to free on a
scale. And it rates countries according to their degree of civil and political liberties and human rights. And so that's the
big "D."

The other one, the small "d," is how DG impacts people's everyday lives. In the Africa Bureau we
took an approach whereby if our work in Democracy and Governance was not changing someone's daily life for the
better, in education, in health, in environment, in agriculture, economic growth, if we didn't see our sector making the
impacts from these other sectors more effective and more sustainable, then we felt we really weren't doing our jobs.

Now, I'm not saying that you need only small "d." You need both. You need the big and the small.
This is just to give you an idea of the goals of our sector.

The cross-sectoral dynamic, let me just say a word about this. I've already introduced the notion that
we've been involved in, at least from the Africa Bureau's point of view since '99. But ABIC, the Africa Bureau
Informal.ion Center, did an analysis of our missions in Africa, to determine how many strategic objectives and
intermediate results integrated program components and elements of DG into their work. I believe the analysis from
2003 indicated that as many as 80 percent of the SOs reflected DG content, and as many as 70 percent of the IRs
reflected significant DG content. So this is extremely encouraging, when you think about how the field is already
thinking cross-sectorally about the work they do. \

CDIE and Africa Bureau conducted cross-sectoral case studies to determine how, why, and to what
effect integrating DG was having into other sectors, the impact that that was having in the field performance. Africa
Bureau conducted its studies in ]998 and '99, and we put out a synthesis report in 2000, and those documents are
available on that table. If you're wanting to act more multi and cross-sectorally, have a look at those, please.

The impacts on DG are not all that well documented. In fact, I had a quote here that I wanted to read
to you, from Allan Whiteside, saying something to the effect that - and I'm going to paraphrase it - 'not only is this an
understudied area; it has barely been touched at all.' What we're going to talk about here today really is a lot of
anecdotal information. It's like a professor once told me in grad school. He said, "Ninety percent of social science just
confirms what we already know, and then there's maybe ten percent that we can actually discover."

In terms of rule of law and HIV/AIDS in human rights, I think the key impact we've seen here in this
subsector of DG is on inheritance and property rights; stigma and discrimination; orphans, vulnerable children; and the
rights equality gap between haves and have-nots.
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-28-03.

What do I mean by the rights the equality rights between the haves and have-nots? I think we need
to ask ourselves, not only in DG but in whatever sector you're in, who is affected most by this pandemic? Who pays
the greatest price? Will AIDS become a disease that's entrenched in the underclass, in the poorest of the poor segment
of segment? Will they be denied access to care and treatment to anti-retrovirals, if they become available? These are
questions of equity, but these are questions of democracy and governance that really concern us.

Yes, we see an infringement of rights. Any time someone is denied their dignity, that's an
infringement of a human right. Any time there is stigma. If your property is confiscated or you're a widow or an
orphan and you lose your property to an uncle or another family member because of what happened from HIV or any
other health matter, that's an infringement, a violation of human rights.

And so I think it's helpful mostly for us in DG to focus on the human rights aspect, as well as if
you're from health or you're from another sector, I encourage you to think about this aspect of rule of law, HIV, and
human rights.

Governance is a real problem area too for us, and I think the significance of the impact on governance
really is probably one of the most strongly felt. Barbara alluded to it an erosion of state capacity. Our revenues have
declined. Cost and inefficiencies have risen. There's been increased pressure on government expenditures. I'm just
going to give you a couple of examples. There are many, but the data is not very hard here.

In Botswana, for example, we see a government will spend between seven percent to ] 8 percent more
by the year 20] 0, because of AIDS. That's assuming current levels of service. It does not include increased health
costs to the health system, such as additional hospital beds and facilities and so forth.

Botswana hasn't seen a huge decrease in state revenues. That's mainly because the diamond mines
are still functioning, and that provides the lion's share of the revenue for the state.

In South Africa the situation is somewhat different. There we see a definite decrease in revenues. In
2000, the revenues were 0.7 percent lower, due to HIV/AIDS, to the extent that they could isolate the factor. And in
20] ], there's a predicted decrease in revenue of 4.] percent. What we do see a lot of is increased absenteeism. There's
increased sick leave, a loss of human capital, perceived political weaknesses of the state, erosion of leadership and
social capital. Those are things that are out there. They're not being measured very well. There's a research agenda
here for those who have the resources and the interest to take it on.

But I leave you with a thought from Natsios Report. "Without good governance, it is impossible to
further development. No amount of resources transferred or infrastructure built can compensate or survive bad
governance."

we see major strains on community capacity and resources. And we think
about civil society as the pillar of democratic governance. Without a strong and capable viable civil society, it is
almost practically impossible to have democratic governance in a country. And so what's happening is, because of the
pandemic, financial viability ofCSOs is being reduced. There's less citizen participation, as people are more involved
in taking care of family members or devoting their attention and their resources to health matters. And there's a threat
to democratic political culture, as a result of the loss of leadership, the loss of social networks, and the loss of social
capital.

Whiteside and Barnett put out a couple of concepts that they haven't really fully vetted, but one is that
countries with high income and high social cohesion have flatter prevalence curves. And they look at counties with
high social cohesion and low income; high income, low social cohesion, and so forth. But to the extent that that is a
valid analysis, we see the important of civil society and a strong civil society to fighting HIVIAIDS.

Our fourth subsector in DG is called elections and political processes. And I think here the impact
the danger, the threat we see to elections and political process is the loss of confidence in a system. Already states are
being tasked witll providing development, with the promises of development. Many of the democratizing states are
already being asked, "Okay, well, where is the development dividend? We you know, we haven't seen it. Where is the
growth in income? Where is the lifestyle? Where is the improvement in our standard of living and our quality of life?"

To the extent that HIV/AIDS is going to impact this sector even further, there is going to be a further
demand and perhaps a greater loss of confidence in these democratizing states, because they're not delivering the
goods.

One measure of keeping track of the effect on political parties and political leadership is to note the
number of bi-elections that have taken place in some countries. And I don', know that anyone is keeping track of that
strictly. It has been mentioned by Whiteside and Barnett. And we know that there have been a lot ofbi-elections in
Southern Africa. But since we don't know the cause of death in most cases, it's still speculative to determine that that,
in fact, was the reason why we had the bi-election.
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TRANSCRIPT, HIV/AIDS and Deyelopment: Impacts and Multisectoral Strategies, 4-28-03.

But what's encouraging here, on the bright side, is that politicians are beginning to discover that
getting on the right side of this issue can win them votes. We saw in the Ghana 1999-2000 elections an informal rule
adopted by politicians on the stump to make HIV prevention and awareness part of the campaign speech. And in
Tanzania and other countries, we'ye seen parliamentarian associations forming specifica]]y for the purpose of
generating more awareness of the problem, particularly where you don't have an executive like Museveni, who takes
the bu]] by the horns. Then, hey, it's up to somebody else like the Parliament to do so. And so that's a very
encouraging sign.

One of the I think one of our cha]]enges in DG is to say, okay, well, in the absence of a clearly
defined strategy and we don't have a clearly defined strategy; our strategy basica]]y is ad hoc --it's up to missions to
determine their strategies. And in Washington, the Africa Bureau, as I say, has made a lot of progress on this, but we
did not we stopped short of adopting a specific strategy. And that I think is now perhaps where PPC can come in and
move us further ahead.

So in the absence of that, we are each on our own up tj]] now. But it's opened up a lot of crosscutting
opportunities. And I'm reminded of the expression that "Sweet are the uses of adversity, which like the toad ugly and
venomous, bears yet a precious jewel in its head." That's just a nice way of saying, "Hey, let's make lemonade out of
lemons" or, what, "silk purses out of sow's ears." But I think that's what we've been trying to do.

I'm going to talk a little bit about the response from Washington and then the response from the field.
It's somewhat artificial to divide the two. But I think it's just helpful in terms of analytical clarity.

I mentioned the bureau's consultative meetings that were held in September '99 another one was held
in March of 2002 to determine whether the decisions taken in September '99 were acted on. To what degree were they
acted on? Were the sectors on track in meeting the goals that they had set for themselves? Where have they deviated,
and what could they do differently?

Out of the meeting in September of] 999 came a sectoral DG sectoral working group, which met
maybe a half a dozen times before it dissolyed. Without having a strong agenda to work on, it was mostly an
informational exchange, which was good, but it stopped there.

We've also co]]aborated in producing a number of tool kits. And a couple of these tool kits are on the
table for you to see. One is called, "Survival Is The First Freedom." That kit is a community-based approach. We
have a set of ]6 tools designed for use at the community level and local government level. That kit is in translation.
It's been translated into French and now into Swahili. It's being ro]]ed out in five countries in Africa. The tools are
drawn from a]] over the world. And the initial funding we put into that was $50,000, matched with 50,000 from the
health sector. And since then, that tool kit and the activities generated by it have leveraged probably close to $500,000
and more. So that has been a very successful we feel a very encouraging effort.

A second kit I want to draw your attention to is the one called "Implementing HIVIAIDS Policy
Change." And you have on the table a draft of that. I'm not sure if that's very different from the final copy.

And, Pat, I don't know whether you've seen the final version, but I suspect I was surprised to see
"draft" on it. I thought we had the final there on the Web site.

FEMALE VOICE: One is Web based. One is not Web based. So that hasn't been released. But any
day now.

ROBERT GROELSEMA: Great. This kit has been rolled out, to my knowledge, only once. And
that was in Kenya, but with very encouraging it was received very we]], so very encouraging results. And this is a kit
you could bring to your leadership, to heads of ministries or national directors, to heads of state, and say, "Hey, here's a
kit which can show you how to address HIV/AIDS multisectorally." And if they haven't already, get them on the way.

Examples from the field. There are many. I'm just putting a couple up here for you. But there are
several. We've been involved in training judges in Zambia on the inheritance and property rights of widows and
orphans. We've supported the Tanzanian Parliamentarians Commission on HIV/AIDS, the TAPAC, the one I referred
to. We have done capacity building for PLWHA groups in several countries in Africa and very successfu]]y in Angola.
We've supported Nigerian legislators at the national and state level in prevention and policy reforms through Pathfinder
and NDI. We've been involved in post-conflict prevention among refugees in Sierra Leone.

And let me add one here. We've also supported local government officials in Kwazu1a Natal in
addressing the pandemic, particularly developing coping strategies for their communities.

I'm going to turn now to just a few ideas that came out of a health and human rights course this past
week sponsored by the Health Bureau, Synergy, and The Franois-Xavier Banute Center for Health and Human Rights.
Richard Cornelius was there, and there might be some others in the room who attended that.
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TR,ANSCR1PT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-28-03.

One of the exercises we engaged in was to find entry points we mapped entry points where we
thought human rights could be integrated into health programs. And I'm thinking of this a little bit more broadly now
in terms of how could we integrate DG, not only human rights, but DG more broadly into health programming. And
out of that mapping exercise, I found four major areas for entry points. And they are environmental contextual area,
the policy pipeline, the program pipeline, and issues. And I'm just going to go through them very quickly here, and I
won't talk about all of them.

But in the environmental contextual entry area let me call your attention to points four through eight.
There you see perversity and country or programming environment. What does that mean? Well, we saw countries in
Africa that adopted multi sectoral approaches mostly because their funds were being cut, and it looked like unless they
did unless they integrated their programs better, they wouldn't be able to accomplish their strategic objectives. Or the
host country environment was so hostile that Washington was threatening to cut the funding. And so some of the
countries adopted innovative approaches to development such as this. So and along in the course of our studies, the
one that CDIE and Africa Bureau did, we found mission champions, mainly mission directors, who took this on and
encouraged their staff to do as well. But it's also effective to have activities co-located and partners who believe in the
process.

In terms of policy pipeline, let me call your attention to one through three here. Today's workshop is
an example of what we can do to integrate DO into health. The studies I've mentioned, an agency wide paper. Richard
told me earlier today that he hopes an outcome of this and the meeting in January will be a policy paper. I don't know
if I'm stealing your thunder. I apologize. But a policy paper that will be coming out later this year.

and this is probably the most exciting list right here. For anyone in this room who's involved in
programming, you can all do this. And I call your attention to number two, the CSP design and midterm review. I'm
going to give an example in just a moment. But this is an excellent entry point for integrating DG into HIV/AIDS.

Number six and seven, where you have addon SOs and SPOs, and number seven, addon projects and
activities. So in case you missed the design phase, you can get involved at a later phase when it comes times to modify.

In terms of issues, there is no shortage of issues. I'm just giving you a few. But they're wherever you
look for them. Labor, business, gender. Let me call your attention to labor for a second. In South Africa, we are
supporting COSATU, the umbrella union down there. They have done excellent work in education and treatment in the
workplace. Training of shop stewards. Establishing clinics co-funded by unions and employers with VCT. The
Textile and Garment Worke~s Union has led the way in this.

In business, let me just put this out to you. We saw how effective the Sullivan principles were in
overturning apartheid. Well, why not have a leader why hasn't a leader stepped up and proposed a set of principles for
taking a multi sectoral approach to HIV/AIDS as a development issue? Wouldn't that be effective in terms of doing
business and in terms of doing development in the countries we work in?

An example I would like to run past you very quickly comes from Ghana. And this is very much a
work in progress, so it's not etched in stone. And at this point, this is a proposed strategy. I was out in Ghana in
August, again in October and February, on assessments and helping lhe team design a DG strategy. And they've
adopted as their SO the idea that government in Ghana at both national and local levels will be a lot more effective if
there's more civic involvement in the government. And so for their first IR, they've adopted activities that work in the
Parliament -- mainly in the Parliament and other key government institutions. And the second IR has to do with the
supply side at the local level for district assembly governments. And the third one is to improve sectoral advocacy.
Each one of these IRs provides opportunities for DG to create more prevention awareness and opportunities for
mitigation.

And some of the illustrative activities the mission has tentatively adopted are these. To generate
revenue at the local level, to monitor HIV/AIDS budgets at the district level a lot of money is coming down to the
districts through the map project of the World Bank. Ghana is a country that receives HIV global money. The team
wants to do workshops on HIV/AIDS awareness and prevention and support the rights ofPLWHA. It wants to
improve advocacy performance of CSOs and CVOs across the board, whether they be PLWHA groups or olher, and
promote mutual health organizations.

Let's take a look now at the heahh SO. And, again, this is tentative; it's proposed. But they're
coming in in June with their design. The SO reads, "Health status improved in key areas." And IR One is the main IR,
where we see a lot of overlap with DO. Individuals in communities empowered to adopt key health practices. And
here we look at their indicators. They want to measure the number of women enrolled in these mutual heahh
organizations, the percentage of communities providing a compound for the community health program what is that?
Community Health Prevention Services, I believe it is and then the number of VCT clients.

o

o Sub17lilled by the IRIS Center at the University of Maryland, College Park
To USAID under Colllract No. EDG-O-OO-02-00037-00, Request No.2003-06

The IRIS Center, 2]05 Morrj)] HaJJ, CoJJege Park, MD 20742,30]-405-3]]0

http://www.iris.unld.edu

~
IrlJ

John M
Rectangle



TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-28-03.

And so as we looked at this from the DG side, we said, "Well, wouldn't DG help health achieve these
results and make them more sustainable if we were promoting CBOs and CSOs to get their people involved in enrolling
in these mutual health organizations? If we could help make these MHOs more democratic, functioning on one-person
one-vote principles, electing their officers, providing minutes, publicizing those minutes, changing their officers and
leadership, wouldn' those become more effective if we did that? Wouldn't we get more communities providing a
compound for health services if we got if we were able to promote the rights of the marginalized women, children,
orphans, PLWHA, handicapped? It doesn't matter."

And so the answers were yes all the way across the board. And that became a very, very strong link
between the two sectors.

I put up there two of the other IRs in health. And I think DG can contribute as well to those.
So I just want to share a suggestion with you on the way forward from here. And I had thought about

puning up a list of things that DG can do. And there is all kinds of things. The list would be so long that I really didn't
think I thought it was going to look more like a laundry list, and you probably are tired of laundry. So I didn't do that.

So I thought, well, why not put up just a few sort of conceptual programmatic ideas, and we could
work from that.

And the first one is to mainstream the multi and crosssectoral approach in the agency policies and
programs. That's a no brainer, but that one needs to be done. And I see people in this room who have been working on
it and knocking their heads against a wall, like Ishrat, for quite a while. And she deserves a lot of credit. She's a real
champion. But this is something that we all have to take on individually and communally as members of this agency or
as partners who work with the agency. It's up to us. This agency I said this in the health and human rights courses
isn't a room or a building with walls and ceilings and floors; it's an agency of people. It's an ageJ)cy of ideas. And as a
bureaucracy, we're supposed to take action. So the challenge, I think, is up to each one of us here in this room and the
people we come into contact. Like Barbara said, "Hey, talk to other people." It's our job to proselytize, if you will. Go
out and share a good idea. If you believe in this, don't keep it to yourself.

Larry Diamond in that Nazios Report said, "Among the most important lessons of the past decade is
establishing crosssectorallinks connecting program activities intended to achieve two or more goals, which enhances
development and amplifies the impact of a given investment.

Secondly, strengthening the community-based and local government capacity for development.
Here, I want to call your attention to a work in program. Our PVO partners have put together a compendium on
Promising Practices on Multisectoral Approaches to HIV/AIDS. Has anyone seen that yet? It's in the development
stage. And if it's not out, it will be coming out soon, sponsored through the Africa Liaison Program Initiative, LP, and
the Africa Bureau.

And going through these promising practices, I was struck by how central the notion of
communitybased and local government capacity is. Every single one of the ten or so promising practices mentioned in
the draft had a were either community based or had a strong community-based local government component in them.
So that, I believe, is central to our success in this area.

Finally, supporting advocacy for human rights legal frameworks. I became more of a believer in the
human rights side of this whole issue after attending the human Health and Human Rights course last week. I hadn't
realized all of the texts in the international treaties and conventions that referred to basic human rights as health,
education, and other development sectors. And in health, I mean, the basic right is your survival. Survival is the first
freedom. That's the title of the tool kit. It just struck me, though,as we were going through these international treaties
and conventions, how fundamental that right is. It's someone's right not to be infected. It's someone's right to care and
treatment if they are infected. It's someone's right to be treated with dignity, because they are human beings. And so
these are basic civil rights that, I think, if we think about it in those terms, then it will be far less difficult to grasp in
terms of a concept.

And I leave you with thought. And you've all heard it before. But a society is measured by the way
it treats its most vulnerable marginalized population groups.

Thanks.
(Applause.)

BUFF MACKENZIE: Thanks, Bob.
Since I'm the moderator, l'm going to be Outback steak-like and make my own rules, which is we lost

a little time starting late. But I think that some of the issues that Michael Kelly will bring up will touch on what Bob's
just talked about. So what I'd like to do is, if it's all right wilh everyone, go right and let Michael Kelly.
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Michael Kelly is formerly of the University of Zambia, long Africa experience. And I think one of
the things that people always have to realize is that education is a system. And it's not just looking at what's happening.
In basic education, if the teachers aren't being developed by the universities,if the doctors, lawyers, business people,
and so on, that is going to have the similar kind of impact. Anyway, Michael Kelly.

(Applause.)
MICHAEL KELLY: Have to wait for the technology.
BUFF MACKENZIE: And 111 just note. When we get to the question time and J11 have Dick,

maybe you can tell me how much time we have when we get to that. We have a microphone, so if you have questions,
please wait and we'l bring the microphone to you, so everybody can hear the question.

MICHAEL KELLY: Good afternoon, everybody. Good afternoon at the table at the top also. And I
thank everybody for being present with us this afternoon. And I thank the organizers for giving me this opportunity to
speak with you.

I'm dealing with the area of HIVIAIDS and education. I don't want to be entirely negative
throughout, and therefore I am going to begin with what it is we can do.

However, one thing that Barbara Turner said at the outset, I would Jike just to return to very briefly.
She said this whole area is very scary. And there's not a doubt in the world about it. When you're Jiving with it, when
you're experiencing it day by day, this is something that is terribly scary and that turns many people off it is so scary.

An English poet, T. S. Eliott, 60 or 70 years ago, said something that I think is very relevant in this
whole area. "Humankind cannot bear much reality." And I think that's our experience with HIV and AIDS. We're
turning our minds off from it. We don't want to hear too much more about it. We don't want to hear about the funerals,
the sicknesses, and the many impacts on the various aspects of the economy, because we can't bear too much the reality
that it has.

However, it was also said that we are not going to get this afternoon the magic bullet, how to deal
with this. No, we're not going to get that. We will never get that probably. But at least we have one tool that can do
something about it, and that tool is the tool of education. I think this is something that we have not acknowledged
sufficiently in the countries where HIV is so prominent and possibly have not acknowledged worldwide either.

At the forum in Dakar in 2000, the World Education Forum, it was said very clearly that education
can be a powerful force, a very, very powerful force acting against this disease. We have no cure. There is no vaccine
yet, and it's years down the line before a vaccine will become universally available. There are many questions asked
about the drugs, the antiretrovirals, but nobody wants to deny them to anybody who is sick and is suffering. It is a fact
that the medical infrastructure for the delivery of these is not yet well enough developed, and the costs are prohibitive.
And there is issue of accelerating or incremental costs if steps are not taken for prevention.

We're not left with much except education: information, education, communication, lAC strategies.
And education is something that is making a difference. It does work against it. We have evidence growing that the
more education there is, the less HIV there is.

Now I wiJ] come to a slide in a few moments' time which wilJ qualify that a little bit. We will look at
it a little bit more systematicany. But by and large it would seem that over the last ten years that the more education
the less HIV. We have evidence of this from my own country, Zambia.

In Zambia, beginning ill surveillance data beginning about 1992, ]993, we find that the prevalence
levels amongst girls in the age range] 5 to ]9 has been declining steadily. It's been declining steadily and particularly
amongst girls who have had some education. Whereas with ones without the education, the decline is less marked, if it
is there at all.

Basically, a girl who is still in school, in a school setting, is about three times less likely to be
infected as a girl who is out of school. That is something that is of considerable imporlance, but I don't think we've
taken fulJy on board wh·at this is.

We've tried to analyze a couple of times why it is that education is giving promise of doing
something here. If we say that there is a decline in prevalence levels because of education not merely in Zambia, but
other countries. Zimbabwe has noticed the same amongst the certain age group we also have to acknowledge that the
education that has been given has been very weak. And the education that has been given has not included very much
about HIVIAIDS. That is only coming onto the education curriculum in the last couple of years. And yet the education
does seem to be making an impact. And so it would seem that it's not so much what one learns that is imporlant as the
fact of having been through an education system that this is the thing that is counting most.

So how is it working? Well, we are suggesling thaI it is the very fact of being immersed in an
educational program, in an educational culture, the very disciplined organization that goes with that, that helps aperson
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-28-03.

to defer gratification, becoming literate and numerate and able to absorb messages that are coming from the media. All
of these things appear to be of very great importance.

I give at the foot of that slide the four areas of learning that have been put before us by the Delore
Commission, which UNESCO commission to look at education in the 21st century, the four different areas of learning
that should be part and parcel of any good education program, learning to know and what that means in relation to HIV
and AIDS. There is still a lot of ignorance. }11 mention it again a little bit later. Learning to do. There is a need for a
good number of skills in this area: life skills, negotiation skills, how to get out of a difficult situation, and manual skills
condom use and so forth. There is learning to live together. Stigma and discrimination are two of the things that fuel
this disease and keep it going. If one can live with others in an amicable and in a humane way, there is less likelihood
of the disease having its same foothold.

Education matters in relation to HIV/AIDS for quite a few reasons. First, it is necessary, if we're to
galvanize the necessary political support the community support. This can only be done through the people, first of all
the politicians and the ones that Bob has just been speaking about, civil society being aware of this as a problem and
putting their weight behind it, and then of the ordinary people being able to accept the messages that come about.

The reduction of stigma and discrimination are very heavily dependent upon knowing about the
disease, knowing the various factors related to it, knowing how it can be transmitted and how it cannot be transmitted.
And it is astonishing the amount of ignorance that there can be on that.

I was in a country in Southeast Asia sometime in the last few months. I was speaking there with what
I was told were focal people, focal points from the Ministry of Education, the key people in the Ministry of Education
dealing with HIV/AIDS, keeping it alive in their departments. And the country has a fairly high prevalence level.

After I had spoken, one of them said, a little bit embarrassed, "Do you mind if we ask you a few
simple questions?" The first question was, "If I cut hair of a person with a scissors and the person has AIDS and I cut
the hair of another person immediately afterwards, am I in danger of transmitting the virus?" It was something so
utterly basic, it was almost incomprehensive to me that a focal point, an HIV focal point in the Ministry of Education,
did not know about this. Then I was asked further a fairly typical question. "Can AIDS be transmitted through the
bite of a mosquito, since the mosquito has had contact possibly with infected blood?"

These are some of the things that people at that level do not know about. What about people at a
much lower level? And then issues about transmission. And all of these do affect the whole area of stigma and of
discrimination.

Education is important because it has a structure that is reaching into every part of a country. There
is probably no other structure other than the churches which are reaching into families and into communities in the
same way and the same extent as organized education. And, therefore, this is of great importance.

The sharing of the young, education is largely the area and the sphere of young people, even though
ongoing and continuing education is a major factor in life. But HIV also has a particular interest, one might say, in
young people. We know that of the seven to eight thousand new cases of infection that are occurring in the world,
almost half of these are amongst people below the age of 25. Young people are extraordinarily vulnerable. If we can
save young people, we will save the world. If we can't save young people, we can wash our hands of it. We're not
going to have any success in this.

So it is through education that we are able to get to the young people. And, therefore, this becomes
very important.

And then, as we know, two years ago, almost two years ago, the world made a commitment that it
was going to reduce the level of HIV prevalence amongst young people by ten percent and that it was going to ensure
that all young people had adequate information and access to services and the necessary education and knowledge to
protect themselves. There is only one way of getting that message out and getting that information out, and that is
through education systems and also through the nonformal education sector in many areas.

I said I will go back to the issue of education and the level of education and HIV, that the more
education, the less HIV.

In the early days of the epidemic, as you can see from the slide here in the early days, up to the mid
1990's, the evidence was certainly that the higher levels of HIV prevalence were found in people with the higher levels
of education. I think we can have no doubt about that, that that was what has been found. And that is what is helping
or has helped over the past number of years to decimate many of the universities, teachers, and government
departments and so forth, that that was happening.
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But this sickness gives us a much stronger reason to bend all of our efforts to achieving that target.
And I think this is something that has got to be borne very strongly in mind.

But if education is working against the disease, the disease is also working against education. I just
put up something here that is fairly simple, showing just, first of all, the effects on the body of HIVIAIDS. And we
know what they are. That it breaks down the immune system. It's followed by a period of latency and then
opportunistic infections take hold, sicknesses that are life threatening, which should not be life threatening, but because
of the immune system being gone, they are. There is reduced productively, and ultimately there is death.

In a system such as the education system something similar is happening. There is a progressive
weakening of the system just as there is a weakening of the immune system. There's a growing burden in the education
system of what I call opportunistic infections of opportunistic problems. What HIV is doing in education, as it is doing
in so many other sectors, is it is exaggeraling the existing problems.

There are many existing problems, such as in education access such as quality, such as resources,
finances, and human personnel. It's making everyone of these problems much more difficult. And ministries of
education that might have been able to deal with these problems in the past are no longer able to deal with them,
because they're growing out of proportion. Their magnitude is intensifying and increasing. And the people to deal with
them are not there. And ultimately I think one can only expect a collapse in the systems that are trying to deal with
them.

What are the impacts of HIVIA IDS on education? Well, initially you don't see them. They're as
invisible as the virus itself. When the virus attacks a human being, you don't see what is happening. It takes a couple
of years to have this come to the surface.

In education it is somewhat similar, but it is useful to analyze the impacts in terms of the impacts on
the learners, on the educators, and on the system itself, on the management of the system and then ultimately on the
quality of the system in the next slide.

On the learners, well, there will be fewer of them. Barbara spoke about populations going into
decline. Population in Zimbabwe is expected to go down in numbers over the next couple of years. Botswana, South
Africa, the same. Our population in Zambia is not going down.

We have at the moment about 600,000 children of school age who cannot get into school. By the
year 20] 0, we will have about 600,000 fewer children of school age than we would have had in the absence of HIV.
Their number is being cut down by it, because mothers are dying, because mothers are bearing children who have got
HIV, and these children are not surviving to school age. So there are fewer children.

What we've been finding since the mid] 990's is this; the emerging situation, that this upper graph has
swung downwards and that the position now is that there is a slight downward turn, that the more education, a little bit
less the level of HIV.

Is the picture going to continue in that way? Is the graph going to continue turning downwards, so
that in the future it will be that there will be much less HIV where there is more education than where there is a low
level of education? This we have to wait to see. It is what we expect will happen, given the trends that have been
appearing and that have been developing. But that has one very worrying consequence.

It is very good in one way, because it is one way obviously we can tac"kle the disease. But you in the
agency know, as we know so we)) from our experience in the various countries in Africa, not everybody gets education.
There are a very large number of people who are not receiving the benefits of education, whether we're talking about
formal school education or whether we're talking about informal opportunities, nonformal education.

Who are the ones who are not getting the education? They will be more and more the poor, the
marginalized, the rural, the girls. And so if this continues in this way, and we would wish it to continue in this way, we
have to fact the possibility, if not the likelihood, that in the years ahead HIV will become more and more concentrated
amongst the weaker sections of our societies, amongst the poor, the girls, the orphans, and people like that. So this is
something that we certainly need to give attention to. And maybe the only possible way of giving attention to that is
ensure that there is no section of society that is left without education. And in many ways that's a very basic thing to
come out of all discussion in this area.

We've been trying in the world to have universal formal education, universal primary education for
all children. There have been promises, the first one for us in Zambia was as long ago as ]96] , that by ]980, all
children would have education. It came out of Addis Ababa conference.

Then there was the Jamkien (phonetic) Conference in the year] 990, promised it to all children of the
world by the year 2000. The Dakara Conference has promised it be the year 2015. We know that target is not going to
be reached.
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But in addition to there being fewer children numerically, there are fewer than able to go to school,
because of the impacts on the household. And even though we have, as so many other countries have, policies of free
education, free education is not free. There's no such thing as a free lunch. There's no such thing as free education. It
costs the household something to send the child to schoo]: the opportunity cost, the lost labor cost, are very significant
for rural and poor families. And so financially children are not going to school because they can't afford it. The family
cannot afford to be without the labor. The child has to take the place of a parent who is sick and cannot be out in the
fields or of a parent who is attending another sick relative, and the girl very often has got to look after the children at
home or the boy has to look after the herds, or whatever else it may be.

Psycho]ogicaJly, children are very badly affected by this disease. They're not in a learning capacity.
That's not their interest. What they're interested in is the ability to continue and to live and to survive.

Socially, many of them, if they're coming from families where there is HIV, are subject to a good
deal of derision, a good deal of mockery, things that children do not like, and they are experiencing these kind of
things, and all the timer gender wise there is this division, that it is going to affect girls more than it wiJI affect boys.
Gir]s wiJI always be the worst affected.

On educators, teacher mortality. Teachers are dying. James Morris at the World Food Program made
a presentation to the United Nations Security Council at the beginning of this month. And in that presentation he
quoted a fact from Zambia. I don't think it's absolutely right, but Jet me put it to you as he gave it. He said the
President of Zambia, Manwasa, told him that Zambia is producing 1,000 teachers a year and 2,000 are dying of AIDS.
It's the other way around actually; that's what he should have said. That's what he did say, but what he should have said
was, "We are producing about 2,000 teachers a year, and 1,000 a year are dying of AIDS."

But we're losing teachers for other reasons. Teachers are going out of the system because of their age
and so forth. And one of our problems is in Zambia the northern province. On the books, there are just 900 schools,
899 primary schools. I was a meeting a year and a half ago, and the chief education officer of the province said, "Of
our 899 schools, in almost 200 of them there is one teacher or fewer, one or fewer." You can figure out what that
means.

It's not all because of HIVIAIDS, but a great deal of it is, because of teacher mortality or teacher
sickness, because when a teacher is sick in a rural area, the first thing the teacher seeks is to be transferred to an urban
area, where there is a clinic, where there is a doctor, because the teacher has to get attention. And so the rural areas are
being denuded of their teachers, because of teacher mortality or teacher morbidity; the teachers are sick. And the
estimate is that of in a teacher's lifetime, when they come, or anybody's lifetime, when they're moving to HIV to the
AIDS state, that they're going to lose about 15 months of active work all told, with periods of inactivity of sickness
getting longer and longer. They are interrupted. They are sporadic. They can come back to teach. But then they get
another bout of sickness. And the sickness goes on and the' learning is interrupted.

The physical absenteeism is partly because of sickness, but it's also because of sickness in the
community, teachers leaving to attend funerals, women teachers very seriously affected, because somebody's sick in the
home and they must pay attention there. Women teachers are very seriously affected because they've got to do the
necessary shopping and the purchasing and the preparation of food for a sick person.

In this whole area, we had one very dramatic iJlustration to the international community of how this
is affecting. It wasn't a teacher, but it was an educator. We have a program there which is caJled BESIP, the Basic
Education Subsector Investment Program. It is a swap, and there are a large number of agencies involved in it,
including USAID, which is a very supportive agency indeed in this area.

When this was being launched in October 1999, I think it was, the official launch, on the first day,
when all of the donor agencies had their representatives present to have this little formal launch and then to get down to
business, we spent the first day in church at a funeral. And the funeral was of the director of the program, who had
died of AIDS. I think nothing brought it home to the agency personnel that this is something that is hitting educators, is
hitting educational managers, just as much as it is hitting the people out in the streets.

And I mentioned the mental absenteeism, a thing we may not think of so much. A teacher is standing
there in front of a classroom, and an educational planner or an official in the Ministry of Education says, "It's lovely."
The class has its teachers. Yeah, the teacher is there physically. The mind is elsewhere. The teacher knows his own
situation or her own situation, but it's more often a man than a woman. The teacher knows there is somebody sick at
home. The teacher is worried about herself or himself. The mind is absent. There's not the engagement with teaching
that there used to be in the past. And this is undermining the ability and the quality of the teaching. And then there are
the various negative affects on the management of system. The disease is not going to discern whether one is a
manager or a simple teacher or a simpler worker. It is going to hit at everybody. And it is hitting very severely at
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education managers. I have mentioned one particular case. There are many other such cases occurring. The
management is being it's losing its key personnel.

But there are other issues in management also. There is the time that has got to be devoted to all of
this. How are we to respond to this? There are many other difficult areas that the management has got to be concerned
with, but it has got to give its attention to this. It's a very simple thing again that may never have occurred to us.

In March of last year we almost had a national teachers' strike in Zambia. Reason: Salaries were not
paid. Reason: The officer in the Ministry of Finance, who processes the salaries, was out for two weeks sick, part of
his AIDS problem.

These are the knock-on effects, where, as Pete was saying, that there is a slowing down in
governance and in the machinery of government, in that social type of capital that keeps things moving. And so
systems are beginning to grind not exactly to a halt, but grinding more slowly and moving more slowly than they used
in the past.

And the resources, yes, more resources are definitely being preempted by the health sector. They are
the public resources. But as we heard already, the public resources are gelting fewer, because government revenqes are
going down because of this. Private resources are fewer. Households are very badly hit. In rural areas in my country
and in so many of the countries, one of the major resources that the education sector receives is the free labor of the
people, that they work for the development of their schools, the improvement of their schools, the building of new
schools. They're no longer able to dot that. They're too weakened by this disease or they are working to keep the plots
going of their friends who are weakened by the disease. And so we have this big problem with us all the time.

The quality of education and quality is generally is how much learning is going on. Yet, that is
being undermined very steadily. The education forum, world forum, committed the world that by 2015 that there
would be an improvement in quality of education at primary level, real learning occurring. It's not. It's going
backwards because of this. Teachers are not present all the time. Students are n outstanding present all the time.
They're in and out of school. Teachers are in and out of school also and there is no replacement teacher. There is no
system for that. There are no resources for that. And so the learning is being undermined because of that.

Specialized teachers are a very important group of teachers at the university level, at the secondary
school level, teachers of math and science basically.

These are being poached more and more by the industry and by other parts of the public sector,
because their personnel have died, and so they're looking for qualified, trained people, who will pick up their training a
little bit more quickly. And so they look to the teaching force. And so we're losing them.

Apart from the fact that these specialized teachers also may be sick and dying because of this disease.
And transportation there is a lot of trauma. There's a lot of anxiety. And something that should not be present in the
life of young people. There is a lot of mourning and grief.

Allan Whiteside and Tony Burnett, in their book, draw attention to that as one of the evils that this
disease has brought, that young people have become so familiar with deaths in their environment, in their surroundings,
something that should really not be true in the life of young people, that school should be a place where there is a good
deal of joy and merriment, happiness, gladness, not crying and mourning, as is going on in schools so frequently, and
also not afraid of the teasing or the stigma that may be going on.

How do we respond to it in education? I call this the minimax response, and I have to explain to
people in Zambia, where we have the Maximum as the name of a condom that is used there, that this is not the name of
a new condom, even though it may be more effective than a condom in looking after addressing this problem.

There's a twofold response, a minimum response. Minimize the impact of the epidemic on education.
That is something that we have just got to do. Minimize Ihat impact. And that basically means that the system keeps
functioning. Make sure that teachers keep teaching, pupils keep enrolling, learning takes place, and the systems work.
And it takes a lot to do that, a lot of human capacity and a lot of determination. And a great deal of policy work has got
to go into that also and a great deal of devotion and dedication of many resources.

And the maximum side, the maximum side is maximize the impact of education on the epidemic.
Let education do its work. Let it do its work, particularly in the area of prevention. And in case I don't have time to
finish off all that I have here, because I have far too much here, maximizing is going to mean in the down at the
grassroots level getting every child into school, keeping that children in school for as long as possible, for as many
years as possible, particularly girls, giving them as good an education as possible, and including mainstreaming
HIV/AIDS, sexuality, reproductive health, into the curriculum of the schedules. That's a simple order, but it's a very
tall order. It will work for prevention, and it will also work towards cure towards care and support.
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In terms of this, we can put that there are certainly three pillars upon which this whole process
depends. And I put them here in terms of quotations from a number of our sources.

The UNGASS two years ago, the United Nations, prevention must be the mainstay of our response.
This is not to deny drugs to anybody. But if we don't prevent this, we're allowing a monster to develop that we will not
be able to cope with in the years to come. We have 42 million at the moment. If we don't prevent it and it goes up to a
hundred million, as seems reasonably likely, we have that much bigger problem down the future, because there is no
cure.

At the same time, care and support are absolutely necessary, and the education sector must provide
these. It must provide all of its attention along a continuum which runs from prevention at one end to care and support
at the other end, care and support for infected learners and affected ones, and also for the educators who are infected or
affected. And by "the educator," of course I don't mean just the teacher, but the various personnel in the education
offices, including the ordinary simple personnel who are not professional, but are doing the smaller jobs and tasks that
keep a ministry running.

And the third leg of this three-legged stool, which will collapse if one of the legs is missing, is to
mitigate and manage the impact of it on the sector. And what Peter Piot said there I demonstrated a little bit earlier
with those parallel things on what HIV/AIDS does to the body, it is also doing to a system.

There are a very large number of issues that are relevant. Let me just put these in front of you. This
will be printed out and you will have it later. It's a bit of a laundry list. And I have a few other laundry lists also to
afflict you with in the middle of an afternoon. But there are issues here which are very germane to education.

The silence, the invisibility. And because it is silent and because it is invisible, it's not only you
people here in Washington. Our people out in Zambia, who are seeing the funerals, but they're coming back into their
schools or they're coming back into their homes or into the universities or into their offices, there's a denial. They're
ignoring the fact of it.. Governments are ignoring it. They are not pUlling enough of their resources into dealing with
this, which is the thing that is going. to destroy them, but they're not putting the resources into it. I do believe that what
I said at the beginning from T. S. Elliott is part of the reason for that. We're not able to bear the reality. We turn our
back on the reality. But if we don't face it, we're going to be in trouble. And we must face it in education as much as in
the many other sectors. All the negative reaction partly because this began as a disease that was associated with
homosexual behavior, partly because it is a disease that is sexually spread, and therefore it is associated with
promiscuity. But I think at a very much deeper level, there is something going on. It is sexually spread, yes, but it is
associated with two lifegiving, life necessary, fluids, which in some ways none of us like ever to talk about. Blood and
sexual fluids, vagina fluids or semen.

And these are so fundamental and deep in the gut of everyone of us, we donl like to face up to things
that bring them out into the open and talk about them. And so we push it aside. I think we have all of us a very deep
taboo in this area that makes it difficult for us to deal with this.

I said already about ideally focusing strongly on the young. And, therefore, this is a reason to be
interested in education. It focuses on girls.

This year or last year was the turning point globally, where more than half the people infected are
now women. Up to the end of last year or the figures that were given at the end of last year or the middle of last year,
there were more men than women globally infected. Now it is more women than men. It is becoming more and more a
disease of women. And in the school system, girls are much more seriously affected than boys. They are pulled out of
schools. They're not getting their opportunities.

They're a huge mixture of knowledge and ignorance, people saying, "We know all about it." And
then you ask questions and they know nothing about it. They don't know how to protect themselves. They don't know
how the disease is transmitted. They are afraid of touching a person with it. We're getting a little bit hyped up about
SARS at present. But people have been hyped up for the last 20 years in the wrong way about HIV also. And again,
this is something that education sectors have got to deal with.

The huge legacy of orphaned children. Barbara said that if AIDS ended today, the impacts would go
on for another 20 to 50 years, maybe even to the end of this century. They11 goon in the persons of orphans. Even if
we stopped it suddenly by a magic bullet now and nobody else became infected and even if we were able to cure all the
ones who are currently infected, we still have the 13 or 14 million AIDS orphans, orphans of AIDS that exist
throughout the world. And remember, orphanhood, being an orphan, is not an event that happens once and that's it, like
a death happens, and that's it.

Orphanhood lives as long as the child lives, at least until the child has got to maturity around the age
of 18 or 20. And so it is something that is going to be ongoing over many, many years. You can't intervene in
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orphanhood and say, "We will intervene for the next four or five years, and by then the problem will have solved." It
won't. The orphan problem requires a full generation of support, and that is something that we must bear in mind.

Education is a terribly person-intensive sector. Botswana has managed to retain its level of national
income, because most of it is coming from diamonds, and diamonds don't get AIDS.

Zambia is not able to maintain it, because most of its income is coming from people working in
agriculture in the mines and people do get AIDS. And in the education sector, we're still teaching as was the practice
2,000, 3,000,4,000 years ago, one person up in front of ]5,40, 100, 200, whatever you like. But it's the same
technology we're using that has been used over the centuries. And it's highly person intensive, so many pupils, so many
teachers, and an of this is making this whole sector very, very vulnerable.

And then let us never forget that we're dealing here with something that is brand new. It's only 25
years in many ways since AIDS broke in the world, a bit less than 25 years. But it's only in the last ten, ]2 years, that
we've realized that there is a monster that is getting out of hand. And we've got to find some ways of dealing with it.
And it's only in the last five to seven years that the education sectors across the world have begun to come into trying
to get to grips with this. And many of them are not trying to get to grips with it yet even.

And so we're dealing here with something that's very new. We've no models. We've no paradigms.
We don't really know whano do. And so we are struggling all the time, trying to learn, to teach ourselves, while at the
same time we recognize that, out there, there are kids who are dying, and there are people there are teachers and others
who are vulnerable and in difficulty.

And some major contextual issues. One is the increasing feminization. I've mentioned that already,
but it is becoming increasingly concentrated in women.

The second one is the increasing concentration in the poor. I think this is something that we've got to
bear in mind also. I put this on another slide just after this one, having run down this particular list.

The prevention campaigns we've had so far, these have been very rationalistic, very reasonable. Give
people the information. Show them that they are at risk. And then they will take appropriate action. Absolute
nonsense, and we know it in our own lives. We don't take action when we're told about risk. We get out and we drive.
We take our risks in our cars. You who are parents will remember when the kid wanted to go up the tree and get out on
the furthest branch or jump off the high board into the pool or whatever else it may be. We love as humans taking
risks, and we're not going to be stopped taking risks just because of the information. But we went about this in a
rationalistic manner, and the countries of Africa, the countries of South America and of the Caribbean have told you in
AIDS, "If you continue with that, you're going to get nowhere with us. That's not the way we work. We don't work in
this logical fashion."

Years ago, George Bernard Shaw referred to what he caned "brute sanity." "Brute sanity" and trying
to effect change here through brute sanity is something that I'm afraid has not worked, and I cannot see it working.

At the same time, our prevention campaigns have tended to ride roughshod over traditional, cultural,
spiritual values that people have had. And that has immediately turned them off, that it wasn't sensitive enough to their
values. I have been decrying this in education for some years, but I'm a voice in the wilderness on this one.

In our education programs, even still, we deal with a great deal of this issue in the schools, in the
curriculum, in the classroom. But it is biological. It is physiological. It has got a little bit about negotiation and life
skills <:>f that type. And they go home and they hear, "This is due to witchcraft. This is because somebody did not like
your father and has called down a curse on your father," or "This is because your uncle did not cleanse his sisterinlaw
through ritual cleansing after her husband died." And so he has got this sickness because he has offended the ancestors.

And which one are they believing? They're believing the school one while they're in school for the
sake of exams, but in real life it is what they're hearing at home.

We're not taking into account some of these cultural perceptions. I'm not saying that they are the
right ones. But by ignoring them, we're giving a wrong message, and I think that's not just in education. That's
happening in a lot of other spheres. In the medical sphere it is happening by not taking into account enough of what
can be done by traditional healers.

There are many challenges and opportunities posed by youth and young people. They're called the
AIDS generation. But they're also showing a certain amount of AIDS fatigue. They turn off if you talk to them too
much now about AIDS, say, "Oh, we've heard an that. We're seeing it in the television. We're seeing it in the
newspapers. We hear your own people talking about it. We don't want to hear more about it." So we have to have
new methods and new techniques of speaking to them about these things.

We are trying to deal with young people in a society where we've got many mixed standards, very
mixed ways of dealing with them, different standards for boys and for girls. What's expected of a girl? I can it
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"feminismal," to be docile, to bereceptive yes, physically they're receptive, but emotionally, psychologically, they're
expected to be receptive also not to question the husband or the partner is the boss all of that. That is communicated.
And she's not to know too much about these things. It's a sign that she's a wicked girl if she knows too much about this
area. Whereas the boy, machismo as opposed to feminismal, the machismo boy, the macho boy, well, then, he is
expected to have multiple partners, to play the field, to know everything. Inside he's terrified, because he doesn't know
and he's afraid his pals will find out. And so they're clashing with one another in trying to resolve these crises that they
have. But these double standards for boys and girls, for male and female, this is the standard in society, and how are
we going to manage to get different practices into existence in a society where these things are occurring?

There are so many other things that are diverting attention away from this, so many other things.
Look at the Iraq war and the way it has diverted attention and resources, which, if they had gone to HIV and AIDS,
would have been more than what the world was asking for in this area.

After September] ] , there is a record of what was pledged to the Global Fund on AIDS. I think
before September] ], approximately five billion dollars was pledged. Between September]] and November the] st of
that year, I think it was about $50,000 were pledged to the Global Fund. The way the world attention swung away
from] 9,000 people dying every day to something very real and something that should not have happened and
something very terrible, but it is diverted. And there are the other things. There are the conflicts. There are the wars.
There is the famine. There is the poor economy. There is the bad governance and other things. In Jamaica, West
Indies, they are troubled very much there about the violence, and the violence is killing many more people, the street
violence, than HIV is killing at the moment. But down the years that picture will reverse, will turn itself around. But
we have to face the fact that you have so many other competing things. And then the idea that this is something that is
entirely a health problem.

I think these are all issues that we've got to take into account. I see that I've run over my time a little,
and although I have a few more things here, I trust that they will be printed and given to you, and that you will be able
to pick up the gist of what is in them. I think it's better that some things come up further in conversation, and I thank
you for your attention.

(Applause.)
BUFF MACKENZIE: Thank you, Michael.
These have really been two excellent presentations. I think they've given us a thought. I think

particularly the "D" and "G," about how you sort of have those entry points. And then I hope Michael's has given you
certainly some hope, but also some of the real challenges of how deep it is within a sector. And I'd particularly like to
mention my the part that I don't hear very much on AIDS is the psychological and the traumalic aspects of it. And I
think it certainly if we're thinking about our interventions, it's going to be one of the biggest challenges. Certainly,
when one is in the midst of a traumatic event, unfortunately the individual thinks that they are the missed up and
everybody else is normal. And what AIDS is doing is a very abnormal situation. And basically people are acting
normally. And what we need to do is help them have the tools that will allow them to take it on.

Anyway, we've got] 5 minutes till the break. So if we've got some questions or you want to tease
things out with either Bob or Michael, we have a microphone to pass around. So please fire away.

Julie. And please give your name and where you're from. Thank you.
JULIE HANSON SWANSON: Sure. Julie Hanson Swanson with the WID office in EGAT. With

reference to the need to maximize the impact of education on the epidemic; do you think that the issue of school
violence, especially sexual abuse, harassment, and coercion, has been sufficiently addressed by both donors and by
school administrators and ministries of education?

