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In December 2001, the Commission on Macroeconomics and Health presented the results of its two-year work to the
World Health Organization in a publication titled Macroeconomics and Health: Investing in Health for Economic
Development.The Commissioners present a new global blueprint for health that is both compassionate and cost-effec-

tive. Millions of deaths occur each year in the developing world due to conditions which can be prevented or treated.The
Commissioner's outline a plan of action to save millions of these lives  every year at a small cost relative to the vast improve-
ments in health and increased prosperity.

The Report shows that just a few conditions are responsible for a high proportion of the avoidable deaths in poor coun-
tries — and that well-targeted measures, using existing technologies, could save around 8 million lives per year and gener-
ate economic benefits of more than $360 billion per year, by 2015–2020.The aggregate cost of scaling up essential health
interventions in low-income countries would be around $66 billion per year, with the costs roughly divided between high-
income donor countries and low-income countries.Thus, the economic benefits would vastly outstrip the cost.

Scaling Up the Response to Infectious Diseases: A way Out of Poverty takes up the Commission's challenge. It outlines how
increased investment in health can be well spent, stressing how interventions, health system strengthening and behaviour
change together can help achieve the goals we are setting ourselves.

This report takes forward the Commission's action agenda. It will help decision makers see how we can turn increased
investment in health into concrete results.

JEFFREY D. SACHS
Chair 

Commission on Macroeconomics and Health 

Investing in Health for 
Economic Development
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T oday, perhaps for the first time in history, it is pos-
sible to launch a truly global response to the major
infectious diseases that keep people in poverty,

focusing initially on HIV/AIDS, tuberculosis (TB) and malar-
ia.While effective prevention and treatment strategies have
long been available for controlling these diseases, political
will and social support are materializing to help the world
go to scale in fighting these deadly epidemics.

Together, HIV/AIDS, TB and malaria claimed 5.7 million
lives last year, and caused debilitating illness in many mil-
lions more. These were the lives of infants, young children,
and young mothers and fathers in their most productive
years.

Yet the high death toll from these infectious diseases is
only part of the story. Ongoing ill-health is one of the main
reasons why the poor stay poor. Infections lead to pover-
ty, and poverty leads to infections. For every person who
died, many more still lived on, but were reduced to pover-
ty, their health and their lives affected by frequent bouts of
illness.

With existing health