MICHAEL KELLY: Do you want to take the lead? One at a time.
BUFF MACKENZIE: Was that for both or Michael?
JULIE HANSON SWANSON: No. For Dr. Kelly.
BUFF MACKENZIE: Okay.
MICHAEL KELLY: No. I don't think it has been addressed sufficiently at all. We know that there

is a great deal of harassment of young people by teachers. There's also harassment of younger students by older
students, and there's harassment on the way to and from school. The school, as I have put in I think you have the
handout there, but it's a few years back to me is a very high-risk environment. And I think we've got to have
something much more definite on that. I think ministries of education have got to put out a very firm policy of zero
tolerance for any form of harassment or violence, sexual violence or interference with young people. But they've also
got to have the mechanisms for implementing that policy. And this is where the problem lies.
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ROBERT GROELSEMA: In Benin, I had a chance to witness a community-based
organization meeting -- these were members of a PTA and a school management committee on the subject of
harassment, mainly of girls, girl students. And parents who didn't speak French they were speaking the local language;
an interpreter was there got up and talked about how angry they were that girls were being harassed, and in some cases
they were being raped or they were being forced into situations they shouldn't have been in. And that's not to make
teachers scapegoats, 'cause many of them don't do it. But this was an example of a community taking charge of their
children's educations and the problems they saw in their schools. And I think you've got to have that, coupled with the
national level policy changes in order to get results.

BUFF MACKENZIE: Gary.
GARY BITTNER: Gary Bittner, EGAT Bureau, Education Office. This is for Bob. I was struck by

your comment I think towards the end that you mentioned something that human rights was one of the areas in which
you were most struck by this pandemic and the role of human rights and trying to recognize the stigma and the
discrimination that takes place With people that have HIV/AIDS. And I guess my question is, is has the DG office or
any of our missions or anything on that list of interventions, different places where we can intervene, worked with any
of the human rights and peace centers around the world, looking at perhaps the curriculum in education, and kind of
zeroing down and saying what is, you know, human rights as it relates to our curriculum?

RQBERT GROELSEMA: I think that's an exce))ent suggestion for future action. My answer is, not
that I'm aware of. The course I attended last week was the third time that the agency sponsored it. And it was the first
time the organizers said where they had attempted to practica)]y apply the concepts of human rights to health in USAID
programmi ng.

I suspect that if it's being done in the field, it's being done on an ad hoc basis. But it's not being done,
to my knowledge, in a comprehensive way. There are some other people here in the room who might be able to
respond to that.

ISHRAT HUSAIN: My name is Ishrat Husain. I'm technical advisor on Global Health. In this
course that Bob mentioned - the three-day course on health and human rights, one of the recommendations that I made
was that human rights issues not just as a right, but the responsibilities of the students with respecuo each of those
rights. That is very important, all the rights of the community groups that wi)) be there should be included in the
course. Then you see what type of condition we will produce. We not only respect the human rights, but also feel
responsible for treating each other we)) in order to meet those requirements. And I think that we should definitely try to
do that mission by mission. For example, the Zambia mission is undertaking a lot of things which are innovative. But
the HIVIAIDS program in Angola are all based on human rights.

BUFF MACKENZIE: I think there was a question in the back. There's a white sweater here. ]'01

sorry. I can't see your face.
FRANCESCA NELSON: Hello. I'm Francesca Nelson. I'm with the trade and investment team of

EGAT. I have a question for Dr. Ke))y or anyone else on the panel who may be able to answer it. I'm curious to know
whether or not HIVIAIDS has accelerated the rate of intergenerational sex, as it is now called, I understand, or the
HIV/AIDS epidemic has simply brought it to our closer attention and if there's anything that's being done in any of the
programs you're working on to address this topic specifically.

MICHAEL KELLY: To the best of my knowledge, it hasn't accelerated it. There is a myth that goes
around that sex with a virgin is something that wi)) cure this disease. I think it's worth knowing that that myth is nota
myth that belongs with AIDS only. When the flu struck after the first war and the troops were returning to South
Africa, the word was out in the villages in South Africa that if you have the flu, have sex with a virgin and you will
recover. So this is something that's, again, somewhere deep within our psyche, but I think it is definitely to the fore the
fact that there is intergenerational sex, this age mingling, which is putting younger people at high risk and, particularly,
putting girls at risk. If boys and girls of the same age were having sex, there will be much less HIV amongst girls than
there is at the moment.

LETITIA BUTLER: Hi. I'm Tish Butler in the policy office of PPC. I am struck by how much one
has to address this pandemic from every single possible angle, from every single possible level, using every single
possible resource that we have available or don't have available, and it can be very overwhelming to think of where the
entry points was a good way of thinking about it, Bob. And I'm also struck by Dr. Kelly's note that the education sector
is so person intensive. I have questions about the fact that we're not going to be able to do it all at once. And I don't
want to jump already into tomorrow's discussion about getting down to brass tacks and figuring out what to do first.
But I do question well, I have a question for you, Dr. Kelly, of if you had if there are tradeoffs and you have to work
at either a national level or a local level, or you have to work in education or health, if you can't do it all at once, where
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TRANSCRIPT, HIV/AIDS and Deyeiopment: Impacts and Multisectoral Strategies, 4-28-03.

would you be advising donors to be focusing? And I also wonder if in your vast experience you have you could share
with us one or two of the sort of innovative interventions, innovative approaches, that stand out for you as particularly
promising.

MICHAEL KELLY: That's the $64,000 question. The tradeoffs, where would one invest if one had
only a limited amount of resources? I'm an educator, and I believe very strongly in the power of education. 'Parents
believe in it very strongly. Look at the way they send their children to school, beggar themselves, impoverish
themselves for that. I think we all believe in the power of it. I think that is the one where I would put the resources.

And where would I put them in education? Well, I gave some indication at the beginning. I would
try and ensure that everybody's getting into school, that there is a teacher in every school, a qualified teacher, and that
some learning is going on. So attend to the basic education sector.

I think.the world is on the right track with what is called the EFA goals, education for all. Put the
resources in there, and you're working towards this very definitely.

I think one of the best things that I've seen experience is what Brad Strickland is going to talk about
tomorrow, the mobile task team, of which I happen to be a member. But apart from my being a member of it, that I
think this is something that has helped education ministries in quite a few African countries, to come to grips with the
nature of this, and to realize that this is something they have to do something about.

So that particular approach.
LETITIA BUTLER: As a quick follow-up, could I ask you to comment on given that education is a

person-intensive sector and we are losing people, do you see much hope for applying technology as a solution to the
impacts of HIVIAIDS on the education sector?

MICHAEL KELLY: Well, there are some technological approaches, one of which you said is
supporting interactive radio, which is bringing lessons out. But that's not because of trying to avoid this aspect, but it's
because teachers are not available or children are not able to come into school at the normal time. So it is an innovative
approach to ensuring education for all.

It's very easy again to speak about the technology side of it, but the technology reception side is
something that we don't we don't take sufficient account of. Now, I think we're going to have to stay with the model of
education. We've had it for the last half dozen millennia.

ROBERT GROELSEMA: I would just add one point before Brad steps in, is that we have a real I
think one of the points is that we haven't stopped the pandemic. In other words, we haven't drawn the line in the sand.
If we cannot stop children getting AIDS, then frankly we're we never will get ahead of the curve. So I think that gives
us one thought on how we might pay our attention. And 111 just give a statistic out of a recent survey in Kenya. For
] 2thgrade level girls, girls who stayed in school, who were still in school at the 12th grade, there was an only ten
percent level of sexual debut. In other words, a 90 percent abstinence rate, versus girls not in school at that age, of I
think it was something like 65 percent sexual debut. So really a big difference. And I think I won't talk about it right
now, but we have a very powerful education portal coming on stream for teachers and administrators that 111 probably
talk about tomorrow.

BRAD STRICKLAND: I actually had two questions. Do I get to ask two or just one, Buff? You
decide. One of them might be easier than the other, but they're directed first to Father Kelly, and then also Bob, if he
would like to chime in.

Robert Surple is now the Vice Chancellor of the University of Zambia and one of our leading
developmental psychologists working on African education systems. He's written for years about the failure of our
African education support, as we've seen it unfold post-colonial times, because of a failure to acknowledge a primary
gulf in language, of instruction and language, of home interaction and a real espistimological gulf between what
happens at home and at school, as Father Kelly was pointing out before.

It seems crucial t9 all of our education programs, whether on prevention or basic science, civics,
wherever. If as Dr. Surple points out, the language is of all domesticity and intimacy regarding relationships and
sexuality and how folks interact as home is in the language, which may not even be a primary regional language. Why
and how can we expect education materials produced in English for HIV/AIDS prevention, which deal purely at a
biomedical level, perhaps produced at Johns Hopkins by our finest HIV epidemiologist, how do we expect those
materials to make relevant for a ] 2-year-old in the eastern province of Zambia, how they have to interact with perhaps
an abusing relative or teacher or harassment in community? How would you address that, Father Kelly?

MICHAEL KELLY: By actually formulating that, you're coming back to what I said about our
approach being too rational. And we're expecting to do this by our materials, which will be books that they can read
and incorporate into themselves. In other words, our teaching approaches have not got to be as they were in the past.
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There must be much more of a teaching approach that will involve the whole child, engage the
emotions, engage the affectivity. And a great deal of this is through drama, role play, and all of these other types of
activities that go on in so many of the schools here fairly naturally, but because of the hidebound form of colonial
education were not common in our countries.

If we can have more of these, I think we will work on this. So that wi]) be my answer.
ROBERT GROELSEMA: Just a quick comment. Studies were done by I believe it was

Development Associates in Malawi, where they studied how many districts Ishrat, do you recall? Was it ]2? people's
attitudes about HIV and what caused it. And they discovered that, in fact, these were very their perceptions and beliefs
were very much related to cultural, spiritual, traditional belief systems, not easily unpacked and certainly probably
quite impregnable to the sorts of messages that were coming out in English in the mass media.

Secondly, just to comment about education, where to put the resources. I worked and lived in the
Philippines for a few years. And a high percentage, if not 90 percent plus of everyone there, has completed primary
school, and secondary school rates are extremely high as well. And you have there afunctional democracy. I'm not
saying thOat that's the only factor, the contributing factor. It is a strong contributing factor to a functional democracy,
without which you're not likely to get it. I would say it's really a necessary condition, if you're going to have a
functional democracy as we know it today.

BRAD STRICKLAND: The other piece of my question, which may be more readily answered, sort
of relates to this question. Where do investments have their biggest impact, in health or education? We're hearing
increasing calls in the education sector for a focus on advocacy for voluntary testing and counseling among teachers in
the teaching service, teaching corps, and access to basic interventions for opportunistic infections and care and support.
I see that's one of your three pillars from the UNGASS goals, Father Kelly. And I'm curious if you think the education
sector, with its own finances, with its own resources, can realistically expect to advocate for voluntary testing and
counseling, implement it, and make these services available, or do we need resources from healthand somewhere else
to do it?

MICHAEL KELLY: Yeah. I don't think it's the education sector has to provide this itself, because
the education sector must know its own bounds as well. It doesn't want to be too compartmentalized, but it is not a
sector which is there to provide health services. But I think it has got to work with the health services, leave its doors
open, leave its facilities open for the health services to provide it or also maybe set up additional clinics so that they
otherwise can be treated in the more rural and inaccessible places.

BUFF MACKENZIE: Well, I'm going to end it. 111 just make one short point on the voluntary
counseling and testing, which is really a very tricky issue, as you can imagine. I was at a workshop at Harvard, and
many of the most successful businesses in Africa, which have put in have been helping their employees and families
with anti-retrovirals and care or counseling, whatever. The method that they've used is not just voluntary testing and
counseling, but they have offered it in any way the employee wants it. In other words, many of the businesses have
their own clinics, but people don't want to be seen walking into the clinic. So they actually said that they would
reimburse people at any for any expense going to any clinic anywhere, so it really would be totally private.

Anyway, if we could just give a quick round of applause for our very nice presentations.
(Applause.)

\ BUFF MACKENZIE: And I think it was certainly worth taking five minutes into our break, but let's
have our break right now.

(Break.)
HOPE SUKIN-KLAUBER: Good afternoon. I think we'l continue with the second panel this

afternoon, which is the Impact of HIV/AIDS on Economic Growth and Health: Summary of the Evidence. My name
is Hope Sukin, and I'm a health advisor with the Africa Bureau, and it's really a pleasure for me to be here today. With
many of you in the room, I have worked in this area of multisectoral approaches to HIV/AIDS. And it's so nice to see
people who I haven't seen for a good number of years, and also as Father Kelly was saying, that AIDS has put many of
us together. Without it, we probably would not have been working together. So I guess that might be one silver lining.

I would like to introduce our first panelist. That's Brad Wallach. He heads the Enterprise
Development and Financial Market Team for the Global EGAT. He is a career foreign service officer with field
assignments in Zimbabwe, the Philippines, West Bank and Gaza, and Morocco. He most recently completed a
sabbatical year of study at the National Defense University. And he'l be talking to us about economic growth and
HIV/AIDS.

BRAD WALLACH: Thank you, Hope. We have prepared a brief summary of current thinking and
research on how HIVIAIDS impacts economic growth. Let me apologize in advance if this is redundant. Many of you
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At a time when many African countries are adopting policies to gain more benefits from the
globalized market, the harm to competitiveness wrought by the HIVIAIDS epidemic threatens to undercut those policy
reforms.

Higher production costs also diminish the attractiveness of these countries as sites for investment.
Over the last few decades, one of the key differences between the economic performance of SubSaharan Africa and the
rest of the lowincome world has been relatively low levels of investment in Africa. Whiteside sees the harm to
investment from HIV/AIDS working in two possible ways: Investors already there will decide to relocate and new
investors are deterred by HIVIAIDS and go elsewhere.

At a time when the Millennium Challenge Account offers the prospect of increased flows of official
funds to support sustainable development activities, the harm to the investment climate caused by HIV/AIDS raises the
risk that not all eligible countries will maximize their potential benefits from an eventual MCA approach.

The negative impact of HIVIAIDS on public finances and household income are closely linked.
Many children in countries stricken by the epidemic have been orphaned, while many others are living in households
where the former wage earner is too debilitated to work. Nearly two thirds of the people infected with the HIV virus
are between the ages of]5 and 49, normally the prime of one's working life. HIV/AIDS imposes, therefore, a double
burden on public finances. With tax revenues declining as wages are lost at the same time that there is increased
demand. For example, in Zambia, annual government AIDS spending was less than two million dollars in 1990,.but
will have increased more than tenfold by 2005. And in Zimbabwe about half the national health budget already goes
directly for treating AIDS patients.

At the household level, there is also a double burden. Labor supply must be increased to offset the
wages lost to an afflicted member of the household at the same time that there is an increased need for providing care
and support for those with the infection. The strains on the household income can force children out of school and into
an exploitative labor market.

The damage done to household incomes by HIVIAIDS epidemics are linked to issues of a decline in
food security in those countries. Alex Duwall reviewed the evidence in his paper, "HIV/AIDS and the Food Crisis."
Areas that have been hit by famine, Duwall has found, are less prepared to survive that crisis if HIV/AIDS is prevalent.

During famines in the pre-AIDS world, the dependency ratio for the number of workers versus the
number of dependents in a society was higher than it is now in countries afflicted by AIDS. Survival strategies in
famine are harder to implement with the dependency ratios and large numbers of orphans commonly found today in
those countries.

HIV/AIDS has lowered life expectancy rates down to 47 years across Africa from what would have
been 62 years without HIVIAIDS. It might continue to fa}] to an average of 30 years by 20] 0 in those countries most
affected by the epidemic. This sharp decline in average life expectancy rates has also decreased asset accumulation and
intergenerational transfer at the household level. This also increases vulnerability to famine.

As Duwall put it and I'm quoting "In traditional famine, adults could consume less and make it
through the famine. In the era of AIDS, this strategy is counterproductive."

HIVIAIDS exacerbates the problems of famine, once the famine has struck, but it also weakens
households in the rural areas, which increases their vulnerability to factors that can lead to a famine itself. Problems in
all of these areas, the labor market, trade competitiveness, investment climate, public finance, household income, and
food security, have a negative impact on long-term economic growth rates. In advance of the Durbin Conference on
HIV/AIDS three years ago, a widely cited study by INGS Bearings used an econometric model to forecast that
HIV/AIDS in South Africa would cause the long-term economic growth rate to decline by 0.4 percentage points a year.
In a part of the world that often finds it hard to achieve economic growth rates of even two percent, a 0.4 percentage
point reduction, even as an approximation, is a serious blow to the opportunities for sustainable development.

USAID and other U.S. government agencies who have taken steps to counter the negative impacts of
AID, we're building on our successful country experience by adopting a strategy called "expanded response." In
addition, as many of you already know, the administrator of AID has requested all sectors to take into account
HIVIAIDS issues as part of their specific programs. My bureau, the EGAT bureau, has made human capacity
development a top priority, through education programs and support to employment generation activities, especially for
vulnerable groups.

The agricultural initiative to cut hunger in Africa is taking into account the impact of HIVIAIDS on
vulnerable groups as well.

The USAID Democracy, Conflict, and Humanitarian Assistance Bureau is also very involved, as we
know, in helping to mobilize civil society and parliamentarians to address HIV/AIDS.

Submitted by the IRIS Celller at the University of Maryland, College Park
To USAID under Colllract No. EDG-O-OO-02-00037-00, Request No.2003-06

The JRlS Center, 2105 Morri)) Hall, College Park, MD 20742,30]·405-3]]0

hnp://www.irjs.umd.edu

~

IrIS

John M
Rectangle

John M
Rectangle

John M
Rectangle



TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-28-03.

So in general strengthening public and private and NGO partnerships is an important of USAID
programs.

The U.S. government as a whole has increased funding for HIV/AIDS tenfold since] 999, from ]42
million in FY '99 to over one billion in FY '02. Other funding mechanisms are being developed, including the Global
Fund.

As the pervasive impact on economic growth caused by the HIV/AIDS epidemic is more fully
understood, concerted efforts by donors, multilateral institutions, NGOs, and host country governments can effectively
counter some of the harms being caused. HIV/AIDS must motivate those of us interested in health, education,
economic growth, and other areas of development to work closely together and bring sustainable development to
countries for which the epidemic is yet another obstacle to economic growth.

Thank you. .
(Applause.)

HOPE SUKIN-KLAUBER: I'd like to open this up now for any questions.
LETITIA BUTLER: Thanks, Brad. I think that's a very good summary. And I also wanted to

comment on the fact that PPC was mentioned in the beginning of this conference as exerting some leadership. And I
really think what's happening in EGAT right now is very impressive in terms as well as GH, of course, but the
EGAT's formulation of the task force and personal making responsible of every office director and senior officer
anywhere in the bureau is a very impressive move.

Let me just ask you, if you will take a crack at this, the issue of the role of the private sector in
addressing the HIV/AIDS impact. We don't have a representative here from the GDA, but if you could comment on
that, if we have any models to look at or experience that you've had, where we should be pushing to look at engaging
international or domestic private sector in working on these issues.

BRAD WALLACH: Thanks, Tish. That's an excellent question, in part because the convergence
between U.S. Government interests and the private sector interest is so clear. I mean, obviously the HIV/AIDS impacts
the cost of doing business. And in many cases, I think there would be a very real partnership in helping to combat it at
the firm level in sort of rural pockets that provide a labor pool for businesses that are functioning in parts of the world
that are particularly affected.

I would throw that question open to people who have more experience. I can't cite a specific country
where those partnerships have been effective.

ISHRAT HUSAIN: Actually, we have a very good and very successful model now emerging in
Nigeria in regards of generosity. She allowed me to indulge in a variety of things and one of those was to develop
private-public partnership. And despite very genuine concern on the part of everyone that it would not work out and
not work out in Nigeria, surprise, it is working out. We had a former executive of Coca-Cola who had very good
connection with the private U.S.based private companies. And he tried to bring them together here in Washington. He
didn't succeed, because of the fact that it was very difficult to engage the CEOsfrom any company. So he decided to
go to Nigeria, where the U.S. Ambassador was very much interested in developing a private-public partnership and in
improving the involvement of the private sector, itself. And so he tried to organize a meeting with the U.S.based
private companies. They were extremely interested. And to cut a long story short, what happened was that ea,ch of
those companies, Coca-Cola, the banking sector, the Conoco, the Shell, and everyone, they developed a program which
worked. And, therefore, for example, the banking sector decided to fund the micro-enterprise. Coca-Cola put
HIV/AIDS messageson all the buses and Shell tried to reach the communities and adopl all the companies adopted the
workplace program in their own companies of HIVIA IDS prevention support. And then (unintelligible) got involved.
And he tried to bring them together into coalition with the local businesses. And then the British government decided
to bring all the British companies in that coalition. So now it's a big coalition.

And then the private sector there are two things that one should note about the private sector. One is
that they want to be real partners with the government. They would not like to be told what to do. So they want to be
on the board or the planning party. So two companies were put on the planning HIV/AIDS planning board. The other
is that they would not like to contribute the funds. I mean, if you ask them for the cash, I mean they are not going to do
that. They would like to be involved in the program. So now they are involved in the program from their own vantage
point. And so the program is really developing very well. And so far I mean, of course, you don't know what could
happen after the elections. But so far it's working out very well.

Naturally, we have prepared the best practice party. J was delighted that you summarized AGOA
paper that we commissioned, and this was the last year's paper. The previous year, we had commissioned the best
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practices paper in the private sector in the businesses. And that was very helpful for the private sector to see what kind
of program they can adopt. So that is the model.

FEMALE VOICE: In South Africa, Daimler Chrysler has a very nice workplace program that goes
beyond just help at the workplace. They also give out antiretrovirus drugs, which is really a model program for big
business in Southern Africa, because Daimler is not an extraction company. They're not a mining company, a gold
company, or a diamond company. They can move, if they wanted to, but they chose to stay and work with the
community instead. And going beyond just one business, I think business associations also are very important. You
can work, especially with a business, when you create an association they can give services to smaller businesses that
they otherwise would not be able to afford. And going even beyond that, successful models -- country models in
Thailand and Brazil have included a very large private sector government partnership.

HOPE SUKIN-KLAUBER: Any other questions?
DENNIS WOOD: I'm Dennis Wood from the Irish Center at the University of Maryland. When we

heard Dr. Kelly talk about what education could do, he said, well, help keep itself functioning, keep the educational
sector functioning in face ofHIV/AIDS and then secondly address HIV/AIDS with respect to both its prevalence and
its impact, care, and support. And governance, we got a similar kind of response. And you're saying HIV/AIDS has
these huge negative impacts. And internally you work on things like apprentice programs and projecting what labor
forces you need and all that. So the sense of my question is, How do we get your needs stretched over to education
and/or to governance in this multisectoral response pattern? In other words, you need educated laborers or you need a
policy environment which encourages or enables apprenticeship programs to go forward. You need a governance
sector that's still helping you work on institutional arrangements in the market. And you need an educational system
that's addressing some of your needs and vice versa. And all of that is going on where everyone of you are under huge
pressure from HIV/AIDS. So is there any model about that? Is there anything we're looking at? Maybe there are other
responses in the room too that put all of these things together across sectors.

BRAD WALLACH: I like it when the question was put to Dr. Kelly, and he described it as the
$64,000 question. I was thinking if we could get that done for $64,000, we could all go home. That's much bigger than
a $64,000 question obviously. All I could say is granted there are enormous needs across as you put it, across the
boundaries of many different technical sector areas. J think Tish is sort of pointing the way to the most logical response
to that question. And that's we can't fund it and the host countries can't fund it. So where are there going to be
reservoirs of capital that you could apply to a crosscutting solution? It has to come from private investors, and private
investors, where they see a clear commercial interest. So anything, I suspect, that would fall in the purview of helping
companies see that it is in their interest.

J thought the example I cited in the paper back in ]995 of cutting an important corporation's profit by
two thirds, simply bearing the costs of the medical expenses for their employees who were affected by HIV/AIDS, is
illustrative of the idea that you can make the case, perhaps very cogently, to private sector business people that by
investing some money in education or in apprenticeship programs, that not only will they serve the greater good, they
will also serve their own corporate bottom line. Those are the kind of arguments that I think will actually be a
multiplier effect as we go and seek additional resources beyond what any donor network can provide or any public
financial environment can put on the table. But I think you're right. There's a lot more experience than mine in the
room, so I'm delighted to open this to a broader comment.

FEMALE VOICE: I think it's a very good question. And absolutely more funding from the private
sector is essential. But one of the things that makes all our jobs very difficult is that there is a lack of hard data out
there to tell us exactly what's going on. We have a lot of descriptive studies taking place, saying HIV is going to affect
investment. It makes sense to us. But how? We have very little studies that point to us what the modes of
transmission are, what the critical pathways are, especially when we have limited funding. One thing USAIDis doing
in South Africa, has already done actually, is one macro study and l6 microeconomic studies, all on the impact of
HIV/AIDS on governance. It spans from orphans to SMEs.

What's very nice about this model is that it talks about, on the macro level, the impact on trade and
investment, decreasing exports, decreasing investment. And at the same time it goes down to the microsectors and how
the rural villages are switching different types of agricultural products, how the SMEs are dealing with declining
investment. So that's one way, when you put it all together, you are able to choose between sectors and see which are
the critical pathways. But otherwise it becomes very difficult, even if you do have the money, to hit it on the dot.

MICHAEL KELLY: There's just one interesting initiative in this whole area coming on board on the
moment and that's from Shell International. They have already done work on scenario building. And with UN AIDS,
they are beginning a series of workshops in Addas Ababa at the end of next week, it's on building scenarios for Africa
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for the next 20 years. It's Shell with UN AIDS, a certain amount of World Bank, and other agencies are involved in it.
Is USAID in it?

LETITIA BUTLER: I'm pleased to say that Sir Philip Watts will be meeting with Andrew on Friday.
And they will be discussing this very issue.

MICHAEL KELLY: Well, it begins on Friday, just in time. But the idea is to try and assess the
economic impact, the social impacts, and what can be done about them. So one would hope that it won't be just a
building up of potential scenarios, but also potential responses. The whole project and activity is to be finished I think
by about March of next year.

ISHRAT HUSAIN: Allan Whiteside is making the presentation on one' of those scenarios, which he
did for Shell tomorrow. So we have that on the agenda.

HOPE SUKIN-KLAUBER: One question that I have, and I think it goes back to Father Kelly's
remark about brute sanity, is, How do you feel we're doing in communicating to ministers of finance, people in
countries who do influence and have control over macro economic policy? Five years ago was the first time we talked
about HIV/AIDS at the AGOA meetings. And there were about ten ministers of finance in the room. And we gave
them a typical dog and pony show on HIV/AIDS. And they were totally surprised, and we were even more surprised,
how surprised they were. They said they hadn't seen that data before, that we were scaring them. Did we have the
empirical evidence? Two years ago, we had another session at AGOA that was very well attended, on AIDS. And I
understand this year one of the best attended sessions was again on HIVIAIDS, with probably 35 ministers of finance.
So I would like to ask the question, do we have evidence that ministers of finance and people at that level are better
understanding the AIDS problem and are be~oming more involved in leadership in Africa?

ISHRAT HUSAIN: Again, I think it's even a 64 million dollar question. You know, the problem is
that the macro economic impact is very small. For example, Bob pointed out 0.4 percent.. When Allan Whiteside
presented the data, they said, "Oh, I mean, point four, shaving off thalis nothing to be hysterical about." Here is the
finance minister of an important country rejecting the evidence and saying that it's not important.

So that's one part of it. The other part of it is that they do not want to admit for the outside world that
the situation is that bad because of the fact that it will lose investors' confidence even further. And that was the reason
that Allan Whiteside in this paper on HIV/AIDS pointed out that what the Johannesburg Exchange is doing is going to
ask for reporting on HIV/AIDS. The firms should report on HIV/AIDS, because that kind of reporting would help a lot
in building investors' confidence. And that will also help the finance ministers to understand that they can talk about
HIV/AIDS and it would not have an adverse effect on investment. South Africa is certainly taking the lead. They have
undertaken a number of studies on HIV/AIDS. The South African region is really the best, as far as economic analysis
is concerned. And now it's reaping the benefits, because those are studies they are presenting to the Parliamentarians,
and Parliamentarians are lining up out of the door to learn about that. And they are bringing those things out in the
Parliament, itself, and that is having such a positive impact over all . It's also giving the ammunition and material to the
civil society. So those are the kind of things that we need to do more and more, but then it comes down to the question
of funding. And you know that in South Africa, the health people put one million dollars in these efforts, so you can
see where the money is coming from. And now there are over 2.5 million (unintelligible) education the Secretary,
himself, has invested. Sol think that what is important is a small amount of seed money which will the evidence to the
fore, which will do the assessment studies, which will show what the implications are, which would generate
commitment, and then, from there onward, the Secretaries will take it upon themsel ves to mitigate the impact.

HOPE SUKIN-KLAUBER: Thank you.
ISHRAT HUSAIN: Sorry I took so long.
PAT FN'PIERE: It's more of a clarification.
HOPE SUKIN-KLAUBER: I'm sorry. Could you introduce yourself.
PAT FN'PIERE: Sorry. I'm Pat Fn'Piere. I'm really after more information. Are these cases written

up that you're talking about, so that we can see how it has been effective in some of these countries? And I didn't hear
exactly what they did that then spread to more commitment. Who did the study and what was it covering?

JSHRAT HUSAIN: They are published in Foreign Relations. And then I think Bob Groelsema
pointed out that, again, with Hope's support, we've prepared sort of a compendium on best pract.ices from our missions,
not the country's as such, but just the missions -- what the missions are doing. And so that's coming out -- it actually
has come out, Hope? So that is a glimpse of it, but then J do intend to update it, revise it, because things are happening
so fast, and even the last few months, a lot has happened at the mission level which can be documented and which can
be summarized for the benefit of not only just agency but the world at large. South Africa mission also produces a
newsletter and they send it every month, which also summarizes the informationlhat's available updated.
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HOPE SUKIN-KLAUBER: It sounds like we need a web site, if we don't have one. One last
question, Francesca.

FRANCESCA NELSON: Well, this isn't exactly a question, but it's just something that comes to my
mind. When I hear all the questions and the conversation, I see in my mind the Chinese symbol for "danger" and
"opportunity," which is written the same way, and I think this is a case in point.

First of all, I think the private sector, particularly the larger companies, are keenly aware of the effect
of worker health, because they keep very careful records on absenteeism and worker productivity and time management
and so forth. And as we embark upon our partnerships with them, we have to be very mindful of talking to them and
keeping them committed to the concept of corporate responsibility, because the larger the corporation, the easier it is
for ,them to pack up shop and move somewhere else where they may not have to deal with HIV/AIDS or other labor
problems or whatever the menu is.

And it's not simply a question of starting some programs to provide services to workers who are
invested with HIV. There are huge economic impacts in the long term for these corporations and large companies in
the countries where we have our programs. And we should keep that in mind, that while we're offering the opportunity
of a partnership, there's also a danger laying there when they start getting the facts and figures, and we need to be
prepared to work with them to buffer that.

HOPE SUKIN-KLAUBER: Thank you very much. I think, certainly, what has come out of this is
that there is a broad range of both the issues and sectors that are involved when you talk about economic growth. I also
think that we do have some best practices and experiences from missions like South Africa that we do need to insure
that we circulate. We'l make sure that copies of the best practices reach you. And I do think we should do some
homework about setting up a website, as more and more studies and information come in.

Let's move to the second part of our panel, and this has to do with health. And Ishrat is one of the
few people I know who both has technical depth and expertise in the area of health. She worked for 25 years with the
World Bank in areas of health, poverty reduction, and human capacity. And so with her experience and expertise, she
certainly has been a champion of multisectoral approaches, I would like her to make her presentation, which,
specifically, focuses on health.

ISHRAT HUSAIN: I'm told to talk about impact on health. HIV/AIDS, we say that it is a
development issue, and health is part of development, so I think that we are talking about one in the same thing.. Well,
what I would like to say is this; that the old adage that health is wealth is, certainly, true at the individual level, as well
as the national level. So I think that health is a necessary condition of development, and therefore health improvements
are essential for attaining the agency's objectives. So it is in the interest of all sectors to pay attention to the health
issue. And HIV/AIDS has brought home that point, and I can see that this may be a blessing in disguise, that now the
imporlance of health is there in much more astute form than it would have done otherwise.

And there are several ways in which this has an impact on development. One is, of course
productivity. There is a recent study that has been carried out by Boston University and the sugar industry, and they
found a very dramatic decline in productivity of the sugar workers, and that declining starts even before they get
HIV/AIDS. I mean,just the infection, itself, debilitates individuals so much that three years before they fall sick, their
productivity starts declining. I think that type of evidence is coming out more and more. And that's just not HIVIAIDS;
malaria also and tuberculosis. I mean, all these diseases have a profound impact on the productivity of workers, and we
know that when we are sick, we are not at our best.

Then, of course, the loss oflabor force. One-fifth to one-third of the labor force is being
disseminated, and then, of course, absenLeeism because of the illnesses. And then because of the loss of labor force,
because of the decline in productivity, we find deepening of poverty and inequities in the distribution of economic and
social power, that contributes to ill health all the more, and therefore the vicious cycle continues and the countries go
farther into poverty.

But the other thing is this; that development is an essential, although not a sufficient condition for
improving health. We see that the imperative of improving health is water supply and sanitation. You cannot improve
health without water supply and sanitation. Basic education, information, and, of course, nutrition for maintaining
health. There is growing evidence that people live longer, even with HIV/AIDS, if they have good nutrition and
opportunistic infections are treated.

The second thing is this, with regard to education. I was struck by the fact that, in Malawi, the infant
mortality was going down, despite the fact that there was HIV/AIDS, so I immediately called the Health Officer and I
said, "Is it a mistake?" She said, "No, it's not a mistake. This is the DHH's survey." So I said, "What happened?" She
said, "Girls' education."
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Because the mission and the country were going to communities and mobilizing the communities to
improve girls' education, it had a fantastic impact. When I was with the World Bank, we had a number ofstudies that
showed very strong negative relationship between girls' education and improvement in health status.

And now I think we find that the girls who are iri a school, they have lower levels of pregnancy,
lower prevalence rate, and so it's the best form of investment which you can provide and the most cost-effective
investment. And, yet, the donor community is not making concerted effort to invest in education, which has been
established for decades would have the most beneficial impact on health. If we had paid attention to that, we would not
have been in the situation where we are now.

And I think that this is time that they realize that we put the money where the mouth is, and those are
the priorities that the donor community should set. I mean, how long we have had this goal of education for all? The
goal of health for all cannot materialize unless you pay attention to education.

The development process has problems. As a matter of fact, now we see that development, itself,
sometimes creates conditions which have an adverse impact on health. We see that people moving from one place to
another, and the workers are living without the families, causing the spread of HIVIAIDS.

We are seeing the inequities and the distribution of income which are created because of development
are causing HIV/AIDS. South Africa is an example that all these countries which are at a very high level of
development or in the process of development may have inequities that are created which cause a problem.

Now, then, coming back to my topic, which I'm supposed to be speak about, HIV/AIDS'impact on
health. We know that the health system has been weak and has become weaker now, because of HIVIAIDS. Again,
Father Kelly said that HIV/AIDS does not cause the basic problem. The problems are there. It only worsens the
problem. So now what is happening is this; that the hospitals are crowded. Forty-eight to 70 percent of the hospital
beds are occupied by HIVIAIDS, so you get the crowding-out effect.

I read the heartbreaking story of a young pregnant woman, she had simple diarrhea, who entered the
hospital. There was no one to attend to her for two days. And what happened? She kept losing fluid. There was no
IV. She could not be given even simple IV, because there was no one to talk to her for two days. And, finally, she died
in there. They just take the body from the corridor. These are not isolated stories. These are stories which occur every
day of our lives here..

Similarly, the relocation of budget, we are seeing now that ARVs -- anti-retroviral drugs, they are
very expensive. I mean, as it is, the Minister of Health's budget, 50 to 60 percent of the budget was going to
HIV/AIDS, and now I think that it would be much larger, despite the fact that the international community is going to
put up more resources. The anti-retroviral treatment was not just the cost of the pills, but there's the cost of follow-up,
the lab tests, and so on and so forth; that will be about $500 per person. I mean, can you imagine how much resources
will be diverted to other things. We are 20 years into the epidemic, there is hardly any systemic study of the impact of
HIV/AIDS on health. There are isolated various donors have funded studies, such as impact on manpower, impact on
logistics, and so on, but systemically, the impact on the health system has not yet been studied.

Then we see that child mortality is increasing. USAID, particularly I hope has invested millions and
billions of dollars in child survival programs. Where are they now? Because there were no sustainable development,
there were no health system strengthening, there was no investment in the necessary development conditions which
would have sustained those efforts.

Similarly, there is life expectation of life, which has gone down from 62 years to 47 years. You can
see on this graph, in various countries, the decline in expectation of life. Now, what are the implications for
development of this type of decline? What are the long-term prospects, as far as the impact of health is concerned.
Now, lO to 30 percent loss of workforce for all sectors in high-prevalence countries would have a devastating impact.
This will be the loss of key strategic areas which have a profound impact on health, like agriculture, education,
democracy, and governments. The age stru~tures are changing, implying that the workers in the ]5 to 49 age group,
have lost 50 percent. So here you see that in countries like Zimbabwe, Botswana, Mozambique, workers would be lost
at the rate of ]0 to 30 percent by 2020.

Then the same thing that Father Kelly was talking about, the feminization of HIVIAIDS, here you
will see that HIVIAIDS is affecting women and girls more, so it will change the whole social structure of the society.
Now, the question is that, we have heard a lot about these problems, and these problems are going to continue, and we
will be talking about them. We certainly need more data, but what can we do? First of all, I think that each sector
should try to mitigate the impact of the sector on the sector, itself, of this deteriorating health, and the decline in
expectation of life, the loss of labor force, and so on. And then, the sector should also help in guarding against the
future expansion of the disease. So there are these really two-fold functions of the sector; one is to mitigate the impact,
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and the other is to prevent against future losses. And that can be done in two ways. One is to convey the prevention
messages through the trade unions, through the Teacher's Association, through the Farmer's Association, through all
means possible.

And the second and most important from the long-term perspective is to address the basic
determinants of the disease, which are low education, inequities, and nutrition. The illustrative actions, I think, just to
make it more concrete at the national level, what each sector can do is to assess the impact of the major diseases on the
sector and on the strategic objectives. Then develop the strategic plans that take into account future impact, and
tomorrow Brad will talk about how it is being done in education, and then review and modify the policies that have
adverse impacts on health. Are they focusing enough on womens'rights? Are they focusing on nutrition? Are they
focusing on the availability of land? Are they focusing on girls' education? And, similarly, the question of the DO. Are
the DO really trying to improve the health system?

Then at the community level, the sectors can implement the program together. I think what is most
important is the concerted effort. What we find is that in one community there are health efforts; in another
community, education efforts; in another community, there are efforts dealing with agriculture. I think it's the totality
of the efforts addressing the major issues dealing with youth and vulnerable groups into one community that would
really make a difference. _

Zambia has shown that it is doable. In Zambia, the mission is supporting the review of HIV/AIDS'
impact on each sector. Each sector is funding the assessments. All the sectors are working together to address the
question of orphans, because the orphan issue is becoming so important, and that is being done in a very concerted and
coordinated manner. And they are having success, because in Zambia, the prevalence rate is going down. Of course,
the orphan issue is so big that it is hard to see the dent made, but it is happening.

Similarly, I have talked about the South Africa example, that they have focused on the economic
growth; they are training the Parliamentarians; they are doing the studies on economic impact; but more important is
this, that they have taken a two-pronged approach in economic growth. Their two-pronged approach means that they
are trying to reduce the inequities through their economic growth strategy. And the second thing is this; that they are
focusing on the involvement of the private sector in micro-enterprise activities to create more jobs, as you were talking
about, and include HIV/AIDS' activities as part of the micro-enterprise. And that's the ideal form of economic strategy
that one can talk about.

And then, in Uganda, I mean, of course, it's not supported by USAID, because USAID was not
involved in the multi sectoral program, but everybody talks about the success of Uganda in reducing HIV/AIDS
prevalence rate and in improving health, and nobody talks about the] 2 different ministries that are involved in
HIV/AIDS programs from their different perspective. And also that, in each sector, they had their champions who
were really trying to bring the focus on various communities, and then they have a non-governmental organization, and
all the ministries were supponing this organization to provide totality of services to the communities. So community
by community, they were achieving success.

Zimbabwe with all its problems, is doing a fantastic job in what they call "Project Lead," They have
introduced a very innovative voucher system that will link the AIDS-affected families to legal services and now to
social services. So there are innovative activities which are going on, which can be replicated and can be found '
successful.

So what the health sector should do. The health sector, unfortunately, is just focusing on cure and
care. The health sector is not focusing on prevention. And, therefore, I think that one important direction that the
health sector should take is to try to prevent the disease. And if the health sector was acting like insurance companies
in the United States, like any businesses, their first focus should have been to prevent the disease, so that the burden on
the health sector, itself, is reduced. They are not doing that. That is where the private/public sector involvement would
be most useful, if the health sector would start thinking in terms of reducing the burden on the health sector, itself, by
preventing the epidemics. And for that, ) think the health sector has to reach out to the other sectors in trying to create
the right conditions for development, which will help reduce the adverse impact in health sector.

Actually, health sector is responsible for spread of the epidemic. Now there is evidence that
HIV/AIDS is spreading through infected needles, through the infected blood supply. So the health sector should do
two things; one is greater focus on systemic improvements, and two, harnessing the energies and efforts of other sectors
to improve health.

And then, lastly, I think that we have done a lot of work in multi sectoral efforts. Now, of course, it
has slowed down during the last two years and the USAID has lost the edge, but at one time, USAID was supposed to
be in the lead. But what we have learned are three "e"s. What is most important is lhe commitment of the staff, the
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champions that were generated through the process of various consultative meetings and discussions. Managers like
Hope, who were encouraging the multi sectoral programs, and at the country level, the directors, such as in Zambia and
Uganda. Then the other is coordination. I think coordination is extremely important. We have been talking about
coordination, but where are the coordination mechanisms? Every sector is going its own way. There is no
coordination at all. And we have seen in Zambia, the success of very strong coordination at every level. And the third
is concerted action. Ad hoc action in different places does not help. It is rea))y the greater geographical focus and
different sectors working together in a concerted manner that will help, and we have seen the best practices.

Now, the grand finale, the funding. I think we have been talking about funding an the time, and I
think that has become one of the factors, that each sector says, oh, we don't have funding; how can we do that. But
then, I think that, again, to quote Zambia and South Africa, they have addressed that issue, and that issue can be
addressed in two ways. One is, of course, that if the sector is convinced that HIVIAIDS or health is having a
devastating impact, then, certainly, that sector has to address the issue, and it's not expensive. There are certain things
that can be done which wi)) have a profound impact with low cost. Secondly, moderate funding is required for the
analytical work which can be done to get more data, more information, and more success stories out. Then the
relocation of activities. Concerted actions are absolutely essential. To relocate the activities doesn't cost much. I think
to insure that something happens that some sort of a fund has to be established to facilitate a speedy action on
multisectoral action.

So my conclusion is that commitment, coordination, and concerted actions defines success, and I
think that we have to strengthen the health system, we have to focus on doing a number of things that are necessary to
have a systemic approach. Improving conditions of health by addressing the determinance of health. The three are
basic food, education, and water supply sanitation. Thank you.

HOPE SllKIN-KLAUBER: Thank you very much, Ishrat. We now have about 20 minutes for
questions.

FATHER KELLY: I have two points I want to raise. I find it very useful, in all of this area, to think
in terms of the UNDP Human Development Index, because we look at the components of that index; health manifested
through life expectancy; education through literacy and through the general level of education of the population; and
then an ability to live a decent life, the per capita income. And these bring many of the sectors together in that one
particular index, and I think it's a very useful way of looking at this whole problem.

But then I do have a question. It's not exactly for anything that Ishrat said, but it reminded me of
something. How is it that a major anticipation of a health problem through the use of tobacco was reversed, overcome,
overthrown in the last 20 years by resources and we were able to do that worldwide, we're stilJ putting a lot of money
into it, and we're not doing it in this area? Why was there the commitment to reversing the public use of tobacco, and
we can't do it here? The only difference I kind of see between this and what's going on in HIV/AIDS is you smoked in
public; you don't have sex in public.
It's a question that has always puzzled me, and maybe you and the agency here could answer.

BUFF MACKENZIE: I just have a question for Ishrat. One of the reasons why I think people have
sort of realized that education is in such trouble is that we have pretty good statistics on how many teachers there are.
What do we know about the health sector? In other words, even if there haven't been overa)) large systematic studies,
do we have good information on how fast we're losing and replacing health professionals?

ISHRAT HUSAIN: You have a very good question, Buff. Actua))y, one of the studies indicated
about 20 percent loss of nurses. But then, you know that this loss is just not because of HIV/AIDS; it is also because of
migration. But the worst thing is this; that many of the nurses are leaving Zimbabwe and other places because they
cannot stand to see young persons dying. And so this 20 percent rea))y does not reflect the realties. So my guess is that
it's 20 to 30 percent loss of nurses from the health sector.

HOPE SUKIN-KLAUBER: Let me just add, it has been much more difficult to work with ministries
of health than it seems to be with ministries of education. We've been trying to launch the same type of assessments
and technical assistance in the health sector as we have with the ministries of education, and there seems to be many
more roadblocks than what were expected, so from what I know, we don't have as good data as we do in the ministries
of education. And this is something that, you know, in Africa, we're workin'g with AlJen Whiteside in, and also in the
Commonwealth Secretariat, to do a fe~ of these assessments, so we can create lessons learned. But it's been
surprisingly difficult to get our colJeagues in the ministries of health to do the types of studies that ministries education
have done.

RON HOWARD: Ron Howard from OIC lnternationaJ. Just, first, a comment to your question,
Father Ke))y. Smoking, everybody can connect to that, because they have been affected by it. They're involved by it.

•
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It's an immediate problem and an immediate reality that cuts across a)) of the society. HIV/AIDS is sti)) perceived as
being somebody else's problem. It's remote. It's removed, so there's no investment. The three "C"s that Ishrat is
talking about can't become endeared as easily.

Ishrat, a question for you. Has the adverse impact of HIVIAIDS on the health systems begun to
reflect any kind of increased problems on other health issues that are predominant in Africa, such as malaria.

ISHRAT HUSAIN: Yes.
RON HOWARD: Tuberculosis? Is there any indications in the statistics that are coming in to show

that, because of HIVIAIDS, these other traditional problems of health are beginning to show an increase as we))?
ISHRAT HUSAIN: Certainly, malaria. I think there is an increase in tuberculosis and malaria -

tuberculosis partly because of the co-infection rate of HIV/AIDS, but also malaria. And, of course, other diseases have
not been studied, but my guess is that they will also be increasing. So it's rea))y having a devastation on the health
status.

HOPE SUKIN-KLAUBER: Friday was World Malaria Day, and a very articulate doctor from Kenya
was saying that one of the real reasons that malaria kiJJs is because of anemia. And, unfortunately, now, for children
who would need blood transfusions, one of the major issues they're now running into in rural areas are blood supplies
that are,infected with AIDS, and so this is causing a major problem with treatment of young children who have anemia
due to the malaria. And I think as we do more and more studies, we are going to see more of these types of
interactions.

DICK CORNELIUS: I'm Dick Cornelius with PPC. Actua))y, Ron just anticipated my first
comment or question, and that was that we didn't highlight in the health presentation the fact that HIVIAIDS is a major
contributor to co-infection, and that's exacerbating the problems we're experiencing with malaria and also with
tuberculosis.

I wanted to also give a second response possibly to Father Ke))y's question about tobacco. I think it's
no accident that, in First World countries, that lung and heart disease are two of the major kiJIers, and these are directly
tobacco-related.

And I think as we see in the developing world, further epidemiological transition where, relatively
speaking, infectious diseases has become somewhat less important. Absent this problem we're talking about today at
least, and as chronic diseases and heart and lung disease become even more important, you may begin to see a further
political backlash against tobacco in the Third World. But, clearly, the bilJions and bilJions of dolJars in the United
States and in Europe is related to the loss of productivity, some of the same issues we're talking about here relating to
HIV/AIDS..

FATHER KELLY: Are there any lessons we can learn?
DICK CORNELIUS: We]], there may be. I think when it hits the pocketbook hard enough and the

loss of life is serious enough, it does help to mobilize political and financial commitment.
VOICE: Just to carryon what he was stating. I'm just wondering what's going to happen when

productivity drops in countries mentioned earlier, like India, China, the Soviet Union. What happens when there's
going to be major productivity drop because of AIDS? Has anyone looked at that problem?

BRAD WALLACH: If I understand your question correctly, has anyone done sort of a forward-
looking macro-economic analysis of the longer-term impact? The productivity loss?

VOICE: Right.
BRAD WALLACH: Not that I'm aware of. I mean, it would be a very visionary kind of a study.
ISHRAT HUSAIN: But, retrospectively, it has been done in smalJ companies, like in the sugar

industry, but not prospectively. Except that the assumptions in these models that are made about the decline in
productivity when you project macro-economic impact.

HOPE SUKIN-KLAUBER: Thank you. Gary.
GARY BITTNER: A question fo~ Ishrat. You mentioned in one of your slides, there was a need for

multisectoral funds. And I noticed that Dr. KelJy also mentioned this Human Capacity Index, which might be an index
from which a number of sectors can look at and maybe put their funding towards.

ISHRAT HUSAIN: If you read what the fund is supposed to do, they're very focused on health. But I
find now that they have started funding the multisectoral programs. So it a)) depends on the country request, and if the
country request contains certain elements on multi sectoral programs, they do fund that. And that was a very pleasant
surprise, and we are hoping that this wi]] continue. I think it was in the case of Zambia. There are several programs
that they have funded which are multisectoral, so I think that that's a good development.
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STEVE HADLEY: Hi. I'm Steve Hadley. I'm from the Economic Growth Office, as is Brad, and,
like Brad, relatively new to this area. But as we were talking about projections of productivity and also talking about
the interests of private firms, one of the things that strikes me is that private firms are going to make very hard-nosed
decisions, by and large, and, obviously, they are going to be interested in maximizing their investment in any sort of
investment in this area.

It would seem to me that their biggest return is going to be, essentially, in prevention. And so, if you
are thinking strategically, how can you enlist the private sector, and you look globally now, it would seem to me you
would be wanting to put an awful lot of effort in trying to engage the private sector in the countries where this is yet to
hit epidemic proportions, because a small investment on the part of private sector would go a very long way.

HOPE SUKIN-KLAUBER: Yes, absolutely.
GARY VAUGHN: My name is Gary Vaughn. I work in Knowledge Management for EGAT. And

my question was how to convince others to get involved in other sectors, other regions? Hope made the point earlier
that the minister of education looks at it one way, the minister of health looks at it differently. I'm sure we've got the
same situations in AID; some sectors are taking this more seriously; others are not. Some missions, some regions, yes;
others are not. And so I guess my first question is, what are both of your perceptions of sectors in AID in realizing the
impact of HIVIAID? And then the really important question is, given this unevenness, what's it going to take to move
forward? Is it a question of policy? Is it a question of allocation of money? Is it an information problem? Is ignorance
the big issue? Is it best practices, partnering with other donors. What is some preliminary thinking about how to get
the disengaged more engaged?

HOPE SUKIN-KLAUBER: Brad.
BRAD WALLACH: Let me start, and then Ishrat, certainly, can follow. I think your point is very

well taken, and I suspect that what you're seeing is a lag effect. I think there are some sectors where the impacts of
AIDS were felt and measurable sooner; certainly, health and then education sort of fall into that area. It's also a
methodological question. I think there are some impacts of AIDS that are much more easily visible in health and
education, perhaps above economic growth -- the area where I'm most familiar. But as the dimensions and the
magnitude of the impacts become increasing, as the circle effect starts to ripple further and further out, all sectors,
ultimately, wiJ] be brought into the discussion. And I think the way things work in AID Washington is, basically, top
down still, and as the administrator comes through and pounds his fist on the table, and then the assistant administrator,
in our case, pounds hers on the table and says, "Thou shall become engaged in this issue," because it will ultimately
impact the way we do business, that's what's going to ultimately bring the rank and file to these kinds of discussions
and to being active participants in cross-office working groups.

ISHRATHUSAIN: You answered part of the question. I certainly feel that commitment from the
top is very important. I don't think anything happens in the bureaucracy unless you get the command from the top. I
mean, it's a sad situation, but the development business and community wouldn't take as much action unless they get"
the instructions from the top, so that is extremely important. A conducive environment is extremely important. But the
other thing that is also very important is, of course, the resources question that you mentioned. But, you know,
commitment also comes from the realization of the problem, when it is put in its stark reality. Whatever happened in
USAID was the result of this '99 meeting. I never realized the importance of that meeting. It was the first time that we
presented evidence on the impact of HIVIAIDS on various sectors, and as people from different sectors tell me now,
that was a sort of eye-opener. They had never realized that there was such a bad situation, because it's so invisible. You
see sick people all over the place, and you have been seeing it, so people become impervious to that.

ISHRAT HUSAIN: Nobody really listened. I mean, we kept saying, go to the low prevalence
countries and stop the epidemic now; otherwise it will get out of hand. They said, no, no, no. You guys have been
shouting about diarrhea; you have been shouting about measles; you are shouting about everything. Now is the time;
you have evidence. We have evidence. We can present that evidence in a convincing manner to really get the
champions. Champions are critical. In every sector, if you can have one or two champions, if you can multiply Buff, if
you can multiply Brad, if you can multiply Hope, I think that you will have a very strong program.

BRAD WALLACH: That doesn't get at the second half of your question, which is how do we
engage more people most effectively. I suppose you are the resident expert in Knowledge Management and how it's
shared across the agency. Maybe you have the answer to your own question?

GARY VAUGHN: Well, part of it is organization. Organization has to be people committed and
enlisted to make it work. You mentioned leadership; that's important. Top management encouragement; that's
important. A web page. Well, a web page, you don't just turn on a light. It requires a mix of people like the people in
this room who have the knowledge and the expertise to contribute to something like this. So, obviously, organization
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of information and a lot of other things. One suggestion I would have is the materials from this workshop should be
collected and posted on a web site at the earliest opportunity. That would be very helpful.

HOPE SUKIN-KLAUBER: Dick, can I also ask you if you wanted to respond to that from PPC?
RICHARD CORNELIUS: Sure.
HOPE SUKIN-KLAUBER: And then Buff.
RICHARD CORNELIUS: I think all of the points that Gary have raised and that lshrat have raised

are relevant. I think, from PPC's standpoint, another aspect we're tackling is to generate an enabling policy
environment that encourages a multisectoral approach to this problem, because l've been struck that the more l'm
hearing, the more convinced I am tha1'lhis really is more than a health issue; it's an issue that's affecting every sector,
and therefore the solution can be enriched by involvement by all the sectors.

Some of the commitment of top leadership is certainly going to be important. I think commitment by
middle management is also important. And, you know, our hope is that, not only will we, over time, adopt a more
multisectoral approach to this within our own programming, but I would like to see us get back to the day that we had
apparently three or four years ago when USAID was a real leader in promoting this basic multisectoral approach. So
the role of the task force within USAID has been to make this issue visible, create an enabling policy environment, but,
ultimately, I think the answer is for this to become more mainstreamed in our programming across all of the sectors;
that each development area within USAID sees HIV/AIDS as an issue with which they have to contend, and the Global
Health Bureau sees partnership with other bureaus as part of the solution. And that's what we're working toward.

HOPE SUKIN-KLAUBER: Thanks. Buff.
BUFF MACKENZIE: I just wanted to make two points. First on Brad's point and Steve's point, it

has to start impacting people, and there is this lag effect. I remember for how long the big mining companies never
thought that AIDS would be a problem for them. Oh, you know, we're capital·intensive, unskilled labor; well just
replace them. Well, Anglo-American with the help of Allen Whiteside and the University of Natal, found out it was
too expensive to replace even unskilled labor, which turned out actually had skills. So productivity and bottom lines
were hurt. I will say, having worked with the private sector, they're not only thinking about the bottom line inside their
company, but also the longer term -- what are their markets going to look like. I think they are willing to work in a
much more positive longer-term effort.

Getting back to Gary's point, If this is going to tell us anything, it's basically going to tell us that we,
as an agency, are ill-organized to engage on this issue, that the donor community is not organized properly to engage on
it, and, frankly, that the development paradigm under which we do all our "sectoral business" is out of date, because of
HIV/AIDS. This really is the big elephant in the room that really, basically, invalidates everything that we've been
doing for the last 30 or 40 years. So I hope part of the discussion tomorrow is, what is this new engagement going to
look like with our developing country partners and communities.

HOPE SUKIN-KLAUBER: I think we have time for one last question or comment.
PAT FNPIERE: This is actually a comment, because as you were saying, we need to change our

development paradigm for these multi sectoral forays as well, if we are moving more into failed and failing states. If
this millennium challenge account comes on, that's going to be a whole other cross-sectoral sequencing issue that we
haven't effectively dealt with. OTI, of course, is to some extent, but that's going to mean another way of doing
business.

HOPE SUKIN-KLAUBER: To close and maybe also a comment and response to your question, I
really do want to thank PPC for holding this type of meeting. J think the first meeting that we had about a month ago
and this one, certainly, has brought more people together, and it's given us an opportunity to share experiences and
what bureaus are doing. And I think we've all learned that more is going on than what we thought.

] think it's very important for PPC to continue to provide leadership and these types of exchanges. I
think the task force that EGAT has now will be very, very important to move us forward in these many, many other
sections. The health sector is not usually humble, but as a member of the health sector, I have been saying very clearly
that it cannot do it itself. In fact, we're sort of the tail wagging the dog. And J hope that tomorrow, the question then
also goes from what can we do here internally as an agency to how we can facilitate this type of sectoral dialogue in the
international community, and I hope that Brad Strickland will talk about the experience in education, because there
nowis an international movement, and at the same time, how we can facilitate dialogue of our African and Asian and
Latin America colleagues. And J also hope that Allen Whiteside will talk about thenew commission that's called the
Commission on DG and HIV/AJDS.
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HOPE SUKIN-KLAUBER: That was set up to really promote leadership on the continent to begin
to deal with these multisectoral issues. Anyway, I want to thank Brad and Ishrat very much and give them a round of
applause.

(Applause.)
HOPE SUKIN-KLAUBER: -- and turn this back to Dick.
RICHARD CORNELIUS: Well, thank you, Hope, and thank you to the panelists. I think it's been a

very good day. I think the presentations today have been stimulating and have, certainly, laid the main issues on the
table. And I was intrigued that in the discussion period we just finished, that many of the kinds of issues we'l be
getting into in more depth tomorrow have been anticipated. So I hope that will be an encouragement for you all to
come back and continue to share your ideas, because, indeed, tomorrow we will be looking at what are we doing to
better incorporate HIVIAIDS in all of development planning, what are some successful models that have been used at
the headquarters, as well as field levels, to take multisectoral approaches to dealing with HIV/AIDS. And then we're
going to deal with some of the practical bureaucratic kinds of issues that we've begun to discuss this afternoon. So I
thank you for your attention and we will start promptly at nine o'clock. Is that correct?

VOICE: That is correct. May I say one more thing?
RICHARD CORNELIUS: Yes.
VOICE: Invite your friends, if you would, because otherwise you'l all end up eating two lunches.
(The conference adjourned for the day at

5:02 p.m.)
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Workshop on HIV/AIDS & Development:
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Transcript

HIV/AIDS and Development: Impacts and Multisectoral Strategies
A USAID Workshop held April 28 and 29, 2003 at the Ronald Reagan International Trade Center

Tuesday's Proceedings:

MR. CORNELIUS: Good morning. Our first session today is going to be a very brief
outlining of some common themes and issues that Buff Mackenzie heard in the discussion yesterday. And
it's really intended both to give some thoughts on ideas that need further discussion today.

One thing that was clear yesterday was the agreement that the core strategy for combating
HIV/AIDS has to be prevention. It was noted by more than one person as being the most cost-effective
approach in the long run. And there was also agreement that the health sector cannot solve the HIV/AIDS
problem alone; that there really needs io be cooperation between sectors to address the HIV issue.

There was a lot of discussion about some of the synergies that occur when there is a
multisectoral effort - as evidenced by the fact that education, for example, creates men and women who are
better informed, and have less likelihood of contracting HIV/AIDS. In the DG area, it was also noted that
there are important synergies where creating a committed leadership is fundamental to mounting an
effective HIV program.

HIV prevention efforts can benefit from efforts by other sectors. And, conversely, other
sectors obviously benefit from a stronger effort to control HIV/AIDS.

Yesterday I was struck by the number of different levels at which we're feeling the
impact of HIVIAIDS. Obviously at the individual level, the morbidity and the mortality associated with
HIV/AIDS, the impact on individual productivity, the impact then at the next level, at the family level,
where family members who could be doing productive things are having to instead care for and spend
resources on care and treatment and ultimately often burial expenses related to those that are infected with
HIV/AIDS.

Then, at the systems level, we heard over and over again how skilled manpower, whether
it be in education, whether it be in public or private sector leadership, whether it be doctors and nurses in
the health sector, whether it be administrators across different sectors, are being taken away by this disease.
They're being infected and dying from HIVIAIDS. And we heard over and over again how difficult it is to
replace these people.

We also heard something about the macro level impacts, that they are sometimes hard to
detect, but are becoming large enough now where they are coming on our radar screen.

Today we'll be thinking about the way forward. From yesterday, I noted just a few
ingredients that I heard for moving ahead. One was solid information, not only for planning interventions,
but for monitoring and evaluating whether those interventions are succeeding. Another was the need for
political leadership, whether it be at the host country level, whether it be among the donors and the
international community. Even within USAID, we heard that sustained leadership and sustained support
from top leadership in our agency is critical.

We heard about the need obviously for well-conceived and thoughtful and effective
program interventions. And I was struck by the point that Michael Kelly made that we not forget that they
need to be culturally appropriate, that the most rational seemingly well thought out approach may not
always work because it doesn't take stock of cultural sensitivities, the cultural milieu in which we work.
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111 close by saying that, of course, the big item that we talked about as a necessary
ingredient in moving forward is resources. There's agreement that resources need to come from all spigots
to address HIV/AIDS and to address the impacts that HIV/AIDS is havingon other sectors.

, So those were some of my musings on what we said yesterday. And I'd like to invite
Buff Mackenzie then to come up and share some of his thoughts.

MR. MACKENZIE: Let me just mention a couple things that stuck out at me and
messages that came out of the presentations. I thought they were very rich because you could begin to see
the possibilities.

The democracy governance part is something that I think we're not spending enough time
on and we need to think a lot more about. DG has never had a lot of resources, but they've always been
very good at targeting those resources. The comment about entry points and looking for entry points fits in
with what Dick was talking about. We're having impacts at different levels. The question is how we figure
out what those entry points are.

Clearly, I think, from Michael Ke]]y's presentation, education is a pretty rich sector in the
sense that it knows a lot about what's going on. There's still a lot of work to be done, but his comment
about the too big a reality was something that we rea]]y need to take into account as AIDS accelerates.

I thought the Brad Wallach's piece on economic growth was also very important because
what Brad was showing is that there are impacts at every part of the economic growth. In other words, it's
at the macro area. It's in trade. It's in investment. It's at the micro level. If you're in business or in
economic growth or in poverty reduction, you're going to see that HIV/AIDS is touching you. And
certainly the message that the health sector gave, the health sector can't be isolated and can't do it.

I'm reminded of one of my favorite comments by the health officer in Zambia who
questioned whether we could take on AIDS in the highest prevalence province without help from other
sectors. We need those Coca-Cola trucks. We need the agricultural research and extension people to be
getting the messages out. It's too big a problem to take on by any sector.

But let me talk about a few themes that I thought were worth pUlling on the table just as
sort of background for today and sort of complementing what Dick had said.

First of all, we need more research. We need more information and data on what's going
on. We know a lot, but we need to know more and we certainly need to know more about what it takes to
change behaviors.

We're moving toward a strategic emphasis, but we rea]]y don't have defined strategies at
the agency. A few missions have it as objectives, but one of the roles of the central part of an organization
is to help the field think through the strategic way of addressing AIDS. That's one of the roles that I hope
will come out of this.

Certainly there have been a lot of work to date and if you remember, Bob Groelsema
talked about the HIV/AIDS tool kits. What have been the impacts of those kits? Lthink we need to make
sure that whatever we're doing, we have some rea]]y good feedback loops into the -- into what we're doing
to make sure that it is going in the right direction and is having some impact and we're not just, you know,
creating documents that aren't used.

One of the things that rea]]y strikes me more than anything, you heard Barbara Turner
talk about the impacts on agriculture and fishing - all these that take manual labor where people with AIDS
or people taking care of people with AIDS just don't have the energy, the resources. We know people with
AIDS need higher nutrition, which means that lower nutrition and caloric intake has a negative impact on
them.

And I go back to the Monterrey financing for development meeting which was a couple
years ago. One of the major bottom lines of that was that you're responsible for your own development.
You develop the sheet of music and the donors will playoff that. So I would ask a]] the sectors in this
room, what is it that we're asking developing countries to do less of with AIDS on their plate? The answer
is that I think we overwhelmed countries before AIDS rea]]y manifested itself in powerful ways and now
we are taking them out of business.

Part of Monterrey was changing donor behavior and harmonizing practices, getting
donors to work better together. But, frankly, there's just too much on the development plate and countries
need to cut back and do maybe about eight or ten things very we]] - maybe the other stuff just has to wait a
while.
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You heard the point by Father Kelly about the psychological impacts. AIDS is not just a
stand-alone thing that just happens to other people. You do not have to have AIDS to be traumatized by it.
I can tell you there are employees of the U.S. government in Africa who are traumatized, some so badly
that they are unable to work right now and they don' have AIDS. They're just worn down by going to four
or five funerals a month, by caring for ill family members, and the like.

So whether you have AIDS or you don't have AIDS, there is still a tremendous
psychological burden. It's just happening in slow motion and we need to think a lot more about what it
takes to keep people's mental health in good shape. We need to spend more time on the counseling part for
all peoples and in different ways. Having been involved in the Nairobi bombing where we had counseling
for victims and families and anybody in about ten different languages, I know it can be done.

Dick mentioned the impacts on human capital. Let me just add two things to that. There
is the impact on the institutions that that human capital forms and then there's a point that our colleague,
Malcolm McPherson, from Harvard has been talking about which is the loss of the networks.

Think about the Internet. You can have a bunch of old 286, 386 computers which
individually have no power. Put them together and they can solve space issues for NASA and astronomical
calculations. So I think one of the highest prices that we're seeing of AIDS is not just losing individuals,
but the knowledge they have, how it fits into the institution, and how that person has a network not only
within the institution but with other individuals and institutions. The loss of that is almost incalculable.

Two final points. Father Kelly talked about the people-intensive nature of teaching. We
just need to think about the people-intensive nature of a lot of development activities. And we need to
think about how technology can complement and add to helping people get through the day. I don't think
we have the answers in all cases certainly, but we need to think about technology as a positive force not as
replacing human capital, but helping capital, whether it's helping farmers to know when to plant, figuring
out what types of new varieties might be needed that, say, need less care, less weeding. But we need to
think in a much more innovative way of using technology. .

And the final point is - as we've heard a lot about the multisectoral response in terms of
approaching the issue - we in USAID are still a stove-piped agency. We have both vertical stovepipes and
we also have horizontal stovepipes. It is just as dangerous to get to thinking of AIDS as the only focus.
You will begin to see, say, that the activity that I'm doing in HIV/AIDS can be made better if I brought in
DG, if I brought in a women and development perspective, if I thought about how that fit in with the
economic growth sector.

I'll just give one example. I used the coffee break yesterday to get Bob Groelsema to talk
about having him participate in a business and HIV/AIDS conference in Durban in June. One of the
problems that business people are having is, well, if we take care of our own business and we build our
own clinics, we still are in a larger national space where we have leaders who are not engaged in AIDS.
How can we use policies, pressures, how can we bring in other stakeholders to solve it?

So as we talk trippingly off the tongue about this idea of being multisectoral and cross
sectoral both in diagnosis and response, I think we have a long way to go as institutions to solve this. I
hope that part of the conversation today can be to see how we can begin to break down these horizontal and
vertical stovepipes that basically impact on all of us. Thank you.

(Applause.)
MS. BUTLER: Thank you both, Dick and Buff, for a very good summary of yesterday

which was a fairly rich day, blasting through four or five sectors in one day, unlike our first workshop.
This workshop unlike our first workshop is an amalgamation, is a melding of sort of

high-level, strategic understanding of the impact of the disease on sectors and trying today to get down to
much more practical matters of what we as an agency can do about it.

But before we get down, roll up our sleeves and get down into the brass tacks, we have
two excellent speakers with us that will keep us at a strategic level as I understand it. And it's my pleasure
to introduce the first of our speakers today.

He is someone who doesn't need an introduction in this group, Dr. Alan Whiteside. But
for the record, I will say that he is a professor, the director of the HIV/AIDS Research Division at the
University of Natal in Durban, an MA from the University of East Anglia and a Doctor of Economics from
the University of Natal. As you all know, he's been working on HIV/AIDS since ]987 and with our
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organization since at least 1995. He's written widely on the subject, most recently a book, "AIDS In The
21st Century: Disease and Globalization" with Professor Tony Barnett.

Alan will be sharing with us today a very exciting presentation that hasn' been seen by
many people. It's a future scenario effort that he's developing with Shell South Africa, although I '
understand it's based heavily on South Africa inputs, but is applicable to Africa in general.

This is particularly apt for us this week because the head of Shell, Royal Dutch Shell, Sir
Philip Watts will be -- is in town this week and will be meeting with the administrator of aid on Friday.

DR. WHITESIDE: I made a note as Buff was speaking and I just want to remind myself
of what he said. Too big a reality, too big a reality. That's really what this Power Point presentation, this
scenario is about. It's about development of scenarios for high prevalence HIV/AIDS countries. And it's a
presentation which hasn't been given in the USA before. It's based on work that we did for Shell- work
which was blocked for a year because it was so politically sensitive that they didn't want us to take it on the
road which was a great pity.

Let me begin by saying why are we doing this? Why did I get involved in scenarios and
the idea of scenarios? And there were four reasons.

Scenario planning has its origins in the Department of Defense in the United States when
people try to imagine what would happen if there were a nuclear war. So this is where it started and I'm
bringing back a particular version of it to the home of scenario planning.

Now, in 1983, '84, in South Africa, Anglo-American got together this group of brains and
they said we are in a terrible situation in South Africa. We have a government which is intransigent. We
have a liberation movement which cannot win the battle. We need to think about what sort of futures we
will have in this country.

So what they did was they developed a set of scenarios, the high road and the low road,
which they then took and presented around the country. And the high road was a move towards a
negotiated settlement with the potential for economic growth, with a rosy future for the country. The low
road was the intransigent situation we found ourselves in, a white government unwilling to negotiate. The
liberation movement was unable to win the war. It was a long-running, low-level civil conflict, economic
decline, a country which you really didn' want to live in.

They took this scenario on the road and said these are our choices. Which do you want to
go for? Do you want to go for the high road or the low road? And they also said to people you have the
ability to make a difference. So that scenario exercise was incredibly powerful because it showed possible
futures, high road and low road, and it said you can do something about it. You,·the ordinarycitizens of
this country can do something about it.

Now, what about HIVand AIDS? Well, I think thereare three reasons why scenarios are
probably one of the ways we have to go in understanding this epidemic. The first one is because of the
long-wave nature of the epidemic. The second is because of the failures of models. The third is because of
the complexity of the disease. And perhaps one could add another one with regard to HIV and AIDS, that
it is a way of mobilizing people.

So what are "scenarios"? They are descriptions of possible alternative futures. They are
internally consistent stories about distinctly different futures. What they're not is predictions of what is
going to happen nor are they sociopolitical value judgments. I'm going to make a number of statements
when I give you the scenario stories and they are what we think could happen. They are not what we
believe will happen. And in one case, I sincerely hope I'm going to be wrong.

Let's just very quickly talk about the reasons why scenario planning is a value. The first
thing is the long-wave nature of this epidemic. Many of you have seen the slides and I promised Ishrat that
if there were more than five slides that she's seen before in this presentation, I'd buy her a drink for every
one that was a duplicate.

This is one of them. This is a slide which shows an HIV curve and, frankly, this is all the
data we have. It's the ability to track HIV prevalence in our societies. We in South Africa, if that's where
we are, are at 25 percent. In Botswana, we're probably up there at 38 percent.

Now, as I said, HIV prevalence is the only data we have. What we know is that coming
along behind, and we've gotten on average eight and a half to nine years behind, is the HIV/AIDS
epidemic. But if the gap from here to here is eight and a half years, then that's a real problem because no
national development plan is longer than five years and no political term is longer than five years.
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So what we're trying to do is to get people to 'respond to something which is in the future
and probably a long way in the future. It's a real issue around trying to motivate people in terms of long
term impact.

This is the third one, which you've seen before. This is showing that the impact is even
further in the future. Take an orphan, a child that is orphaned today age six, they really are going to be an
issue for society until at least they're] 8. So we're talking about at least twelve years and possibly longer.
So the long-wave nature of this epidemic means that we cannot look at it with standard planning processes.
Scenario planning offers us one option.

Here's another slide which shows the numbers of infected sick and dead in South Africa.
This is our graph of HIV prevalence and we know where we are up to 200] because we've got the data and
we know where we're going to be or we predict using the models where we're going to be in terms of
cumulative AIDS deaths and cumulative numbers of AIDS sick. You can see the population stabilizing in
South Africa. But as you can see, already with this model, the Actuarial Society of Southern Africa, we're
looking up to 20]0 which is quite a long way ahead.

Now, the second thing that I said is that existing models don't allow us to understand
what is going on in the epidemic. The important question is again how do you build into the impact
information around the psychology? We've got the pathways. But at each level, we really don't know
what's going on because we don't understand the feedback loops that are going on in the epidemic. And,
indeed, if you go to the macroeconomists, they're going to tell you that actually AIDS will only cut
approximately one-third of a percent off the GDP growth rate. This is the macroeconomic model forecast
for South Africa.

As you all are aware, this is not the sort of thing that will get ministers of finance terribly
excited. So I would argue that there's a problem in terms of looking into the future. There's a problem with
existing models in that they cannot really show the complexity of the epidemic and they, in fact, are
economic -- they are failures in terms of looking at the epidemic.

So in 200], we were asked to do a scenario study. We were charged with understanding
the impact of HIV/AIDS on Shell's market operations in Southern Africa, Botswana, Lesotho,
Mozambique, Namibia, South Africa, and Swaziland. And we worked with a lady called Barbara Heinzen
who's based in the UK to look at what the impact was going to be on Shell, on its employees, on its
markets, and on the economies. And we divided our study up into five parts. I'm going to present only
four parts of it and I'm also going to shorten some parts of it.

The four phases of the study were first of all to understand the epidemiology, secondly to
link people, things, markets, numbers, thirdly to understand what is driving the epidemic, and fourthly to
develop future scenarios, and then finally to look for recommendations for Shell.

Understanding the epidemiology. What we started off by saying is what we know is the
HIV prevalence rates. This is the data we have where we're tracking HIV in the antenatal clinics around
Southern Africa. This is a known. This is a given. Well, in fact, we've discovered with our president that
you can argue with it, but you shouldn't be able to argue with it because this is hard data that we have.
We also said that there are a number of steps that you need to understand in terms of the epidemic. You
need to understand the information around exposure, that it's not an easy virus to transmit. And that's a
really important point because that's about giving the right messages about this epidemic. It's not like
SARS. I mean, the panic around SARS is extremely instructive for this epidemic because basically what
you're finding is people are responding to this in a way which is quite panicked and it is a very easily
transmissible virus. People panic around AIDS and it is not a very easily transmissible virus.

There are also very simple prevention messages that we need to look at. We looked at
what people needed to know within the company about the epidemic, about HIV transmission, about the
HIV epidemic. And, again, one needed to reemphasize this, that you're going to have many people in your
workforce who are HIV positive, but are not sick. We needed to talk about the length of the incubation
period and we needed to talk about HIV prevalence. And, finally, we needed to talk to the company about
AIDS related disease and deaths in order that they understood that.

What we said at the end of this was basically that there are certain inescapable
consequences for our country and for our region as a result of this epidemic. There will be adult illness and
there will be adult death and that is going to have an impact on the level of organizations, companies such
as Shell, institutions such as the USAID office in Pretoria where you're going to find a shortage of -- lower
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

productivity, shortage of skills, higher business and government costs, and also an impact on the household
level where we're going to see higher household costs, where we're going to see an impact on particularly
women who are having to carry the burden of care, possibly new forms of households evolving, less social
cohesion, et cetera, lower population growth.

We said these are inescapable and in the long run, what they're going to lead to is lower
savings in investment and lower economic growth. And now having had the pleasure of sitting next to
Malcolm McPherson on the plane, I would add to that the concept of shorter time horizons. Somehow that
needs to be built into this as well to try and work out what that's actually going to do to economic growth.

We looked at this and deconstructed it. This is what we know. This is our HIV
prevalence. That's 1991 to 1998. If we lookinto the future 2001 to 2008, this is what we're predicting:
total AIDS deaths cumulative, total annual cases. And what we concluded for Shell was that this was a
horrendous but manageable epidemic. For the company as an institution in South Africa, this was a
horrendous but manageable epidemic.

Then we started looking at some of the direct impacts of this epidemic and tried to
understand what it was going to do to the economy and to Shell's markets. We started with HIV
transmission. Running through it, we looked at what's actually going to happen. We looked at issues
around incapacity and absenteeism costs, costs of rehiring, and who dies and who survives because that's
particularly interesting from a political economy point of view. .

We said these are direct impacts. Now, let's try and understand what this is going to
mean for the various business sectors of the company. And we went and we looked at the impact of the
disease on retail, on commercial, on trucking, on agricultural sales, on mining, on manufacturing, et cetera.
And we built up slides like this for every sector.

I'm not going to go through each sector. What we found, for example, was that less
savings would lead to less disposable income which would have an impact on the retail trade. This is a
market where you can' compete in terms of price. You can only compete in terms of location, location and
the quality of service that you offer people. But if you've got a Shell garage here which is selling petrol at
three rand a liter, then the BP garage down the road has to sell it at three rand a liter. You've got no
flexibility around price. Your only flexibility is around the cost of the location and the quality of service.
And we came to the conclusion that this was bad. On the one hand, you'd have fewer cars and, therefore,
you might have more taxis using the petrol. On the other hand, you might have fewer taxis. We just tried
to build a picture of what was going on and this is being used by Shell in terms of their retail management
and in terms of their design of where they're going to go. But really it was very hard to establish where you
would and would not expect to see impact for this particular company.

What we did then was to look at commercial enterprises and we looked at mining,
manufacturing, transport, and commercial agriculture. We came to the conclusion that on manufacturing,
we didn't have any idea what was actually going to happen. With regard to some of the other sectors, we
could see potential impacts. For example, in agriculture, we could see mechanization which is good for
Shell. On the other hand, we could see an increase in small holdings with less fuel used, et cetera, et cetera.

At the end of the day, what we came down to that AIDS is bad news for our economy.
AIDS is bad news for Shell, but it's very, very hard to track this and it's even harder to know how you're
going to position yourself in the face of this epidemic. I think that probably is the key message. We've got
systems here that we can look through, Where we can track through what we're going to see. But at the end
of the day, it's very, very hard for this company to position itself.

We then went in and asked what's driving this epidemic. And basically we applied this
concept that the major drivers of the epidemic in Southern Africa are the lack of social cohesion and the
relative wealth and the inequality of wealth distribution. And we said there are four possible places where
you're going to have an epidemic or four possible epidemic curves. First, societies where you have high
levels of social cohesion, high levels of wealth, these are the societies ofthe USA, of Western Europe, of
Japan. And as you can see, the epidemic never really takes off. It's low, low, low. It's actually lower than
that, but it's an epidemic curve that never takes off. So we said that doesn't really apply to us.

The second sort of epidemic curve you're going to find is the countries with high social
cohesion but with low wealth. These are countries like Senegal, Cuba, the Gambia, places like that. Here,
we donl expect to see much of an epidemic. And that doesn't apply to us either.
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We said the third sort of epidemic countries that you're looking at are countries with low
social cohesion and low wealth and here we're looking at places like Rwanda, Haiti where the epidemic
takes a long time to take off. Where we're at in Southern Africa is a situation where we have very low
social cohesion and high wealth and incredible income inequality. This is the worst of all possible worlds
because there the epidemic explodes. And this actually does fit in very nicely with the epidemic curves that
we've observed around the world and it's one way of explaining the epidemic curves. It's an explainer of
past epidemics and a predictor of new ones.

We said that what we need to understand is that in Southern Africa, we have a
particularly unique history, a geography of separation of the apartheid era and a geography of separation of
the situation in Zimbabwe. We have a western economy which is drawn in the African population and has
led to huge migration. We've got a homeland economy with not enough land for growing populations, ban
to education, bans for women, movement of people, migration, and basically all that has fed into what we
see in the 1990s, rising unemployment, frustration, crime and drugs trade, violence to women, prostitution.
And as a result, what we say is this is leading to a rising prevalence of HIVIAIDS.

So historically lacking social cohesion, the unhealthy dialectic of migration, mobility,
jobs, and HIV inevitably meant that come the] 990s whenHIV appeared on the scene, you had a situation
which was ideally placed for it to occur, for it to take off. And, indeed, that has certainly been the case.

We also looked at some of the drivers and these slides are available for people to look at.
We said again looking at this, what we find is a tension of two worlds between the traditional and a forced
traditional world under the apartheid system and a new world which has led to this and to that and then to
HIV related illness and deaths. So we looked at these drivers and we said that actually what we're looking
at in Southern Africa is a situation where HIV was inevitable. And I look at this wonder how it would
apply to say China or to India because certainly this box here has to be a major factor in China today.

We also did a little exercise and asked who dies and who doesnt Who are we looking at
as people who will die and who are we looking at as people who will survive? And what does this mean
for interventions?

This is a slide which was designed to show the complexity of the epidemic. And, again,
this is available to you to look at.

MS. BUTLER: I thought that was the neural pathways of the brain.
DR. WHITESIDE: Absolutely. The principal uncertainty is whether we will fracture a

fragile social contract or build stronger foundations in South Africa. And I think it's a very fundamental
question for us in South Africa because it is where we are. Anybody who knows Southern Africa knows
that AIDS has the potential to fracture that fragile social contract and I wonder if that isn' also true in
places like Zambia and Zimbabwe. In fact, I think in Zimbabwe, AIDS has already fractured the fragile
social contract.

We developed three scenarios. The first one was called ~silence is deadly'. The second
one was called ~new schisms' and the third one was called ~communities of survival'. These are scenarios
that are descriptions of possible alternative futures. They are interna]]y consistent stories about different
futures. They are not predictions of what is going to be happening and they are not sociopolitical value
judgments. And as such, they are meant to be empowering rather than disempowering.

So what I'm now going to do is to slip into the mode where in 201 0, I'm telling you what
actually happened in South Africa. So it's almost an Arthur C. Clarke or H.G. Wells in "Shift." We're
moving into the future.

This first story is not a happy one. You see, what happened in South Africa was that
there was a global slowdown. People were hungry. There was a lot of unemployment and there was
random violence. And at the same time, there was an AIDS epidemic. And the AIDS epidemic was
building a language of exclusion. There were people who had jobs. There were people who didn't. Many
people were saying we fought for the change in this country. What did we achieve because our people are
dying and they're dying in poverty?

There has been an increase in crime and some of it is related to AIDS. This scenario, we
actually have seen in Nigeria, only worse than in South Africa because in Nigeria, there is banditry around
AIDS treatment for many people and this is what we're seeing in South Africa. In fact, we have Nigerian
immigrants who are teaching our South Africans how to deal with this.
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The people who stayed in the country are building higher and higher walls. At the
moment, you don't have a security guard on your house, store, but increasingly, even middle-income
people, are requiring security guards 24 hours a day at their homes.

The language of this epidemic in a situation with a global slowdown, hunger,
unemployment, violence has created a really horrible situation in our country. And there's blame and
denial on all sides. People are saying this is a disease. We don't know what it is: It doesn't have a name.
We're not talking about it. Our president has become more and more absurd and the big campaigns, love
life, have failed. And the people who've been involved in them are saying, well, what do you expect?
These people won't change. And HIV continues to spread in this society.

What we've seen also is that the question of where it comes from hasn't been addressed
and where it's going hasn't been addressed. At the same time, all that Michael outlined yesterday for
Zambia has come to pass in South Africa as well. Education is weak, costly. Teachers aren'tlhere.
Children aren't being taught. Teachers are dying. Schooling suffers. People are actually saying, why do
we bother to send our children to school. The promise of education seems worthless.

Even low-level jobs are hard to find in our society. Unemployment has risen from the
current 30 percent -- from 30 percent in 2003. In 20] 0, it's standing at close to 50 percent. If you can get a
job, you're very lucky. Most people can't.

Poor education and high unemployment is driving the epidemic as well. What we've got
is a situation where the age of first sexual experience is falling and there's an attitude in South Africa of I
don't want to die alone. I want to take as many people with me as I can. It's a situation where crime is
growing. Unemployed orphans are joining criminal gangs because we never provided anything for it.

We saw this happening in 2003,2005. People were warning about this epidemic that was
coming and yet, what we have is a situation where we never addressed the orphan problem and we've got a
generation that has grown up unsocialized, unloved, uncared for, without hope, for whom crime is the only
answer. And we in 20]0 look back and ask ourselves why it happened 'because we knew this was going to
happen and we had the experience of the last generation of apartheid.

As hope dims, the violence on women and children rise. We're already seeing that for
young people in South Africa the major things that concern them are not getting a boyfriend or anything
like that. It's crime. It's HIV/AIDS. It's child abuse. Even drugs and teenage pregnancy come down there.
And this is a real indictment. It was a serious indictment of our society in 2003 when this survey was done.
But the situation in 20] 0 has become very much worse.

Our government is plagued by patronage and sycophancy. What we've got is a situation
where that even the government workers are unable to get support, unable to get treatment. Access to AIDS
drugs for government employees is causing conflict between the government and union. There's a black
market in treatment and drugs, payment for drug -- import drug licenses. And the worst of it is we're
actually facing a situation where drug resistance has grown rapidly. So even the drugs we have in 20] 0 are
no longer working.•

People have got nothing to lose. The economy is tumbling. HIV continues to spread.
This is the situation that we face in 20] 0 in South Africa. And if you think I'm exaggerating, think what
you thought was going to happen in Zimbabwe in ]999 and 2000. If you think I'm exaggerating, tell me
what your hopes were for Zimbabwe for three years ago and look at where we are today.

There's a violent incomprehension of separate lives in South Africa in20] O. On the one
hand, the European population, the white population, the wealthy population, the wealthy Indian population
has 70 percent of the wealth. Those who are still left are saying, ah, this is normal. Crime is destroying our
society. Nothing is being learned. AIDS is just getting worse and it's these people, and these people, the
poor, the African population have no jobs, no money, no survival. They have anger at the failure of new
ideals. They think messages on AIDS are just another hoax.

We're asking why we should even try to live together. We have separate lives and failed
ideals in the South Africa of 20] O. That is the scenario that we face if we continue along the road that we
are currently going. The road of silence is deadly.

That is one future for South Africa. Now let me tell you another story - let me tell you
the best, the story of communities of survival. We recognized in South Africa, and I'm talking about 20] 0,
that we'd failed, that behavior hadn't changed, that there was a really serious problem. In as early as 2003,
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we looked at mortality patterns between 1993 and 1999, 2000 and we saw that there was something serious,
serious going on in our country, that mortality was rising.

And we looked at that and we said, hang on, this doesn't have to happen. We said we've
gone wrong somewhere. If we look at political violence in South Africa, we see we can beat this thing
because look at what happened with political violence in South Africa.

In 1993, it peaked at just under 4,000 deaths. By 1997, we were down in the tens. And
( we said where did we go wrong? We've done this before. We can make a difference. What we have in

this scenario is that in the private sector, people are saying, hang on, there's a problem. We've got a
shortage of staff. We're running out of talent. The talent pipelines are running dry. And we're saying,
what can we do about this? How can we actually start dealing with this?

Government is going to give tax breaks. In fact, in 2005, the government started to give
tax breaks to keep employment high and to -- and we agreed on lower training standards. Our teachers -
and Michael Kelly may well agree with this -- our teachers now require one year of training and then they
get the rest of the teaching on the job.

We found imaginative ways to keep our talent pipelines running. We've also shared
training programs. We've hired more women. We in Shell decided that no longer would we employ male
truck drivers. We'd train women because we could trust women not to have sex when they're traveling
around the country and we don' trust the men. So we made the decision that we'd go for women drivers
and that -- don't quote me. This is a potential story.

We decided to encourage the immigration of skills. We said every skilled person must be
a teacher. There's just one small problem with this particular issue and that is that as profits began to fall
because of this, because we were trying to keep things going, shareholders began to complain. And this is
something which we need to talk about at the meeting in Durban in January is how you accept lower profits
and you deal with this AIDS epidemic.

What we also had, which was really exciting, was a reconnection between the apartheid
negotiators and activists. And we're beginning to see this already in the Treatment Action Campaign and it
gets more and more impressive as time passes. By 201 0, there really is a connection between old apartheid
negotiators and activists and we're recognizing our differences, an African system and a capitalist system.

And we're asking ourselves what's the right language to use? What can we actually do?
What can we do to make a difference? We recognize our different beliefs, the African beliefs and the
European or western beliefs. We're saying that in the African system, we talk about diseases caused by
natural, social, and superhuman forces and we talk about the need to restore harmony. Those of you who
have done anthropology may know a very famous story about the anthropologist who had an assistant
whose brother got malaria and he said my brother was bewitched. And the anthropologist spent a long time
explaining the theory of disease and why this was a parasite and how the malaria mosquito picked up the
parasite and injected it into the blood. And at the end of it, he asked, now do you understand? And his
assistant said, yes, but why did that mosquito bite my brother? He was bewitched.

And that's the sort of thing we now are trying to deal with where we've got to look at the
different languages of this epidemic. And so what we're doing is we're actually coming together, bringing
our western science and our African insights together and learning from each other in trying to tackle this
epidemic, developing new languages.

What we're finding is in KwaZulu-Natal, our provence, the Sangomas and Inyangas, the
traditional healers, have actually linked together with the private sector and with the doctors and they've
agreed on a name for this disease. They've actually named this disease. And there's a consensus between
the council of healers and the western doctors. In fact, most companies now actually have their own
traditional Sangoma, a traditional healer on the staff as well as their western doctors.

We've changed the language of intervention. We use the term bad blood. We say use a
condom to avoid contact with bad blood. We say treat your body with dignity. We say sexual restraint is a
matter of self-respect. AIDS is an open secrete and that's a term borrowed from Uganda. It becomes a
normal disease.

And instead of saying I don' want to die alone or you won't die alone because I'm going
to infect other people, we say you won't die alone because we care and we're here. And we've got names
and terms for this epidemic.

o
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We recognize that AIDS has hit women hard and the social cohesion has weakened. And
we're seeing increased personal requests for help and people are asking for help from friends, neighbors,
families, bosses, and organizations.

Any of you who've worked in Africa know that when a staff member or staff member's
family dies, you make a contribution to the family for the funeral. And one month last year, I contributed
to three people's funerals.

We've discovered that households are stretched beyond bearing. The numbers of orphans
are growing. Families in all sides are taking them in and companies are beginning to help. There's a seed
change in our society where we're saying we have to help. There are social transfers. There are welfare
grants. There's support to families and the private sector and individuals and the community are aJ]
beginning to work together.

Government is smaller and more effective. There's targeted tax breaks to support civic
work. It's really quite unusual how the government has actually grasped the nettle and understood that we
actually have to deal with this epidemic. They targeted wealth taxes to help pay for government's cost of
disease.

The achievements of Uganda by 2000 came to South Africa. We began to see HIV
prevalence turning down by 2007. And in this society, the differences between the African, the poor
population, and the European, the rich population -- and I use the terms advisedly -- have changed. And
now we recognize that we're fated to live together. The differences have dimmed and we're living together
socially, economically, and politically.

What's interesting about this, though, is that when you look at GDP growth, and this is
the communities of survival pattern, it is a little bit lower than this one which has got a different name
there, but is new schisms, and this one, which is the one I showed you, which is silence and deadly. And
basically what we see is that in this epidemic, what you're required to do is to invest for the long term.

What we did with the scenario exercise was we showed it to Shell asked what sort of
society do you want to live in, because at the end of the day, we're having to make choices. And the
fundamental choice that we have to make is that slide that I showed you earlier on. Will the society hold
together or will it fracture because that, frankly, is where South African society is. Will we fracture our
fragile social contract and face a similar situation'to that that we did with apartheid or will we build
stronger social foundations?

That's what you can do with scenarios. That's the stories you can tell. And, frankly, with
the limitations of economics, I think it's one of the things we have to do.

MS. BUTLER: Thank you, Dr. Whiteside. I would like to allow time for questions. Ron.
MR. HOWARD: Yes. Thank you. Ron Howard from Ole International.
Doctor, just one question that I'm not totally clear on and that is, why is the low social

cohesion and high wealth tending to create a higher explosion of HIVIAIDS than low social cohesion and
low wealth? You would think that the low social cohesion and low wealth would be the chart that would
really create the highest increase as opposed to the reality that you've expressed.

DR. WHITESIDE: Yeah. There are three reasons why I think this happens -- first of all,
low wealth, low social cohesion. Low wealth is low mobility and we can see this when we track the
epidemic around urban and rural areas. You find that on the truck roads, on the roads, you find high levels
of HIV prevalence and as you move into deeper rural areas, poorer rural areas.

Wealth just allows people to be mobile. And wealth is a very relative thing. A South
African truck driver who drives through Botswana is wealthy by Botswana standards or perhaps through
Mozambique is a better example. A South African truck driver doesn't earn anywhere what I earn as a
university professor. And so he's not wealthy by comparison with me. But when he takes his truck up
through Zimbabwe or Zambia, then he's wealthy. So that's the first reason. I think it's about getting access
to mobility.

Second is that when you have low wealth, and unequally distributed wealth, then
everyone is poor. Where you have high wealth and low social cohesion, it tends to be the men who have
the money and the women who are forced into transactional se)5. in order to purchase their basic daily lives.
So I think it's about transactional sex. .

And the third thing which I think is important is -- where you have low wealth and low
social cohesion, everyone is in the same boat. But as soon as you have high wealth and low levels of social
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cohesion, then basically there's a perception that these people are better off and I'm not so well off. And
there's, I think, a lack of caring in society.

MS. STEWART: I'm fascinated by your scenarios and think they're very compelling and
I wondered if you are able, given that you did this for Shell, to use it beyond there, like with the South
African government, for example, and if so, if you've already done it, what kind of response has there
been?

DR. WHITESIDE: Well, I think that's a very important. For nearly a year, we didn't use
it beyond Shell, but we now have permission -- it's actually on their web site -- to use it. But we're still not
certain how to use it. I'm well able to come and talk to an audience like this. But to talk to the South
African government, I'm not the right person. It should be a black South African and that's what we have to
do is to create people who can take these and give them to the various audiences in South Africa.

My government doesn' particularly like me which may be a good or a bad thing
depending on how you view it. I have credibility with my provincial government. I could do this with the
provincial government. I couldn't do it with the national government.

And so what we need to do is to take this and package it in a way that it can be given to
the various audiences that we need to. And I think they11 allow us to do that in the not too distant future.

MR. VAUGHN: I'm struck by some possible parallels with the Y2K crisis, the computer
crisis. I worked on the Y2K crisis overseas and the complexity of the problem, the ripple effect of the
economy, the difficulty of tryi ng to predict gas, you can go way overboard in the analysis. You can also
underestimate. How do you feel that your kind of analysis and scenarios is different from or what are some
similarities with the Y2K crisis?

DR. WHITESIDE: I think that's a fascinating question. And the question is, of course,
was the whole Y2K crisis overblown or was what you did -- did what you do make the difference? And I
guess we11 never know.

I have to say that thus far, I'm deeply disturbed by the fact that every prediction we've
made ha~ underestimated the level of HIV that we would see. And I think we are also underestimating its
impact on societies because it's not a linear impact. Again, Malcolm can talk about this. It's not linear.

Thus far, I think we've underestimated it. But it's exactly like the Y2K scenario because I
would hope that in 20] 0, somebody will say to me, why on earth did you give that depressing presentation
'cause it didn' happen. And I'd love that to be the case, that we've actually taken the communities of
survival route. And I think there are parallels and I think probably we need to learn from you rather -- as
well as the other way around.

MS. BUTLER: Gary, may I just do a little, quick follow-up, which is a question about
the slide that mentioned -- the positive scenario that mentioned the apartheid activist and the young -- and
the youth basically activists of today, of 20] 0, getting together.

What can we look at in terms of the social cohesion that developed in the apartheid
period or the period that led to the removal of it to learn lessons in terms of applying them towards social
cohesion for the purposes of HIVIAIDS?

DR. WHITESIDE: I think the first thing, there was a mobilization. During the apartheid
era, if you were in South Africa, every morning when you woke up, you were aware of it. It was something
that impinged on daily life. If you were black, you were discriminated against. If you were white, you
were either opposing it or benefiting from it. But there was no one on the sidelines with apartheid.

In exactly the same way, I think you need to be aware ofHIV and AIDS and what it
means in daily existence. I don' want to make everybody AIDS activists. I totally agree with Buff. I think
that's not what we're trying to do. But what we need to be doing is being aware of it in our daily lives.

The second thing was a sense of empowerment that we can make a difference. And I
think that that's a message that we have to take. You know -- in ]986, no one in South Africa would have
predicted that less than ten years later, you would have had Nelson Mandela in office, a majority-ruled
government. But that didn't stop people struggling in ]986 and] 987 and] 988 and] 989 and it was only in
]990 that we actually believed that things might change. We didn' stop doing things.

So you have to also be aware that you're in a long game. And that's why it's such a useful
exercise, because polilicians think a term ahead. Business people lhink the next quarter ahead or the next
year ahead. Government planners think a five-year plan ahead, but not much more than that.

So I think those are some of the lessons.
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MR. BITTNER: I was wondering if you've ever considered doing these sort of scenarios
in say the productive clusters of society. It looked like you did it with Shell. It's one productive element of
society. You say South Africa did a workforce diagnostic about three years ago and identified, I think, 23
productive sectors in society of South Africa. And they were looking at, you know, jobs, job creation. I
think they put HIV/AIDS into some of this. But could you do kind ofa scenario with productive clusters as
well?

DR. WHITESIDE: You could. But I think the message that I would give is I can't
because as with this, we worked with people. It's something you have to want to do. I mean, it's like that
old joke, how many psychologists does it take to change a light bulb. And the answer is, only one, but the
light bulb has to want to change.

So, yeah, I can do it. But people have to want to do it with us and that's the message. If
you find people. who want to change, then, yes, we can. Or, even better, show them the techniques and let
them do it themselves.

MR. BITTNER: In fact, that's what I think happened after we did this diagnostic. The
South African government really saw the utility of it in terms of the people coming together and saying,
hey, this is something we can do. And they took off with it and developed these 23 clusters and we're
working and bringing training institutions together with those productive elements of society.

MS. BUTLER: Last -- next to last question. Alan, what impressed me with respect to
what you put on the board was the complexity of it and it strikes me as we've tried to look at what
multisectoral approaches would be and how to pull those together and make sense of them, we ourselves
note difficult and complex it is.

In addition to that, you say that there's a social compact here of some kind that needs to
be addressed in South Africa that's of huge proportions, bringing together every layer from the very elite
and those in political leadership to those on the ground and in tribal areas and all the rest. You've helped us
get our hands around the problem an address it. We, in terms of strategy, in terms of thinking about it, have
to think about it in the very big way that your complex chart says in terms of how the impact stretched
through a society. If we're going to get ahead of it, we have to do some very large, very strategic things.

If you look at the nature of those scenarios that you see on the slide, you say there's
something here that's very important for us to get a hold of, not because AIDS is everything. The sense that
it is a cross-cutting stovepipe that we don't want to fall into is entirely right, and we've got to avoid that.

MS. BUTLER: Last question, Malcolm.
MR. MCPHERSON: Alan, I think you're a little bit tough on the macro modelers. You

know, I'm not a great fan of them, but what's been happening is that the epidemic has been running ahead
of the model. So they're using past data. They come to a period. They've got to pick up a base point.
They've got to make projections ahead. And, of course, if the epidemic does run away, if the model has
actually modeled a country like Uganda, they'd be overpredicting what's going on.

The other thing is I think that the World Bank, the Art Lewis, and all these other people,
they've got to play politics too. They can't put up a disaster scenario like this. There are some fundamental
problems with their models, but I would think that they haven't really got into this scenario business
because they've had to stick within that thing.

The other thing that strikes me about this is that the models, they all come out exactly the
same as you do, with very low growth. No matter what scenario you're looking at here, you got a rundown,
the green one, but the rest is less than three percent. This is an economy that pretends that it can grow and
solve its problems. Butif you look at the latest RMF report, they're saving] 5 percent GDP, capital output
ratio of five. So they're only going to grow three. That's what you project.

Underlying all of this is a gist of general failure of macroeconomic policy. They're not
promoting economic growth. Shell might be happy with a growth model where they lose -- what they lose
is around about what they pick up on whatever the rest is. But there's no growth in this system. One of the
key things that jumps out of here is that South Africa and the HIV/AIDS situation doesn't look so bad,
quote, unquote, if, in fact, you've got five arid six percent growth.

Now, there is an out in South Africa and that's exports. And with terrible macroeconomic
policy over the last two years, they've just killed off the only export business they've had in the last 30
years. So, in fact, there is another part of this story that you could have added to these scenarios.

DR. WHITESIDE: Indeed. And that is one thing that you could do.
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What 1 would like to say in finishing off is that first of a)), one of the things we never see
is a CEO who shows you a growth path that looks like that or a profit path that looks like that. Have you
ever seen a CEO or annual report from a company saying that's what's going to happen? Nobody wants to
look at a path that goes down.

The second thing is that 1 think She)) -- and this is why Buffs comment is so important
here -- Shell has gone out on a limb with this one. If the government doesn' like it, then they'] start giving
their contracts to British Petroleum or to Exxon Mobile or to someone else. Again, the real issue is how do
you take a scenario and apply it across the board? And it's exactly the same with macroeconomic growth. 1
was asked by another company to look at scenarios and they said, look, we're doing all right in Zimbabwe
because, quote, we're the last man standing.

MS. BUTLER: All right. I'm pleased to continue the discussion of the high-level,
strategic planning elements of what we've got to do by introducing to you Dr. William McGreevey,
Director of Economics of The Futures Group. He has been supporting the technical work on health sector
reforms, the economics of HIVIAIDS, and reproductive health, with field work in sub-Saharan Africa,
South and Southeast Asia, Latin America, and the Caribbean. He's been with The Futures Group since
1997 after retiring from a 17-year career at the World Bank. And I think we're very, very fortunate to have
his presence here. I think that his presentation will be very complementary to and enrich what we've been
discussing with Alan Whiteside.

So, Dr. McGreevey, thank you very much. Welcome.
DR. MCGREEVEY: Thanks. During the intermission, I told Alan Whiteside that I had

some good news for him. You heard him say that he learned over the weekend that Bill Gates had read his
book and decided that that was worth taking a look at. It happens that I know that from reading the
economists of last year that Bill Gates had read another book earlier called "Disease Control Priorities For
Developing Countries," which some of you may know was edited by Dean Jamison and Henry Mosley and
some other associates.

And Bj]] Gates liked that so much that he decided to commission the preparation of a
second edition of "Disease Control Priorities." And Dean and his colleagues are out at the Fogerty Center
of the National Institutes of Health working on that on the basis of a $5 million grant that the Gates
Foundation gave for that purpose.

So, Alan, it's just to let you know that the check is undoubtedly in the mail.
(Laughter.)

DR. MCGREEVEY: Just before I got here this morning, 1 received an e-mail message
from infomediatrainin.com. I think it was sent by the organizers of this seminar. It offered ten hints for
doing a good presentation and 1 summarized and put down five of them. These are very important, I
thought, for a group of economists in particular who are famous for their excellent presentations and ability
to thrill an audience.

1) Don't wear stripes. You can see 1 unfortunately put on the wrong shirt already. 2)
Don't lean back in your chair. You'l look short and fat. That's an important consideration. 3) Speak to
audience for three minutes before first slide, so I'm trying to do that now. 4) Cliches make you sound
uninte))igent. We)), well find out. Well have a vote at the end whether that happened. And 5) sloppy
answers do speakers in. Don't make up the facts.

Well, in projections about the future, there really aren't any facts. It's a)) supposition
about what the world might be like.

I'm going to talk about five models. 1 was a])owed some jokes about economists. With a
group like this, I could ask. Who remembers who was the economist who first said the distinction or know
the distinction among economists between tool makers and tool users? Joan Robinson who was the first
person. She was quite contemptuous of the latter group. But around here, we're not even tool users
particularly. I assume we're managers of people who might be tool users.

And so for a group like PPC, all 1 want to do is te)) you about some of the models that
exist so that you can te)) other people about what they might want to do in identifying and using some of
these.

The first and one of the oldest is caned spectrum. It rea]]y is the successor of efforts with
models that essentially ask the question, what difference does population growth rates make for a number
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of objectives that we might have in terms of education, health services, and the like, which over the years,
John Stover, my colleague, was able to adapt and make useful for issues dealing with HIV/AIDS.

In particular, after the demographic projections, with the so-called AIM model, or AIDS
impact model, he was able to show incidence, prevalence, mortality, and other impacts that are associated
with different rates unfolding of HIVIAIDS epidemics.

In further development over the last two years, John and other colleagues have developed
what they call the GOALS model which is essentially a model for strategic planning and investment
choices. It enables you to answer two principal kinds of questions. If you have an unlimited budget, how
would you allocate that between about 20 possibleHIV/AIDS interventions?

About a dozen or so are in the area of prevention, like condom distribution, condom
promotion, peer counseling, work directed to particular key groups, like men who have sex with men,
intravenous drug workers, commercial sex workers, and the like, or in the area of care and treatment like
anti-retro-viral therapy, opportunistic iJInesses, and the like.

I'm not going to go into the details of these except to tell you that this modeling permits
us to ask how would you use an infinite budgetand, second, if you had a constrained budget, more typical
situation, what would be a reasonable distribution - not an optimizing, but a reasonable, satisfying
distribution on the interventions and the budget that you have available?

In the UNGASS meetings for 2001, UN General Assembly special session on HIV/AIDS,
a group of ]] of us put together estimates for] 35 countries of what would be required for a reasonable
level of assistance or programs in these] 35 countries for these approximately 20 interventions. This
would take into account both the unit cost, the coverage rates, and other conditions with respect to the
degree to which there was a particular level of prevalence and incidence in the country. Out of that came
the possibility with this resource needs manual to make estimates in individual countries and regions. 1'1
talk about that briefly.

The fourth model, ABC, applied benefit cost or cost effectiveness analysis. ABC means
something else for some of you who work on Uganda and other places. It gives a simplified basis for
country dialogue used by World Bank staff so far in Honduras and Panama and programmed for use in
some other cases.

And, finaJJy, the AIDS treat cost model developed by Abt Associates under the PHR Plus
project which is one of the main projects that's supported by USAID.

The models generaJJy are tools for you to use to form strategic planning and the choice of
strategic objectives and intermediate results. We would argue in modeling in economics group at Futures
that a key thing that you ought to consider is, in fact, to choose your strategic objectives, your intermediate
results before you start choosing the model. The model should come as a result of the sort of choices you're
making in strategic planning.

Spectrum provides the economic and demographic context of choice. The AIDS impact
model can help you calculate demographic impact. And GOALS can help you calculate resource needs,
coverage, care, and treatment related issues. And in a similar fashion, in a specialized way, we'l see the
resource needs model can do that also.

The ABC model focuses on prevention and prevention only, the key principal
interventions you can use there. The AIDS treatment cost model specificaJly focuses on any retro-viral
therapy and a few other interventions and opportunistic illnesses that are more in the area of care and
treatment.

Most countries have strategic plans, but the costing is done after the plan is developed. I
think that every country in sub-Saharan African has a strategic plan. But when UNAIDS and other groups
tried to help them prepare proposals for the Global Fund to fight AIDS, TB, and malaria, they found that
the costing data, the infrastructure to determine what kind of elements and costs and combinations to put
together, simply wasn't there.

So there's no strategic analysis of funding and the goals that are associated with them in
many countries and no exploration of the effects of alternative patterns of resource allocation. That is at
least typical of the countries in which several of us worked in preparing Global Fund proposals or more
exactly helping country coordinating mechanisms do so.

And often there is little understanding of the cost to achieve specific coverage of key
services. As a case in point, this graph, which comes from the early phase of putting together the GOALS
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

model, emerged from interviews with more than a dozen country managers of national HIV/AIDS
programs as to how they distributed the resources available to them.

And what you're looking at here are very large differences between countries in the
amounts that they spent for research, prevention, mitigation, care, advocacy, and administration, very large
differences that probably could not be explained by differences in the needs for these features, but rather by
extraneous forces that led them in some cases to put a lot of money into care and in other cases to put a lot
of money into prevention as in some of the countries here indicated. In other words, there seems to be
evidence that these programs are not managed with a good sense of resource allocation efficiency.

Just a word about the GOALS model and what it tries to achieve. Here is a picture that
tries to show, if we added additional resources, how HIV/AIDS prevalence might appear in a particular
country. This is actually, I think, data from Zambia or Zimbabwe. Here is the coverage of care and
treatment on a number of key interventions, for example, anti-retro-viral therapies getting up to only about
35 percent, whereas palliative care at close to ]00, and prophylaxis for opportunistic illnesses also close to
]00. Large differences seem to be governed by the fact that there are parallel contributing, complementary
resources that may be limited, such as doctors and other skilled technicians.

The GOALS model that I mentioned will soon be available as part of the spectrum model
and you can download it at futures.com.

A word about the resource needs model and manual. It grew out of the UNGASS
meeting of 200] in which we put together the estimate of 9.2 billion required in the year 2005. Some
would say that number has one telling characteristic. It had to be somewhere between the seven billion
minimum and ten billion maximum that Secretary General Kofi Annan thought was the right number to ask
for in a speech he made in April of200l.

I mention that because other estimates by the Commission on Macroeconomics and
Health are now up in the range of ]5 billion and even higher for out years. Now, some specialists,
specifically Mr. Ernest Messi at the Inter-American Development Bank said the underlying estimates for
your figures of 9.2 billion, which depend on about] 60 studies published and unpublished of cost
effectiveness analyses in pilot projects around the world, but perhaps more than any other place in sub
Saharan Africa, those costs may not be applicable in countries with higher levels of income as in Latin
America.

Therefore, we ask you to consider the following: Present the estimates of unit cost, of
coverage, and related prevalence rates for the countries, for 24 countries of Latin America. Present those to
a group of country specialists, two or three per country, and ask them to review yourestimates and see if
they come out with something similar in terms of their estimates on a country-by-country basis as
specialists for those countries.

So we've done that now for the Latin American and Caribbean region from the early part
of the latter part of year 2002. We have similarly done it for ECA, which is Europe and Central Asia, a
region of 28 countries identified by the World Bank for that region. And we are going to do it for countries
of South and Southeast Asia probably sometime in the fall and probably also on request of UNAIDS for a
group of Anglo-Caribbean small countries, the islands of Eastern Caribbean.

What it revealed is that there are important adjustments to unit cost, but perhaps most
important this turned out to be useful in country policy dialogue. It gets the country's focus for the first
time on a set of interventions which are necessary and which have been, we know for sure in the Latin
America area, quite ignored. The principal one in the Latin American area that has been ignored are
special services for men who have sex with men. By far, the majority of cases so far that we know about in
Latin America are associated with MSMs and yet, under three percent of all HIV/AIDS program spending
in Latin America goes for preventive actions among that particular subgroup of the population,
interventions that include peer counseling, condom distribution, condom promotion, and which could also
include even special programs for care and treatment focused on those groups of people.

All of those might encourage more voluntary counseling and testing and yet, up till now,
these programs are doing almost nothing, in part because of stigma, in part because of discrimination, and
in part because of just a desire to avert the gaze of governments in that region. So these models seem to be
helping to refocus attention on key issues.
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A few words about the ABC model. This is very much like the GOALS model, siinpler,
but based in the same way on the underlying] 60 plus studies of cost effectiveness found in specific studies
done in various countries and parts of the world. This promotes dialogue.

In fact, from the point of view of the specialists at the World Bank, what they mostly
want to do is talk to people about prevention and in the conversation induce a greater awareness of what
needs to be done that isn't being done now in that regard.

It helps determine the allocation of resources that will prevent the greatest number of
HIV/AIDS infections. The key variable on the left-hand side of the equation is infections averted.

Briefly the model shows you that if you have two groups, one that was a very high
incidence and one that was a generalized group in the population, that you can find out the right
combination to put together for concentrating on these key groups versus the general population as with
mass media or general efforts of information, education, and communication. So they find an optimum
a]]ocation. A few of the interventions they find, they call the difference. Others focus on some
marginalized populations.

In the case of Honduras, the garifuna, a low-income Afro-Caribbean population that has
been found to have particularly high incidence, identifying them was important. The proposal made by
Honduras to the Global Fund included no mention of this group, which I think was a serious shortcoming,
and which the people working there now are trying to correct.

The last of these models 111 mention is the AIDS treat cost, which looks specifica]]y at
anti-retro-viral treatment in two countries, Zambia and Uganda, so far. The PHR Plus, the Partnerships for
Health Reform Plus, project is going to extend this work to additional countries. What it does is to take
account of what they refer to as the changing landscape right now. Among other things, there's a focus on
'anti-retro-virals, thanks in large part to Global Fund which virtually insists that every proposal has to have
something of anti-retro-viral therapy included in its program.

The MAP countries as we]] as debt relief programs and the Global Fund are certainly
going to include the possibilities, even if only on a minor scale, for anti-retro-viral treatment.

The cost effectiveness of such interventions - as indicated, for example, in an article by
Elliott Marsay (phonetic) and co]]eagues, that it's 28 times more costeffective to focus on prevention than
on care and treatment - that sort of thing is bound to make people think through these matters, but still want
to go on with the provision of this therapy.
In six million people in need of drugs, only about 230,000, according to WHO, now receive them, which is
what, two, three, four percent of the total.

This is the overa]] picture of the anti-retro-viral program. It has inputs on policy,
demographic, epidemiological variables. It takes into account training of provider's infrastructure,
requirement for lab tests, training providers, drugs, and the like, which adds up to the different components
and the expenditures necessary for this kind of program.

I won't dwell on it, but go instead to some key findings. What they find, and it won't
surprise you, is that the restraining factor in the extension and provision of any retro-viral therapy may not
be money, but rather the shortage of key human resources, such as lab test technicians, doctors who can
supervise the taking of tests for CD4 counts, counseling on change of therapy makeup, and the like.

A second key finding: costs include more than drugs. Yes, drugs are over half the cost in
both Zambia and Uganda, but also important are the tests and the testing arrangements; the training of staff
are important components as weJJ. So even if countries succeed in negotiating down the prices of anti
retro-viral therapy and triple therapy with the pharmaceutical companies, they still face considerable costs
in providing services.

The cost of voluntarily counseling and testing and opportunistic infections, both the
prophylaxis and various care can also be substantial.

Another key finding, financial sustainability remains a critical issue. Both countries are
relying on two-year Global Fund money to buy anti-retro-viral therapies. What happens after that?

Some of you know that the mantra of the Global Fund is raise it, spend it, prove it. Well,
for the Global Fund to get additional funds beyond what it has already, they're going to have to prove that
they are, in fact, using the money effectively, both through monitoring and evaluation. Up to now, the
evidence and the ability to demonstrate is certainly not in place. Whether it will be put in place within these
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two years certainly remains in question. What happens when you have 30,000 people on anti-retro-viral
therapies and one day the government says there's no more money? It's a serious problem.

There will be in the two countries that have been studied by the team an additional
]00,000 new AIDS cases annually over the next five years. Again, a very large cost even with substantially
reduced or even gift donated triple therapy drugs. Unless the budget keeps growing, no new patients could
be added to the ARV program as they become eligible given the current limits that they have in these
countries.

In summary, modeling can help clarify strategic planning choices. You can choose the
model that fits your need. I assume that you are not so much -- certainly not tool makers, probably not tool
users, but guidance counselors for potential tool users.

And, finally, don't wear stripes.
(Laughter.)

MS. BUTLER: Great. Let me start the questions, ifI may. I understand from the
presentation that the models, it seems, have been applied more along the lines of the health epidemic itself.
And I want to ask you what is the applicability of the models, the transferability of the models to looking at
the structural impacts on other sectors and have you been called on to do that at all in The Futures Group?

DR. MCGREEVEY: Everybody asks that question. It's a good one. What's the impact
on macroeconomic output, for example? What's the impact on transport? What's the impact on the
education sector given the death of teachers and disappearance of teachers out of the schooling system?

Unquestionably this kind of modeling has that potential. 111 answer in part first on the
macro side. If you ask the question in the height of the raging epidemic of HIV/AIDS in San Francisco,
California ]5 or so years ago, what's the impact on the gross regional product of Northern California or the
City of San Francisco, it would have been impossible to show it. If you ask what is the impact of
HIV/AIDS now that prevalence is far above ten percent on the economy of South Africa, the country, not
the Southern Africa, the region South Africa, the country, the Jeff Lewis study or the Rene Bonell
(phonetic) siudy, they show significant negative impacts. And Alan Whiteside has been working on that
also.

However, one of the places where one would expect to see a large negative is in the
impact on the labor force and on the capacity of the labor force to fill the jobs and going and doing the
work. But the unemployment rate among males age ]5 to 29 or so in South Africa, the country, at this
stage -- Alan knows the number better than I do, but I think it's way over 30 percent.

So this is to say that if the employed people died off and were replaced by unemployed
people, output would actua]]y go up. If you look at the model that Marcus Hacker at the IMF has done on
this topic, you would see that the key mechanism by which he finds a negative impact of HIV/AIDS on the
macroeconomy is because of decisions made by investors to take their money out of the country because
the negative state of economic prospects is sufficiently bad that no investor wants to stay there.

You know, the economist's view of international capitalists, they have the memory of an
elephant and the legs of a rabbit. When it's time to go, out they go, if they have a chance. And, in fact,
capital could be quite mobile and drive down.

Take out that effect, however, keep the capital labor ratio high and rising and actually
HIV/AIDS in the Marcus Hacker model has a rising income per capita. So that side of the story is complex
and murky, I think, for some of these reasons mentioned.

These models that I mentioned so far, particularly the GOALS model and the earlier
impact studies that The Futures Group did, show very clearly that the loss of teachers and the subsequent
pressure downward on the quality of the education experience can be devastating for a country.

MS. BUTLER: Malcolm.
MR. MCPHERSON: Thank you. I'm sort of wondering why you have a scenario where

you're talking about unlimited budgets? Firstly no country has one. It's not even an economic problem if
you actually have an unlimited budget. So I'm sort of wondering what that actually brings out.

The other thing is I'm sort of wondering if, in fact, the skills are lacking and we already
know that the skills are lacking and the Global Fund is insisting that there has to be anti-retro-virals as part
of this exercise, isn' the Global Fund actually preprogramming fire into its activities?

And the other question I come to, what part of the models or what scenarios do you use to
sort of deal with the fact that resources may not be there? We've been promised a lot of money and Jeff
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Sachs runs around and says we need nine biJJion and all this a year. But, in fact, what do we do if the
resources aren't there? What choices are made, what do you take off the table?

It's been said we're not seeing this large negative macroeconomic impact. Well, I don't
think that's true. In a country like Zambia, we've already seen it. There's an incapacity to recover and it
starts out at the micro level. These systems don't have the capacity to recover. So they get hit with a shock.
They're bounced down and then they can't recover. And then they're hit with another shock and they stay
down. The political problems that South Africa has had have been a shock now. They got AIDS, et cetera.
They really can' recover and so you've got very, very slow-growing economies and even stagnant incomes.

DR. MCGREEVEY: We spent last week in the UNAIDS reference group on economics
trying to think about issues of monitoring and evaluation or specifically evaluation. How do you show that
intervention, say a poverty program, really has an impact on poverty?

Somebody asked us could you tell us how rural development programs impact upon
population growth to which I answered, you can't even show that rural development programs have any
impact on rural development, let alone on population growth. These causal links are quite complex.
Zambia isn't just experiencing the issue of high prevalence of HIVIAIDS. It's also experiencing bad
economic policies. It's experiencing bad luck in terms of drought and the like. How you parse out which is
which is obviously difficult.

AIDS isawful. No question about it. Look at sub-Saharan Africa, when it already has
been experiencing 15 years of faJJing per capita incomes and bad government policies. Add on to that the
specific problems associated with HIV/AIDS and the situation is worse. But trying to show specifically -
so how much is HIV/AIDS? I think it's a difficult, difficult maHer.

Let's suppose there's an unlimited budget. My teacher, Richard Ekhouse, wrote an article
years ago about the situation in which some resources may be unlimited, but maybe there's another resource
which is limited, so that the production function doesn't have this nice set of curvature that you expect but
has brakes and says if you don't have workers or if you don' have M.D.s or you don't have teachers, that is
going to be the limit even if you've got all the money that the Global Fund and bilateral donors and
anybody else may decide to provide to you, that you don't have substitutability between some of the factors
of production.

Suppose that we stop saying money is your problem. I think that that's useful because it
then forces governments to think, well, it isn't that the failure of donors or the failure of government to put
more money in. We're going to have to go through a process of training technicians to operate lab tests.
We're going to have to go through a process of introducing voluntary counseling and testing. We're going
to have to overcome stigma and discrimination because people who are HIV/AIDS positive simply won'
come forward with the information that would help us begin to change behavior.

In other words, if you say it's not money, it's a number of other things that are wrong here
and you got to reexamine your whole policies, not just depend on more money as being the answer. I think
that's potentially useful.

And, further, it's not the only part of the exercise. One exercise is if you got all the
money you wanted, how would you use it? Interestingly we've done this experiment with groups from
Kenya, Tanzania, one or two other countries of sub-Saharan Africa. They never come up with amounts of
money that are very much larger than what they have already.

How are you going to distribute it between these dozen prevention interventions and what
are you really going to do about anti-retro-virals? And perhaps from my point of view, more
fundamentally, when it comes to the question of what is government and public resources going to pay for
and what are private resources going to pay for? Specifically if there are public goods like many
prevention activities and private goods like anti-retro-viral therapy or even treatment for opportunistic
illness, does government decide to concentrate its resources, A, on public goods and, B, on the needs of
poverty groups, or does it do as we know at least a decade or two ago in the case of Kenya, decide to spend
its public budget in health on the Yomo Kenyata Hospital which is accessible by the upper five or ten
percent of the population and no one else?

Those kind of issues, these models help us tease out and look at. And I think that's a
potentially valuable use.

MS. BUTLER: Thank you. Dick and then Alan.
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Then the question was, well, will the combination of interventions, given what we know
about the unit cost of those interventions, actually yield the reduction in incidence that is requested or that
is the target?

And the GOALS model and in combined with the spectrum model does provide an
answer to that question. The answer is available resources that are expected from donor assistance will be
adequate to achieve that objective.

Now what impact does this have on the people in Kenya in terms of their policy making
and their choices? The initial indications are that it had a very good impact on people working in
the area ofHIV/AIDS to get out and find out what the current programs look like and how extensive they
are. And second it, I think, it was encouraging to see we can probably address this issue. We can, applying
ourselves effectively, make a difference in this epidemic.

MS. BUTLER: Very good. One more question. Dennis.
MR. WOOD: I was struck by the slide that you presented that showed the allocation of

budget and plan to different aspects of kind of interventions. And there was mitigation in a relatively few
countries and in very small amounts.

Here we're discussing impacts across sectors, mitigation of those impacts from within the
sectors themselves and then how that mitigation activity might itself go onto prevention. So my question to
you is, are countries, in fact, addressing mitigation only with respect to the health sector? Did those plans
include mitigation in all these other sectors and, if so, it's very parsimonious. Does that sort of shape the
nature of our problem, which is we're not doing much anywhere and, secondly, if we are, it's very limited
with respect to the sectors it goes across?

DR. MCGREEVEY: That's a good question. Mitigation essentially means dealing with
the sequela from maternal, paternal or maternal and paternal death. And in the analysis we did for the
UNGASS meeting, we had three subsets of activities or actions.
One was helping with orphans who are placed in the home of family and friends, grandma, uncle, a
neighbor down the street. Second, the cost associated with placing orphans in institutionalized care, which
is much more expensive because it involves a whole range of costs. And third, the provision of school fees
or children who were orphans associated either with HIV/AIDS or orphans for other reasons.

In most countries of the world, there are far more orphans from things like auto crashes
and injury than from HIV/AIDS. And the numbers are growing rapidly, of course, now in sub-Saharan
Africa of orphans and vulnerable children because of AIDS.

The fact is few places are doing much yet about this. And I'm going to impose on you, if
you don't mind, for just one second to bring to your attention -- who knows who just won the John Bates
Clark award?

DR. MCGREEVEY: It's an award for an outstanding economist contribution given
before the age of 40. The winner was actually a faculty member at the University of Chicago, Steven
Levitt. And I mention it because in the article in the "New York Times" on Sunday, which mentioned this,
they described what it is that he won this prize for, which I think will be interesting in this particuJar case.

Steven Levitt is the co-author aJong with a professor of law of an article which purports
to demonstrate that the introduction of Roe v. Wade had the happy consequence of reducing crime in the
years afterwards when chiJdren who might have been born into households where they were not wanted did
not, in fact, exist and, hence, did not follow a Jife of crime that they might otherwise have followed.

Now what's the reJevance here?
If all these orphans in sub-Saharan Africa grow up without a mother, without a father,

and Anne Cross at Princeton demonstrated totally to my satisfaction that the negatives that are going to
result from orphanhood may far surpass any other aspect of what the negative impacts may be.

Suppose that, as in the case that he anaJyzed, a lot of these orphans grow up in homes
without fathers who can be exampJes, homes without mothers who can provide direction. Thiscould be a
tragedy beyond any other aspect of what we have been taJking about.

And yet, I have seen nothing so far to indicate an awareness and certainly no policies in
the country so far to indicate that enough is being done in the area of mitigation to address this probJem of
orphans and vuJnerabJe chiJdren.

MS. BUTLER: Very good. Thank you so very much, BiJJ McGreevey.
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(Applause.) It very much complements Alan Whiteside's presentation and has
sort of elucidated us on some of the options of the tool kit at the policy planning level. Our hope is that
well be able to segway from this level of examination of tools that we need to consider into more
programmatic and sort of internal institutional issues to this organization.

Now we'l move on to the next panel which will take us five or ten minutes;
Dick and Buff, in your own terms, if you could come back and return to the panel here

for a few minutes to set the scene for our discussions in the afternoon, which is basically to consider the
issues of opportunities and constraints for AID moving forward in the arena of programming, planning and
programming for muJtisectoral efforts.

MR. MACKENZIE: I think the push by the policy bureau here -- and 111 go back to the
phrase that Dick Cornelius used yesterday, is that we need to create an enabling environment within this
agency, one that raises the level of concern and focus on HIV/AIDS. We need to ask what do we do about
it? How do we begin to engage and use the limited resources that we have? We're an agency that has a
budget. We have staff. If you, at the end of the day, looked at where we're putting those resources, you
would probably say that we're not doing a particularly good job of tackling the problems that have been so
eloquently presented yesterday and this morning.

One area that I would like to build on before Dick talks a little bit about the constraints is
if AIDS is so horrible, you stiJ] have to look on the bright side. You still have to think about what are the
opportunities that one can graft on. How can we use existing mechanisms, existing ways of doing
business? The example of Coca-Cola trucks distributing condoms is an example. How can we use
processes that already exist in the world, social processes, to take on things? And 111 actually give one
example from that.

When I was regional director in Nairobi, one of the hats I wore was director for Sudan.
Now, most people when I tell them that I used to run the Sudan and Somalia programs, used to give me my
condolences. The truth is that some of the best development that I have seen in my entire almost 30-year
career were in those two countries. And so I think there are some lessons there that we can build on.

One of them sort of builds on what Alan was talking about today. That was the south
was ripe with strife basically between various tribes that had gone on for centuries. It had been particularly
acute because if the south couldn't get its act together, the north would never negotiate because they could
play one side off the other. These are two tribes, both pastoralist, but basically fighting over forage and
water and abducting each other's children and wives and whatever over the centuries. They actually sat
down and had a process which said what is the future for our children if we continue doing what we are
doing now? And I think this is very similar to what I think Alan was getting at in South Africa. What is
the future of South Africa? What is the future for our children?

And while I think Malcolm is exactly correct that this shortening of time horizons is one
of the most nefarious parts of HIVIAIDS, I think one of our challenges is to look for opportunities by
creating processes and connections that will allow people to lengthen their time horizons.

And, frankly, that's why anti-retro-virals are probably going to be necessary as part of
this. They are not the solution. Prevention is the solution. But at the same time, we need to engage a lot of
actors who are going to do that.

To make a long story short, the Dinka and the Nuair held this process and it was a long
part of recounting the sins of commission of each side against each other. It stiJJ is holding today. So in
other words, this is a people who are taking control of their lives. This is one of the poorest areas, least
resource doted areas in the world and yet, positive things are happening.

There are ways, different ways of approaching problems. And I think one of the
chaIJenges we have as an agency in working with our partners and our African countries -- we all talk about
African ownership and we all talk about supporting the local institutions - is that we haven't gotten very far
on that.

But I wiJJ say that this minor miracle in Southern Sudan which got two groups together
and allowed them to come out with a conclusion that was a positive one in the face of, frankly, some pretty
horrific paths, I think, is the type of thing that we need to build on.

I think the problem of AIDS is that it's so large that no person can encompass it~ but I
think we need to think in terms of solutions that are really outside the box a little bit. And one of the ones
111 jusl talk about, not because we really have anything specific to show you today, but you'l be seeing and
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hearing about this in the future, is a global learning portal that's part of a development aJJiance that we in
USAID have with the Academy For Educational Development and Sun Micro Systems.

What has been very special about this is it was a very sma)) activity, about two and a half
million do))ars between the three parties. We haven't even fully gotten it off the ground and we already
have the National Education Association representing two and a half million teachers in the United States.
We already have Scholastic, the largest publisher of books, textbooks, in the world. We already have
NGOs in Africa, School Net in South Africa. We have some Ugandan groups working on or ready to work
on some pilots.

While it is focused on teachers and administrators, the real benefit is going to be teachers
and administrators under AIDS because what we're trying to do is take that model of the person that feels
isolated, can't talk to anybody, feels like they're alone in the face of all the problems in the world and begin
to connect them up. .

NEA has said we not only want to mentor teachers and help them out with their needs,
whether it's lesson plans or professional development, but we're wiJJing to get on a plane at our cost to go to
South Africa. Wouldn't it be nice if South Africa started advertising its tourism as a way to help keep the
economy strong to fight AIDS rather than not talking about it?

So I really think there are some opportunities of new ways of connecting people and
organizations around the world with problems.

Alan is correct that every scenario that we've always presented always gets beaten. It's
always worse than people thought. At the same time, we do have more information and more resources
and more tools. I think the question is how we apply them. And I guess before Dick te))s us why we can't
do it, I would like to just ask people in the room to help this agency think how it can apply its resources.
While we can say they're not the most resources in the world, they are substantial and I think at the end of
the day, they can make a difference.

MR. CORNELIUS: I want to thank Buff. I think the last part ofhis presentation there is
a good segway because our bureau is committed to the notion that there can and should be a multisectoral
approach in dealing with the HIV question. And so I begin by setting that out as the objective. Now what I
want to do is to focus on a few of the constraints or issues that need to be dealt with in working in a
multisectoral way on the AIDS question and to do so here in USAID.

One that Buff just alluded to is a resource question and specifically the shortage of
development assistant, account resources to deal with yet another big issue that's affecting their sector, in
this case HIV/AIDS. DA resources have not been experiencing large-scale growth in recent years. If
anything, they're feeling a bit of a squeeze by the fact that some of the health related budget items have
grown rapidly, namely the HIV/AIDS budget in particular. But the squeeze creates a shortage of funds to
take on new problems.

Dealing with these new problems is difficult because it must compete with other existing
priorities. However, the reality is that we're at the stage where we can no longer have the luxury of
ignoring the impact of HIVIAIDS on education, on DG, on economic growth, and the like.

There are three resource questions we need to ask ourselves. What can we do with the
resources that we do have now? How can we as an agency make the case to attract additional resources for
development assistant account to deal with this? And then how can we work -- \\:'here is the nexus where
we can attract funding from both DA and child survival and health funds accounts in order to cross share
some multisectoral efforts?

That leads me to the second issue and that is the restrictions that now exist on the use of
child survival and health funds. These restrictions are very real. CSH funds are appropriated by Congress
with defined purposes, very defined guidance in the legislation as to how they mayor may not be used. As
a result of that, there's an annual update of child survival and health guidance that's prepared annuany in
PPC Bureau which defines how they may be used, but also includes an appendix, which is germane to this
gathering, and that is on use ofCSH in multi sectoral efforts to combat HIV/AIDS. The two main
principles to guide use of CSH funds are 1) direct and measurable impact and this means direct and
measurable impact on achievement of health related objectives, and 2) an optimal use of funds. WiJJ an
investment provide a significant return on that investment in terms of health objectives?

That said, there are many inustrative examples that are given of acceptable multisectoral
activities where sectors can work together on the HIVIAIDS question.
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The third constraint or issue that I would identify is that up until now the nonhealth
impacts of HIVIAIDS have received relatively little attention. The focus has been on taking a public health
approach to reduce the spread of transmission and to, more recently now, to get involved in care and
treatment of infected and affected populations.

This lack of attention isn't just our doing. I mean, this is sort of the guidance we're
getting from the White House, guidance we're getting from Congress. So one of our challenges - through
this kind of mechanism and an information strategy that needs to be developed - is to make the case
amongst other stakeholders in the U.S. government that the nonhealth impacts of HIVIAIDS are significant,
that they do matter, and they require resources to deal with them.

The fourth and last issue that }11 highlight then has more to do with the capacity of the
various technical bureaus and regional bureaus in USAID to effectively partner on this issue. We need to
create a policy environment that will encourage more teaming on these issues. A cross-sectoral
co]]aboration takes time. It takes effort, which is in short supply in every bureau. Every bureau is busy,
just doing their sectoral work, and here we're now talking about cross-sectoral work which takes time and is
also seen as riskier in terms of the eventual outcomes.

However, I think the argument to be made is that the battle against HIV/AIDS and
particularly the mitigation of the negative impacts of the pandemic on social and econ'omic developments is
an area in which co]]aboration arguably is needed.

Any multisectoral HIV initiative, if it's to succeed, has to have the fo]]owing: strong
political support among a)) the major stakeholders inside and outside the agency; organizational support
within the agency to program funds co]]aboratively, setting up a task force or teams that have
representation from a]] the major players; and adequate resources. Then, as we partner together, I believe
that we have to do so with a sincere objectiye of creating a win-win situation for a]] stakeholders.

We need to look at this more in terms of how can we work together to achieve aims that
are mutua]]y beneficial? And if we approach it with that kind of frame of mind, I think it will build the
level of trust and cooperation across bureaus that will help us move forward.

So those are just some thoughts to perhaps set the tone forsome of the discussion later
this afternoon and hopefu]]y it will help help us think of ways in which we can begin to resolve some of
these issues quickly. Thank you.

MS. BUTLER: Thank you, Dick. Very good summary of what we need to get down to
in the course of this afternoon and in the future.

(Break for luncheon recess.)

Afternoon Session:

MR. BITTNER: Welcome again. I hope you a]] had a very good lunch.
Let me just introduce myself. I'm Gary Bittner and I work in the EGAT Bureau, in the

Office of Education, and work directly with Buff Mackenzie.
This afternoon, we're going to be having a panel on USAID experience with multisectoral

programs to mitigate the impact of HIV/AIDS. We're going to have three speakers, Harriott Destler from
our USAID Global Health Bureau, Brad Strickland from our USAID Africa Bureau, and then Ronald
Howard, the executive vice president of OIC International, who's been with us throughout the conference as'
we]] or the workshop.

Brad will start the presentation. Brad holds a Ph.D. in anthropology from the University
of North Carolina. He's quite a distinguished fenow. He was a triple AS fe]]ow here within the agency.
He quickly got engaged in health and environmental issues within the agency and rea]]y grabbed ahold of
it. He's been in the forefront of working with the Africa Bureau, working with HIV/AIDS.

I remember a number of years ago when the Africa Bureau was rea]]y trying to figure out
what can we do to get started, and Brad was there and he was eager too. He's got a lot of energy. He was
working with Kay Freidman from the Africa Bureau and they found some resources to establish this
Mobile Task Team for HIV/AIDS. That's what he's going to talk a little bit about today - how they got that
started and how it's engaged and how they're working with the University of Natal.

DR. STRICKLAND: Thank you, Gary.
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

I always find it's necessary ,when I'm talking about HIV/AIDS and education to stress
where I'm housed, where I come from. I am in the Africa Bureau, Education Division, and I have been
focusing on HIV/AIDS within the education sector itself. So the context for everything I say today is
focused on the education sector even though we are in constant dialogue with other sectors as well, orphans
and vulnerable children and health and other UN agencies.

I put up here on the screeJl the title role and purpose of the Mobile Task Team. I think
there are several different but related interests in the task team, how it works, what it does, its multiple
applications. I want to try to get to as much of that as possible, but there's stiJJ the basic context on building
commitment and capacity for a systemic response in the education sector that I find is reaJIyimportant to
sort of keeping us grounded when I talk about this.

As a way of background -- 111 be very brief on this -- I think everybody has been well
informed by speakers up tiJJ now on the unfolding epidemic across the continent. For us in education
USAID, of course, this means that the programs we're supporting in education have very different infection
rates from among the highest in the world: Botswana, where we don't have an education program per se,
but in the region of South Africa as weJJ, 20 to 35 percent, of Tamale or Benin which are down around two
percent. This makes a big difference in how we interact with our education programs and ministries.

Supply, demand, and quality are a)) undermined within the education sector, aggravating
existing problems that we've been battling for a decade or more. Our information systems are grossly
inadequate for the task of monitoring the impact and assessing the impact of intervention. Shortages of
teachers are being aggravated everywhere at the very time that we're trying to scale up to obtain universal
free primary education and, of course, the quality in the classroom also suffers. We're having reversal in
enro))ment gains as weJJ, especially for girls and rural children.

The consequences for education are that they're undermining very hard won gains of the
last decade. For USAID, these are very substantial investments in nine to fourteen countries depending on
how you count them and the historical time period. These were broad systemic education reform programs.
We bought into a broad approach within the education sector. We have consensus that we're strengthening
education systems and education sector support approach that we participate in with our donor partners in
Ministries of Education aiming towards sector investment plansthat are we))-coordinated among all donors
with the ministry and the World Bank.

A)) the progress towards education, aJJ goals, the miJJennium development goals, are
deeply threatened and chaJJenged by the impacts of HIV/AIDS.

In education sector support, we were focusing on all the interdependent pieces of an
education system, a solid education system. That meant again trying to coordinate a)) investments within
education through a central sector investment plan. The ministry actua))y owns and manages itself.

Teacher training and supervision, quality and relevance of curriculum, availability of
textbooks, information systems, community participation, and access, especiaJJy for girls and rural children
- these were all parts of a broad systemic approach to education reform that USAID and our donor partners
participated in which are simultaneously threatened by HIV/AIDS.

The criterion that we held ourselves accountable for were that any intervention must be
sustainable, must be systemic, and must produce classroom level results.

Our approach working with missions and ministries was building on the foundations of
these ongoing education reform programs. The priorities that were identified in our three-part strategy
were identified specifica))y to bolster existing education activities in USAID mission programs that have
been carefu))y worked with ministries and other donor partners and sector investment plans.

That means that anything that we're doing on HIV/AIDS and education is requested by
the Ministry of Education that we're working with as weJJ as USAID missions. They're foJJowing
specificaJJy in relation to impact assessments that our missions and ministries and their partners have
implemented, the impact assessments. We're trying to build into a)) sector strategies both at the mission
level as we)) as in the Ministry of Education HIVIAIDS mitigation as part of every day education business.

This isn't going away as we heard from Father Kelly and Alan Whiteside and others. It's
not going away in our lifetimes anyway. And education ministries in sub-Saharan Africa really have to
come to terms with the long-term impact of HIVIAIDS.

So our strategy working with our missions and ministries from here in the Africa Bureau,
Office of ~ustainableDevelopment, Education Division, has three main components which are echoed
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

across a number of other agency strategies as weJI, including the UNESCO Interagency Task Team which
is under the auspices of UNAIDS:
building the capacity of ministries for their own internal planning and implementation of an HIV/AIDS
response, a system response, strengthening formal and nonformal delivery of life skills, education for
prevention. We're finding increasingly a need to focus on care and support issues within that component.
And we're also supporting innovations among ministries and NGOs and communities to deliver basic
education to orphans and other vulnerable children as increasing numbers of kids fall out of the formal
system and have less and less access to education opportunities.

Our support to missions and ministries from Washington then is first we work with our
missions to build HIV/AIDS activities in education into the mission strategy. The Mobile Task Team itself
is designed and based in Africa to work with Ministries of Education to build HIV/AIDS activities within
the ministry's sectoral plan.

We participate together with other bureaus here in Washington, other agencies to give
guidance on life skills, education, research activities, a)) kinds of technical applications within education
management. Increasingly we're dialoguing with other NGO partners and UN agencies, World Bank and
others, on orphans and vulnerable children and identifying best strategies to reach kids that are falling out
of the system.

We're coordinating our activities with the Bureau for Global Health, with EGAT. We
work very closely with the UN Interagency Task Team on HIV/AIDS and education. Our education IATT
has been the most active and the most effective in not just disseminating tools and ideas but finding
mechanisms to implement.

And we're supporting a lot of ministry activities through that as well as fostering a new
technical resource network. We work very closely through them and also with the World Bank, with Aga
Khan Foundation, and with a number of our bilaterals, especia]]y DFID and increasingly Canadian SEDA.
We found it very important to build capacity among NGOs and our contracting partners. The Mobile Task
Team has been very, very important to us in providing technical expertise, cross-fertilizing approaches.

And then we also have been supporting a lot of regional activities. The Mobile Task
Team often get drawn into regional activities through the Association for Development of Education in
Africa, ADEA. SADe has become very active in supporting HIV/AIDS interventions, and the Mobile
Task Team is working with them to build their capacity to do that.

The Mobile Task Team itself actua))y came from a ca)) from the Ministries of Education
that we were working with in ]999, Ishrat Husain, Hope Sukin, Alex Ross, and Julie Ray. We were pulling
our resources together to focus on the multisectoral response through the Africa Bureau, mechanisms that
were there, the existing grant to the University of Natal being primary for us. Barbara Chilangwa from
Ministry of Education in Zambia put forward a very practical question and asked us to help the ministry
respond to it. She said there are enormous resources available to us we hear about from DIFID, the World
Bank, and the UN system to address HIV/AIDS impacts in education. We have no plan to implement those
funds and we are asked for that plan constantly. Help us put together the plan and we can get the money.

That was the primary motivation for the formation of the Mobile Task Team and to '
which its components now have been addressed. It was helping Ministries of Education with the technical
mapping, the technical implementation to harness these enormous resources that are available. The Global
Fund, the MAP Fund, bilateral funds, are all pretty much useless to education without some timely and
specific resources to help identify the impacts and prioritize those actions.

It was co-designed and developed by HEARD, Alan Whiteside, the Director of the
Health Economics AIDS Research Division, University of Natal, and by our office in the Africa Bureau,
Office of Sustainable Development. It's managed and administered by HEARD at the University of Natal.
It's funded by our Africa Bureau, Office of Education, funds for two years and we have commitment from 
- or as far as one can have commitment -- USAID missions through their anticipated budgets for the
following three years.

So it's a five-year cooperative agreement and we're in the second year at this time. The
monies, of course, are two-year money, so they can roll over. But after the second year, we anticipate
missions wilJ begin buying in to pay for the Mobile Task Team's activities.

It comprises a highly mobile group of professionals working in a range of different fields
as you can see from the slide, education, health, demographics, data systems. And the first activity after a
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

USAID mission brokers the relationship between the Mobile Task Team and the Ministry of Education, is a
visit by some member, a couple of members from the Mobile Task Team to the Ministry of Education to
work out an annual work plan.

The preliminary needs assessment, where the ministry is on its work on HIV/AIDS and
education, what the dialogue is with the health sector and the national AIDS control plan, is all assessed in
a preliminary stage. Then they mark out a general allotment of about 45 days of Mobile Task Team time,
composite members, and determine how they would budget that out over the course of the year to support
different activities.

The approach and the process, is designed to build the capacity of a ministry to manage
the systemic impacts of HIV/AIDS in education. Usually that planning process, we find, echoes our three
part strategy. This is one of the advantages of working with the UN Interagency Task Team and having
built our strategy based on work with ministries.

There are three general areas that most of our ministries find very convenient for
planning within their own long-term sectoral planning. So I won't reiterate that strategy.

Mobilizing that political commitment at all levels necessary for driving the response is
extremely important. The Mobile Task Team has great resources and experience on that process. It doesn't
mean the entire government has to be engaged in the Ministry of Education itself and administer. The two
Ministers of Education have actually led much of the government response and they've been a very positive
and powerful influence for other departments.

There are a series of workshops that are often implemented in the ministry: assessing
impacts of HIV/AIDS within the MOE itself and the response to date, identifying information needs,
facilitating the comprehensive vision for strategic planning. The Mobile Task Team provides that technical
facilitation, the staff to facilitate the workshop itself. Another donor of the ministry itself actually pays for
the cost of the workshop. The Mobile Task Team does not pay for the entire workshop, only the technical
facilitation. USAID very often is not the one who pays for the workshop, but DIFID, UNICEF, or the
ministry out of its own budget.

Once they're identified, of course, you have to prioritize what can be done within the
short term, medium term, and long term of where their resources are going to come from. That's a really
important part of the Mobile Task Team's work.

Ministries sometimes, given templates, tools, examples of how other ministries have done
it, do the work themselves. The Mobile Task Team goes away. Comes back later only to find that the

. ministry actually went through the process on their own and are now asking for feedback from the Mobile
Task Team. For us, that's a tremendous success.

And we do see these things implemented? People often say, that's great as a plan, but
what happens to it? Well, I assure you in Namibia and Zambia and Malawi, the impact assessment is
implemented. The training for teachers for life skills education, they do get implemented. We can provide
testimonies from people in the field.

Sometimes ministries want examples of what's happened in other ministries, what the
terms of reference look like, what the budgets look like. The Mobile Task Team maintains those
documents and can help refine them for specific countries.

The Mobile Task Team, University of Natal actually under DIFID funding developed a
district level monitoring framework for HIV/AIDS impact at the district and school level which is now
being taken into a number of different EMIS systems being worked on with USAID funding in large part.
Zambia, Malawi, South Africa, Ghana wants to do this.

It's actually a very extraordinary thing to watch a small technical intervention from the
Task Team to be taken into a very large funded activity that USAID is doing and make it so relevant for an
entirely new context.

And then, of course, there's timely, on-site support. Malcolm McPherson is the one that
articulated this for us very clearly a couple of years ago, noting that ministries, as the changing needs
change, really needed on-site, in-country, technical training, not people taken out of the context, but
capacity building within the context of daily work as much as possible. And we really tried to make that an
instrumental part of Mobile Task Team support.
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TRANSCRIPT, HIV/AIDS and De"elopment: Impacts and Multisectoral Strategies, 4-29-03.

We find increasing calls from Aga Khan Foundation, who's trying to start its own
resource network for East Africa, the IATT secretary at UNAIDS is asking for these tools to be published
and shared more widely.

The zero budget options, of course, are of great interest to a lot of ministries who want to
get started and don't have resources yet in place. Teacher demand and supply modeling has been extremely
important for us, demonstrating impacts of HIVIAIDS within a country. The partnership database monitors
what other donors are doing in the field.

Working under this approach, the Mobile Task Team has worked in Zambia, Malawi,
Namibia, Uganda, Ghana, Ethiopia, and in the National Department of Education in South Africa as-well as
KwaZulu-Natal, Eastern Cape, and Limpopo. There are preliminary discussions in Guinea, Benin, Mali,
Sudan, and Kenya. There's been regional support, as I've described before, to all of those different
institutions. They're consulting with the Interagency Task Team on OVCs with UNAIDS,Aga Khan's new
technical resource network, and we from Africa Bureau are supporting creation of a new technical resource
network where we're using small money to put in for UNESCO to leverage additional resources from
DIAD and Ireland to create a new Mobile Task Team for West Africa, to focus in education in West
Africa.

And the Interagency Task Team's tools and processes will be the model as far as the
Steering Committee can see at this point. Then there's also a Health Task Team and pilot phase in Namibia
and Ghana which is under the auspices of the grant that Hope Sukin has with HEARD.

And then as Ishrat says, the finale, the money. For us in education, these are very rough
estimates. We actually had a large investmentof staff time. We have three people working full time for
two years on HIV/AIDS in education. With the reorganization, we have had to scale down to me and it's a
real loss. That face time is extremely important in multisectoral activities. The interaction between people,
that's where ideas fly back and forth. They don't follow Power Points very wel],

The Mobile Task Team are budgeting. We figured approximately $75,000 per country
per year. That maintains a team from anywhere from two to three people going into countries three to four,
maybe more times. It depends on how long each stay is. That includes travel costs, per diem, all the costs
of the Task Team. As I said, it does not cover workshop cost. Ministries cover that. We consider that a
really important demonstration of ministry commitment to the process and the outcomes.

Our AFR/SD education money to the Mobile Task Team is 2.8 million over the two-year
period. And then missions will follow on from that. This has led to USAID mission support to education
programs, HIV/AIDS and education of7.7 million over the same two-year period, which we consider a
pretty good return on our money.

The Ministries of Education and other bilateral support is far higher than that. I can't
begin to estimate what that costs. It would be interesting to try to grapple with it in some respect. But
when Zambia's new sectoral strategy for the next seven years incorporates this HIV/AIDSstrategy through
its entire education planning process, the value of that is immeasurable.

It's so encouraging to be in Zambia and hear people say this is our strategy. The Mobile
Task Team is only thanked in acknowledgement somewhere buried deep inside. This is really a ministry
owned process and document.

MR. BITTNER: Thank you, Brad, for that overview ofMTT. 1I's really delightful to see
how much progress has been made over the MTT program since its inception. We've got time for questions
here before we go on to the next speaker.

MS. BUTLER: I'm struck by the sort of concentration of responsibility in Ministry of
Education. I wonder to what extent the process of developing these plans has gone beyond the public
entities to include for profit private sector or not for profit private sector in the countries in which MTTs
worked. And if not, are there plans for that to develop?

DR. STRICKLAND: Well, the participation beyond the Ministry of Education itself is
very often determined by the Ministry of Education. So it does include institutions like FAWE, the Forum
for African Women Educators. UNAIDS is always involved in some capacity.

There are often NGO partners -- Father Kelly, could you answer that question vis-a-vis
your latest experience in Zambia and others? It varies quite a bit and I can't on my own actually say
whether it's increasing or not. But there are attempts certainly to engage more outside of the ministry.

o

o

o Submitted by tile IRIS Center at tile University ofMaryland, College Park
To USAID under Contract No. EDG-O-OO-02-00037-00, Request No.2003-06

The IRIS Center, 2105 Morrill Hall, College Park, MD 20742,301-405-3110

http://www.iris.umd.edu

~

Ins

John M
Rectangle



TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

But the actual planning process within ministries itself, we have found to be so difficult
to have it championed and owned within the ministry that it has very often required 'for political purposes
limiting the numbers -about 45 to 60 people is all people could handle in the internal power dynamics
within the ministry itself. Once the specific areas are identified, it does open up to larger groups and things
are put out to tender, of course, for implementation on training and things like that.

DR. KELLY: Well, currently I think most of the emphasis is with the Ministries of
Education, but there is obviously a desire to bring in the wider partnerships, the partnerships of the NOOs
and then of the private education sector. Community schools do, though, come into it very strongly and
they're part and par,eel of it. And community schools are a private entity even though they're absolutely not
for profit. But I think one of the weaknesses in the Ministries of Education in general --
and this is not an MTT thing -- is their difficulty in making their partnerships real. They are nominal
partnerships in many ways - the partners are brought in for cosmetic purposes and then they're more or less
instructed what to do. But we have an opening here which could be developed further and certainly I think
that would be very good.

MR. BITTNER: Other questions for Brad?
MR. HOWARD: Ron Howard, OIC International.
Brad, I wanted to know what is the kind of time frame that is necessary from start to

completion of these type of strategic plans that you're describing? How long does it generally take, and
what has been your experiences across the different countries that you've worked?

DR. STRICKLAND: It really does vary a lot depending on where the ministries are and
their own planning process. Ghana was one of the first that we worked with and has gone through so much
political change within the ministry that the strategic plan there has gone through various reincarnations --
it's just on the verge of being finalized again now. .

With Zambia on the other hand, two years was pretty much aJl it needed. Ghana, I would
say, has taken almost four.

On average I tend to think of it in terms of a two-year block to get the strategic plan
rea]]y cemented and on its way to being incorporated within its sector investment plan and streamlined.
And then there are the tools that get implemented beyond that within the ministry itself.

MR. MACKENZIE: Just wanted to know, Brad, if you could talk a little bit, and maybe
Alan could add, about the applicability of the MTT model for other sectors.

DR. STRICKLAND: My experience is that there are many aspects of it that are
transferable. We grapple a lot with orphans and vulnerable children ourselves, and meeting the wide
variety of needs that are there for kids, beyond education itself. And if they're not met, if those welfare
needs and domestic needs aren' met, the kids don' get educated. So the consortium of partners that has to
be coordinated and mobilized within that context is a very different thing than working with a single
ministry of education and its partners. And I know that at this time the Mobile Task Team is in direct
conversations with UNICEF and the HIV/AIDS Division, as well their Orphan and Vulnerable Children
Division, specificaJly on that idea, adapting the Mobile Task Team for a broad OBC approach.

So I have no doubt that it is applicable. We have not seen the blueprints for that model
yet. In health, it certainly is applicable there. There are many of the same questions about systemic
support to health, personnel, management that apply in education.

What is interesting to me, as Ishrat pointed out yesterday, is that education may have a
real advantage in addressing these things because of the decade of systemic strength in every education
system. While we have been under pressure to provide free universal primary education, health has been
going the exact opposite direction of course, with the tremendous pressure for communities to pay an
increasing portion of their share of their resources.

So it's a very interesting, you know, dynamic to look at those two in contrast I think.
DR. WHITESIDE: Perhaps I could just add to that. I think for me the thing that is most

interesting about the education task team is that it was a happy coincidence of two things. It was a
coincidence in people. It was people with vision and here I would say Ishrat and Brad, and the rest of the
team in USAID have to take a lot of credit for seeing that there was a potential to do something like this.
But it was also a coincidence of actually finding people in the field, and here I would mention Peter Becker
Walters who heads up the task team, and Jonathan Gorden. Michael of course had been working on the
impact of AIDS and it was being able to put that together.
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I think in order for it to work in other sectors you 'have to have that same coincidence.
And you don't always get it, but if it does happen then I think the advantage that you get is a degree of
flexibility and a degree of leverage. Once people see things working then they are really keen to get on
board.

And in fact our problem, and Brad was far too polite to say this but I will, is not being in
collaboration with the World Bank. It's been stopping them from taking over the Mobile Task Team,
because once they saw it operating, they immediately decided that they wanted to take over the thing.

The last point I'd just like to make, and it's a very interesting one, is we did something
similar with the diamond company, where we looked at what AIDS was meaning for their operations. It
was very much a sense of - you do it, we 11 help you.
This is the premier company in Botswana, you'd think that they'd have really good management
information systems. For them it took two years from conceptualization to having something that the
Board could approve. So I think for an education ministry to do it in less than two years is quite
remarkable.

MR. MACPHERSON: Brad, on two of the slides you mention fostering innovations in
delivery of basic educational and welfare, and supporting innovation. What is supporting innovations
among the ministries of education. Can you give us a couple of examples just to give us a feel of what's
innovative and what's coming out? We've heard a couple of mentions of one-year training and then on-the
job, and then using technology to compliment, et cetera, et cetera. What's actually coming out of this?

DR. STRICKLAND: Well in this context, it's referring primarily to helping ministries
identify strategies to provide alternate delivery of basic education to kids in communities who otherwise are
faIling out of the system. The Mobile Task Team itself is not delivering these innovations. They're helping
ministries support innovations and plan for innovations.

USAID missions have been the primary one supporting ministries of education. The
interactive radio education in Zambia is probably the premier example where an interactive radio education
development center working with education broadcasting services in Zambia have kids in grades one
through three actually learning to read and write and do maths faster than kids in the formal school. It has
been so successful that the ministry of education is now asking for ways that it be adapted within the formal
system to strengthen teacher interaction with pupils in the classroom.

So that's an example which now Ethiopia, Uganda, Malawi, other countries are looking at
and trying to figure out how they can adapt. It also has broad application beyond basic education because
we're finding in these radio education centers all age groups, from six year olds to sixty year olds. And it's
an extraordinary way you could deliver agricultural information, environmental information, health
information, et cetera. So we look at that as a real break through.

The other examples are the community schools which are being supported by
communities, teachers paid by community as well as supported in building supplies, building materials, in
Meli, Malawi, Zambia. Those are the three primary examples that I can think of off the top of my head.

MS. BUTLER: I want to ask both of the MTT members, Alan and others, a question
about the potential applicability of MTT not to other sectors but to something that would synthesize and
mobilize support for the kind of measures that you, Alan, said were necessary to deal with the crisis, the
social cohesion issues. Is there any role for something analogous to MTT for building the kind of political
support for social cohesion that needs to happen on a more integrated basis to get -- to avoid the stove
piping?

DR. STRICKLAND: You know, what Alan was saying before about the human
resources that we built on in the Mobile Task Team is so important to this process, and I take it for granted.
They are an extremely dedicated. The grant was signed in 2001, but they worked for two years prior to that
in an ad hoc fashion, and unfortunately I have to say thanks to USAID funding flows half time on a
volunteer basis. If you can find people that are that dedicated whose work is of such high quality as these
folks are they can do anything. And that's a very clear lesson that we see from this. Other agencies are
rushing to put money in to capitalize on this group of dedicated people who will stop at nothing. They are
finding new resources in every country that they work in who can also be brought into this.

Soyes, building political commitment in other countries to focus on avcs, it certainly
has applicability and the tools and processes will be adapted. It will happen.
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DR. WHITESIDE: But not by us. We're back peddling as fast as people are rushing
towards us. Everything said in this meeting has a level of deniability. I mean one of the things is that when
UNICEF came down and said we need to look at how the MTT has worked and how we can apply it to
OYCs. The mandate I gave Peter, or the mandate we agreed with Peter, is you can talk to them but don't
agree to do anything because we simply don't have the capacity, and that's the reality that we have to face is
that if this is going to work you need to have capacity. And you need to have people who understand the
education sector, and who are dedicated to that.

What you need is people who understand political commitment and who are dedicated to
that. And what we can show you is what we did and the template for it, but you need those people to do it,
in exactly the same way you need people who understand health do do health, you need people who
understand finance to do finance, and agriculture to do agriculture.

DR. STRICKLAND: Right. It does have to have its sectoral focus, and when I say we
are working with the IATT in West Africa where we do know people who are going to make this thing
happen. We're identifying in West Africa the sort of human resources that were in southern Africa when
we began.

Without a sectoral sector specific expertise I don't think it can happen. And we do have
.to find more people, you're right, Alan.

MR. BITTNER: Mr. KeIJy?
DR. KELLY: Yeah~ I'm not quite sure that I absolutely agree with just the very last

words that Brad used ther. Because as he's shown on the slide many of these people are not educationists at
all, they're medical people. And they are from other disciplines.

And I think that one of the chaJlenges that the success of the MTT is raising for the
agency here, and for other agencies also is, is it possible to establish something like an MIT that is cross
sectored, multi-sector, because that is what will work out in the field, and thereby make it necessary to
assist governments to adopt the multi-sectoral approach and thereby make it necessary for the agencies to
adopt the multi-sectoral approach.

I think we've got something here that we should be moving a little bit beyond the strict
compartmentalization aspect.

Since I have the floor, just to say one or two other little things about this. That's one of
the challenges I think that is there for the MIT and the whole concept of it.

The other chaIJenge is the one I think that Alan raised, and Brad has raised also, the
availability of people. You do want a certain number of people and you want them with a little bit of fire in
their gut. And this is to some extent the problem possibly of starting something similar all through west
Africa, whereas yet it's not hitting to the same extent that it has in eastern and southern Africa.

But nonetheless there is a certain amount of it here that is transferable.
One other thing about this is I think that we have also got to do is try to get as much

balance as we can between the various sectors of the individuals that are participating in it. It is a little bit
unfortunate that as it stands the MTT is very largely South African, although it has people from southern
Africa. And it is identified more with one country in that way.

It's a little bit unfortunate that almost aJl of its members are of the pale hue, not all but
almost all, and that while there is a reasonable gender balance in it there really could be a stronger gender
balance in it.

Then one final point, I don't think Brad mentioned it in his presentation, but I think iis
important. A great deal of information is being generated through these activities, and there is a process for
the dissemination, the gathering and the dissemination of this information, and there's a publication scheme
underway, and also there wiJJ possibly be a website or some other way of disseminating what's going on..

MR. BITTNER: And I wanted to say those are aJl good recommendations I think that we
should be carrying forward. Now it's not to take away anything that's been done with MIT, I mean MTT
has been a forerunner of opening the door on some of those things on the planning side from what I see,
and I think you raised, Dr. Kelly, a lot of good opportunities. And one of my questions, you mentioned
something about $75,000 per country per year, and you mention here Africa SD was three people andnow
it's you.

In addition,in building capacity there at the University of Natal and Mesi, they're very
energized. What are the plans to say grow this and is there support to do so?
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DR. STRICKLAND: Well first I just need to go back and just hit on this sectoral issue to
be a little bit more specific.

I think part of what I'm really getting is those who are working with us so far on the
Mobile Task Team are thinking systemically. It's actually very rare to find people working I think in many
sectors any more who really think systemically. We know from a couple of decades work in education that
if you're going to focus on curriculum and textbooks you have to train teachers, you have to write new
exams, you have to do the teacher placement for them, community input has to be there to make the
curriculum work, there's got to be financial and funding issues thought through on the new materials
production, and you've got to have the policy to support all that.

So if you bring in people who are not education specialists, they have got a lot of learning
to do to catch up with that history real fast and put all that in place. And part of the immediate functionality
of the Mobile Task Team was they were working in education reform in Africa.

So it's not to say that it must have a sectoral focus, but if people don't think systemically,
I don't think the impacts of HIV/AIDS across a sector, and its delivery of services, really registers to folks.

In terms of plans to grow the Mobile Task Team we have had within the cooperative
agreement, built training activities with other institutions and other sectors to support the growth of new
task teams. We have beenin conversations with several institutions. The World Bank, as Alan pointed out,
thought it was a really good idea and wanted to appropriate it, which is not in the cards of course.

DIFID (phonetic) and others also are very willing to put resources in, Ireland AID
(phonetic) and this new task team for West Africa is of course in that direction, it's following up on the
mandate that we have. Buff MacKenzie had put a substantial sum of money in the first pot that we drew on
for the Mobile Task Team specifically for replication outside. It is in the G8 goals that all G8 had to state
signed that we would work to replicate task teams of this sort.

So the planning in the immediate present is that we're working through the Equip One
mechanism to put $300,000 per year through Equip to help UNESCO IATT create a new Mobile Task
Team for West Africa. And the IATT based on that success will begin replicating them in Asia and other
parts of the world as required.

For education we have a plan, and so--
MR. BITTNER: That's good to hear that you're thinking about, you know, replicating

and growing --
DR. STRICKLAND: We're not just thinking, we're doing.
MR. BITTNER: You're doing, okay, 'thank you for that correction.
In the case ofthe first MTT it was working with the University of Natal and some of their

expertise, and then you mentioned some other ones like World Bank, DIFID, G8, working through Equip.
Is it the plan to work through other universities in the regions too with these other donors?

DR. STRICKLAND: Tentatively the steering committee to the IATT will drive this
actual process, the Equip mechanism will foster or facilitate a steering committee based in Paris pulling
together a number of the funding partners who will drive the process.

The initial conception is that it would be based at the University of Dakkar and that
there's a cluster of folks already very keen to support it.

MR. BITTNER: Other questions from the audience?
DR. HUSAIN: Yeah, I think that of course even this idea of an interagency task force

that is to prod all UN agencies.
But on this question of application I tHink that the important thing about this task team is

that it there are management experts, there are education experts, there are even health experts, and the
sectoral focus is important because you have to build a sector capacity to reach out, otherwise I think that
coordination is impossible. As I keep saying that zero plus zero is zero. If you have big sector they cannot
work together.

So I think that we have to keep the sectoral focus for a long time in order to make these
sectors strong enough to edge each out vertically and then work horizontally, otherwise they won't be able
to deliver the basic core services which is their core business.

And so that's one thing. And inherent actually in Zambia they have replicated district by
district information systems on how they are going to adopt that at the statistic level.
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

But on the question of applicability to the other sector, I hear that DGN established a
Commission, which the ECA has just initiated, with one of the tasks being to improve public services. And
yet they are going to adopt this MIT model on other sectors, incJuding finance. So it's a great compliment.
We didn't know how to address the system issue, and thank God MIT came along.

But my last question is to you and Brad, it's that do you see the role of MIT in education
in the implementation phase?

DR. WHITESIDE: I would say not because I think that it has to be earned by ministries,
and I think it would be a failure if we were stilJ there and implementing. And Michael is nodding, so I
think --

DR. STRICKLAND: I agree completely, Alan, and in fact as I said it's a real mark of
success and very encouraging when, Zambia is an example again, the terms of reference for the impact
assessment were USAID was trying to push and say we're going to pay for this, we'l help, and they said
no, you're not, this is a ministry product and we're going to put it to bid, and we're going to supervise it and
implement it.

I don't think that the ministries would allow the Mobile Task Team to actually implement
all of these activities that were once --

DR. HUSAIN: No, no, I'm the last person -- over my dead body. What I'm talking about
is their need for technical support in the implementation phase.

DR. STRICKLAND: So you're talking about, Ishrat, the implementation say of life skiJJs
training or?

DR. HUSAIN: Yes, everything.
DR. STRICKLAND: In order to keep procurement very cJear and have it be an

uncomplicated process the Mobile Task Teams support to the ministry ends when the terms of reference
and the costing is done, and then the folks generally on the Mobile Task Team do not bid on those activities
for implementation they go out to other contractors:

DR. WHITESIDE: I think that I can't overemphasize that enough. I mean it would be a
real conflict of interest and it would be wrong.

DR. HUSAIN: No, no, not the procurement, the question is who is going to see that the
implementation is on track and what you need done, that kind of --

DR. STRICKLAND: Oh, that -- this is very simple also. The MIT has actually
designed a global readiness report instrument for surveying where ministries assess their own progress on
activities. It's self-administered and the IAIT, the Interagency Task Team, is requesting that it be
developed. We are doing it under contract to them specifically so that we have an annual update on the
progress of these activities, and that there would be some comparability across ministries, not just in Africa
but eventually outside, and also in other regions.

So, yeah, I mean the monitoring is going to be self monitoring.
MR. BITTNER: Let me just kind of wrap up with one statement here.
I think we see the energy of the MIT, and in particular the leadership of Brad and Alan,

Ishrat, and others have brought to it. And I think one of the characteristics of this particular task team is to
not let the donor take it over. And I see this from Brad, I see this from Alan and others, and said no, we're
not letting the World Bank take it over, we're not going to let DIFID, we're not going to let AID take it
over. We want the ministry to own it.

So this is really important and this is critical, and I think we need those kind of
champions on whatever team we develop and replicate.

DR. STRICKLAND: Gary, could I just second that and say that this is a cooperative
agreement, we're as hands off as we can be. We have the best people in the world working on this for us in
southern Africa, we don't want to tell them what to do, we want to facilitate it. Africa Bureau SD we
facilitate with our missions and help get these things rolling.

This is a University of Natal HERD activity, and I think that reaJly is important.
MR. BITTNER: One last ques,tion?

DR. KELLY: No, not a question. As a member of the Task Team an expression of
appreciation for the support of Brad and the back up that is coming from the agency.

Thank you.

Submitted by the IRIS Cellter at the University ofMarylalld, College Park
To USA1D ullder Contract No. EDG-O-OO-02-00037-00, Request No.2003-06

The IRIS Center, 2105 Morrill Hall, College Park, MD 20742,301-405-3110

http://www.iris.umd.edu

~zns

John M
Rectangle



o

o

TRANSCRIPT, HIV/AIDS and Development: Impacts and l\1ultisectoral Strategies, 4-29-03.

MR. BITTNER: Let's give Brad and everybody all -
(Applause).
MR. BITTNER: Okay, we're going to make a transition here to our first speaker that we

had planned on, Harriett Desller.
Harriett is the Acting Chief for the Strategic Planning, Evaluation, and Reporting

Division of the Office of HIVIAIDS here in the Global Bureau. She leads USAID's global planning and
evaluation in HIV/AIDS to ensure that U.S. resources make the maximum impact on the pandemic and that
decision makers have the information they need.

Prior to serving in that position she was a program officer in USAID's Regional Mission
For Central Asia where she oversaw the design, support and review of USAID programs in five central
Asian republics, Kazakistan, Turkministan, Uzbeckistan, Tagikastan, and which one am I missing -.

VOICE: Kazikstan?
MR. BITTNER: Kazikstan, right. So Harriett is going to back us up a little bi(and give

us kind of an overview of the multi-sectoral approach, perhaps in an aid mission or an organization.
So, Harriett; we'l turn it over to you.
MS. DESTLER: Good afternoon. I'm delighted to be here. I thought it was bad enough

that for, I think, the third time in ]0 days I have to follow Alan Whiteside, but I thought at least I'm ahead
of Brad. And then my technology let me down so I have to follow Brad too.

But anyway, for the last day and a half, as near as I can figure from sticking my nose in
and out, you've been talking about the impact of HIVIAIDS on each of your sectors, and how AIDS, as
Brad has said, has so badly eroded those hard-won development gains that we've all worked on for the past
two and three decades.

I'd like to turn the topic around and talk a little bit about how multi sectoral approaches
can help us meet the global goals in HIV/AIDS prevention, care, treatment, and support.

If I delayed long enough perhaps I could tell you what the President just said, he was
speaking on HIV/AIDS at ] :50 in the Rose Garden, and I believe he's making an appeal to the Congress to
move ahead with increased support for HIV/AIDS without certain kinds of restrictions on what and how we
do it. But I couldn't get a script so perhaps that's not what he said. But in my Rose Garden that's what I
hope he said.

(Laughter)
(Applause)
MS. DESTLER: And I do promise you all Rose Gardens.
I would like to begin by sharing with you the U.S. goals, which are reaJJyglobal goals,

country goals. We didn't make them up, they're very important human goals. And then talk a little bit
about USAIDS current multi sectoral approaches, with particular reference to some pathfinding work that
our mission in Zambia is doing. And then conclude by raising some of the challenges we face in trying to
decide when and how to adopt or invest in specific multi sector approaches.

As I said these are shared goals, they are very much shared with bilateral, unilateral, and
of course most importantly of all, host country governments. They were articulated at UNGASS, the U.N.
General Assembly. They're part of AIDS expanded response. A few years ago when we finally got more
than $] 00 miJIion dollars a year for the world we developed a new approach and what we caJJ expanded
response, and we set some very specific goals and targets there. And fina]]y they are repeated, and I hope
they were repeated this morning, in the President's emergency plan for AIDS relief.

Basically they're focused on ~elping people in four ways in preventing the spread of the
disease, and specifically preventing transmission from mother to child, and expanding care and treatment.
And both this prevention of mother to child transmission and care and treatment are very new things that
we're much more able to do. And I think the President's initiative, which wiJJ probably affect everything
we do will be caJJing for perhaps as much as 50, 60 percent of aJJ USAID AID investments in the area of
treatment. So certainly we're seeing a much greater emphasis on mother to child prevention and on
treatment of people living with AIDS. And they also include the critical and very difficult area of care and
support for children and families affected by HIV/AIDS.

Let me just gaJJop through these, but you11 see the paralJels both between the ER being
not the emergency room, but AIDS expanded response, and the PI being the presidential initiative.
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TRANSCRIPT, H1V/A1DS and Development: lmpacts and Multisectoral Strategies, 4-29-03.

You'l also notice that AIDS goals are separated in two levels, one for what we classify as
high prevalence countries, which are those countries with generalized epidemics and infection rates above
five percent. Not surprisingly it's those countries which are the ]4 countries that are featured in the
presidential iniliative.

And then our intention in countries with lower prevalence is to keep prevalence down to
one percent among the general population. And again, you'l notice our target is directed at 15 to 24 year
olds. What we're really trying to do is prevent new infeclions, and so we're looking at the youngest
populations to see if we can slow down infection among those populations. So it's a sort of surrogate for
incidence.

The President's goal is to prevent seven million infections in 14 countries. We estimate
that as an agency we contributed to the prevention of a million infections last year globally.

The next is the mother to child transmission. One of the things that's exciting about
working in HIV/AIDS is what we can do changes almost daily and almost hourly. We do see the
prevention from mother to child was a laboratory experiment hardly more than a year or two ago, and now
we're talking about rolling it out and trying to reach 25 percent of HIV positive women, and the Presidential
goal is to reduce mother to child transmission by 40 percent and reach one million women in ]4 countries.
It's an enormous task for any of you who have done maternal health, absolutely staggering.

Okay, care and treatment. Again, basic care and community support services for 25
percent of the HIV positive people, again in high prevalence counlries.

The Presidential initiative includes two, it's both treatment of two million individuals and
care for a total of] 0 million HIV positive individuals and orphans.

You'll see us repeating the Presidential Initiative in the next one which is our goal in
orphans and vulnerable children, provide community support services to 25 percent of the children affected
in high prevalence areas, and again it shares the same care for some proportion of the] 0 million.

As I think all of you know we're talking about literally tens of millions of children, and
this is the area where the multi sectoral approach is so desperately needed.

AIDS targets and goals. Our program is being jointly determined now under the
Presidential initiative, it's a cooperative effort between USAID and the Health and Human Services. It
looks like it's going to be coordinated under a coordinator at the Department of State, and there was some
thought that he might announce who the coordinator was. I don't know. I couldn't be there. But anyway
maybe we'll know who that is.

But that is adding a new layer of complexity to how we program. Our programs are both
our baseline targets, how we use our resources, and how much resources we get is being monitored and
melered by OMB. For instance in mother to child transmission we're only getting a few months of money
at a time.

So this is not easy to manage. And finally we're being audited and audited by both the
USAID inspector general and the GAO. So if we sometimes seem concerned about how resources are
being allocated we know that they are very close beside us.

We're being audited both for our results, we just provided last month baseline data for all
of AIDS countries with indicators for each of the areas and then targets.

We're also being audited because there is an agreement between USAID and the
Congress on how child survival funds are used, which are the monies that we have for HIV/AIDS, and they
must produce direct and measurable results, and they must represent optimal use of funds.

And finally we're accountable both to the President and the Congress. The administrator
had a recent briefing that I was at and said that after he had met with the President on HIVIAIDS the
President, took him aside and said I will be asking you in December what you've done on prevalence in the
countries. I've never seen scrutiny like this in my close to 30 years with AIDS and the Peace Corp.

Now multi sectoral approaches within USAID, and we in the office think about them in
two ways, those things that involve public and private sector collaboration, and those things that involve
the various contributions of the various development sectors.

Public and private -- if I go too fast just tell me to stop, I'm trying to gallop through. But
basically public and private sector initiatives have always been important in development assistance. They
are even more important in HIV/AIDS because we must expand the resources, we need trusted sources with
credibility and outreach.
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And finally we must ensure sustainability at the household, community and district level.
Unfortunately HIV/AIDS is a chronic disease, most of our experiences with preventive disease or
infectious disease once we begin to treat somebody for HIV/AIDS we have to treat them for their lifetime
and stop when they die. And in treating someone for chronic disease involves a full set of household,
community, and other networks of support. And of course as we all know raising a child takes a whole lot
of years, so we're not in this for the short run.

So we not only need partners but we need partners who will stay with us.
Though we have enormous numbers of public and private examples of both companies,

multi-nationals, who have made enormous contributions in the area of HIVIA IDS, very important
contributions from pharmaceutical companies have been the donation 0 of test kits at reduced prices,
certain pharmaceuticals and most recently Pfizer is making available, at very low or no cost, a fungicide to
treat meningiti s, which is one of the killers of HIVIAIDS.

You know, the list goes on and on. I think Buff has already mentioned the exciting
things being done by multi-national corporations.

But what's also exciting is that Hope has come to us and said now where can you get
people tested, and so they're going to be doing the voluntary testing and counseling in various institutions
that we supported and they're going to give us a portion, and they provide resources while caring for people
we provide services for. These kinds of things are just critical, and of course we have wonderful
experience with NGOs, non-governmental organizations, including faith-based organizations, one is
Chickentate in Uganda, which is leading the way for home-based care, and of course working across
sectors and for orphans and homeless children. And they go on and on. Certainly more care and support
and treatment is being provided.

Now looking back on the developments. I think there's no doubt from anybody in this
room that all sectors must act, they must respond to change national set~ings, change national conditions.
Populations are changing, resources are changing, all sorts of challenges there.

And the kinds of things that you have been talking about the last couple of days about the
impact of sectors, I can't think of anything more important for doing this, for making national the costs of
non actions, and this is not an isolated phenomenon that's going to go away.

And then finally all sectors I think contribute to changes in policies, protect the rights,
mobilize communities, and educate the audiences. Sometimes at little added cost sectors can do a
tremendous job in education and prevention.

And finally there are a number of other very important ways that they can contribute
towards the supply support and prevention. This is where we get the most difficult questions about the
optimal use of scarce resources.

You can't talk about progress without talking about the wonderful Zambia. I think
Zambia has led the way in many things. I think the first in mission teams, the next is the intermediate and
often low-cost approaches they took to multi sectoral when we said we ain't got no money, and finally I
think it's this new strategy which lays out a series of strategic multi sectoral investments.

Under the leadership of the Ambassador they have established a country team for all of
the U.S. government agencies in Zambia, they are all mandated to work in the area of HIV/AIDS. This has
been a very successful and strong process. Among the things they also have is what they call a Hope Team
which is a mission team, or a country team, that works with people with the HIV/AIDS. They also have a
one called ZamCare that provides four hours of leave a month for anyone to do voluntary work in the area
of HIVIAIDS. And just very recently they announced that they have promised along with any U.S.
Embassy, a program which would approve treatment for Zambians.

They also have a mission team and they've had a mission team for several years and the
chair rotates the mission because they didn't want a team just run by a counselor, so for a period the
agricultural team leader will lead it, and then the economic. And this team is charged with both dealing
with the sponsors to HIV/AIDS and finding ways that they can work across and share individual
interventions.

There is a long stream, as I say when Zambia came in for more money we said, don't
have it, they were very creative on thinking about multi sectoral approaches that could be done at little or
no added cost. This included an education campaign that had messages on fertilizer bags, and the message
said just as plants need fertilizer to grow children need their parents, protect yourself.
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They have also been involved in cross sectorial policy dialogue. Brad has already
mentioned a wonderful radio education program which uses community volunteers that does education in
part of the day so that the children who are protected by HIV/AIDS who have to work for a living can go to
school, don' have to have uniforms, and continue to do whatever it is they have to do to survive..

They also have the recurring community grant programs which fund initiatives from the
community to provide care and support to families living with AIDS.

The one I particularly remember when I was out there was one where they basically
provided good quality seed, fertilizer and such for families because in these villages we had nothing but old
people because the very young people left. So this enabled the crops to be plowed, and gave them high
yield crops. And being from Iowa I had to go look at the corn and after I found a couple of yields that had
dried up then the man went proudly into the fields and showed me big yields.

Another thing they've done with the International Executive Service Corps is to use the
people advisingindustry and business who do business deals to HIV/AIDS, and they work with HUSA
(phonetic) and other Zambian agricultural groups on food security. I'm sure you've already talked about
how with the scarcity of manpower cropping patterns in Africa are changing and people are switching from
grain products which are labor intensive, to root crops which are less nutritional. And this is a real concern.

In the new strategy all interventions are linked to specific measurable results. To specific
results which again are directly related to the agency goals in HIV/AIDS.

Basically each strategic objective both contributes upward to the Zambian goal which is
prosperity, hope, and I think health for all Zambians. And they contribute upward as you would expect and
SO in education, and contribute sideways to this S09, which is mitigating the impact of HIVIAIDS, and
they contribute two specific results within that, things that enable people to take behaviors and protect
themselves, care and support, sectoral capacity to manage and analyze and policy and enabling
environment.

So you'l see that under the DG that they are specifically focusing on the legal rights of
people living with AIDS, which is part of the general policy result. And similarly almost all the sectors
contribute to work place programs, almost all of them contribute to prevention programs at the education
level. Some contribute specifically to specific behavior change.

And then these results are captured under this other indicator, okay.
Finally as we look at any interventions, and not just multi sectoral interventions, and

much of what we do in HIV/AIDS is multi sectoral, we're struck with a very hard problem of choosing
among many good interventions. It's not that there aren't things that any of us would want to do, whether
it's educating a child, or providing scholarships. I mean these are things that for those of us who go out in
the field and work in countries with heavy HIV/AIDS burdens, you know, it just breaks your heart that you
can' support all of them.

And so the dilemma boils on the choice among good interventions. And that would cause
us to assess actual and relative contributions to agency goals. And perhaps because we've all been
struggling so hard to get things launched and started, and we've tried so many things we don' have the
information. This was the subject of a conference that both Alan and I, and I'm sure other people in the
room were at the World Bank last week about the need for more prospective evaluations of what is the
impact. What is the effect of trying to reach children through a school program versus out-of-school
program versus a mass media campaign? I was delighted to hear of two World Bank sponsored studies,
one in Mexico and one in Kenya, which maybe Buff already knows about, that are looking at the impact of
in-school education on behavior.

And finally we don't really know what kind of help is really help, especially when we get
down to families affected by HIV/AIDS, people living with HIV/AIDS. What is the constellation of
activities and support that have the greatest impact?

My good friend and colleague David Stanton says that when you interview people with
HIV/AIDS and ask them what they need the first thing they say is food. Well what is this package, what is
the minimum package that we need to provide to enable a family to survive this kind of catastrophe, to
enable a person living with AIDS to live at a minimum standard, or to minimize their suffering. To enable
a child to remain within the community and become eventually a productive member of the community.
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These are really tough questions and I would, you know, particularly ask all of you to
join us with trying to think these through. We know that we can provide some good with a school feeding
program, but we've got bits and pieces, and what do they add up, and what does it take.

. So these are very real challenges. The answers to these questions are not academic, they
matter desperately. I don't know if Alan 'fessed up that he's been called hysterical by the South African
government but I would be somewhat hysterical on the subject of HIV/AIDS, because we're talking about
human lives, the well being of communities, and to be really melodramatic, the fate of nations including
our own.

Here are some of the choices that we face every day and I'm sure all of you face them.
Whether to prevent infections, care for those infected, or care for those affected.
Thank you.
(Applause)
MR. BITTNER: Thank you very much, Harriett, for that engaging dialogue on how to

approach multi sector prevention of HIV/AIDS using the multi sector approach. All right, let's open it up
again to questions for Harriett. Again, just identify who you are and we'l direct it to Harriett.

MS. DESTLER: Then}11 direct them to Brad.
MR. BITTNER: I think Harriett's got a sense of humor, she was just kind of kidding.
MS. BUTLER: Just a quick one, Harriett. On the expanded "response versus Presidential

initiative goals and targets. Those are separate and distinguishable, one set is not subsumed in the other?
MS. DESTLER: They're very close, I think we're going to be challenged to meeting

both.
MS. BUTLER: So it wiJJ be cumulative between those two sets?
MS. DESTLER: Yes. We know less about the Presidential initiative, we know what our

goals are. Our goals were set in ]999 and we gave ourselves a time line for achieving them, which is past
my retirement fortunately, but the Presidential initiative we just know what the goals as they were stated,
we may hear more about them today.

But as an agency now when we put together material for OMB we used indicators and
base lines that responded to both sets of goals. And they're pretty close, and that's probably not surprising
because they also mirror the UNGASS and the United Nations General Assembly goals.

One of the good things in HIV/AIDS is that there is, I think, unusual agreement among
donors, recipient countries, and multilaterals on what we need to do -- and how we're going to measure it
by the indicators.

MR. BITTNER: Malcolm?
MR. MACPHERSON: Thank you. I'm fascinated by your comment "wonderful

Zambia." You know, I worked on Zambia for 20-something years and it's hard to find anybody that really
praises the place. So thank you very much for that.

One of the things that I found certainly working in Zambia is that a lot of the donors did
very good work individua]]y, but the whole was a lot less than the sum of the parts because the donors
interaction undermined what was going on.

How are you cooperating in Zambia with other donors? You know, we're talking about a
multi sectoral approach, but is this being spread out to m,ulti donors, and are there other donors involved in
this? Because the one thing that sort of worries me, given the history of what's been happening in Zambia,
is you can have very good individual programs, and this one sounds like in fact the Ministry of Education
and others have got their act together and moving ahead, but overall it doesn't add up to much. And I was
talking to a senior politician the other day in Zambia and the economic situation which I worry about, is
pretty terrible. So in fact we're seeing some oasis of things that are doing well, but when you add it all up it
doesn't; so what's happening, can you help us?

MS. DESTLER: Well I probably wouldn't have called it wonderful Zambia when I first
went in the late 70s, I certainly wouldn't have called it wonderful Zambia when I went there in the '80s, and
of course we are captive to our passions.

But I do think that we've gotten better at multi donor efforts and multi donor
coordination, and I think in HIV/AIDS that that is an area where we have particularly strong collaboration.
The World Bank, DIFID. For instance in the whole area of target setting measure there's a phone can every
week between DIFID, the UNAIDs agencies, the World Bank touching base every single week about how
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

are they investing, how are they doing. And of course with the global fund that's again a collaborative
effort.

Nothing is perfect although I think Zambia is one of the few cases, for instance in the
health sector, where we put some money in the basket, which generally aid doesn't do. But I think it's
reasonably sound when we are all subject to changes in government, changes in ministers, changes in
criteria. But I think that there has been rather broad and fairly deep involvement. People like Brad and
Ishrat could tell you more, but I mean there are district level programs.

And in the health area I think we were able to work at decentralization, so one hopes that
these things will payoff. But can I promise you? No. But certainly the kind of approach is exceptional.

MR. BITINER: Yes, Father Kelly?
DR. KELLY: Yes, just an added comment to that in the education sector with the

commencement a couple years back of the sector-wide approach, the agencies have come togethermuch
more closely, and in this area of HIV in particular there's a tremendous collaboration between the agencies.
Everyone of them is pulling together, and they're meeting together and they're with the Ministry of
Education, which is in the lead.

MR. BITTER: Very good, thank you.
MS. STEWART: One of the things that I was most excited about at listening to this

presentation was how much the multi sectoral approach was generated within the mission itself. Where the
mission had people from health, education, agriculture involved in promoting within the mission that
approach, and I would love to know if anyone here knows whether that's being done anywhere else, and
what can we learn from that experience to promote it elsewhere both in Washington and in the field?

MR. BITTNER: Good question. Does anyone have the answer?
Ishrat?
DR. HUSAIN: Actually it is done in South Africa as well, I think it all depends on the

commitment of the director and the leadership of the health officer. These are the two essential elements,
and then it is being done in Guinea. I mean when I was here this morning I'm getting frantic calls from
Guinea because they want to go ahead with the project on multi sectoral, and they had a dialogue with the
director, and they wanted me to talk to her about it technically.

So I think that our country and Ghana is another example of the same thing happening.
And these examples are multiplying very rapidly.

MR. MACKENZIE: Could I suggest that Ishrat is often reminding us the importance of
champions in different sectors, and my observation in the missions that she's just mentioned, Zambia, South
Africa, Ghana, I know that it's been true there. The mission director certainly has been very supportive and
fostered little investments from health and HIV/AIDS over the years to measure impact in different sectors.

And then you had champions like Karen Shelly in Zambia, and the multi sectoral person
who was working there for awhile, and other folks in South Africa and Ghana who really did the leg work
between work between sectors and built the bridges across them.

MR. BITTNER: Yes, Tish?
Oh, go ahead.
MS. DESTLER: I would say that we've had a very strong multi sectoral approach in

Uganda. With a lot of countries we see them using food and food aid as ways to meet needs. I think
Uganda is probably a good example. Emerging examples where I think we're going to see it are in
Cambodia where we've got a good relationship between the DG folks and the health folks. I'm hoping
we're going to see it in the Ukraine, or at least when I was in the Ukraine in November I spent a lot of time
going from office to office talking about why I thought HIV/AIDS was important to them in the Ukraine,
and what I thought they could do.

The other thing that we've seen have been two, maybe it's more, someone correct me,
maybe it's as many as four chiefs of mission meetings where the Ambassadors come together. We just had
them in Ukraine and Russia, we had them in the Caribbean last summer, and I know there's been at least
one or two in Africa. And these often provide forms in which U.S. Ambassadors, leaders of the U.S.
country teams come together and take an increased role. And I know that whenever I get a chance I keep
throwing in the Zambia country team approach. I know that for instance the new U.S. Ambassador in
Ghana, Mary Yates, is very interested. And we've also had the change in the State Department policy
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TRANSCRIPT, HIV/AIDS and Development: Impacts and Multisectoral Strategies, 4-29-03.

And I said welJ how is life for you, and he has a beautiful face and a beautiful soul, and
he said oh, life is so much better, Harriett, they come and see me and when I'm sad they are sad, and when
I'm happy they are happy. I mean wouldn' you mortgage the farm to give that man ARVs? So I think
focusing on the sophistication, the contribution, and then being very tough minded in squeezing every
nickel we have to make the best result.

MR. BITTNER: Harriett, a comment regarding Letitia's and our leadership too. I think
I if our President does travel, and he does get an opportunity to visit one of these countries, that we ought to

have him adopt what the mission in Zambia has done, encourage him to volunteer some time to be with
these people and to see what it does in impact. And by the way bring some of the auditors along too so that
they can also learn.

MS. DESTLER: Hey, I spent more time with the auditors in the last three years and we
have talked and shown them slides. We make a little ground.

MR. BITTNER: I think Dick had a question, and then also fo]]owed by Brad.
MR. CORNELIUS: Harriett, as usual you gave a wonderful presentation which rea]]y

focused on opportunities for multi sectoral work on addressing the AIDS pandemic, and working as a
partner with global Health and of course at the mission level, working across sectors to that end.

I guess there's a lot of energy that I've seen in the last day and a half on that issue here,
and I guess a question that would be useful is to know where is the locus ofactivity for this kind of work in
the office of HIVIAIDS. We know Ishrat, and we know she's interested in this, but in terms of middle
management who are the best people to work with, to talk with, about getting something going.

And then within the constraints that I, by the way, went over earlier today regarding use
of CSH funds, what funds are there to do multi sectoral work if some worthwhile activities can be
developed?

MS. DESTLER: Well, Dick, as you know better than I, we gave the bulk of the
resources to the countries. You know, were trying to walk the talk of putting as much money in the field,
so most money is in the field.

In terms of the office, there are many of us. You know, Ishrat is our most distinguished,
most famous, and most multi sectoral. I mean she used the office's advisor on multi sectoral initiatives.
But I think you wiJI find sympathy across the office.

In my strategic planning team we're always struggling with making choices, and how you
make choices. We lead country reviews, we love people to have country reviews. We're about to have a
controversial review of Ghana to say how much is enough, too much, is it focused, you know, on multi
sectoral approaches for anyone who wants to join in I think that's --

MR. BITTNER: Tomorrow at two o'clock.
MS. DESTLER: Tomorrow at two o'clock, here's a chance to get right in there and

grapple with it.
So we're certainly interested in that on my team, I have a regional coordinating team, I

have a strategy planning team, and I have an M & E team, a]] of whom are interested in how these things
relate and have impact. There will be people interested in impact there.

Certainly in the division that Ishrat is in, which is Kate Crawford's implementation
division which has our big flagship groups like FHI, and Ishrat can talk more knowledgeably in there, Jason
Heffner is leading our work under the core initiative with NGOs and non governmental organizations and
faith-based groups. Reaches are community based, which solicits proposals in community based, among
other things community based approaches to home and care.

And then finalJy in our technical division with David Stanton you've got people like
Amanda Gibbons, who is realJy has become the key intermediary on parent/mother to child, and let me telJ
you she's rea]]y worried about how to get mothers into maternal and health services so we can test them.

And then David and others on his team, are just crucified by what happens to people
living with AIDS, and will break your heart any day by telling stories of visiting people who are
abandoned. One of the things they told me in More Vision in Cambodia was they think they're making
progress because they're finding fewer people left in the forests to die.

MR. BITTNER: Thank you, Harriett. Brad, you had one comment, one minute?
DR. STRICKLAND: No, I have a question, and it's not a short one, sorry.
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This is a question on -- l'm sort of baiting Alan, and maybe Father Kelly, to engage with
Harriett a little bit and answer a question that I guess hopefully is directed at her.

How are we going to measure effectiveness, Harriett and Alan, Michael, how are we
going to measure impact of programs when, as in the case of Uganda, studies that we have suggest that the
integration of 12 ministries in a multi sectoral response was the key to the effectiveness of Uganda's
management of the HIV epidemic, and studies from the Medical Research Council, which I'm heard Alan
present himself, demonstrated it would be impossible to separate the constellation of interventions that
made the difference.

The study said one of the key factors was the personal reference of information between
friends at community level, interpersonal networks. Messages and important strategies for dealing with the
epidemic that were reinforced through 12 different ministries coordinated at community level.

I find the challenge on this extremely difficult, as you said these are not academic
questions when at community level people don't care about sectoral difference and where it's coming from,
people act based on their own cluster of interests, and whether or not this is effective at community level
does not translate into indifference, it very often translates into actual resistance as we've seen in the case of
Imbeki (phonetic) and South Africa and others. So I take your challenge seriously that we want to partner
with the Office of Global Health HIV Division on assessing what are the interventions that work, and
which ones are crucial together. But I'm not sure that we have the mechanisms to do that at this point in
time.

MR. BIITNER: Alan, you gave that presentation.
DR. STRICKLAND: He's passed it back there to Father Kelly. And he's ready, so let's

go.
MR. BITTNER: Father Kelly?
DR. KELLY: Well I'm not sure whether Brad is just trying to allocate where the credit

will go or where the responsibility for failure would go. The important thing is that success is being
achieved through these efforts and everybody has contributed to it.

In a whole lot of areas in human life we're compartmentalizing, but we've got to put it all
back together again. We're doing it terribly in education and we're recognizing in education that we've cut
things down into too many separate disciplines, and I think in this whole area of dealing with human beings
we are also cutting it, breaking it up into too many different disciplines, and it's being put back together, as
Brad has said, by the people in the communities. And they are working together, networking together, and
let us plow in there and assist them in that through the various competencies that we're able to bring to
them, and let us forget a little bit of our own territoriality.

MR. BITTNER: Alan, you wanted to add to it?
DR. WHITESIDE: It's very fascinating. Recently Ishrat, and I think Harriett, were both

at the meeting where you may recall that about three years ago there were two studies, maybe longer, one
in Racii (phonetic) where they did some dramatic treatment of SDIs and the other in Mwanza (phonetic)
where they did treatment of SDIs population based. The results were dramatically different.

It worked in Musaka (phonetic) and it worked in Mwanza and it didn't work in Racii. So
there were two sets of data that were dramatically different.

The paper that was presented as a third study which was in Musaka in Uganda, and this
actually had three interventions. One was just the standard government intervention, the other was one
where they did SDI treatment, and the third was where they did SDI treatment and behavior change. And
two arms in each study -- I don't know if you were there for that, Harriett, maybe you weren't.

MS. DESTLER: No, no, dusting the floor someplace other than in my office.
DR. WHITESIDE: That's right. There was no difference, because they paired

communities and they had no difference. But HIV prevalence was going down. And it's one of the real
problems that I think we face is how do we measure, and as Michael says, how do we ascribe credit, and
for me at the end of the day does it matter. But it does matter obviously for you, and I think we've got to
talk about this a lot more. And l'm very happy to engage in a discu~sion on this.

MR. BIITNER: May I make a suggestion here. We've kind of opened this up and we've
got to watch our time a bit.

Why don't we continue it in our break and --
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DR. STRICKLAND: But first Han-iett has to respond.
MS. DESTLER: Okay, let me start off with Uganda, which I think typifies an old cliche

about how success has many fathers and a failure was an orphan. I have heard so many interpretations of
Uganda, and boy do we wish we had done more.

Secondly, I think I tried to suggest to Tish that one of the ways we get support for broad
approaches is that we deal with the fact that we're dealing with a complex phenomena, and until we get a
vaccine or shot or a magic pill, we have a very rudimentary approach at our risk. And of course we alJ
know that social capitals are a very important factor, and you know, that's an issue I'm very fond of because
that's something we struggled with in Central Asia where there ain't none, this whole question of enabling
societies.

So I agree it's complex, but I think we can look at certain kinds of phenomena. We do
know for instance in low prevalence countries that the epidemic is concentrated among certain populations,
arid what it takes to contain or reduce infection in those populations.

I think we can eventuaJly get better at saying what is a minimum package of care that we
need to provide, and what are an the alternative approaches. And by care, I do mean psychological and
spiritual care as well as treatment or drug treatment. And I do mean food and all sorts of things. I always
used to fight when I was in the population business with my good friend, Richard, about doing cost
effectiveness because we never can get costs and we never can measure effectiveness. But I do think that
some things do more good, and that we can look at packages. And certainly these kind of packages.

. So I'm not arguing for a big attribution, but I am arguing to say if we do this or do this
with this conste]]ation, there may be a more holistic approach. I'm not quite sure because I have worked on
prospective studies in the United States and by golly we got them aJJ done and I worked on the National
Income Maintenance Studies, which are two of the longest ones in the United States. By gum, we got them
an done, but the President had changed, fortunately to make policy decisions in the right direction, but not
with our data.

So I mean I do think common sense says that some investments are better than others and
we need to be tough about thinking about that.

. MR. BITTNER: Harriett, I want to thank you for anowing us to dialogue and till in your
garden for multi sectoral, mitigating the impact of HIVIAIDS. Now, we're going to have a case study on the
NOO multi sector approach and that's going to be by Mr. Ron Howard, Executive Vice President of OIC
International.

Since] 975 Mr. Howard has worked in a variety of capacities both overseas as Chief of
Party for USAID funded programs, and at the headquarters of an international USPVO.

Mr. Howard currently serves as the Executive Vice President of OIC International, is
responsible for coordinating the day-to-day operations of the organization. He has over 27 years of senior
executive level experience in helping to develop a global network of sustainable NOas consisting of 46
OIC affiliates operating in ]9 countries around the world. ]7 of those countries are in Africa.

So without further ado let me ask Mr. Howard to come and talk about their experience in
multi sector approaches. .

(Applause)
MR. HOWARD: Thank you very much, thank you.
We]] we've kind of come to the end of the day, the end of the conference, and it's okay.
I have just anyway a few brief remarks that I want to contribute to this very excelJent

workshop. It has to with the NOD PVO USAID multi sectoral steering committee that was organized
several years ago and that has been active, and I just wanted to share and just extend a few comments in
regard to that.

As indicated, my name is Ron Howard, and I'm the Executive Vice President of OIC
International. OIC International is USPVO that constitutes the global arm of a community based skills
training movement started in the United States in ]964 by our late founder and chairman, Reverend Dr.
Leon Howard Sullivan.

Since its start in ]970 OIC International has expanded its reach to include currently 46
centers operating in ]9 countries around the world, ]7 of those ]9 countries are in Africa, which has been
the primary focus of our attention.

•
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The programs that are offered by OIC International concentrate on three priority areas,
technical skills training and employment, agricultural production and rural development, and
entrepreneurship and business development.

1 come to this workshop not as an HIV/AIDS expert, nor even as a USPVO with an
exceptional case study of an HIV/AIDS program to share with you, even though we do have several
promising pilot initiatives that are underway.

Rather I come before you as a humble pva executive who has been sucked into the eye
of the HIVIAIDS hurricane that is devastating the continent of Africa. I am here as a representative of the
uspva community who understands the necessity of multi sectoral approaches to combating the dreaded
HIV/AIDS pandemic.

In many ways 1 am a live example of the challenges that USAID faces in attempting to
draw non-health PVOs and NGOs into the HIV/AIDS battlefields in Africa.

By way of background: in January of 200] as the new administration was settling in 40
leaders of diverse USPVOs were caned to a meeting by the outgoing USAID Assistant Administrator for
Africa, Vivian Lowery Derrick, to discuss priority chanenges confronting Africa in the new millennium.

At this meeting the passionate voice of Africa, C. Payne Lucas, sounded the alarm that
the HIVIAIDS epidemic in Africa affects a)) development sectors, not just the health sector. The PVO
leaders assembled unanimously agreed that the HIVIAIDS crisis had grown beyond the health sectors
capacity to deal with the problem alone.

HIVIAIDS was identified as a key challenge requiring interventions in multiple sectors
and by multiple actors in the development, assistance community.

As a result it was concluded that PVOs from an sectors must join together to share
knowledge and ideas and to develop concrete action plans. An agencies, governmental, non-governmental,
and private organizations involved in development efforts need to have necessary information and
knowledge to respond to the HIV/AIDS cha]]enge as a major development issue.

It was also recognized that USAID has been actively engaged in the HIV/AIDS struggle,
and has already developed substantial information, tool kits, best practices, and other important insights
that would be of great value to the PVOINGO community.

PVO leaders seeing that HIVIAIDS was affecting their programs in Africa requested
guidance from USAID's Africa Bureau to address this chanenge.

It was in response to these circumstances that a PVO USAID steering committee on multi
sectoral approaches to HIV/AIDS was formed, and has been meeting regularly to discuss these issues and
catalyze action.

Two of the most useful activities emerging from the steering committees' efforts has
been, one, a two-day conference to share the experiences PVOs have had in addressing HIV/AIDS, and to
chart a course for the future.

And two, a compilation of a compendium of pva promising practices related to
HIV/AIDS.

Let me say a few words about the conference. The conference was entitled HIV/AIDS, a
Humanitarian and Development Crisis Addressing the Challenges for PVOs.

This conference was held on October ]6th and ]7th of 2002 at the headquarters of the
USPVO Academy for Educational Development or AED.

The conference sought to place HIV/AIDS in context in Africa and stress its multi
sectoral nature. It provided a venue to share promising practices that organizations have adopted, and
identified future partnership and collaborative opportunities to move the agenda forward.

A comprehensive report on the conference has now been prepared and is available on a
website that I will give to you at the end of our presentation of these remarks.

While USAID had organized the steering committee for almost two years the conference
also served as a hand off to PVOs to lead the way for the future. Several strategies were suggested such as
one, engaging interaction as the future forum for PVOs to continue addressing multi sectoral HIV/AIDS
issues; and two, encouraging USAID and other donors to increase both the level "and flexibility in funding.

And third, developing concrete steps and action plans to respond to the epidemic in
Africa.
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Since the conference PVO USAID steering committee representatives have met with
interaction officials to consider the best vehicJe within this PVO umbreJla organization for continuing
coordinated activities and efforts. Interaction is both receptive to providing the required forum for an
HIV/AIDS working group, and ithas agreed to integrate appropriate HIV/AIDS workshops into their
annual conference to be held in May of 2003..

The experiences of the PVO USAID steering committee during the past three years,
together with other considerations, provide the basis for offering the foJlowing three recommendations to
USAID on ways to expand multi sectoral programming.

The first recommendation has to do with HIV/AIDS strategic planning. Since
development does not happen from the top down, but from the bottom up, the development of concrete
action plans to respond to the HIV/AIDS epidemic needs to be accomplished at the individual country
level. USAID should take the lead in guiding this process.

Sufficient resources and expertise as needed should be provided to faciJitate the
development of comprehensive HIV/AIDSstrategic plans to customize to the strategic needs of each
nation. HIV/AIDS should be treated as a cost-cutting issue in mission strategies. USAID should think out
of the box in developing new approaches to HIV/AIDS planning. An aggressive outreach should be made
to ensure active involvement and participation in the planning process from such essential development
partners as host country government sources, USPVOs, host country NOOs and CVOs, multilateral and
bilateral agencies, European, Canadian, Japanese, and other donor sources. Universities, churches,
businesses and others.

Moreover HIV/AIDS strategic plans should be developed for an sub Saharaand African
countries, not just those in which USAID missions are currently active.

The second recommendation involves PVOINGO capacity strengthening. USAID cannot
successfuJly combat the epidemic without PVOs and NOOs. To be effective it wi)) be necessary for
PVOINOO staff in different sectors to become knowledgeable and trained in areas they have had little or no
exposure to before. PVOINOO capacity for multi sectoral work must be expanded to maximize their
potential to mitigate the HIV/AIDS crisis in Africa.

FinalJy, fuJl and flexible funding. The best laid plans of mice and men wi)] not even have
a chance to go astray unless the promised significant funding to combat HIV/AIDS is made available at the
ground level. USAID funding to support HIV/AIDS multi sectoral efforts in each country should be
leveraged with financial commitments from other developing partners participating in the development of
coordinated and concerted action plans and strategies. Flexible funding mechanisms wi)) be needed to
support and strengthen community based interventions, to make poor sectoral work more visible, to
broaden the frame of reference of PVOs and donors, to lengthen time horizons to create multi sectoral
networks in Africa or start new ones, to establish AIDS in the work place groups and to establish an
information cJearing house website to share lessons learned and promising practices.

If success is indeed defined by the three "Cs," commitment, coordination and concerted
action, as suggested yesterday by Dr. Ishrat, then the three recommendations herein offered to USAID may
help move us aJl toward a more successful, multi sectoral, solution to the HIV/AIDS chaJlenges in Africa
and around the world.

Thank you.
(Applause)
MR. BITTNER: Thank you, Rob, for that presentation.
We'l entertain questions at this point in time.
Yes, Buff?
DR. STRICKLAND: I just wanted to make a comment having spent a lot of time on

looking about how other groups are taking on HIVIAIDS, and Ron, you talked about learning and getting
information and training from AID. I'd like to say that the NOO community is frankly ahead of this agency
as a whole, and the multi sectoral approach. Many of the NGOs and PVOs that I know, 111 just give CARE
as one example, looked at their business model and said that their current strategies were out of business in
the sense that they wouldn't meet the needs of their cJients if they didn't radicalJychange. I think it's a
lesson that we might learn.

Could you talk a little bit about how various NOOs have internalized and changed their
strategic outlook on HIV/AIDS -- because of HIVIAIDS?
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Thank you.
MR. HOWARD: Yes, thank you. I can't speak for the whole US PVO community, but I

can say that we are on the ground working in communities, seeing every day the kind of realities of
HIV/AIDS in action. It therefore is not very hard for us to first of all make the first step of making a
commitment to recognizing that even though our organizations may have been set up for different purposes
than dealing with HIV/AIDS, HIV/AIDS is affecting every area of the work that we are doing on the
ground. We see it very concretely and very tangibly.

So consequently, we have the commitment idea very quickly made, and I would say that
in fact some of the momentum that was started by the PVO, USAID, multi sectoral approaches that really
started back in 2001, and continued straight on for two years, was a very big help for many of the
organizations in waking them up to ways and means by. which they could move forward.

You are right, you could go to many of the larger US PVOs, the CARES, the World
Visions, and the CRSs, and find that they are in fact very far advanced in regards to the level of multi
sectoral approaches on HIV/AIDS that are already into their systems.

And even the smaller US PVOs, such as OIC International, are already aggressively
moving ourselves into this same pattern and into this same reality.

So I think that all I could really say to USAID is that there are partners in the US PVO
community that ought to be connected to your efforts within the agency to get the multi sectoral concepts
better communicated within the agency, and even external support to help fuel this kind of activity, might
well be done with increased partnerships with the US PVOs.

I think we're really very much there in terms of our interest, our commitment, and we're
already starting to make the transitions as difficult as it is, because there's not very much money out there to
help facilitate this process, so we have to do it on our own.

MS. BUTLER: Ron, I just wanted to follow up on that to say that it makes a great deal of
sense that we forge strong bonds with the PVOINGO community in this effort, and that there is a specific
role that your community can play. And that is when you talk to your colleagues and friends on the Hill,
and in places where there's advocacy built for resources for the broad set of needs, that's a role that the
PVO community can play much more broadly, shall I say, than those of us working directly in aid. And I
would encourage it.

MR. HOWARD: Un-huh, thank you.
I think, by the way, that the transition of the PVO multi sectoral steering committee into

the interaction network, one of our agendas is precisely that because we realize very well that there are
some very very heavy and serious advocacy issues that need to be addressed.

There are commitments that have been made by our government to HIV/AIDS that are
not being fulfilled and that are being cut back, and there are other targets that need to be looked at. So
that's one side of the equation to be sure, and we certainly recognize that very important need.

MR. BIITNER: Yes, Alan?
DR. WHITESIDE: Just a comment on the question. The comment is that Ithink that in

my view there are a number of different sorts of PVOs that are operating and we've got a large number that
have developed because of HIV and AIDS, and we're talking about the ones that are actually acting in the
field of HIVIAIDS.

But the ones as I understand it that you're talking about are the ones for whom
develop'ment is their targets. And for me I think it is significant that what we're seeing is that there are
three things that we need to deal with in terms of this epidemic.

One is prevention, the other is care and treatment, and the third one is dealing with the
impact of AIDS. And I think I'm hearing you saying that the PVOs got involved in this because of the
impact of AIDS that they were seeing, and that"perhaps care and treatment are follow ons from that. But
dealing with impact is one of your priorities; am I hearing you right?

MR. HOWARD: Yeah. We have seen the results and the impact of HIVIAIDS on our
work. I think that we are now really each of us, each individual US PVO, increasingly looking at how we
can now come to make a difference through the way that we operate, whether it be on the prevention side,
whether it be on the care side, whether it be on the impact side. In all three of those different levels we're
right now grappling and struggling to find what is the best way for us to make maximum impact in order to
do that.
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So, yes, what you're saying is correct. And I think that it is especially the PVOs that are
not health related, that have not been organized around HIVIAIDS that need to be mobilized into action.
That was the essential consensus and conclusion that our PVO community came to. We all have to lock
hands together and find ways of making a contribution to the challenges of HIVIAIDS even if we are not a
direct health organization, in fact we will not be and can't change ourselves into those.

MR. BITTNER: Yes, Ms. Stewart?
MS. STEWART: You mentioned a compendium of promising practices, and a website,

and I wonder if you can tell us how we can get them?
MR. HOWARD: I believe the compendium is not yet finished, they're just doing the

finalization of it now. But rm pretty sure that it's going to be on this same website; is that right, Ishrat?
DR. HUSAIN: Yes, exactly. I think that the report and the compendium all will go on

that website, and there are two sets of documents on promising practices, one that emerged out of this
where we got from the feed the best practices, and it was really a very interesting process from which we
got very good histories.

That was of the USAID missions best practices which I mentioned yesterday, and that
also is on the same website.

MR. BInNER: Yes, Father Kelly?
DR. KELLY: I just was struck by one of the things that Ron said towards the end in his

recommendation, the recommendation for full and flexible funding you said. And again you said flexible
funding mechanisms. And I think this links back to what Brad presented about the MIT, that there was a
completely new way of doing things, and the way money moved rather quickly. And I think also some of
the things that Alan was saying about this disease being unpredictable and being prepared for unexpected
circumstances.

The way I like to think about it is that HIV, the virus, mutates very rapidly and our
funding mechanisms' and our plans must also mutate just as rapidly to keep pace with it, or to keep ahead of
it.

Sol think you've made a very significant contribution in my view asking that there
should be great flexibility in the mechanisms for the flow of funds, so that funds move quickly to where
they are required.

MR. HOWARD: Yes, thank you.
DR. HUSAIN: I have this couple of comments. One on the global fund, I think that it all

depends on the country called Diem (phonetic), the country has a multi sectoral strategy and program, and
they made the proposal for approval by the global fund. Whether with that they have flexibility to move
from one degree to another, we have yet to see. Because they are under scrutiny but also because the user
fund and accountability questions are paramount in case of global funds.

So what I'm afraid is that probably once they're sanctioned and the country determines
indicators, they would close the money, and under those circumstances you see the flexibility question is a
little bit of a dicey one.

The idea iswith regards to the flexibility in the user funds for the NGOs and the PVOs
she did something very interesting. They have established an average response form just to get the funds
out to their agency and the communities as rapidly as possible. And so it's approved and theyhave just
initiated a few months ago, and I think that is something we have to watch carefulJy and see from the NGO
perspective how useful it has been, and what impact it has so that we can all go for the replicabiJity of that
kind of initiative.

MR. BIITNER: Dennis?
MR. WOOD: }11 follow on that.
As I listened to Harriett she pointed out what AIDS goals were very clearly, and then

how CHS and other funds have to roJ) into those goals, and I want to just repeat them for us. They were
general prevention, prevention of mother to child transmission, care and treatment for PLWA, and care and
support for children affected.

And we're talking here about mitigation, in other words about the impacts of HIVIA IDS
in governance, in education, in agriculture, in everything else. And relatively speaking those goals
encompass it but don't quite, and then we're hearing NGOs say we're responding because we need to to all
the impacts. I mean they're what's forcing it. ,

•
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So I just say to Ron, and the PVOINGO community through him, sort of the sense of if
you have agricultural extension agents moving among farm families also talking about HIV/AIDS that's
one sort of mitigating response that may even go to incidents, and you have lot of other things going on out
there which you're documenting and putting on a website, that's great response and news to all of us who
are struggling. I mean I know AIDS got it somewhere in a mission in someplace, but PVOs and NGOs
probably have it in other manifestations, because ifyou go on websites with World Vision and OICI, and
everybody else you see all of these efforts, and many of them they talk about as multi sectoral, meaning
responses and mitigation,cand we don' know exactly what's happening out there. And getting a handle on
that and using the kind of capabilities you a)) have, and the experiences you have, would by my way of
thinking be very very helpful to us, as I think Ishrat just said.

MR. HOWARD: Dennis, just on that point, I think also the compendium of promising
practices would be a very useful tool to access for purposes of getting some further insight into some of the
kind of approaches that the PVOs have found to be best practices, it's too early or too soon for that, but
these are very promising developments that are happening that offer some very innovative and important
opportunities to look at it from that point of view.

MR. BIITNER: Any other questions?

If not, let's give Ron a big hand.
(Applause)
MR. BITTNER: Okay, next is a panel. Dick Cornelius, Tish Butler and Buff

MacKenzie..
MS. BUTLER: I just relieved Dick of his responsibilities as moderator to introduce us.
Because it is time to wrap up this day, and this day-and-a-half workshop. I am actually

getting a good cue here from what you wrote down, Alan, in which you were quoting Buff, which is too big
a reality.

DR. STRICKLAND: Please give it to Michael Kelly.
(Laughter)
MS. BUTLER: And what's very obvious is that the longer you stay in this business, and

most of you have been in this business of looking at AIDS, HIV/AIDS, much longer than I have, the more
humbled you become. The breadth and depth of the challenge, just getting a handle on understanding the
challenge, much less doing something about it, is very very humbling.

What I'd like to do right now is just to offer some, and I don't want to sum up what we've
gone through, of what we've learned. I think that most of us here now have been here for the whole day
and a half, and we will have proceedings from the session afterwards if anybody needs to jog their memory.

What I'd like to do now is talk a little bit about next steps and I can share that with Buff.
So I will be as efficient as I can be, but ask Buff that he will complement and fill out what I've forgotten.

It is a vast amount of information and a very ambitious action agenda that we have before
us. And it's clear to me that the action and the leadership is already out there in the field, and that we in
Washington are trying to catch up with it. But there is utility in catching up with it, and in supporting the
action in the field and in getting the resources necessary to conduct further action in the field.

So in order for us to do that I see that in Washington particularly, but this is also true of
some field missions, some embassies and field missions, that we need four big areas of action rea])y. We
need advocacy in our leadership, we need to think differently about the way we operate as a bureaucracy,
we need to think out of the box in terms of our programming, which of course is already happening from
our mission, and we need to think out of the box and be creative and work co))aboratively to tel) the story
of how we are going to address the multi sectoral impacts·ofHIV/AIDS in a way that it grows the resource
pot.

Specifically when I think about actions I think about six sort of sets of actions, or six
areas of action that I believe that the task force, the interagency task force that my office is leading right
now, needs to help identify and to move things forward on.

The first area I would say is further analysis and operations research; second area is the
area of lesson sharing and data management; a third area of formulating policy; and another area, which is
separate, of promulgating policy. We need to build public/private alliances further, not only for
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programmatic intervent~ions but for education advocacy. And we need to work very smartly together as an
agency to develop a strategy for what I caJJ legislative strategy.

A little bit under each of those. In terms of the analysis and operations research,
throughout our day and a half, questions c'ontinuaJJy were raised about the need for better definitions of
what works. Harriett's challenges, the big issues that came up with Alan's presentation and Michael's
comments, issues of social cohesion, the issues of whether you approach this sectorial or on an integrated
basis within the country.

These are big issues that I think we need to pursue in terms of real research. But of
course I think the whole agenda for research and analysis is being driven, and needs to continue to be
driven, by field missions. We need to find a way to support that process.

I think MIT is a very exciting model. It's an action model but it can also be an
operations research model and I think we need to pursue the idea of how to resource both in terms of
people and financially that which is needed to borrow the model from education and apply it elsewhere.

In the area of lesson sharing and data management, there's just a vast amount of research,
of reports, of tool kit papers, of all those things that you researchers out there produce, and what Ron
referred to in terms of the compendium of best practices. There are databases, there are websites now. We
either need to find a way to link in better to those websites that exist, or we need to centralize a little bit
within our agency so that we have a better platform for sharing information.

I think the possibility of creating a website and maybe a community of practice, and I
would like to -- I'm going to use that term without deeply familiar with it, but I know Gary Vaughn here
from EGAT, our information ICT expert, can give us some leadership on this.

I think that for the purpose of bringing ourselves together in Washington that creating our
own interactive website and community practice could be very very useful.

Policy formulation is obviously something that needs to move forward pretty soon. We
have had this task force in place for about four months now and the faster we go the more behind we get in
terms of clarity about what we need to do because the challenge is so huge.

But I think that we have enough to be moving forward pretty soon with an outline of a
policy for the agency on multi sectoral approaches. And I think that that policy needs to fundamentally caJJ
for multi sectoral approaches as a strategic priority for missions wherever there is prevalence above a
certain level, and that we need to begin to build that into how we a]]ocate resources, how we review
programs, how we talk together among ourselves. We need to use technology to involve missions in this
process.

I think looking at Zambia strategy that's in right now as a model is an extraordinary
opportunity not only for us to understand some of the innovations that they're developing but also to use
that to communicate to higher levels within the agency as to what a real multi sectoral strategy is about.
And then we need to be able to support the implementation of that strategy.

But I think the policy formulation is the first big step in that direction.
I separate formulation from promulgation just because I think promulgation in itself is

going to be a very big effort. I think that what we wani to do is get our administrator of this agency to be
the lead advocate on multi sectoral approaches. We need to take this policy, have his fuJJ endorsement of
it, and have him use it in his conversations with the Secretary of State, in his conversations with the
National Security Advisor, develop messages for him, and some packages, power point packages that will
allow him to succinctly get across the importance of this message.

Barbara Turner opened the session yesterday saying that it's unfathomable to her that the
NSC is not seized with the impending crisis and the potential co])apse of countries in Africa. I suspect that
there is a strong understanding of the dire structural consequences ofHIV/AIDS, butl suspect that there
isn't any particular entry point for them right now, that there isn't too big a reality and too long term a focus
for those who have to operate at that level tobe able to make any decisions right now. That's why I think
we need to be able to te]] the cogent story about how AID working with other actors, other donors, and with
partner countries can actually begin to do something about it.

But Andrew and Senior Assistant Administrators, other representatives need to get out
and talk it up.

In the context of policy promulgation we need to be able to define the budget process, the
strategic review process, and the incentives that we will create for implementation of the policies.
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On public/private aJJiance building it's just sort of a smart thing to do, strengthen our ties
to outside actors like the group, the CSIS group, like Ron's description of the PVO steering committee and
interaction, like the partnership in Africa. These are a]] fe]]ow soldiers in the battle on HIV/AIDS, and to
the extent that we begin to take the time to geroutside of our offices and build a]]iances there well have
stronger implementation.

And finaJly on the legislative strategy I just think it's very obvious that even if we're
creative and even if we squeeze aJlthe pennies, and even if we design cross sectorial, and even if we think
out of the box with the development assistance resources and push the envelope as much as possible in the
child survival fund, that the enormity of this just requires more resources for development.

And I think that, as I said in my earlier question, that the emphasis right now is so
strongly on prevention, care, and less on mitigation that we need to see the next year or year and a half as a
period during which we can begin to build that message, build that story.

There are any number of actors here. We've got PPC trying to pull things together, and
right now for the purposes of a policy, but that policy process has to be participated in by the missions, by
the Africa EGAT, GH bureaus. The promulgation of that policy has to happen by the front office of our
agencies, senior managers, our legislative public affairs bureau. The task force that we run right now from
PPC I persona]]y think should be defined by the policy formulation, and I think what we need to do is just
to define a kind of a continuing structure after the policy is formulated that brings together the relevant
bureaus in a sustained way to ensure that the policy is implemented, to ensure that further research is
carried out. That this initiative has oomph behind it.

And I'd like to take a note from the Zambia mission and maybe think about something
like an interagency task force that has a rotating chair, I think that is an exciting idea.

So III stop there because it's a lot that we have to do. It's an ambitious agenda that
everybody needs to engage in, and my little narrow focus right~now is to ensure that the task force that PPC
is trying to give some impetus to produces a policy that a)) of you participate in and that we can move
forward into a more successful and sort of powerful articulation of multi sectoral approach.

(Applause)
MR. MACKENZIE: I'm going to try absolutely not to say anything that Tish has said, so

I'm going to pick up on a few other points.
First it's almost two years ago, not quite to the day, but pretty close, where the

administrator, the head of AID, Andrew Natsios sent out a cable world wide and said HIV/AIDS is the
business of every officer in AID in every sector. Two years later we're stm talking about it.

And so the point is that just saying something obviously isn't going to be enough. And I
think at the end of the day the challenge here is how to get a response that is in proportion to the enormity
of the problem. And we're stiJ] not there. There's been tremendous progress, and I particularly want to
thank an the presenters we've had over this day and a half because I know a little about the issue, but I learn
a lot more by listening to people, particularly from outside this agency. We have a tendency to look at our
navel too much, and so sessions like this are very enriching.

I'd just like to mention a few thoughts based on my field experience, not so much my
Washington experience, of how we might be able to make that response a little more proportionate to the
problem.

First of aJl I think it's useful to think in terms of focusing on interventions that have
multiple impacts. I think sometimes we get so stove piped that we forget that there are specific
interventions and investments that rea)]y do have multiple impacts.

Now you might say, gee, he's head of the education person, he's going to give that as an
example. We)) I certainly wi]) because we know as Michael Ke]]y told us that if you get a girl in school,
when she becomes a mother her children will go to school. So nutrition wiJ) usua)]y increase for each year
of education. We know that for example a year spent in early childhood wj]] increase annual income by the
individual between six and] 0 percent.

So there are tremendous multiple benefits to education, but there are other sectors that
actua]]y have similar benefits.

I was involved in bringing the internet to Madagascar when we were doing it for
economic growth. Three years after I left I was told that the major benefit was kicking out the bad
president, so to speak, because they couldn't hide the electoral fraud because the internet got a)) the data in.

o
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I think we need to look in different ways to provide the services. I think we need to look
for ways, what I would call reaching multiple clients through one vehicle. I think the idea that we're going
to go and reach education for all by building a school everywhere, and we're going to reach every farmer by
building farmer centers, or whatever it is. I think we need to think of multiple use centers where you might
have women learning health messages at a certain time of the day, you might have children at a time of
day, you might have farmers in the evening. But frankly we need to be so much more efficient, so I think
we need to think of multiple use activities, which is another reason why we need to think cross sectorial
and multi sectorial.

When you heard Harriett talk about constellations of activities, rea]]y her constellations
were reaBy focused on activities that she was saying are the ones that are going to have the impacts on
prevention, care, treatment on HIV/AIDS.

I guess I would like to say that one of the things I've learned from development is that we
learn things that we didn' expect. And I will just say that sometimes a non-health activity might have a
bigger impact on a health problem, along with solving something else.

I was a teacher in Africa for two years in a school that didn't have very good
performance. Because we were a school with only two teachers and a headmaster, I became the games
master. And since I'm one of the few Americans of my generation that played soccer I became the soccer
coach, and the only thing I wanted to do was get all the students involved. So I spent two years getting
students involved, teaching them to playas a team.

Now it happened after I left, but basically my little school of ] 60 students beat a large
World Bank school of a thousand students in soccer. I didn't see it but I read about it. And that was after
our first game losing eight nil, if you can imagine, that's like a hundred to nothing in American football. I
did see a tie, and then there was an actual win about a year after I left. In that same year those students who
believed that their school could not give them a good education, because they didn't have a generator and
didn' have running water, actually out 'performed the World Bank school and every 'other school in the
district.

So there are things and investments that we make that often have other types of benefits.
So my point on AIDS, if we want to beat AIDS, you don't necessarily go directly on the

traditional ways of okay, we're going to do a CARE program, we're going to do a treatment. Frankly we
don' know enough about human behavior, but sometimes changing a person's mental state in other ways
will have impacts in the sector that we're trying to get.

It's clear that we all have our cell phones and our personal data assistants, and our
computers built into our daily life. We don't even think about it anymore except when the power goes
down. I can tell you that when the power went out in this agency -- for what was it? about three hours, and
it was just crisis. I mean, you know, people were just beside themselves. I thought it was great, you
actually got a chance to read.

But the point was we need to use technologies smartly, and so I will just say that as part
of our policy we ought to be thinking about what Michael Kelly was talking about; how can we maybe
make it less labor intensive in some of these areas that can actuany help people do a better job such as
providing care and treatment.

I think the MIT is a model that you certainly hear about, but it was the lesson of
Monterey, it's the founding cornerstone of the millennium chanenge account, which is the countries that are
in charge. We)] if the countries are in charge they have to have the capacity, and we all know they don't
have the capacity. And we need to get away from this emphasis, like Enron on the next quarter's earnings,
and spend some time investing in people both short, and long term, and build the capacity so that the
partner can really be in charge.

Wasn't that nice when Brad held ,up the paper about the Zambian plan. I've tried to do
that in an the missions that I've worked in. It can be done, it just takes longer and I think that's part of the
push back that we have to give perhaps to the State Department, to the White House, that everything cannot
be a 45-day Presidential initiative. It just doesn't work.

Finany I guess the last thing 111 just say is that at the end of the day AIDS is a very
personal tragedy, it's a community tragedy, it's a societal tragedy, and as Alan was saying, you know, if the
numbers go the wrong way it becomes a country-level, if not regional, tragedy.
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And so I would just say that I would hope that any policy that we develop is a client
centered approach that really is based on the needs of the client, not on our needs. Our job is trying to help
respond to the needs of the clients so there is a sustainable response.

So what does that mean? It means do more, and that's part of the challenge we've been
talking about in this room. But as my final remark 111 just say it means doing less. And I had a
conversation at lunch time with a colleague and we were lamenting what has happened to AID, which used
to be an agency I think in the height of Vietnam of about] 8,000 employees, 20,000. We've lost 40 percent
of our foreign service officers during the Clinton administration. And so we're like the 400 pound man that
goes on the diet to 160 and we're still wearing the same clothes. And we're tripping over that suit and we're
not being very effective.

And I will just say that I think one of the biggest issues is if wetalk to our clients and say
what do you have the energy, what do you have the time to dO,what do you want to focus on, I think we
should be thinking in those terms.· And those people want to be treated with dignity but they want to be
empowered. They wantto have jobs, they want to have income so they can make the choices. And so I
think we need to be very careful that we don't get into this welfare mentality that all we're going to do is
basically keep people alive, I think we need to really focus on what is long term development, which is
really empowering people and giving them the resources to make decisions with their lives, and that's
where democratic processes come in, that's where strong economies come in, andthat's where actually
targeting programs to defeat poverty are so important.

The problem is that HIV/AIDS is this horrible thing that just cuts across everything we
do. So I think we need to do more, we need to do it better and smartly, but at the same time we need to
think about what it is we as an agency don't do, or do a little less of, and certainly take that from the needs
of our client, who I know at the government and the community and the individual levels are just
overwhelmed by the so-called help that we provide.

(Applause)
MR. CORNELIUS: Before we close I wanted to just ask if there are any burning

comments or questions that you want to direct to either Tish or Buff about anything they've said in these
closing remarks?

There's not going to bel gather, separate closing remarks by Tish, so that was it.
So are there points of clarification or any questions that any of you have?
MR. MACKENZIE: Or ideas on steps forward?
MR. CORNELIUS: Or ideas on steps forward.
Ron?
MR. HOWARD: Just two points on what Tish was saying, one for USAID in particular.

And I say that by the way just to get to a second comment I wanted to make, and then I'm going to come to
the first one.

I see right now this Presidential initiative which has its own targets and its targets are
really rather dramatically different than the existing AID, HIV/AIDS targets as they were presented. And
the direction frankly that they seem to want to go is not, I don' think, the ones that most people in AID who
have been looking at HIV/AIDS would necessarily recommend, to put the majority of the resources on the
care and treatment mayor may not be the right way to go. It almost reminds me of an experience that we
were having on the food security side where the prevailing mentality seemed to be that food is to feed
hungry people, and any other use of food that might be more development focused got the reaction,
somehow of no, no, no, just feed hungry people. And it tends to really move along a certain mindset that I
think is needing to be challenged and needs to be dealt with.

But that's just one comment. The second, but really what I wanted to say about the
legislative is, I think we should make every effort to encourage as many congressmen and senators and
legislators as possible to go to Africa, and when they go to Africa to put them in touch with HIV/AIDS
situations. Let them touch and feel and see for themselves, and it will make a major, major, difference.
Every congressman and senator that goes over to Africa presently ought to be definitely connected into a
close, live, real, touching experience with HIV/AIDS. And we ought to in fact promote and find ways of
encouraging legislative offices to see if we can increase the number of congress and legislative people that
are able to actually go and see this reality so that it is not just some abstraction, or it's not just some far
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distant kind of thing, it is something that is very close, and reaHy right in front of people. I think it will
have much more impact than you might possibly imagine.

Thank you.
MR. CORNELIUS: Thank you.
MS. PIERRE: Pat Pierre, Democracy in Governance Office. I just wanted to build on

your second comment.
And that is the same idea, which was you said that the policy would be to make multi

sectoral approaches as a strategic priority wherever prevalence is above a certain level. And it's kind of the
same question; is that really where it should be, or can you do more good in the long run with less when
you're focusing more on prevention where it isn't, you know, and containing it elsewhere.

And I think there's a major debate about that, but that's one of those things I don't think
we should take as a given.

And also I was very struck as Harriett was talking about the things that we needed to do
facing these challenges among all these solutions. And it started becoming dear to me that, and this goes
right into the debate in South Africa, that poverty really does seem to be a major part of this with the added
dimension and weight of HIVIA IDS as an anchor. And so are we in fact going back to the poverty
a]]eviation lessons as we're in fact trying to come up with a strategy for how to approach HIV/AIDS in our
agency.

I also really appreciate the Jist of things you're planning on doing here in the task force.
think it's just great because one of the things I found myself doing, as we were ending all these
presentations, my head is just full of all sorts of new information, old information. But there's a lot of
mixed information. There were a lot of mixed messages. And they were contradictory in many ways.

And so pulJing some of this together, I think maybe it might help at this point to have
outsiders, non-health people, take a look at it because we kind of have a clean slate, we haven't grown up
with a lot of this and seen how it's evolved. So I think maybe there can be an added dimension of seeking
some clarification on some things that an outsider can question more easily than even an insider.

MS. BUTLER: Pat, let me just say quickly that on your second point that poverty
alleviation is certainly not going to be the words that are used, and I do keep in mind what Malcolm said
earlier about one of the key factors there just being lack of growth, that lack of growth is critical even as
you're addressing the needs at a local level.

And I think that we have to do both. And I think that's about the only way that this
administration will see it too, is that economic growth is the driver of development.

And your second point, your last point, about non-health people on the task force, it's a
very multi sectoral membership.

MR. CORNELIUS: Yes?
VOICE: Perhaps talking about a possible time line, and maybe I missed this in some of

the earlier discussion, is the task force giving some thought to laying out some sort of specific tasks of
short-term actions, division of labor. I mean certain things like websites, community practice. I work in
Knowledge Management for EGAT. I know in EGAT, largely through Buff MacKenzie's leadership, we're
forming our own group within the EGAT bureau on a cross sectoral basis, and plan to continue meeting and
doing some of our own activities. But are there some specific taskings and milestones that folks are
thinking of that would help guide those of us who are going to be working on this to get things done in an
appropriate fashion.

MS. BUTLER: Well the answer specifically to your question, the way you formed it, are
we thinking about it, is yes.

VOICE: And?
MS. BUTLER: And you11 hear from us soon. No, we've really sort of focused on

getting to reviewing these sectors other than agriculture since we started off with a focus on agriculture and
food security and nutrition. And we wanted to have this deeper examination of other sectors before we
began to get to more nuts and bolts of producing a policy. But we're there now, and we wiJI be meeting
soon and identifying the elements of that process and the elements of it. And you will be part of it, I assure
you.

MR. CORNELIUS: If I can just add to that. At an earlier meeting of the task force when
we were essentiaJ]y defining our scope and mandate a little bit there was a notional, very sketchy, sort of
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action plan that was put together that had some major tasks on it. But that's been two or three months ago
and in light of the two events that have now been held, including this one, and in light of some of the very
useful next steps that Tish has laid out, I think we're in a better position now to flesh that out additionally,
and put some more precision to it than we were able to do earlier.

Malcolm?
MR. MACPHERSON: We've spent a lot of time on Africa because this is where we keep.

our focus. But I would like to raise the issue of Asia, and one of the real problems where I work now in the
Kennedy School of Government is China. And the Chinese really say they have nothing to learn from
Africa. And I'm serious about this. This was John Rogge (phonetic), our director, who was going to have
this program in April in this part of the world economic forum, and it all got ditched because of SARS, but
he asked the Chinese that he was working through how do we start to bring in some African experience.
And he was told flatly that if in fact you want to talk about Africa don' come. And they said we've got
nothing to learn from Africa.

So I think one of the challenges we face as we go forward is actually how do we build on
what we know, and I think we do know a huge amount about what's driving the epidemic.

But then either code the message or put it into form that in fact is palatable for the Asian
audience because they won't accept, and John Simon repeats this, anything that sort of comes out of the
African thing.

So if you were going to come up with a policy paper for the agency as a whole then
somehow the message has got to be adapted so it actually will get through in the Asian context.

I'm not putting the point very well, but there is a separate challenge. I think we all know
how to deal with getting messages across in an African context, or we think we do, but the Asian one we
don', and if we believe any of the second wave business that David Gordon and everybody else has been
talking about, then in fact that's the next focus of the epidemic.

I just raise that point.
MS. BUTLER: Very useful, thank you.
MR. WOOD: I'm going to make just an administrative announcement. I want to remind

everyone that at the bottom of their agenda and on other pages is a website, and URL, where everything
from the conference will be posted as soon as we can get it there. So each of you can be virtual in terms of
checking it and finding it, and then we11 get it back in whatever form you need it. So that's one.

Number two, I don' know if I'm stealing Gail's thunder here or not, but there are many
lunches left over, they should go home with you because we own them and we don't want to throw them
away, and we don't have any poor people to give them to as I understand. So they're all yours.

MR. CORNELIUS: All right, thank you. Well we have come to the end of a very
interesting and stimulating day-and-a-half workshop, and one of the reasons it's been interesting and
stimulating is because you all have been here and participated.

So I want to first thank IRIS who did such a wonderful job in getting this thing organized,
handling logistics, and arrangements, local arrangements here.

I want to thank our presenters, especially those that came from outside the agency to
share their expertise with us, but I also want to thank those of you who work in this building for taking
your time out of a very busy schedule I'm sure to be here with us.

We will get this information out on the website that Dennis mentioned as soon as
possible, and the task force will be digesting and moving forward with the information we've discussed
today in order to produce a policy paper just as soon as we can. And we wish to involve all parts of the
agency and missions and we may even consult with some of you from outside the agency as well as we do
that.

So thank you very much, and look forward to working with you more on this important
issue in the future.
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HIV PrevaJencein Adults
in Sub-Saharan Africa, 1986-2001
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Denlographic Implications

In South Africa, Botswana, and Zimbabwe ....

• Decline of ] 5-25 years in life expectancy since
]985

• Projected population decline of>] % per year by
2010

• Significant changes in population structure,
because women and children are most affected by
HIV/AIDS

SocioeconOlnic Ilnplications of
HIV/AIDS

• Agriculture: 680/0 decline in productivity,
according to study in Kenya

• Exacerbating the famine in southern Africa

• Loss of teachers and health workers faster
than they can be trained

• Weakening of institutions due to loss of
managers and leaders
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Conclusions

• Three phases of HIVIAIDS epidemic
- increase in prevalence
- increase in morbidity and mortality requiring

care and support
- impact on development requiring strong

.mitigation efforts

• Countries and international community
have just begun to address the third phase

Goals and Objectives for this
meeting .

• Review evidence of impact ofHIVIAIDS on other
development sectors

• Review successful multi-sectoral strategies and
models employed in the field

• Discuss opportunities and constraints to increasing
multi-sectoral programming

• ldentify next steps for follow-up action
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) DG--HIV/AIDS Toolkits and Cross-Sectoral Reports
Africa Bureau Information Center

November 2001

Strategic Management Tools to Support HIV/AIDS Policy Change
(Management Systems International & USAID Implementing Policy Change Series; DRAFf,
November 2001)
http://www.synergyaids.comlfiles.fcgi/3200 HIVAIDS Policy Change.pdf
This toolkit is based on 10 years ofexperiencefrom USAID's Implementing Policy Change
Project and other USAIDlunded policy change efforts in health, population and HIVIAIDS. It
includes aframeworkfor managing the six key tasks involved in policy change,· a series oftools
to help policymakers, NGOs, donors, and activists carry out these tasks; case examples; and
more than 100 active links to other relevant documents and websites.

Linking Democracy and Development: An Idea for the Times
(Hal Lippman; USAID; June 2001)
http://www.dec.org/pdf docslPNACG633.pdf
This study examines the relationship evolving between democracy and governance (DG) and
other USAID goals, in particular why and how the Agency links DG principles and approaches to
other sectors in pursuing development objectives. Some country case studies address the issue of
HIVIAIDS.

Survival is the First Freedom: AppJyingDemocracy & Governance Approaches to
HIV/AIDS Work
(Pact, AIDS Corps & USAID; March 2001)
http://www.dec.org/pdf docs/PNACL456.pdf
This toolkit on how to apply democracy and governance (DG) approaches to HIVIAIDS work is
intended to assist current efforts to scale up responses to the pandemic and increase access to
prevention and care services through collaboration at individual, community, and national levels.

AIDS, Poverty Reduction and Debt Relief: A Toolkit for Mainstreaming HIV/AIDS
Programmes into Development Instruments
(Olusoji Adeyi, Robert Hecht, et al.; UNAIDS Best Practice Collection; UNAIDS, World Bank,
& USAID; March 2001)
http://www.dec.org/pdf docs/PNACK935.pdf
This toolkit is a resource for training at the country and sub-regional levels for international
organizations, NGOs and donor agencies. It adds to the knowledge base supporting analysts and
decision-makers in their work to mainstream HIVIAIDS as a major item in development agendas,
and to mobilize resources needed to expand promising interventions and approaches in thefight
against the epidemic.

HIV Prevention in Conflict and Crisis Settings
(Rodger Yeager & Donna Ruscavage; Civil-Military Alliance to Combat HIV and AIDS, Tulane
University Payson Center for International Development and Technology, & USAID; March
2001)
http://www.dec.org/pdf docs/PNACM027.pdf
This training-oftrainers module was developed for eventual integration within a larger training
curriculum that has been produced by the Civil-Military Alliance to Combat HIV and AIDS, in
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cooperation with the UN Department ofPeacekeeping Operations. From the CERTI Crisis and
Transition Tool Kit Series.

Demobilization and its Implications for HIV/AIDS: Background Paper
(Manuel Carballo, Carolyn Mansfield, Michaela Prokop; International Centre for Migration and
Health, TuIane University Payson Center for International Development and Technology, &
USAID; October 2000)
http://www.dec.org/pdf docslPNACM031.pdf
From the CERTI Crisis and Transition Tool Kit Series, this paper summarizes the trends and
actors related to demobilization and HIVIAIDS, and it outlines interventions including
expenditure tables.

Synthesis of Democracy and Governance: Cross-Sectoral Case Studies
(Robert Groelsema, Donald Muncy, & Dana Ott; USAID; October 2000)
http://www.dec.orglpdf docs/PNACJ950.pdf
This report discusses DGcross-sectoral programming from five USAID Missions in Africa: Mali,
Zambia, Zimbabwe, Guinea, and Madagascar. It identifies actions Missions take to promote DG
links, the policy and implementation constraints that Missions and their partners face, the field
impacts oftheir efforts, andfuture directions. Some country case studies address the issue of
HIVIAIDS.

HIV/AIDS Toolkit: Building Political Commitment for Effective HIV/AIDS Policies and
Programs
(Futures Group International, Research Triangle Institute, Centre for Development and
Population Activities, & USAID; The Policy Project; August 2000)
http://www.policyproject.com!pubs/toolkit.html
The toolkit contains five modules to assist activists interested in increasing political commitment
for effective HIVIAIDS policies and programs. Modules address building political commitment,
measuring political commitment, the AIDS Impact Model approach, building commitment at sub
national levels, and building political commitment through broadening participation in the policy
process.

AIM [AIDS Impact Model] Version 4: A Computer Program for Making HIV/AIDS
Projections and Examining the Social and Economic Impacts of AIDS
(John Stover; Futures Group International, Research Triangle Institute, Centre for Development
and Population Activities, & USAID; December 1999)
http://www.dec.org/pdf-docsIPNACJ849.pdf
Introduces the Spectrum System ofPolicy Models, steps in making HIVIAIDS projections, the
program tutorial, and the methodology (epidemiology, health, and economy).

HIVIAIDS Toolkits
(University of Natal Health and Economics and HIV/AIDS Research Division (HEARD) &
USAID, circa 1999)
http://www.und.ac.za/undlheardltoolkits/toolkits.htm
As part of the USAID project "Operationalising HIVIAIDS Issues For Development", which
commenced early in 1998, HEARD identified a needfor an expanded series ofdocuments. The
toolkits cover general topics, and also include sectoral guides to Agriculture, Education,
Finance, Health, Housing & Public Works, Labour, and Welfare.

Handbook for Legislators on HIV/AIDS, Law and Human Rights: Action to Combat
HIVIAIDS in View of its Devastating Human, Economic and Social Impact
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(UNAIDS Best Practif!J!ffo[{ection;UNAIDS & Inter-Parliamentary Union; 1999)
http://www.unaids.ozjf.tbJications/documents/humanllaw/ipue.pdf
This handbook anal_he International Guidelines on HIVIAIDS and Human Rights and gives
best practice examp/s1ftheir implementation, in terms ofcontent and/or process, at national
and sometimes locaZ.lregionallevels.

Guide to Strategic IInningProcess for a National Response to HIV/AIDS
(UNAIDS Best Prac..Collection; UNAIDS; 1998)
http://www.unaids.otj?t;lblications/documentslresponses/index.html
Includes sections on_alion analysis; response analysis, strategic plan formulation, and
resource mobilizatioz

Participation Toolk1l:A USAID Health Population and Nutrition Officer's Guide to Using
Participatory AppJChes for Managing HIV/AIDS Activities
(TvT Associates, Pr. Corporation, & USAID; 1998)
http://www.dec.orgft4; docsJPNACC924.pdf
This toolkit was comsed and designedfor use by USAID health officers and their panners, to
facilitate the participlOTY management ofHIVIAIDS programs.

Considering HIV/AItS in Development Assistance: A Toolkit
(Lieye Fransen & Ala:Whiteside; World Bank International AIDS EconomicsNetwork; 1997)
http://www.worldbarll.orglaids-econltoolkit/index.htm
This toolkit was prepued to assist staffofthe Commission ofthe Ee, and consultants, in
considering the imp~tionsofHIVIAIDS in the provision ofdevelopment assistance.

AIDS Briefs: Integr.lfing HIV/AIDS into Sectoral Planning
(Tony Barnett, Erik Bas, Alan Whiteside, eds.; World Health Organization Global Programme
on AIDS & USAID;5tptember 1996)
http://www.dec.orglpf docslPNACA377.pdf
This document contaiJs a series ofeight briefs to help sectoral planners and program managers
to integrate HIVIAIIJ1iawareness into planning related to commercial agriculture; subsistence
agriculture; educatiOll;health; manufacturing; tourism; mining; and military populations.

BEST AVAILABLE COpy
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Health and Development
Impact and Multisectoral

Strategies
Ishrat Z. Husain

HIV/AIDS and Development Workshop

April, 28,2003

Health and Development

• Health is a necessary though not a
sufficient condition of development or of
attaining Agency's Strategic Objectives
- Productivity of workers depends on good

health- growing evidence of decline in .
productivity due to HIV/AIDS and malana

- Loss of labor force and absenteeism due to
HIV/AIDS and other diseases

- Increase in poverty and inequities due to
morbidity and mortalilty.

Overview

• Health and Development Relationship

• Impact of HIV/AIDS on Health

• Implications of deteriorating health status on
development prospects.

• What each sector could do to improve health
and achieve its own strategic objectives.

• Lessons Learnt from USAID efforts in
implementing multisectoral programs.

. Development and Health

• Development is an essential although not
a sufficient condition for improving health.

-Imperative of having adequate water supply,
sanitation, basic education, information and
nutrition for maintaining health.

- Development process creates conditions of ill
health such as population mobility and
inequities in income making populations
vulnerable.
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HIV/AIDS Impact on Health
Systems

• Already weak system is now devastated
• Crowding out- 48% -70°,{, of hospital beds are

occupied by PLWAs in Zambia and Malawi
respectively

• Reallocation of budgets- A large part of the
budget has to be allocated for drugs

• Antiretroviral treatment costs over $500 per
patient.

• Loss of Manpower- Attrition of over 20% of the
nurses

Declining life expectancy
Changes in life expectancy in selected African

countries with high and low HIV prevalence: 1950
2005
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Impact of HIV/AIDS on Health
Status

• Child mortality is increasing.. USAID
invested heavily in child survival.programs

• Average life expectancy in sub-Saharan
Africa is now 47 years, when it would have
been 62 years without AIDS (UNAIDS t

2002).

• Level of living is the indicator of level of
development.

Implications for Economic
Development

• 10-300/0 loss of workforce for all
sectors in high prevalence countries

• Loss of rare skills and productivity in
key strategic areas agriculture,
education, DG, and health

• The age and sex structures are
changing, implying a profound shift in
economic and social relationship

o
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Percentage of workforce lost to AIDS
by 2005 and 2020 In selected African countries
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Cur(ent and projected age profiles of
workers in a typical South African mine
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Impact of HIV/AIDS on
Women and Girls

What Each Sector Can Do?

• Mitigate the impact 'of poor health and
HIV/AIDS onthe sector itself.

• Guard against future losses or' help
prevent the diseases by:
- Conveying the prevention messages through

its own channels such as teachers union.

- Addressing the basic determinants of the
diseases such as low education, inequities
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What Each Sectors Can Do?-

Illustrative Actions- National level .

• Assess the impact of major diseases on
the sector or strategic objectives

• Develop strategic plans that take into
account the future impact.

• Review and modify policies that have
adverse impact on health.

Successes - Zambia

• Zambia' is a "best practice" country for the
adoption of a multisectoral program

• USAID/Zambia has developed an
HIV/AIDS Multisectoral Strategic
Framework

• Embassy wide HIV/AIDS Coordination
Group

• HIV/AIDS and Orphan Working Group
participation from each Strategic Objective

What Sectors Can Do?

At the community level

• Develop and implement programs to
address the basic determinants of health
either individually or jointly with other
sectors focusing on vulnerable groups:
- Youth/orphans
-Women

Successes - South Africa

• Parliamentarian training for private sector
mobilization

• The Mission also encourages
microenterprise programs. some of which
are being linked to private sector programs

• USAID Mission has adopted economic
growth strategies that will help reduce
inequities in income by generating
employment for vulnerable groups.

o
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Successes - Wganda

• In 1993, Uganda adopieda multisectoral
approach

• 12 ministries are invol\'Ed in responding, to
HIV/AIDS problems frcmltheir vantage
point

• The involvement of differentministries
created national ownelShip and
commitment

• Each sector adopted policies and
programs to support HlV/AIDS

What the Health Sector Should
Do?

• Health Sector focused on care and cure
and not on prevention. If it acted like a
private company the focus will be on
prevention of major epidemics.

• Health sector itself responsible to spread
the epidemic through infected needles and
blood.

Zimbabwe - Project LEAD

• Implementing a household garden and
nutrition kit aimed at improving the
nutritional status of household income of
families affected by AIDS.
- The kit allows families to create and maintain

close-in gardens growing crops to increase
number of harvests per year

• Voucher system - to link AIDS-affected
families to legal services

What the Health Sector Could Do?

• Greater focus on systematic health system
strengthening.

• Serious efforts to harnessing the energies
of other sectors to improve health

• Multisectoral efforts are confined to
HIV/AIDS thus far and can be extended to
Health.
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Lessons Learnt from Multisectoral
Efforts

• Success is defined by 3 Cs.
• Commitment- AFR organized two consultative

meeting and SOTA courses on Multisectoral
approaches. It generated Champions. Country
level success also associated with the
commitment of the Diretor

• Coordination- A multisectoral working groups
chaired by the Director to bring coordination and
synergy.

Lessons Learned (3)

• Funding constraints- possible solutions
• Use of OA funds as HIV/AIOS prevention will save

cost
• Health and HIVlAIOS Activities - three kinds

• Little or no additional funding e.g. policy dialogue
• Modest Funds e.g.analytical work; relocation of activities
• large Funds -leveraging other donor funds

• Establishment of Multisectoral Fund

Lessons Learnt

• Concerted Actions- Geographic focus for
mutisectoral efforts is important as
truncated actions do not produce results.

• Best practice examples: Zambia, South
Africa and Zimbabwe.

Conclusion

• Commitment, Coordination and Concerted
Actions are needed to:
- Strengthen the health systems

- Create conditions for improved health
outcome by addressing the basic
determinants of health through multisectoraJ
efforts

c
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Models for Slllegic Planning;
Spectrum, Go~esourceNeeds,

Applied 8entBost (ABC), and.
AidsTreCost (ATC)

William Ml6h!evey to, the

Economics -'odelfng Center

Fu~Group

ApIIDi;'2003

Watch for speaker presentation
skills....

1. Don't wear stripes.
2. Don't lean back inyour chair; you~lIlook

short and fat.
3. Speak to audience for 3 mins. before first

slide.
4. Cliches make you sound unintelligent.
5. Sloppy answers do speakers in; don't

make up the 'fac1s.'

Some Models.. .in summary

1. Spectrum underpins alternative futures
1. Demproj for demographics

z, AIM for Incidence, prevalence, mortality
3. GOALS for strategic planning, Investment choices

2. Goals identifies choices, budget implications
3. Resource Needs Model/Manual underlies

strategic planning for costs and coverage
4. ABC offers simplified basis for country dialog

1. Used by World Bank staff In Honduras, Panama

5. AidsTreatCost analyzes ART costs, choices

When to use which model...

• Models can inform strategic planning and
choice of SO's and IRis

• Spectrum provides the economic and
demographic context of choice (AIM
calculates demographic impact)

• Goals calculates resource needs,
coverage, care and treatment (Cf. RNM)

• ABC: to focus on prevention,
AidsTreatCost on ART choices

o BEST AVAILABLE COpy
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Problem

... Most countries now have strategic plans,
but the costing is done after the plan is
developed.

A There is no strategic analysis of funding
and goals.

/t.. There is no exploration of the effects of
alternative patterns of resource allocation.

A There is little understanding of the cost to
achieve specific coverage of key services.

_I Resource Allocation in Strategic Plans

o

Goals Goals in your future. ..

A Soon to be in Spectrum
A Available at www.FuturesGroup.com100%

Coveroge 01 Care &
Treatment

0% 5O"A.

TB

palliatiw!SO
OITx

01 Pro

ARV

20062001

O%.\-,.~~~....._~...-.........._i

1996

"'Yo -1-----------<
2'Yo ~-------_1
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$1.,,000....... ..

o

o

Resource Neeit,ModeUManual

.. Grew out of U.SS 2001 and US$9.2
billion estimat"?global needs

.. Specialist anar,a,compJeted for LAC
and ECA regio1l!bY Inter-Am Dev Bank,
World Bank anilJNAtDS
.. Important adjlJll\ents to unit costs
.. Useful in courll!policy dialogue

.. Asia with Asia~vBanknext on list

The ABCModel- Purpose

A To provide a flexible and easy-to-use
tool for policymaking at country level

A To determine the allocation of
resources thatwill prevent the
greatest number of HIV infections in a
given setting.

BESTAVAILABLE COpy

The ABC Model: Optimal
Allocation ofResources for HIV

Prevention

Based on the work of
H. Saxenlan, N. Schwab,

and others at
The World Bank

What the model does... in a nutshell

.
'.·p····o·····p··u..·I·a.. ti·'o····n·..•·......· .:::·:::.~.T~1·:~O·~,:o~o·p.o5::i·::~:r.?~P...2.:~·; ..· .. Totaf""''';
ilncldenee '0,02',;; ri~gti~~ ·r..··;f1'i?;OOO·..]

'New Infections ..,... "'_"~"""_'" 2' 4
CO$l:pc';:'ji\'i;';'ctio'o'" .
.averted :. $100

Budget: $500 All G,oup 1 AnG'oup~ 11 Population OPtimum
Allocation

Infections 2 0.5 0.9 2.3
Prevented
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Conclusions

• A' few interventions make all the difference:
protect prevention budget.

• Help marginalized subpopulations
(garifunas).

• Cost-effectiveness is but one of the criteria
for resource allocation.

AIDSTREATCOST model for ARV
Treatment in Zambia and Uganda

Based on the work of
Gilbert Kombe
Owen Smith

Abt Associates and PHRpius
Sponsored by USAID

(

o
ARV Issues in Sub Saharan Africa:

Changing landscape

.:. Global momentum to expand access to HAART in low
resource countries

.:. Multi-Country HIV/AIDS Program for Africa (MAP) loans

.:. Debt relief for 38 HIPC

.:. Global Fund for AIDS, TB, Malaria

.:. Rapid fall in drug prices
.;.6 million people in need of drugs and only 230,000

have access to them (WHO, 2002)

Policy/clinica I
variables

Demographic
. variables

Epidemiological
variables

o
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Key finding II: Costs include more
than Drugs

o

Key Fmfing I:
Shortage oJKey Human

Resources wi1lblock and
slow IIPtake

Annual per patient costs

700...------,

600 t------r:q..-i
500-'---'~'--

400

300

200

100

o
Zambia Uganda

A Total amual incremental per
patient cost is 5532 in Zambia,
5619 In Uganda

A 1-line ARV drugsrepresent
50% of cost in Zambia, 63% in
Uganda

A Zambia achieved sharp declines
in drug pnces due to bulk
procurements; Uganda win be
entering this stage soon

A Lab monitoring tests are a major
cost: 3Q..45% of total

A Per patient capital and training
costs are relatively low

Key Finding II: Costs of VCT and
Opportunistic Infections are also High

Key Finding IV: Financial sustainability
is a critical issue

o

;~

60 .,--------iilr-,

C 50 t---...----FIJ--t
:! 40 ~-l"t__--_j
IIIii 30 -I---+'f"----1

: 20 ~-[__-~_j
rn
::l 10

o .lDIl..,..Wll.,..Io:a....u-,.JJII,DI..I

c-~~~~~".~...
.,); ..0(> :$'~ If!0 ..<1' ~
:Ii; .~ .I.... fl' -"'~.

...... ,,(, .. <'I~ ..~.
0<" ....0 c; 'It#

~ Itwould cost Zambia
-$500,000. and Uganda
-$1.500,000 annually to
achieve goal of 4%
annual VCT uptake rate
among adults

~ Average per-patient 01
treatment costs for H1V+
patients could be -$25
(based on best estimates
of co-infection rates)

Implic;ations 10' using up •
constant ARV budget 10 treat

10,000 now (zambia)

."0000111
l100ClOO .....

~ 10000e 10000

! .-0000

S 20000
:z 0

.f" #' .f" ..¢'. i'
Y••r Mcomlng eligible t>, PRYs

\0 Receive f>RII•• Don'. reCeive M-Jsl

A Both countries are relying in
part on 2·year Global Fund
money to buy ARVs - what
happens after?

A Both can expect about
100,000 new AIDS cases
annually over next 5 years

A But unless the bUdget keeps
growing too, on net no new
patients could be added to
ARV program as they
become eligible

5
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In Summary..•

Modeling can help clarify
strategic planning choices.

Choose the model that fits
your need.

..... .....Don't wear stripes.

(

o

o
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Educationsl mY/AIDS

USAID..-rer«nce Oft

HIVIAIDSPDevelopment:

Impacts and¥Sectoral Strategies

Ronald Reagdternati{)nal Trade
Center, Waslii@on~28th'April2003

M. J. Kelly, UIiIl\IiIyofZambia, Lusaka

EducationWorks against
HIY/AIDS,

• Evidence is growi~that the more education,
the less HIV

• What seems toco_,most iHIlat one has
learned

• What one has Icaraeclis also critically
important

• Hence the'strategic:importance of:
- Ensuring unh'emllieducational participation

(girls, poor, rural. orphans, ••••)
- An appropriatuurriculum and teaching
- Protecting theauilability andqualil)' of

provision

BEST AVAILABLE copy

Education is a Force against
mY/AIDS

"Education can be a powerful force
pedlaps the most powerful force of all
in combating the spread ofIDV/AIDS"
(Dal<arWorld Education Forum, April
2000)

• No CUl"e, no vaccine, no consensus on
extent to which drugs can be made
available or become affordable

• Only education remains, the "social
vaccine"

• Education does make a difference

How Education Works against
mv

• Mechanisms not clear, but key elements seem
to include
- E~I)erience of an organized learning culture
- Oricntation to a Jlossible and desirable better future
- Acquisition of basic literacy, numeracy and learning

sl.iIIs (cnhanced llbilit)' to continue learning)

• 1n the context of HIV, good education is about
- Kllowledge-lellfning 10 know (HIV knowledge)
- Skills-lenrning 10 do (life skills; skills for protecting

oneself against infection)
- Convnunity--learning to live together (respecting

rights; avoiding stigma and discrimination; care)
- Selfdellelopment--learning to be (forming values;

developing positn'e, life-affirming attitudes)

..
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Changing Relationship between HIV
Prevalence and Level of Education

Why Education Matters '

• Necessary for galvanizing political momentum
and community mobilization;

• Necessary for reducing stigma and
discrimination

• Enters in a fundamental way into every aspect
of prevention, care and impact mitigation

• Reaches communities and families in ways that
no other services do

• Education and HIV share their interest in the
young

• Attaining the UNGASS targets of reducing
prevalence among youth and ensuring access to
information depends largely on education I

Low

Low Educ81ional Level High

o

(

HIV/AIDS Works against
Education

IInpacts ofHIV/AIDS on the
Education Sector

HIV Effects on the Body

HIV ill human body

-+ Break down of
immune system

-+ A growing burden of
opportunistic illnesses

-+ Reduced productivity

-+ Eventual death

mv Effects on a System

HIV ill education

-+ Progressive
weakening of system

-+ A growing burden of
"opportunistic"

-problems

-+ Reduced producti\'ity

-+ Eventual collapse

• Initially the impacts are invisible and slow
acting (like the virus itself)

• Negative effects on learners: numerically,
financially, psychologically, socially, gender
wise

• Negative effects on educators: mortality;
morbidity; physical & mental absenteeism

• Negative effects on management of svstems &
institutions: staff depletion; claims on staff
time; challenge of addressing new and
comJleting demands for resources (private,
coml11unity, public, inter- & intra-sectoral)

o
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Impacts of.'AIDSonthe
Quality&ttEducation

Student learning_evement is under
threat because of
-Intermittent atDfance ofstudents and

teachers
- Specializedt~ absent, dead or

poached by otJl[sectors or industry
- Extensive tea~and student trauma and

anxiety
- Repeated occails for grief& m9urning

in schools, fa~"communities

Education's "Minimax"
Response to mY/AIDS

In its response to HIVIAIDS, education has two
major tasks:

1. Minimize the impact of the epidemic on the
education sector-make sure that the sector
keeps functioning (teachers teach, children enrol
learning takes place, systems work) ,

2. Maximize the impact of education on the
epidemic-use education to prevent HlV
infecti~n and defeat the disease (HIV prevention;
extendmg care and support)

10

;

Three Pillaa:Support the
Education·Response

J. H1V Preventiolt-~vention must be the
mainstay of our .-.nse" (UNGASS)

2. Care and Supportk.educalors and learners
who are infected Qltlffected-"Care, support
and treatment arelltJdamental elements of an
effective response"(UNGASS)

3. Mitigate andMomtftt-HlVlAJDS Impacts 011

the Sector-"WhalUlV/AlDS does to ,the
human body, it a,,"oes 10 institutions. It
undermines those iIlstilutions that protect us"
(Peter Piot) II

HIVIAIDS Issues Relevant to Education

• Its silence and in\'isibility lead to denial or ignoring of
its reality '"

• Negative social reactions lead to silence, fear, stigma,
1II111 discrimination

• Like education, HIV focuses strongly on the ~'oung

• Gia-Is are several times more likely than boys to be
infected

• There is a mixture of knowledge and ignorance about
how the virus is transmiued and how to protect oneself

• HIV/AIDS leaves a large Iegac~' ofof!lhaned children
• The impacts on auctor such as education that is so '.

Ilerson.intensive are 'Very severe
• This is a new area for which there are no models, with

the result that man~' education managers ignore it
IJ

BEST AVAILABLE copy
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Major Contextual Issues of
Relevance to Education

• The increasing feminisation of HIVIA IDS
• Growing concentration of the disease among the poor
• The failure of prevention campaigns that relied mostly

on very rational approaches ("brute sanity")
• The tendency of prevention campaigns to ignore

cultural, traditional and spiritual perspectives
• The challenges and opportunities presented by youth

cultures and the dynamics of peer interaction
• The AIDS fatigue of the AIDS generation
• The milled standards of society .•.
• The numerouS other social, economic, political, military

problems that divert attention or resources from
resllonding to the ellidemic in and through education

• The difficulties in seeing that the epidemic is a
development problem and not just a health Ilroblem 1.\

/

Education Plays a Central Role in
Dismantling the Vicious Cycle of Poverty,

Gender Inequality, and HIV/AIDS

14

c

o

The Way Forward
• Enabling legal and policy framework in place

• Emphasis placed on education for all, for as
many years as possible, and especially for girls

• A teacher teaching in every class
• H1V/AJDS, life skills, and sexuality education

mainstreamed & taught in school curricula

• Holistic support available for orphans and for
infected and affected educators :lnd learners

• Education institutions working very closely
with communities and vice versa

Established and functioning multisectoral
pllrtnerships and coalitions in place

.

The Way Forward (2)

• Functioning AIDS management units in MOEs with
callacity, authority, resources, and time to get things
done

• Management, personnel, planning and financial
s)'stems well informed by actualities of AIDS situation,

• AJOS·in·the·workplace lEe programmes at all levels
• Extensh'e capacit)' buillJing for planning, management,

resource mobilization and disbursement
• A comllrehensive research programme ensuring more,

beller and up-to-date information on what is
Im'1llcning, and its dissemination and utilization

• Ongoing monitoring anti evaluation

I~

o
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What US.IE> has Done
• Supported MOEs fdl2p8city building-for

long term strategic-,ning and management
of the impacts of HlUIDSon tbe education
workforce and am.earlllrs (c.g"7 the Mobile
Task Team)

• Supported skills·b_~bearthedu~ationfor

HIV prenntion (as.trasfood for edutation
initiatives)

• Supported innovat_n delivery of relevant
education to OVC, ""special focus on HIV
prevention and forlllbad non·formal
education, especialbIWgirls(e.g•• interactive
radio; DCOF; SCOJlB)VC)

11

Conclusion·

• Be prepared/or a lo~erm commitment
HJV/AIDS has swcptuross the world witb
dramatic speed; it ,.disappear much more
slowly

• Be prepared/or tile u-expected; be ready to
mutate as flexibly asdtcyirus itself does
ensure that mechan_sare trul)' strategic,
allowing for a quick ftSponse to unforeseen
and fast-changing ciltumstances

• Be cOllfident that the fUture can be better than
the past and that eclU(ation can help in making
it so

10

Continuing Challenges
• Creating tbe political will and management

capacit)' in African MOEsto tackle HIV/AIDS
in education

• Helping MOEs establish a prevention to care
continuum in e"ery part of the sector

• Devcloping and rctaining qualified sliilled
human resources

• Reducing stigma and denial surrounding
HIV/AIDS in the school environment

• Helping MOEs and partners to be more
proactive in providing education to out-of-'
school youth, especially those at high HIV risk

• Responding through education to the epidemic
in low prevalence countries

II
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uS8\frica Bureau

Role and PurpoSlJfthe Mobile Task Team for

HIV/AIDstiducation in Africa:

.Building Comlilnent and Capacity for

a SYsWlic;Response

Bradfnlltriddancf, Ph.D.
HIV/AIDS & Educa~ordinator, Education Division

Office of~nableDevelopment
Bn~ for Africa

United States Age_r International Development

Impact tlHIV/AIDS on the
Ed~tionSector

Supply, DemaRlland Quality

• Aggravates exis010 problems in education

• Underscores ina_Bey of information sy.stems

• Aggravates exi_shortages .of teachers

• Deteriorates qua_of education

• Reverses gains iftenrolment

HIV Prevalence Rates in Select
Countries

Mali . 2.0%

Benin 2.5%

Ghana 3.6%

Nigeria 5%

Uganda 8.3%

Ethiopia 10.6%

Malawi 16%

Zambia 20%

South Africa 20%

Botswana 35.8%
UNAIDS, December 2000

Consequences-for Education?

For USAID and Partner Ministries of Education
in Sub-Saharan Africa, HIV/AIDS is
undermining hard won gains of a decade or
more, of systemic education reform... •

...a decade of investments, implementing
the Education Sector Support (ESS)
approach

... and any progress toward EFA and MDG.

o
BEST AVAILABLE COpy
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Education Sector Support (ESS)

• Focus on all the interdependent
pieces of a solid education system
- Sector investment plans (coordinating all

stakeholders)
- Teacher training and supervision
- Quality and relevance of curriculum
- Availability of textbooks
- Education information management systems
- Participation of communities
- Equitable access to education, esp for girls

USAID's HIV/AIDS Strategy in
Education built on foundations of
these ongoing education reforms

• 9 ongoing national education reform
programs, now going on 14

• Priorities in strategy identified to bolster
existing activities in existing USAID education
programs (following ESS approach)

• Requested by MOEs and USAID Missions
• Follow and respond to impacts as identified

by MOE HIV impact studies
• Build into sector strategies and treat as part

of everyday business of education

The ESS Approach is:

• Sustainable - building capacity at all
levels
- central MOE, school management

committees, NGOs. and communities

• Systemic - system wide

• Produces classroom level results

Africa Bureau HIV/AIDS and
Education Strategy

• 1) Building the capacity of ministries for long
term systemic response to the impact of
HIV/AIDS on all aspects of education for
teachers, administrators, and pupils

• 2) Strengthening formal and nonformal
delivery of "Life Skills" education to pupils and
teachers to face the HIV/AIDS Challenge

• 3) Supporting innovations among MOEs,
communities, and NGOS to deliver basic
education, especially to oves

c

o

o

John M
Rectangle

John M
Rectangle

John M
Rectangle



Africa Bure_upport to Missions
and MOEs i.ementing strategy:

• USAID/AFR/$lIO.worf(s withMissions to
incorporate Hl'Q!'Jrspective in education

• Mobile Task ,..atUniversity of Natal
builds capacitytMinistries ,for syster:nic
response to i.s of HIV In education

• Participate in ,.rc~.~ gUide life Skills and
Behavior Cha~ctivlties for ed systems

• Foster innovat•.indelivery of basic ed and
welfare needs.VCs

MOEs and Donors Identified, Need
for MTT

In 1999 Barbara Ctiangwa, PS Zambia MOE
noted developmeJIlagEmcies advertising
large funds for r~pnse to HIV in education,
but when asked ba plan to show ho,w the
MOE would use 8a;money, the MOE did not
know where to bESfO

Need confirmed at IU'/;and edu meeting at
HEARD in Durbatllin\Mar 2000 by 45 SADC
region MOE and Nft)F personnel: to program
MOE resources ~well as tap Global Fund,
MAP, bilateral fune

AFRISD and MTT Work with other
USAID Bureaus, other Development
Agencies

• Coordinate with projects and activities in
USAID's Global Health, Economic Growth
and Agriculture

• Coordinate with UN Interagency Task Team
(IAn), World Bank, Aga Khan, DFID

• Build capacity among NGOs and contractors

• Support Regional efforts and entities (SADC,
ADEA, FAWE, UNESCO. universities)

Mobile Task Team on HIV/AIDS
and Education

• Co-designed and developed by Health
Economics HIVIAIDS Research Division
(HEARD), Univ of Natal, and USAID/AFR/SD

• Managed and administered by HEARD and
funded by USAID (in year 2 of a 5 year
cooperative agreement)

• Comprises a highly mobile group of southern
African professionals from HIV/A1DS,
education, health, management, economics,
data, MIS/EMIS and demographics

• First step is country visit to assess need,
design annual MOE/MTT work plan (draw on
45 days allotted each MOE)

BEST AVA/LADLE copy
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MTT Approach and Process

• Help MOEs build capacity to manage
systemic impacts of HIVIAIDS (usually along
lines of the 3-part strategy)

• Help MOEs mobilize political commitment at
all levels necessary for MOE resP9nse

• Help assess the impacts of HIV and MOE
response to date, identify information needs

• Facilitate comprehensive vision for the future
and strategic plan to implement

• Prioritize HIV activities in edu sector, set
achievable goals and objectives

• Produce implementation plan with dates and
resources identified

MTT Methods and Tools to Share

• Sector appraisal frameworks
• Template to facilitate strategic planning
• Prioritized objective and goal setting
• Implementation planning
• "Zero Budget" Options
• Teacher demand and supply modelling
• Adapting EMIS systems for HIV/AIDS impact

monitoring at district and school level
• Partnership database
• Technical assistance analysis

(

MTT Process (continued)

• Assist MOEs with TORs and budgets for
impact assessments, trainings, workshops,
policy aUdits, EMIS adaptation

• Support for incorporation of HIV/AIDS
Strategic Plan within MOE SIP (S-yr plans)

• Timely, on site (at MOE) support and training
for ongoing implementation and monitoring of
priority activities, application of "tools"

o

By this Approach the MTT has:
• Worked with MOEs and USAID Missions in

Zambia, Malawi, Namibia, Uganda, Ghana,
Ethiopia, and in NOOE RSA, KZN, E. Cape,
Limpopo

• Prelim discussions with Guinea, Benin, Mali,
Southern Sudan, Kenya

• Regional support to education sector through
SADC, UNESCO E. Africa and W. Africa,
AOEA, World Bank, Ford Foundation

• Consult with IATT on OVCs, Aga Khan, and
to IATT on education to create new technical
resource networks (W. Africa partnership)

• AFRISD Health Task Team pilot

o
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Costs?
• MIT allots approimately $75,000 per

country per year
• AFRISD/ED to MID:= $2.8 ,million over 2 yrs;

has led to USAIDllission support for HIV in
Education (ed furl&lca. $7.7 million over 2
yrs (FY01-FY02)

• MOE and other bilteral support to HIV in
education (ed furd) is far higher;with MOE
support probablyllemajority - claiming
ownership over t!E'iSsues

Emerging activities to support
within strategy emphasis areas

• Sexual violence prevention in school
environment

• Teacher health issues (VCT and
treatment of opportunistic infections,
ARVs, nutrition support)

• Challenges meeting welfare needs of
avcs

BEST AV/J./LABLE COpy
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Prerequisites to Strategy
Formation

• Political commitment at all levels
- Heads of State, Cabinet Members, Parliamentarians,

Ministers. Technical Officers. Teacher Professional
Orgs.

I

• Solid Information about Impact to inform policy
makers. educators and communities
- Supply. Demand, Quality
- With best material available. show where Impacts will

register In service delivery
- Show demands for Education from National AIDS

Control Plan

c

o

Details On Teacher losses

• Zambia
• Teachers· 40% higher mortality rate than general population

• 1998: approx. 4% of teachers died (1,600 out of 40,000)

• Swaziland
• MOE needs to train 2 teachers to replace every 1 1051

• 80% increase in training costs

KwaZulu Natal. South Africa

.70,000 new teachers needed by 2010

• Teacher training institutes in KZN must increase their intake of
trainees by 50%

• High Teacher Attrition - losses to other sectors

Deteriorating Classroom Quality

2001 USAID Study in Malawi shows:

• Teacher absenteeism of 20%

Class size increased to 96 pupils per teacher

• Pupil absenteeism

1/3 of all children report missing school to take
care of sick relatives

BESTAVAILABLE COpy o
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Declining School Enrolment and
Decreasing Support for Pupils

• KwaZulu Natal

1983 - 1998: Grade 1 gross enrolment grew

3 - 5% peryear
1999: Grade 1 gross enrolment dropped by 12%

• Zambia
1992 - 1996: Net attendance dropped 10%

• 30 Million orphans in Africa

MOEs in highly affected countries
have increasing awareness that
crushing teacher shortages will
continue to worsen.

How does this affect approaches
to teacher training and support?

Data In highly affected countries show
teachers leavIng education systems at higher
levels due to combined effects of health,
social and economic factors associated with
the HIV/AIDS epidemic_

The toll of HIV/AIDS seen now is the result of earlier
low infection rates. General attrition as well as
mortality among teachers can be expected to
Increase as the Impacts of current higher infection
rates are still to come.

Thus, the demand for teachers will
continue to outpace supply, regardless
of any decrease in enrolment.

Redoubling Efforts in Teacher
Training in Highly~affectedCountries

Zambia - New FPE Policy
• Innovations in delivery of basic education

(radio. community schools, non-formal).
• Pre-service teacher training streamlined to 1

year. with 1 year in-service internship.
• Distance in-service training modules

available in new cluster resource centers.
• 2 week in-service training courses available

to teachers during holidays.
Reintroduction of untrained teachers into
system with improved in-service support.

• Interactive Radio Education discussed for in
service teacher training.
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RedoUbling Efforts in Teacher
Training in Highly~affectedCountries

Namibia:
Considering streamlining pre-service teacher
training to 1 year.

New school clustering improves in-service
support (and makes 1 year pre-service
more viable).

Teacher Basic Competency Manuals (TBCM)
to upgrade unqualified teachers' skills.

Considering training National Youth Service
and retired teachers with TBCMs for short
term replacement of HIV-i11 teachers. or
those recruited to other jobs.

Redoubling Efforts in Teacher
Training- in Highly-affected Countries

KwaZulu Natal, South Africa:

• DOE Recently announced it hired 9,000
untrained teachers to fill (unexplained) .
acute shortage.

• Clustering schools to improve in-service
support to teachers.

Redoubling Efforts in Teacher
Training in Highly-affected Countries

Malawl- Free Primary Education sine 1994
• Hired 16,000 untrained teachers to fill

high demand after FPE. Pre~service training
in 3 mo's, followed by 18 mo's on the job.

In-service support has not been optimal,
quality has collapsed.. May expand school
clustering for in-service teacher support.

Ministry considering reintroduction of
original pre-service program, possibly
streamlined to 1 year to increase output.

Distance teacher training activities are also in
development (radio, computers, print).

Other implications for
Teacher Training

• Incorporate HIV/AIDS prevention education in
all teacher training activities.

• Calls for increased training on teacher conduct.

• Innovations in delivery of basic education
require new training modules.

• Increasing demands for provision of counseling
services at schools.

• Increasing need for incentives to retain
teachers.

c

j

o

o
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Presentation Materials:

Alan Whiteside
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o

HIV/AIDS and Development:
Impac!s and Multisectoral Strategies

Development of Scenarios in High
Prevalence HIV/AIDS Countries

by

Alan Whiteside

Director Health Economics and HIV/AIDS
Research Division

University ofNatal

Scenario Presentation USAID April 2003

• The role of scenarios

- South Africa 1984

- the 'long waves' of the epidemic

- failures of models

- complexity
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o

What are scenarios?

Scenarios are:

• Descriptions of possible, alternative futures

• Internally consistent stories about distinctly
different 'futures

Scenarios are not:

• Predictions of what is going to happen

• Socio-political value judgements

Epidemic Curves, HIV

Numbers

......... r--1
"

LJ

17Aurlll .\lL'J'Of1 J: EpiJ... ·W of Lil. p.27

o

o

o
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Epidemic Curves, HIV and AIDS

Number.
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Epidemic Curves, HIV, AIDS & Impact

o
Numbers
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Numbers infected, sick and
dead, ASSA2000

Ul
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Forecast GOP Growth 2002- 15

o

4.5
4.11----

3.5
3

2.5
2

1.5
1

0.5
o

[ill No AIDS

• With AIDS

o

Shell Southern Africa

HIV-AIDS Impact Study

2001

John M
Rectangle

John M
Rectangle

John M
Rectangle



Shell Southern Africa
2001 HIV-AIDS Impact Study

Objectives
To understand possible impact of HIV-AIDS epidemic on :
-Shell's employees
-Shell's markets
-Southern African societies & economies

Scope
Botswana, Lesotho, Mozambique, Namibia, South Africa, Swaziland

External Consultants
-Barbara J Heinzen
-HEARD University of Natal

with significant participation by Shell staff and management

Timeframe
August to December 2001

Shell Southern Africa
2001 HIV-AIDS Impact Study

Phases of the Study

1. Understanding the epidemiology

2. Linking people, things, markets and numbers

3. Understanding what is driving the epidemic

4. Developing future scenarios

5. Recommendations for Shell

o

o

o
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Shell Southern Africa
2001 HIV-AIDS Impact Study

Phase 1

Understanding
the

epidemiology

what we know & what we don't know

o
National Trends in HIV Prevalence
Percent of Women attending Antenatal Clinics who are HIV +

45%..-------------------------,

.'illurcc: HEARD ,llIIa ba.fC

o
o
o
N

M
CD
CD....

N
CD
CD....

-II- South Africa

-+-- Botswana ....•....•.•••.....••.•..•....•••.••..•••••.•.. - .•.•••••••••.•••.••...•..•

--*- Namibia

. .. --.- Swaziland ..

o

5

-c:
CI)

~ 10
CI)

Q.

40
III-III
~ 35
:~
(3 30

S
III
c: 25.sc:
c; 20

~
Z 15

o
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Steps in an HIV-AIDS epidemic o

• Exposure to virus
Casual contact

Contact with blood or
other bodily fluids

Sexual intercourse

• Ease of
transmission

not robust, not easy

• Prevention of
transmission

simple barriers 
gloves, condoms

• HIV positive but
not "sick"

goes unnoticed

• Length of
Incubation period

First world ± 10 yrs
Africa ± 8 years

Heavy psycological
burden

• HIV % Prevalence
testing, extrapolations,
assumptions

• Immune deficiency
HIV infection leads to
immune deficiency

• Opportunistic
diseases

pneumonia, tubercolosis,
cholera, malaria, influenza

• Death
Due to opportunistic
diseases, not HIV

• Death rate

o
Steps in an HIV-AIDS epidemic

• Exposure to virus

• Ease of
transmission

• Prevention of
transmission

• HIV positive but
not "sick"

• Length of
InCUbation period

• HIV % Prevalence

• Immune deficiency

• Opportunistic
diseases

• Death

• Death rate

8

o
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)
All Scenarios: the Inescapable Consequences

Shortage of
skills, esp tech.

Higher business &
gov't costs

~

Organisations

Households

Adult Lower Lower
illness & ) STRESS savings &- economic

death ~ invest't growth

~
Higherhouse~Rising crime

costs ~.,

More women New forms of
infected & dying ~ehold

A Lower pop'n
Less More orphans growth
social

cohesion

Horrendous, but manageable epidemic?

South Africa, Percent of adult population

1991·1998
Cumulative

adult HIV prevalence
Sentinel Surveys

I

2001 2002 2003 2004 2005 2006 2007 2008

4.0% "tl

s.
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OJ
c.

00/0 S.
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o
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~ 25%...-----------------,
III
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iii
c

~ 20%
Ul
I
C
CII

~ 15%1-----------~c-----l
~

C
III
C

~10%1---------..-------1...
C.
I

CII

~
"iii 5%,1---------,.,.-.---------1
o
c.
:>
i
~ 0%

'1-11-99-1--'-11-9-92-'11-9-93-:-"'-19-9-4-:--19-9-5"'-1-99-6-1-9-97-'-1-9~98
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Shell Southern Africa
2001 HIV-AIDS Impact Study

Phase 2

Linking people, things,
markets and numbers

influences, dependencies, observations, speculation

Some direct impacts of an HIV-AIDS epidemic

-

o

o

o
10
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)
AIDS

found here
Possible Impacts on Retail Business

Workforce
Mining, mf, CRT, family

Businesses, govt

\
~ N;gel KZN: Black bllsinessmen

Rural declln Dblall/ill; Retail consumers SoweI", Alexandra

Germ/slon

Shell staff

Township ~a~~: _ Retail
pop.~ecllne

large co's lay-

. ofts ~ Higher--L
\ less ~ Higher I employ't costs I
I commuting I I unemPloY't~ Small co. I ---'-----'

I bankrupt I
·Workj<JI'l:e t·o.".' iI/elude ah.\wl/eei.•m. di...ntp,;ol/, ',W/IlJwr, ,roil/il/K & he/lefi''''

o
AIDS

found here

The Postulated Commercial Squeeze
Costs Rise, but Cannot be Passed On

..............-..............
!Mfimpact:\
\ 1
\"Noduel"/

.........._..-....--'

Higher deficit

Higher inflation

Gov'ts
-More health spending

-Less infras. dev't &
maintenance

less disp.
income

less _ less/
savings capital

/

New I
taxes

/
Pop'n/consumers

Fooll, ml gOOllS,lP, Eesigas

Fewer Fewer
people hshlds

~\
Higher costs

not passed on

../"" ..Ag SubSidies No SubSidies +
overseas land reform

Mining, manufacturing, transport, commercial agriculture

Contract ,., F.,••,,,,,oad h,,· 7,----~-!-01-C-F---,
Workforce Costs t "'---.!::-------' - ~

Ag. mining, mf, CRT ou: Mining & Manf. Costs I
rise i Bad

_. >..-----", service Accidents
Fotest Labour· Field ............

I inten. crops _..h---.£;.--,,.........-4.-,.,:.:..-.,::::...,,.---:::::.............-----'lt--.L.:...,I elCport ~.•i Mechanise
I crops QJ

Me:h'se A--·/A
?

New land Squeeze
use supl'rs

Vselup

Increase in
small holdings
~ less fuel used

i

o
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Shell Southern Africa
2001 HIV-AIDS Impact Study

o

Phase 3

Understanding what is
driving the epidemic

autonomy of disease, Jaiphur paradigm, inescapables

o

~ 20 I I I I I

'u 15 I I I ! I
~ I i I I I

'0

~ I!-l + I

.~ 5 I ~ 11 I I I I! I I i ,

I8i C Low SOCial' COhe~ion v:.ith Low We~lth 1--+-. L~w S~ial C~heSi~11 I~ 0-I 2$ e.g. Rv..'anda. Haiti . / I ; 25- - with High Wealth 17 II I 'I \:. i
.~ I I I iii I e.g. Southern Africa '\
o ' i'! I I 20'-f--t--..;'---!'---+-'--tl--+---+---+--!
~ j20 II I A I I ii' I if
a; i'5 , V I; ,I I ! ( 1/ I 'I

> ~ I /! i I \ 1/

e;j,: Y i I il/
I ----l---J I' ! ii' 1 I! J/ i I,Lo~, I _~!

r~ · · ·-"": le:el 0: W~~lth :, S~Cjei; ·,-" · .. :~

The Jaipur Paradigm
The impact of Social Cohesion and Wealth on an HIV-AIDS epidemic

~
i9 30 ···········_~~;;;~;~~~~~~-;;-~~~-~;:Ithf·-..30 ·--T~~;~ ..~oci~;~~;~:~~~~~~th ~;~~~.-~~~;1·---·I.

25 l-- e.g. Senegal. Cuba 21.. r-'- e.g. USA, Wesmrn Europe. Japan ."-I----l
i I I 1 I I I I 1
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o
Unhealthy Dialectic: Migration, Mobility, Jobs & HIV

19911.':

1."",1 refllr"L'

/t#elllye,1

U2.!!!
Info"'lIIl

senien/ellls gruw

Geography ofSeparation
(19405-905: Apartheid)

~ 2 economies
19911.'

Anacks on bigfarms

l.22.!!!.
·Ri.dng une/tlplu)"t

·Frustration .......... 1990s:
·Ri.,ing crime & ,/r'ugs trat#e Loss ofjobs
'Rising viulence to wOn/en

'Rising prostitutioll

l~"mir~'i..,.,_~
Pop. on then/ave ~ \~

\
\ .

1990s
Risillg

'- i PlISS laws in gov'tjub., prevaletlce of
....... _--"HIV

------~:~~~~~----~

Social contrul ofsa &
Lnws reprOiluction & young
~ peopleweaketlS

\ MUltiple
Single sa Ii,oe., -- partner'S

I

Violence to

o
The Drivers behind the AIDS epidemic

13
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o
Some Populations Harder Hit than Others

Above average deaths from AIDS Below average deaths from AIDS

Uncircumcised
men orphans

Cohesive,
candid

societies

Long-term
thinkers

Settled,
long-term

/

emPloyed

Higher
Income
group

Grandparents

Circumcised
men

Isolated

areas ~

Chaste&1 I
faithfUl Non.•mlgrant

families

Some regions:
W. Cape
N.Cape
Sn. Namibia
Northern Provo
E. C,~pe

Tertiary
educated

Short·term
thinkers

Hazardous
occupations

Miners

Police
Soldiers

Sex
workers

Some regions:
KZN, Gauteng, Mpu'ga
Caprlvi - E&W
Botswana
Swaziland, Lesotho

Teachers

Corridors & Crossroads
Maputo
Beira
Durban
Trans-Kalahari?

Civil
Servants ---

Newly
prosperous

(++ high impact, maybe higher numbers) (the foundation of the future)

o
The Autonomy of Disease - A systems model of Southern African AIDS epidemic

Medica' Intervention.
lorHIV-AlDS o

1 A
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)

o

o

The Principal Uncertainty
of AIDS

Will we

fracture a fragile social contract?

or

Will we

build stronger social foundations?

Shell Southern Africa
2001 HIV-AIDS Impact Study

Phase 4

. Developing scenarios
for the future

uncertainties, how will society react?
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1111,.1210

~ I
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O ,L-L--t--t----l.....j...:::::::::::i::==t==i==-..-I--+--t--t--t-~-~-J-__!_--.J
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8 C Low Social Cohesion with low Wealth ~k L~ Social C~hesi~n V~ p
iii Z5 e.g. Rwa,nda, Haiti I / with High Wealth --+-7-"74--+--+:!\.'r\----l;
'u e.g. Southern Africa !
~ • Ztl -I--I--l--J.--+--l----b'-+--+--2O-II--+--t---1--+--17L--l--l---jf---i:

'0 ~ I / I
- i U V I . 1/
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IT s I--~""/ _I I _vIQ ~l.--- ~TOo 2 • I • 10 t2 I. " [ IJ 21- v.. v_
~...-------_.: Level of Wealth of SOCie·~(5"'--------".~

o
What Choices Will We Make as Mortality Rises?

Communities of
Survival

t
New Schisms

Nt ,,> Silence is Deadly •••

o
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What are scenarios? .

SC8Iarios are:

• DlaCriptions of possible, alternative futures

• lrernally. consistent stories about distinctly
~rent futures

SClParios are not:

• Pl!dictions of what is going to happen

• secio-political value judgements

Silence is Deadly •••

BEST AVAILABLE COpy
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-Si'enceis
Deadly_.

Language of AIDS Reflects Sense of Exclusion
(

GLOBAL
SLOWDOWN

Many people
are hungry

rrrmany idle & unemPIOYe:~11
.~
,..". random violence

IIWhat did the struggle achieve?"

"Give me AIDS drugs
or I'll hijack your car!"

Silence Is
Deadlv_

Many people just build
higher walls.

Blaming & Denial on all Sides

o
'7bJ"'~ ~·LHl"
0ertM/1· I I fAr/"eft'"

Af9um••ts__ Tr _
_ ... f;J• ..-J 4- ","" ..n",,'

W1,ere does this

HIVcomeftom?

AIDS remains a disease with no name.
Mbeki's arguments become more absurd The big campaigns alsofail.

"These people will never change.... "

o
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Silence Is
Deadly_.

Weak, but Costly Education Limits Skills Supply

AIDS hits
family

budgets
~ '.

Children
cannot stay in

school.

••.In§r~·~~i~.~,:·~J~~~r:.Of·'
teacherstdit~ih'service ..

'. ":" :.. , ~::':~, ",,,:'i ':::~>, "':.:';- <' "> ;:,,:" .,c' "'."

ot~e ..~~f~~()~b~edto .
work: illbusiness..

Schooling'suffers.

Low~level jobs are hard to find.
The promise of education seems worthless.

Silence Is
Deadty_.

Poor Education + High Unemployment

80...------------------....-,

Tlte age offirst sexual
experiencefalls.

"/ don't want to die alone ••. "

Have not
Had sexual
experience

20 +---------

o f--'---,------r-

10 +--...,.,.,-----'M!r--

70

30.j..---------------

Age of
60 First Sexual Experience'"

~ b. Africans aged 12·17 yrs in 2001
~ 50 -l-..s====~~========
to;
III

'0 40 f----------------;f.

~ . ~

_CI-f Crime grows with unemployed orphans "'-41_
'\72. joining criminal gangs. ~

o
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Silence Is
Deadly_

Hope Dims; Violence v.Women & Children Rises
c

Teenage
Preg'y

Many are
just

hanging on.

o
Silence Is
Deadiy_

Government Plagued by Patronage & Sycophancy

Medical Aid is insufficient.
Gov't workers are on their own.

As general conditions worsen, access to
AIDS drugs for gov't employees causes

conflict between gov't and unions.

A black market in treatment & drugs grows
up, with payments for gov't import licences.

Drug resistance grows rapidly with poor
supervision ofuse.

Quality of gov't
declines rapidly.

o
20
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o

o

Silence Is
Deadly __

Silence 15
Deadly __ The Violent Incomprehension of Separate Lives

European
70% wealth

~
Economic cycles

are normal.

Crime is destroying

~
our society.

Nothing has
een learned:

AIDS is worse.

Message.00/
AIDS are just
another hoax.

.r--
No jobs, no money,

(

no survival.

African
80% pop.

Anger at the
failure of the
new ideals.

o
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'- - -- -- --- -~I • j I t I I

AIDS Contributes to a Vicious 'Cycle of Decline

Silence is Deadly •••

50
45

II) 40
u
~ 35
n; 30
>e 25
c. 20
~ 15
X 10

5
o
~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~
~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~

Communities of
Survival

o

o

t

o
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"Where did we go
wrong?"

1tt~.Faifu~of "Behaviour Change"
QOO1~

IMale Deaths by Age Group ~1&,.O='

1...::
10-.

t1~OOO
l!l-- ,

;11tUOQ
i "aOoO: 0'93/94 • '99100

!: 6'~QO:

4,QQCt: f---

ZQ~r-. -
-\ rI __...

-,

lID &I) 0 &I) &I) 0 &I) 0 &I)

'85

4000 ~:;a;.~-n--:--,,-,:,-:~
3500

3000

2500

2000 r---~..,.:a:.:~r-t~~--r
1500

1000

500

o

cor

t-~

'1(Jure ,"

)

~

~~~~-&f:~~
lacking ",

HR managers ask:
"-How much new training can we afford?"

Every skilled person is a teacher.

1heTalentPipelines Start Running Dry

~Associations Work Together

~i~kst~ keep e~ploy't high.
L _~cational sta~dards agreed.

o .,.ttraining programmes.
• ~re women are hired.

Im..etioQ of ~kil1s encouraged.

C oft...-o

o BESTAVA/LADLE COpy
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C of

t'-~ Old Apartheid Negotiators & Activists Reconnect

(

"What is the right language to use?"
"What can we do?"

o
Different Beliefs Need Each Other

o

Fences

ReMllrI! h"rtllllll)',
,t.""rt lift

Western science
Preserve the Person European

~
(We"lth • God's graceo

\ P,..dlcllJble weather.
dependable spaces

Indivi ulJls rescued (good soliS)
f,om disease Autonomy o( Disease/",_..,....."tll

.ro," ..' ••n) ~~t

Column rights controlRemove germs,
restore control

Disetues caused by IIDlUfal,.x. Disease caused by
social & supfa-Ilul/lalljorces enemy germs
~ IIeedlo reslOfe lIafmo"y ~ need to contain & contfol

Lllelll cI ~ \- Deterministic,
alillptrlble .f/leilll '\ / unlvers,,'

laws" mechanica/laws

Ofol, Literate,
si1llmiollal analytical

A!riam insight -4----...----..

Mo.",ic"t'I

Footpaths

We callnot
colltro!

-LoUfrnli AlflFr:.'·jl, Africun Rrli¢irmThrJ./orlJ' Ttndiri,JIt."
"r 4huntlnnIIJf•• IYYIi p. '2; ~." (Jrll""" (",,,,,11,1,,,,.,
IJ[J)hrry.' th-i!Sudt·'" & ;r.t RiWH.... pJ!U. p-~..J/i

Cof

f~
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)
Sangomasllnyangas Join Medical Aid in KZN

"There is all old Venda Ilame ••• "

o

Nat. Council of Healers
agrees on a name & cause

for HIV/AIDS.

Creative dialogue
begins in Natal.

The Traditional
Healers Council
works with the

S.A. Red Cross. "Call we meet on
Thursday at 4? I'll come

to you."

The Language of Intervention Changes
C of

t'-~

- "AIDS is a disease of bad blood."'Ir "Use a condom to avoid contact with
bad blood."

"You should treat your body with
dignity."

o

"Sexual restraint is a matter of self
respect."
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o
Monkeys

know
this

disease

New Groups Multiply - The "Open Secret" Spreads.. -. ..-.... '• • • • • ••
.~ ··1 AIDS bec:;es a 'norm~l'-dis;;;'se.!.. . . ... , ,... ,.~ ,. ,." , .,
. ',.. .. '" ' .!, .• ,. '. ", .• -...
• •••• :,,/, ,. , t' • - ._, .-. -....- ,. ...,; .. . " ~. ., .•.,.~, ., .. .. .~ ~. ..- . '. ........ , . "'..,.,.,'.' -.'" ., , ., .. ~
, ••• ,~ 9 , ' ' ''''''.' ,• · ••.•' .' ~. . ....J #.~. •.. '.. .,~.~' ,. ,:, . ~... ,.

• .,-. I .. .'

! , "You will not die alone; we are here ... , •. ,. . . .,
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Standing Education on its Head:
Aspects of Schooling in a World with HIVI AIDS

Michael J. Kelly
School of Education, University of Zambia'

Introduction
, HIV/ AIDS has radically transformed' the world, including the world of

education. The content, structures and programs that responded to the needs of a
world without AIDS no longer suffice in a world with AIDS. This appears in the way
school participation can enhance the risk of HIV infection. It also surfaces in the way
school efforts to deal with HIV/AIDS in a traditional way, as part of the school
curriculum, have failed to meet their objectives. These and other factors necessitate
a radical re-thinking of educational provision. An initial step in this direction would be
for the formal school system to incorporate some of the participatory features of
non-formal education, with emphasis on the involvement of young people at all
stages.

When society encounters a problem affecting the young, it tends' to turn to its
scho,ols, and ask what they are' doing about it. For example, many say that schools
should teach more practical skills, so that young people will be more employable
upon completion of their school programs. It is further apparent in the way many
societies require schools to give more attention to the teaching of values with a view
to arresting the decline in moral standards.

In relation to HIV/ AIDS, the same tendency appears with schools expected to
communicate knowledge, instill values and promote behaviors that will' enable
sttlHents to protect themselves against HIVinfection.These expectations are

~~gitJm-ate given that, in the absence of a vaccine, other preventions involve some
; .. Ieafning and some relatively permanent' change in behavior arising from a

communication process. What is common among messages about abstinence, safe
sex, fidelity to one pa'rtner, reducing the number of sexual partners, protecting
against vertical (mother to child) HIV transmission and using clean needles is that
they must be communicated to and incorporated by the individual if they are to be
acted upon. In other words, there must be some teaching and learning.

This being so, it seems reasonable to expect that the school as society's most
formal teaching-learning institution should play a very active role in the
communication of messages about HIV/AIDS. Yet there are reasons for caution.
First, schools are not idyllic HIV-free institutions. They have their own problems with
the disease. Second, they manifest such inadequacies in incorporating it realistically
into the curriculum that one might ask whether they should even try to do so.

Addressing the role of schools with respect to this disease is simply one
component of the difficult question of education in an HIV/AIDS dominated society.
The world has not been the same since HIV/AIDS made its first appearance in the
late 1970s and early 1980s. Neither can education be the same. Yet there has been
very little recognition of this change. Existing responses to the way the epidemic
interacts with education, especially through the schooling system,' have been
piecemeal. Although there, has been considerable tinkering around the edges, this
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has not been accompanied by great efforts to re-examine education in its entirety, or
to ask whether, as currently conceived and provided, education can meet
expectations that it be a potent force for gaining control over HIVj AIDS. In some
settings, the education system may have undergone the equivalent of a somewhat
botched varicose veins operation. In none has it been given the heart transplant
that it really needs.

This paper argues that HIVjAIDS stands education on its head. Education in a
world with AIDS must be different from education in an AIDS free world. The
content, process, methodology, role and organization of school education in a world
with HIVjAIDS must be radically altered. The entire educational edifice must be
dismantled. Every brick must be examined, and where necessary, re-shaped before
it is used in a new structure that has- not yet been designed. The new structure will
almost certainly incorporate a number of aspects of non-formal education provision.
It seems likely that it will also be more community-based, with the traditional school
replaced by a community-based service organization which will provide not only
education but other services as well.

Recognizing that the very structures of current educational provIsion may
enhance the risks of HIV infection for school students and teachers in a country with
high levels of HIV prevalence points clearly to the need for some such radical
restructuring of education. The difficulties in using the current education paradigm
to induce behavior that ensures that the learner remains HIV free underscores the
same need for change. .

There are other pointers--the AIDS mortality and morbidity of teachers who
work ina person-intensive industry that is dominated by a virtually unchanging
methodology of one teacher before a class of twenty to- fifty students; the erosion of
managerial staff and the consequent, loss of the. experience on which their
management was built; the AIDS-related incapacity of the traditional education
system to accommodate the poor; the entrenchment by educational systems, as
socializing organs of society, of the very disempowerment that renders girls and
women highly vulnerable to HIV infection; the inability of education as traditionally
provided to respond to the special conditions of an unimaginably large number of
orphans and vulnerable children; the divorce between schools primly going about
their customary teaching business and the AIDS-related horrors, violence and
destitution in communities--all of these social dilemmas demand the restructuring of
education.

These issues deserve thought. Though raised here, they are not considered
any further in this article. Our concerns, rather, are with the HIV risks of schooling
and with some of the underlying reasons for the problems rel(3ted to the inclusion of
HIVj AIDS in the curriculum. Studies recently undertaken on behalf of the Economic
Commission for Africa on the impact of the epidemic on education in a number of
African countries have highlighted many of these risks and problems. These issues
were also raised at the "Education For All 2000" Conference held in Johannesburg in
December 1999 and subsequently at the World Education Forum in Dakar in April
2000 (UNECA, 2000; Kelly, 2000). The problems schools experience. are also
frequently alluded to in program evaluations that seek to incorporate HIVjAIDS and
reproductive health into school curricula (Macintyre et aI., 2000), but these allusions
should -be combined to see that they constitute a formidable problem. An
appreciation of the extent of this problem will make it possible to be realistic about
what schools can and cannot accomplish in the field of HIV prevention.
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The Vulnerability of School Children to HIV Infection
Age-related data in various African countries regularly show AIDS cases at

their lowest for boys and girls between the ages of five and 14. Because of mother
to-child transmission they are higher in children below the age of five, and after the
age of 14 they increase very rapidly, especially for girls. Because of the low
occurrence of AIDS among those aged 5-14 many regard these children as a
"window of hope." Programs targeted at this group are thought to prOVide a special
opportunity to prevent infectionsand reduce transmission of the disease (UNAIDS,
June, 2000). .

However, a number of circumstances relating to the way schools are
organized and managed increase the risk of HIV infection for students, teachers and
the community in which the school is embedded. First, school participation for
children aged 5-14 is not risk-free. Indeed, as the following considerations show, in
many cases it may increase the risk. If there are many more AIDS and AIDS-related
cases among those aged 15-19 than among those aged 5-14, this can only· be
because in many cases the HIV infection· which must precede has occurred well
before the individual reached age 15. In much of the developing world (where the
AIDS crisis strikes hardest), those attending primary school are of mixed ages.
Because many children begin school late, they are older than they should be for their
grade. This situation is compounded by the common practice of repeating one or
more grades. In many countries it can be expected that at least half of those in
primary school will have repeated at least one year, thereby extending the within
class age range (Nkamba & Kanyika, 1998). This management and organizational
feature means that the same class may contain pupils ranging from the sexually
naive and innocent to the knowledgeable and experienced. Being at school did not
prOVide any protection.

Compounding the problem of mixed ages, many primary and junior secondary
school children are already sexually active. Somewhere between ages ten and
thirteen, the majority of boys and girls reach puberty, but there are indications from
various parts of the world that the age of initial sexual awareness and experience
has fallen considerably and that it continues to do so. Reports abound of pregnancies
in pre-teenage girls. Almost half the primary school children in Malawi are reported
to be sexually active (Domatob & Tabifor, 2000). There is evidence from Zambia of
considerable sexual activity among street children, boys and girls, aged eight or less
(UNECA, 2000). Additionally, children in primary schools and adolescents receive
very little help from their parents or other adults about sexual and reproductive
health issues. There is almost no communication about these matters in the homes
of children in Africa and Asia. Left to grapple with them on their own, young people
turn to one another both in and out of school for information, standards and some
modicum of guidance. This aspect of the peer culture replaces the support that
otherwise responsible adults fail to provide.

Furthermore, the lack of adult communication about sexual and reproductive
health issues is of particular concern when one considers that many school children
are in danger of sexual harassment. Reports are escalating about the extent of
sexual abuse of children, especially girls, in the 5-14 age group (Smart, 1999). The
abusers· are rarely complete strangers to the child--in many cases the abusers are
members of the child's family. In the process of the abuse, many children become
infected with HIV and potential transmitters of infection to their schoolmates or
teachers.
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School circumstances may aggravate such dangers. The need to pay school
fees may lead young girls from poor families into the sale of sexual favors. Intense
competition for academic success and progression to the next higher educational
level may lead to sexual relationships (heterosexual or homosexual) with teachers or
brighter fellow-students. Long walking distances to and from a school that is located
far from one's home, and traveling always by the same route, contribute' to the risk
of sexual harassment from school-mates or from strangers. Yet, providing term-time
boarding or hostel accommodation for young, sexually active students who receive
almost no gUidance or support in a form that speaks to them can increase the risk
that they will engage in sexual activity with one another or with individuals from the
surrounding community.

In a number of African countries such as Tanzania, Kenya, Malawi and
Zambia, the practice of "weekly boarding" aggravates (the boarding risk. Weekly'

. boarders arrive at a school on a Sunday evening or Monday morning, bringing with
them food supplies for the following five days. They make their own accommodation
arrangements, do their own cooking, and supervise themselves. On Friday evenings
they return to their homes to replenish their food supplies. The need for food,
accommodation, security, recreation, pleasure and exploration or experimentation
makes the weekly boarders susceptible to sexual activities with members of the local
community or with one another.

The increased risks and teaching problems cited above are likely to be more
severe in countries that already experience high rates of HIV prevalence. In other
words, where the challenges are greatest, school risks are highest and the capacity
to deliver prevention messages is weakest.

The Vulnerability of Teachers to HIV Infection "
If schools expose children to the possibility of increased sexual activity, and

consequently, to HIV infection, they may be organized in such a way that they also
expose teachers to similar risks. It is well known that those who are highly mobile,
such as truck-drivers, or those who are part of a migratory labor force, such as farm,
plantation and mine workers in many parts of the world, are more vulnerable than
others to HIV infection. Although those who work in education are not usually
regarded as mobile or migratory, teachers and other education personnel may share
some of the HIV infection risks of more mobile workers. Two factors accentuate the
risk of casual sexual encounters and hence of HIV infection: distance away from
home and family, and access to income, albeit small sums. In each of the follOWing
situations, teachers or education officials may experience increased vulnerability to
HIV infection.

In almost all African countries trainee teachers posted to a school for practice
teaching usually have to make their own temporary accommodation arrangements.
Many teachers, finding themselves posted to schools with little by way of institutional
accommodation, must search for suitable housing. Until they have found
accommodations, their families cannot join them. These circumstances are much the
same for education officials who are transferred from one location to another without
adequate provision made for their families to accompany them from the outset (this
is not unique to education but happens in most areas of public sector employment in
many African countries). Teachers in rural schools in many parts of Asia and Africa
often have to travel long distances, for a considerable length of time away from
home, to pick up their monthly pay-checks. Education personnel are sent frequently
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on training courses that last from a few weeks to a few years. In the majority of
cases, spouses may accompany them on a program that lasts for more than one
year. However, they are separated generally from their spouses and families if the
program lasts for less than a year.. The absence of family, loneliness, and the
availability of some money combine to make them vulnerable to casual sex (or
quasi-steady temporary relationships) and HIV infection.

Difficulties in Including HIV/ AIDS Education in the Curriculum
In the southern African countries discussed above few schools come to grips

with issues of sexuality. They tend to displace to more superficial concerns the
attention that would be more profitably devoted to this area. In practice this means
that in many high-risk developing countries, schools do little. to help their pupils
increase their understanding and change their behavior in order to manage their
emerging sexuality responsibly. That said, several countries among those hardest hit
by the AIDS pandemic have adapted their school curriculum to inciudeHIV/AIDS
education,. or are in the process of doing so, in the expectation that this will help
stem the tide of HIV transmission. In some. cases, family life or sex education
programs have promoted positive adolescent reproductive health benefits and
behaviors (Gachuhi, 1999, p. 12). The information and skills acquired by young
people in these cases helped them to delay the initiation of sexual activity. Yet at
their present level of development, the UNECA 2000 studies suggest that programs
such as life skills, family life, reproductive health, sexual, or HIV/ AIDS education
encounter a number of problems related to design and implementation, and raise
certain questions.

First, the design of these programs may be faulty. Programs appear to have
been developed from the top, with minimal participation of classroom teachers,
parents, and young people themselves. In addition, program delivery is almost
exclusively in the hands of teachers, again with minimal involvement of parents and
young people. This approach has the effect of assimilating the life skills programs
into other curriculum areas that too often have little relevance or reality outside the
classroom. Thus, although the programs seem· to provide young people with better
factual information, this does not lead to the necessary changes in behavior. Also,
Uganda, Zambia and other African countries report that both teachers and students
express a strong desire to have life skills and HIV/AIDS education as examinable
subjects. -rhis suggests that much may be going into the head, but little into the
heart. Finally,. the majority of the programs target older children, those aged nine
and upwards. In light of what has already been said about the enhanced HIV risks of
school children, this is too late. Programs should target children at an early age,
from the day they enter school.

In many countries, responsibility for the program and its components appears
to rest almost entirely with the education ministry. There is very little evidence of
collaboration with other partners (except in some cases with ministries of health),
with non-governmental organizations (NGOs) or community based organizations
(CBOs), or with the private sector. The much-vaunted multi-sectoral approach as a
crucial component in a comprehensive HIV/AIDS response is conspicuously absent.
None of the programs seeks to contextualize messages about HIV/AIDS within the
cultural discourse of traditional ideas and perceived traditions. Hence, they do not
acknowledge and build on the understanding and beliefs of those they seek to
influence (Kippax, Smith & Aggleton,2000). Although there is some evidence that
programs may lead to delays in the onset of sexual activities, the extent to which
they lead to a reduction in HIV transmission, sexually transmitted diseases (STDs),
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rape or coerced sex has not been evaluated. Very' few programs go so far as to
include in the design a reduction in HIV/AIDS incidence among learners as one of
their performance'indicators. In the current AIDS crisis, this is the bottom line.

Second, there are many problems with program implementation. As
mentioned, at first sight some programs appear to be successful. But where they
should really count, they are less effectual. Most often bio-medical topics and barrier
methods of' HIV prevention appear to be presented in their own right, without a
corresponding effort made to promote an understanding of relationships, respect for
the other, and rights. This has led to a tendency to equate prevention with the
proper use of condoms. P-resenting the bio-medical and mechanistic aspects outside
the context of the learner's developing sexuality runs the risk of focusing attention
on these aspects, and the factual knowledge involved, as if these provided the
corrlplete answer to HIV transmission. At the same time, many programs seem to
downplay the potential of abstinence as a means for preventing HIV transmission. By
doing so, they not only fail to challenge their students, but they also adopt a
defeatist attitude towards what they. regard as the inevitability of sexual activity
among young people.

Among teachers, there is a widespread problem relating to teacher
knowledge, understanding and comrrlitment. This is Ifurther complicated by the
lengthy cascade model2 for training serving teachers, by legitimate concerns about
the dilution and even misrepresentation of content, and by the teacher's dubious
status as a role model when she or he may be known to be HIV infected.

Teachers question their role in this form of education. They have "anxiety
concerns" and "resistance concerns." Anxiety concerns refer to fears of violating
taboos, giving offence to parents, being accused of encouraging promiscuity and
loose moral practices in the young, or being regarded as using their teaching in this
area as a form of personal sexual outlet. Resistance concerns relate to doubts
whether sex education, the formation of appropriate sexual attitudes, and the
transmission of very specific behavioral guidelines really belong to their work as
teachers when their whole training and orientation were directed towards what are
essentially academic areas.

HIVI AIDS Education and the Cultural Context
Programs that include HIV/AIDS in the curriculum face the problem that their

listeners hear messages at different levels. First they hear the educational program
itself with its scientific messages about the cause of HIV/AIDS and how it is
transmitted. This tends to be an academic, notional level, where messages are
received and stored for subsequent action within the context of the scientific,
academic, modern, western world. As it relates to personal behavior, this may be
quite a superficial level.

Much deeper and more, influential is the traditional view that interprets the
disease and its causes in terms of the cultural world of taboos, obligations, and
sorcery. Sickness and disease are almost invariably considered to have external
causes other than the viruses, germs and microbes identified by medical science.
Very often, the external cause is thought to be an ill-willed, malevolent human agent
who uses the powers and forces that are at the disposal ofa witch or sorcerer. The
external cause can also lie with ancestral spirits who are offended by the violation of
certain taboos. This can include having intercourse with a woman before she has
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been "cleansed," and/or with a woman who has had a miscarriage, or failing to
observe certain rituals (such as the "cleansing" by a man of his brother's widow).

In the case of HIV/AIDS, this traditional interpretation of a sickness and its
causes draws strength from the inability of western science to produce a complete
cure. The deep-rooted view that sorcery and witchcraft are the root causes of
HIV/AIDS manifests itself not just among rural people, but also among those from
urban and well-to-do settings. The educated are no strangers to it. Neither are those
who adhere to the major world religious traditions. Individuals from all, classes and
categories seek to discover the source of the ill-will that brought them their sickness,
in the 'belief that once this cause has been identified appropriate remedial action can
be taken. '

None of the educational programs takes this cultural perspective into account.
None of them seeks to interpret HIV infection in terms "not of the malevolence of
external witches but rather the witchcraft ('evil') that is within each one (...) for in
African belief, all persons, inasmuch as they have propensity to wrongdoing, are
potentially witches" (Magesa, 2000, p.'S2). No educational program is known in
Eastern and Southern Africa that takes sorcery/witchcraft serioLisly and uses this
world-view in strengthening school children to protect themselves against HIV
infection. No attempt appears to have beem made to take account of the positive role
that traditional healers can play in the fight against HIV/AIDS. In consequence there
is a lamentable lack of headway, with the frequent complaint that wide diffusion of
knowledge about HIV/AIDS is not leading to any correspondingly wide change in
behavior. '

HIVI AIDS and Sexuality
In addition to the obstacles noted above, one of the most critical problems

that HIV/AIDS education poses for schools is that educators,in common with the
education systems to which they belong, tend to shy away from dealing with the
basic, existential issues of child and adolescent sexuality. In so far as they broach
this subject at all, they remain content for the greater part with an abstract
presentation of themes and principles, a rigid presentation of true propositions, and
an enumeration of biological and physiological facts. The perspective is that of
genitality--the particularized, physical consummation of the all-encompassing energy
that lies within each human being--but not of a sexuality that involves the human
drive for love, communion, community, friendship, family, self-perpetuation, joy,
humor and self-transcendence.

In this process, many educators remain, unaware that there is an enormous
communication gap. They do not perceive that the young people they work with
think differently from themselves. The educator can present much information on
dangers and high-risks. Some may provide an authoritarian list of "do's and don'ts."
Some may even try to use fear to motivate the young person to adopt sexually safe
behavior. Yet these approaches, which are characteristic of methods in a traditional
school setting, fail to speak to young people. Consequently, they do not share the
potential of non-formal approaches to enter into dialogue with the underlying cultural
imperatives which motivate young people from within more powerfully than anything
the educator may propose from without.

These underlying cultural demands and expressions are contained in social
pressures and cultural contradictions. Socially, they manifest themselves in the
power of peer pressure and the group, and the need for young people to conform
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and belong. Moreover, parental failure to discuss sex with their children, teaches an
implicit message: that sex is something which should not be discussed across ages,
between adults and the young, but only between the young themselves, as equals.
The usual socialization process teaches boys that they must be "physically strong,
emotionally robust, daring and virile,"and that they should not depend on others,
worry about their health, or seek help when they face problems (UNAIDS, March
2000). For a girl, the socialization process teaches her that her principal role in life
is to meet the physical, psychological, econoITlic and sexual needs of a man, to be
obedient to him and to show him unquestioning loyalty, to bear and rear his children,
and to arrange for his comfort. Finally, abstinence is discouraged because of the
widespread disbelief in the possibility of total sexual abstinence, particularly among
boys (and there is even some suspicion and concern when there are signs of such
abstinence).

Cultural contradictions abound. Among them, there is the veneer of
"respectable," approved sexual behavior encountered in society, while it is common
knowledge that large numbers of adults are following a different sexual code. More
overtly, different standards exist for different genders. As a result, social
expectations condone in men and boys what they condemn in women and girls.
Society often condones or overlooks forced sex, at least as long as it does not
exceed certain legally defined limits. There is widespread and more-or-Iess accepted
violence against women and girls. Finally" an enormous mix of cultural values and
counter-values send, confusing messages. This is embodied in the weakening and
progressive demise of traditional cultural systems, the simultaneous importing of
systems in which immediate pleasurable gratification assumes a dominant role, and
the entertainment industry's presentation of situations and role models which give
prominence to temporary relationships and casual sex.

Alongside the dilemmas listed above, another is created because society has
failed to inculcate the real value of human sexuality--contact with and surrender to
the personality, not merely to the body of the partner. Society fails to appreciate
that inadequate enculturationand socialization must be transformed into respect for
the other as a person whose rights must be respected and towards whom
responsibility must be manifested.

The Way Forward
These observations point to the need for considerable re-thinking of

education's curriculum response to HIV/AIDS. Weak links in the current response are
at program design and delivery, stages. Neither draws sufficiently on such
demonstrated strengths of many non-formal education programs as the involvement
of parents, significant community members, or community youth members. Both rely
too heavily on a centralized approach and on the teacher as the provider' of
information and developer of attitudes. Yet because of a lack of expertise and
training, because of personal sensitivities, and because of remoteness in age and
mind-set from younger people, the teacher may not be the appropriate person for
this role. In addition, little if any provision is made at the program design and
delivery stages for the deeper aspects of human sexuality, traditional approaches, or
youth cu Itu re.

In the light of these issues, the way forward would seem to require close
attention to the following points:

John M
Rectangle

John M
Rectangle

John M
Rectangle

John M
Rectangle



Current Issues in Comparative Education, 3(1)--article (December 1, 2000)

• Involving young people in program design and delivery, with a firm focus on
promoting peer education.

• Involving community members, especially local and religious leaders, parents,
and youths withstanding among their peers, in content specification and
delivery; drawing heavily on the resources of two different cultures-the quasi
modern youth culture and the traditional culture of as region or people.

• Using participatory methods and experiential learning techniques.
• Approaching sexual and reproductive health education from the broader

perspective of human sexuality and accommodating the physiological details
within this as part of a more comprehensive whole.

• Providing more of a challenge to the idealism of young people (including "making
abstinence cool").

• Developing a learning climate that firmly and frequently re-affirms the principles
of respect, responsibility and rights.

Those education programs that include these considerations stand a good
chance of being successful in enabling young people to maintain or adopt behavior
that will protect them against HIV infection. But if they are to do this they must deal
with issues about which school programs are too often silent, and they must adopt
design and delivery models which are foreign to school education as currently
conceived: Yet, some of these considerations are integral to programs targeting out
of-school youth. These programs tend to be characterized by the prominent role they
accord to young people as peer educators. Because the education is not coming from
an outside body, but from contemporaries or the peers themselves, it is more readily
assimilated into the peer culture and norms. In other words, the approach recognizes
the powerful socializing influence that youth have over each other and seeks to win
the potency of peer pressure over to its side.

The first tentative steps, therefore, in the radical transformation of school
education could be to learn from and put in practice the positive lessons 'coming from
HIV/AIDS education programs addressed to out-of-school youth in non-formal
settings. It is approaches such as these that in-school HIV/AIDS education programs
must adopt if they are to help reduce the risk situation inherent in educational
institutions and equip their students to protect themselves against HIV infection
when they leave school.

Endnotes
[1] The Harvard AIDS Review (1995) dramatically highlights the vulnerability of mobile
workers in India.

[2] The cascade model refers to a training system that relies on the teaching of new material
to trainers who train new trainers, who in turn, repeat the process, expanding skills in a
'cascade-like' fashion among the target population.

[3] Dan Richey, Louisiana State Coordinator for Governor's Program on Abstinence, New
Orleans Time Picayune, 31st August, 2000.
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The Mandate of a University

The heart of a university's business is knowledge. Its teaching and research
functions are both essentially concerned with knowledge. Its ability to serve society is
based ultimately on its knowledge. Society invests heavily in its universities so that they
may accumulate knowledge, transmit it through teaching and training, develop, elaborate
and evaluate it through study, expand and generate it through research, disseminate and
spread it through publications and conferences, promote its utilization through
engagement with institutions and individuals within and outside the university world.
Although the emphasis may vary from one university to another, each of these
knowledge-oriented endeavours is found in every university worthy of the name.

The presence of HIVIA IDS in a society does not change this mandate. However,
the imperious demands of such a pernicious disease necessitate that a university in a
society affected by AIDS recognize that HIVIAIDS adds specific qualifications to its
mandate. It is frequently stated that in a world with AIDS it can no longer be business as
usual. Similarly, in a university that serves a society with AIDS it can no longer be
university business as usual. The HIV/AIDS dimension must enter into every facet of the
university's business, especially its core business of knowledge transmission (teaching),
knowledge generation (research), and knowledge sharing (engagement with society).

In view of this, universities, such as those in the Caribbean Region, that serve
societies where HIV/AIDS has become a crucial public concern must interpret their basic
mandate in terms of HIVIAIDS and its many implications. Such universities could
express the key task that has been entrusted to them by society as being to respond to the
needs of an AIDS-affected society through HIV/AIDS-informed knowledge,training,
research and engagement with external agencies and individuals (Box 1).

Box 1: The Mandate of a University in an AIDS-affected
Society

1. Respond to the needs of an AIDS-affected society
2. Do so through HIVIAIDS-informed knowledge and training
3. Protect, transmit and expand the storehouse of wisdom and

knowledge
4. Adapt what is best from outside
5. Generate further knowledge, understanding, wisdom and

practice
6. Engage with society by applying old and new knowledge to

. the identification and solution of problems occasioned by
HIV/AIDS
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How a University Should Respond to HIV/AIDS

An all too frequent response to HIVIAIDS is denial. There may be notional assent
to all that is said about the epidemic, but this is accompanied by a practical denial that the
disease is a matter for major personal or institutional concern, denial that the situation is
as bad as is made out, denial that there is urgent need to take steps aimed at prevention,
care, impact management and mitigation. Such practical denial can be found in a
university as much as elsewhere, even in a unive!sity in a country with high HIV
prevalence.

One of the first elements of a university response to HIVIAIDS is the honest
recognition that it confronts a major problem and challenge-a problem that could entail
its own ability to survive as a functioning institution, a challenge to what it perceives as
its core business in the AIDS-affected circumstances of society. No university is an
AIDS-free enclave in a society where HIV is on the rampage. Quite the contrarY,the
university may well be more severely affected than the surrounding society. This is
because the great majority of those who form the university community are young, in
their late teens or early twenties, ages where the prevalence of HIV infection is
particularly high. The risks for a universityare also heightened by the liberal atmosphere
that tends to be characteristic and by campus cultures which may be open to activities and
life-styles which facilitate HIV transmission.

In crafting its response to the AIDS epidemic it is necessary, therefore, for a
university to. recognize that HIVIAIDS is a matter of vital concern that demands a
coordinated university response. This response must comprise two dimensions. One
dimension looks inward and relates to the concern that the university should have to
maintain itself as a functioning institution when it is already experiencing HIVIAIDS
within itself. HIVIAIDS does to institutions what it does to the human body: it
undermines the capacity to defend itself against what would otherwise be relatively
tractable problems. Ultimately it destroys the potential to function and deliver mandated
services. The university needs to take full cognizance of this and hence to take whatever
steps are necessary to ensure that, notwithstanding HIVIAIDS, it keeps itself in good
working order.

The second dimension is outward looking and relates more strongly to the
univerSity's core functions of teaching, training, research, engagement with society, and
service to the community. As indicated in Box 1, in a society which is affected by
HIVIAIDS, the operations of a university in each of these areas must take full account of
the disease.

How Universities in Africa have Responded to HIV/AIDS

The epicentre of the AIDS epidemic currently lies in Africa, and more particularly
in the countries of Southern Africa. Sixteen sub-S~haran African countries report overall
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HIV prevalence rates of more than 10%, while in several areas data show that more than
30% of the pregnant women visiting antenatal clinics are HIV-positive. '

Given this calamitous, situation, it is instructive to know how universities in the
region have tended to respond.

Reports coming from a number of institutions speak of the absence of good
information on the extent and impacts of the disease on campus. In practical terms, there
is much denial and secrecy, but this cannot mask the increase in the number of deaths,
more extensive sickness, and some faltering in teaching and research functions (with
older members of staff having to fill in for the absence through sickness or death of their
younger colleagues). While there is increasing student sickness on campus, there is less
evidence about student deaths. But this is offset by considerable evidence ofhigh death
rates among recent graduates from the universities. Thus, more than 30% of nurses
graduating from the University ofNatal in Durban Natal are dying within three years of
completing their study programme. This tremendous loss corroborates the estimates for
South Africa, which are that by 2005 more than 30 percent of undergraduate students in
the country's 25 public universities and more than 35 percent of those in its polytechnics
will be infected with HIV. Evidence on death rates among academic and support staff is
patchy, but seems to suggest that approximately two percent of acadenlic staff and three
percent ofnon-academic staff may be dying each year.

In this climate of death within or very proximate to university years, it is
astonishing that there is so much silence at institutional, academic and personal levels.
This is partly due to the colossal overwhelming nature of the problem and the difficulty
of coming forward with any coherent solution. It is also partly due to the fear of
openness, anxiety about stigmatization, and some tendency to petty but hurtful
discrimination.

The result is that responses tend to be very piecemeal and uncoordinated. It is
only within the past twelve to eighteen months that universities have begun to develop
worthwhile institutional responses, and even today many are taking little formal action.
However, the absence of strong institutional response is compensated for by many
generous individual initiatives, with academic members of staff valiantly striving to
incorporate HIV/AIDS issues in their courses, a reasonably healthy corpus of research
undertakings, several student-initiated anti-AIDS programmes (unfortunately, often
short-lived), and considerable involvement of knowledgeable academics with agencies
dealing with the disease in the non-university sector.

Notwithstanding staff losses, universities have tended to regard the disease as
being principally a student problem that should be dealt with through campus student
support and health services. There is extensive student awareness of the problem, even to
the extent ofAIDS fatigue, with students not welcoming any initiatives that have the
manifest objective of encouraging them to develop a personal lifestyle in which they will
not put themselves or others at risk of HIV infection. In addition to this, student attitudes
are frequently characterized by denial, fatalism, inevitability, and invulnerability.
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The Conlponents of a Comprehensive University Response

A comprehensive university response to HIV/AIDS wili affect all areas of its
operations. The experience from Africa and our own understanding of the way the
disease insinuates itself and its impacts into every facet of life showthat there are
implications for the university's internal management, personnel, and social
arrangements.

· Responding to the disease, promoting its prevention, coping with its impacts, and
creatively trying to get ahead of it also affect the university's core activities of teaching
and student preparation, knowledge creation and sharing, and outreach and engagement
with society. .

Consideration of these four dimensions reveals that a comprehensive university
response to HIV/AIDS has extensive implications for university policy and planning.

Management and Personnel Issues
The overriding management consideration for a university response to HIV/AIDS

is that every aspect of the disease must be factored into university planning, at both
strategic and operational levels. Because of the long lead-time between infection and any
visible sign of illness, the disease can be working away silently on a campus. Planning
and management structures have to take this into account. One can see that at the
management level there is need for the following provisions, among others:
• MobilizingHIVawareness and commitment to dealing with the problem among all

sectors of the university community
• The establishment of AIDS-informed management and financial information

systems
• Arrangements for meeting the direct and indirect costs arising from the disease
• A review of policies arid procedures governing medical insurance, sick leave, loans,

benefits, benefits and pensions .
• Procedures for the speedy recruitment and training of replacement staff
• A review of policies governing the admission, progression, and performance of

students, and the employment, promotion, and performance of staff.

At the level of social and working relations in the university there is need to
consider:
• Establishing partnerships with staff and students that will rally the involvement of

the entire university community
• The engagement of a]) campus cultures-student, staff, language, religious, interest

groups, etc-in the common struggle against the disease
• How to respond to values and practices in campus life that may facilitate HIV

transmission
• The adequacy of provisions for staff and student welfare
• Making special provision for HIV prevention, treatment, care (including issues

relating to the provision of antiretrovirals)
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• Provision of health, counselling,and testing services, including voluntary
counselling and testing (VCT)

• Occupational safety procedures for students, academic staff and support staff
• Workplace education for staff
• Challenging denial and stigma.

The University Teaching and Training Response to HIV/AIDS
If it is to respond to the needs of an AIDS-affected soCiety a university n1ust seek

to produce graduates who are competent to manage and control HIVIAIDS within their
respective professions. This calls for the mainstreaming of professional aspects of
HIV/AIDS into every training programme. The majority of medical and health science
programmes already do this, but there is need for programmes in other knowledge areas
to follow suit. The purpose would be to prepare participating students to address the
HIVIAIDS issues they will encounter in their professional lives after graduation.
Integrating HIV/AIDS in this way into the professional aspects of the curriculum makes
heavy demands on staff, since it necessitates a good general understanding of the
epidemic and its effects, but at the same time requires specific understanding of the
interaction between HIVIAIDS and the area ofprofessional expertise. Staff need to be
assisted and encouraged to develop a clear understanding and knowledge of specific
aspects of HIVIAIDS in the workplace where their graduates will be employed, and to be
aware of the relevant precautions, support and care provisions.

HIVIAIDS imposes other teaching aJ?d training responsibilities on a university. In
an AIDS-affected society, the disease frequently makes it necessary for others to cover
for the absence (through sickness or death) of qualified colleagues. This points to the
desirability of ensuring greater flexibility in graduates so that they can more readily
assume roles and responsibilities for which they may not have been explicitly prepared.
One way of achieving this is to adjust teaching methodologies to foster more independent
and self-motivated learning on the part of graduates, thereby equipping them with the
intellectual tools that will enable them to be more adaptable and innovative in responding
to the needs of a fast-changing and unpredictable world with AIDS.

There may also be need to introduce new areas for study, training and research.
The rapid growth of the AIDS epidemic is calling for professionals in new areas, and for
more professionals in many traditional areas. The CARICOM initiative with UWI
requires the University to focus on long-term capacity building in a variety ofareas.
However, it is not always clear that the science of capacity building is well~developed or
that a university is actually equipped to provide professional training in this area.
Responding to the AIDS crisis is throwing up a host of ethical issues that require the
rigorous thinking and exan1ination of university personnel. In medicine, there is need for
a more widespread inflJsion ofimmunology into undergraduate programmes and for the
practical training of all medical personnel in recognizing, responding to and treating HIV
and AIDS cases in people's homes. The exponential increase in the number of children
being orphaned by AIDS also points to an area where deeper and more extensive
professional understanding is needed.

5
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The teaching and training response of a university also needs to take account of
the way HIVIAIDS is depleting national stocks of skilled and qualified personnel. Severe
losses are being experienced among health and education workers, and also among others
such as mining and engineering personnel. Because of the impact of the disease on
hun1an welfare, countries are now foreseeing the need for more medical and social
welfare personnel. It is the responsibility of a university to assess these and similar likely
needs arising from the epidemic, to plan accordingly, and consequently to adjust staff and
student numbers, and possibly even facilities, so that it may respond to the needs of
society several years into the future.

One might ask whether the university teaching response should include
orientation and information programmes thatseek to inform students about HIV/AIDS,
largely with a view to promoting the knowledge and understanding that will bring about
personal behaviour change (or help in maintaining behaviour that avoids the risk of HIV
infection). It is probably correct to say that such programmes would be inappropriate for
the majority of students, partly because they would be coming too late, partly because
students, fatigued by personal HIVIAIDS messages, might resist them. Much more value
is likely to come from the professional integration of aspects of HIVIAIDS into the
formal training programmes and the clear recognition by students that knowledge and
expertise in this area contributes positively to their marketability and career prospects.

A university might also. grapple with the question of whether to establish a
campus-wide course on HIV/AIDS which all students would be required to take at son1e
point in their training. This has advantages and disadvantages. Mounting such a course
would be a firm affirmation of the seriousness with which the university takes the
HIV/AIDS problem. It would also ensure the exposureof allstudents to well-developed
presentations and materials, and thereby could help in correcting ignorance and
misunderstandings. Such a campus-wide course would also help to bring the topic out
into open and thereby would help to disable the fatal triad of shame, secrecy and stigma.
On the other hand the establishment of a course that was to cater for all students could
hinder the mainstreaming of HIVlIDS into professional programmes and could lead to a
belief that such mainstreaming was superfluous. There would also be some danger of
superficiality because of the need to treat in a general way of a variety of different areas.
If the course was mandatory, it could defeat its own purpose, because of student fatigue
or resentment.

While some universities seem to be considering the introduction of such courses,
the general practice so far seems to concentrate AIDS issues within the short period of
orientation undergone by new students. Possibly a more suitable approach is to encourage
the development of extra-curricular activities and programmes for the transmission of the
knowledge and skills that such a course would seek to develop. But even here, one has to
face the problem that those who would participate in such programmes may quite likely
be those who have the least need of them.
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HIV/AIDS and University Research
Globally, HIV/AIDS is the world's fourth biggest killer, while in Africa it is the

leading cause of death. In addition to constituting a formidable challenge to human
dignity the disease has set development work back by years and, in this region, continues
to unravel the very significant human and economic gains achieved by the· Caribbean
Community over the past three decades. Part of the reason for the purposeful stride
forward of HIVIAIDS is that we do notyet know enough about it. In June 2001, the UN
General Assembly Special Session on HIV/AIDS drew attention to this when it stated
that "With no cure for HIV/AIDS yet found, further research and development are
crucial," and went on to call for the development ofnational and international research
infrastructure, laboratory capacity, improved surveillance systems, data collection,
processing and dissemination, and training ofbasic and clinical researchers, social
scientists, health-care providers and technicians.

Universities are particularly-well equipped to respond to this challenge. Their
heavy concentration of intellectual expertise places them in the forefront of the global
search for an improved bio-medical, epidemiological, scientific, social and economic
understanding ofHIVIAIDS. They are duty bound to make their own unique contribution
to the various areas ofprevention, care, treatnlent and impact managenlent, and thereby
to improvements in the quality of life for significant numbers of human beings. They
must provide this contribution by dedication to HIVIAIDS-relevant theoretical, scientific,
applied, and action research, to the extent that their human, physical and financial
resources allow. The ultimate aim must be that the research efforts of universities and the
personnel in them should contribute to technical advancement, new products, improved
diagnosis and treatment, new understandings, improved economic growth, accelerated
industrial and agricultural growth, and an improvement in the quality of life of those who
live in an HIVIAIDS-infected society.

Much oftheHIV/AIDS research within a university will be externally oriented,
focusing on the knowledge, understanding and information needs of society. But there is
also considerable need for research that is directed towards the information needs of the
university itself. The experience from Africa shows that poor information on the extent of
HIV/AIDS on campus, and on perceptions ,relating to it, greatly hampers universities in
their efforts to respond to the disease. An area that is usually in need of very special
attention is the gender dimension of HIV transmission, the participation of women in
sexual decision-making, and the evidence about this on campus.

Certain features should characterise a university's HIVIAIDS research. First is the
recognition that HIVIAlPS is not simply a medical problenl. Neither is it just a scientific
problem. It is a multidimensional human problem that cannot be adequately understood
unless it is put under the-combined spotlights of several disciplines. This calls for greater
teamwork involving researchers from the medical, pure science and social science fields.
Good HIVIAIDS research work will regularly cross disciplinary boundaries and, at the
very least, will take account of findings from a broad spectrum of investigations.

7

John M
Rectangle

John M
Rectangle

John M
Rectangle

John M
Rectangle



8

Second, HIVIAIDS is an area of investigation that lends itself particularly well to
collaborative efforts between universities themselves, and between universities and
various bodies in society. It is also an area where institutions that are less well resourced
can work jointly with colleagues from those that are better endowed. Collaborative
research is a powerful tool that helps to bring international academic recognition to
universities in developing countries. It also helps in overcoming many of the constraints
of funding. Currently, for instance, the University ofNairobi is workingin conjunction
with Oxford University on the development of an AIDS vaccine that would control the
HIV viral strain that occurs in East Africa. We know also that UWI's Department of
Pathology is engaged in collaborative research with the Viral Epidemiology Branch of
the United States National Cancer InstitutelNational Institutes of Health on several
aspects of infection in Jamaica, particularly the natural history of infection in children
and adults and the clinical and pathological manifestations of the 'major disease
outcomes.

It is clear that cooperation of this kind enhancesglobal ability to managethe
AIDS crisis. It also contributes to strengthening the research capacity of university
departments that suffer from a dearthofhuman and financial resources.

The costs of advanced scientific research sometimes discourage universities in
developing countries from making extensive research efforts, in the field of HIVIAIDS as
in other fields. But HIV/AIDSresearch has a number of answers for this problem. First,
the pandemic is of such tremendous human import that investigating it attracts
considerable human and financial research resources. The EU/CARICOM assistance for
the extension of UWI's HIVIAIDS-related research is testimony to this. Second, as the
NCI-NHIIUWI collaboration shows, well-resourced institutions elsewhere welcome
opportunities to work on well-conceived research ventures in partnership with
universities in regions that are severely affected by HIV. Thirdly, much research of great
significance in the area of HIVIAIDS can be conducted without the need for major start
up costs and highly developed research infrastructure. This includes what the Association

r of Commonwealth Universities refers'to as "the crucial scholarly role of scanning the
frontiers of knowledge and weighing the implications ofnew insights for policy
development and innovation." Thus, aside from costly biomedical and sin1ilar research,
there is an expanding need for a variety of investigations into various social, legal,
ethical, economic and other aspects of HIVIAIDS.

HIVIAIDS may be unique in the way every facet of the disease is studded with
ethical questions and problems. These arise in the areas of prevention, care and treatment.
They also arise in investigations into epidemiological and behavioural aspects of the
disease. They must be confronted when decisions have to be made about providing drug
therapy, whether in order to prevent mother-to-child transmission or to treat others who
are HIV infected. Major ethical questions arise when using human groups for the testing
of new drugs and possible vaccines, and ensuring that the benefits of research and
development actually get to the sub-populations who have contributed to their
development. Because the behaviours that spread HIV infection take place in private, and
one's HIV status is normally a very closely guarded personal secret, a range of ethical
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considerations surround issues of confidentiality and the rights of those living with AIDS.
Hence, the call by the United Nations that all HIV-related research protocols be evaluated
by independent ethics committees, and the need for a university, as it develops its
research agenda·on HIVIAIDS to keep under constant review the ethical principles
governing this research so that the rights of those infected or affected by the disease, as
well as the rights· of research personnel themselves, may be safeguarded.

HIV/AIDS and the Engagement of a University with Society
A number ofhigh~levelmeetings in the past two years have ushered in a new

phase of HIVIAIDS awareness ~n.d visibility. Globally, crucial United Nation meetings
have considered the problem-the Security Council in January 2001, followed by the
Special General Assembly in June. Regionally, the Caribbean Group on Cooperation in
Economic Development has identified HIVIAIDS as a key development issue for the
coming two decades, while within the past yearCARICOM has launched a Caribbean
partnership on HIV/AIDS. Clearly, the epidemic ranks high among the concerns and
challenges acknowledged by the global community and faced by regional and local
communities.

In this climate of heightened HIVIAIDS awareness, a university must ensure that
it becomes the engine of development, progress, understanding and hope for people,
institutions, and society in all that relates to the disease. History will judge a university by
the vitality and variety of its cooperative efforts with society to confront HIVIAIDS
aggressively and proactively. To accomplish this, it must ensure that in addition to its
teaching and research functions it pays adequate attention to the third area of its mandate:
unstinting engagement with public and private agencies and with individuals in
confronting the destructive power of the epidemic.

In its multiple interactions with society across a wide HIVIAIDS spectrum, the
university should playa leadership role and a learning role. As the highest concentration
of intellectual expertise in an area, the university should serve agencies, communities and
individuals with knowledge, understanding, skills, and capacity in accessing the most up
to-date information and developments. But HIVIAIDS is also a new area where agencies
and communities may well be better informed, especially on details, than the university.
This points to the learning role of the university in its engagement with society. It cannot
afford to be arrogant and to act as if it were the controller and sole dispenser of
knowledge. Instead it must work respectfully with agencies, communities and
individuals, seeking jointly with them to identify the problems that need to be addressed
and working jointly with them towards a solution of these problems.

Some practical matters flow from these considerations. It is highly desirable that
in its outreach to society the university goes out of its way toensure the involvement of
persons living with HIV/AIDS (PLAs), whether these be members of the university
community or of the widersociety. PLAs can contribute insights and articulate needs at
depths that those who are not infected cannot plumb.
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It is also important that training and teaching incorporate AIDS-related
engagement with and service to society into professional programme requirements. The
needs of an affected society are too great to leave either to chance or to individual
benevolence. University students who are required by their programmes to serve society
in the AIDS domain proclaim loud and clear that the universityis serious in its intention
to engage with and overcome the epidemic. The knowledge and skills that students would
develop when providing this service should later increase their marketability, since in an
AIDS-affected society employers attach special value to those with some experience in
coping with and managing the disease and its impacts.

Procedures for staff advancement should also pay special attention to evidence on
the AIDS-related accomplishments of a member of staff in working with communities,
government departments, non-governmental agencies, and other bodies. Once again,
attaching special value to these is eloquent testimony that a university wishes to match its
expressions of concern by action that will spur extensive involvement of its staff in
working with others for the prevention, control and management of HIVIAIDS.

Facilitating a Comprehensive University Response

The investigations conducted in Africa are unanimous in· reporting that committed
leadership at a sufficiently high level is the most critical factor for driving a strong
university response to HIV/AIDS. Given the right leadership it is possible to inspire key
stakeholders, mobilize resources, establish policies, set up management structures. Above
all, it is possible to demonstrate that until the disease has been overcome, responding
creatively and proactively to HIVIAIDS will stand at the heart of a university's business.

In turning their universities round to become leading institutions in the combat
with HIVIAIDS, university executives and senior managers will have to be courageous:
even at university level, HIVIAIDS continues to thrive in an atmosphere of secrecy,
denial, stigma and discrimination, all of which will contribute to resistance and
misunderstanding. The senior management will have to be innovative and resourceful,
given that the impacts of HIVIAIDS frequently tendto be complex and surprising. Their
leadership and commitment will have to be sustained, since the impacts of the disease are
likely to be long-tenn.

If this leadership is present, the university can hope to accomplish much. If it is
deficient, the university response will be far from what it should be and may consist in no
more than the uncoordinated initiatives of individuals and interested groups.

This personal commitment on the part of the university's top leadership should
translate into a total management commitment that manifests itself in
• an authoritative strategic planning and policy development approach,
• the commitment of resources,
• the establishment of the necessary implementation structures within an appropriate

institutional framework,
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• the elaboration of monitoring and evaluation procedures to ensure that steps
continue to be taken inthe right direction, and

• a sustained challenge to all forms of on-campus denial, stigma and discrimination,
accompanied by steps to facilitate HIV openness.

It will also be important to establish realistic targets, ensuring that these
correspond with those that appear in national policy guidelines and frameworks and also
with those that have been established internationally by the United Nations, such as
achieving a 25% reduction in HIV infection among 15-25 year-olds by 2005.

Lastly, the university leadership must ensure that commitment to the prevention,
control and management of the disease is widely diffused throughout the institution.
Hence it must take whatever steps are needed to bring about university-wide ownership
of all HIVIAIDS policies, strategies and interventions, and to secure the dedicated
involvement of all sectors of university community.

Finally, the strategic approach of a university to responding comprehensively to
HIVIAIDS needs to be informed by certain fundamental principles:

1. The importance of getting HIVIAIDS out into the open and breaking every form
of silence, secrecy and shame that envelops it.

2. Recognition of the extent to which HIV/AIDS has been feminised and thrives in
situations where women are subordinate to men socially, culturally and
economically, and in particular where they do not have an equal say with men in
sexual decision-making. Hence, there is need to act urgently to promote greater
gender equity, to overcome the social and other constraints to enhanced female
participation, and to lead by word and example in transferring power and
responsibility to women.

3. Ensuring that the entire university culture is enlightened by human rights
principles so that, by deliberate and conscientious adherence to these,
vulnerability to HIVIAIDS may be reduced, those infected or affected by the
disease may live in dignity, and no form of stigma or discrimination may find a
haven within the institution.

4. Acknowledging that persons living with HIVIAIDS are among the most important
actors in any programme to contain and control the disease. Without in any way
using or manipulating them, the university should draw upon their unique
expertise and insights, and fully involve them in every aspect of its HIVIAIDS
campaign.

5. The importance of coordinating university plans and programmes with those at
national level so as to ensure greater synergy, unity of direction, complimentarity
of activities, access to resources, and more efficient use of these resources.

The Comprehensive Response.of a University to HIV/AIDS

The diagram below pulls together the ideas explored in the previous pages in the fonn
ofa conceptual framework for a comprehensive university response to HIV/AIDS.
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Figure 1
Conceptual Framework for a Comprehensive

University Response to HIV/AIDS

University Mission
Be responsive to the real needs of

society
Through and in the knowledge

donlain
t t
t

Overarching Principle

Personally Committed University Leadership
Bringing about

Total Management Commitment
Showing itself in

Policy Deve!opl1lent
COl1l1llitl1lent ofResources

t t
t

Fundamental Pillars

1. Openness and acceptance that break the
silence

2. Promotion of gender equity and
empowerment

3. Adoption of a strong human rights
approach

4. Inclusion at all levels ofPLAs
5. Cohesion with national policies and

strategies
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Basic Strategies
Inward-looking

Protect its own functioning as an
AIDS-affected institution
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t

Interventions
(next page)

Outward-looking
Serve the needs of an
AIDS-affected society
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Interventions
Inward-lookin!! Outward-lookin2

Link prevention to care: Produce highly flexible, top quality,

• Establish partnerships with staff and AIDS-col1lpetent graduates:
students • Mainstream professional HIV/AIDS

• Sustain awareness issues into the curriculum of all fields

• Challenge denial and stigma • Readjust programmes to promote more

• Engage all campus cultures (student, flexible graduate preparedness for a
traditional, linguistic, faith) rapidly-changing AIDS-world

• Provide VCT, counselling, guidance • Introduce new fields of study in

• Provide adequately resourced response to HIV/AIDS imperatives

HIV/AIDS-friendly health services • Adjust student intake and numbers in

• Address values and practices in campus programmes to respond to projected

life professional needs in an AIDS-affected

• Provide workplace education for staff society

• Establish or strengthen occupational
safety systems and procedures

Tackle Inanagel11ent-relatedfactors: Reflect vigorously on the needs and
challenges ofan AIDS-affected society:

• Establish AIDS-informed management • Conduct AIDS-relevant pure, applied
and financial information systems and action research

• Provide for direct costs of HIV/AIDS • Conduct AIDS-relevant research in

• Provide for indirect costs of HIV/AIDS scientific, medical, social, ethical and

• Establish dedicatedHIV/AIDS budget cultural areas

• Keep loan systems under constant • Encourage cross-fertilising and/or
reVIew multidisciplinary research I

• Establish procedures for speedy • Establish high-level AIDS-related
recruitment and training of replacement cross-discipline seminars
staff I

Place expertise at the service ofan AIDS-
affected society:

[ • Disseminate and communicate research
and study findings

.. • Share knowledge, experience and
expertise

• Provide service, advice, consultancy,
training

Further develop AIDS-relevant expertise:

• Train staff and build capacity

• Establish local, regional and
international partnerships

• Develop information-sharing and other
networks
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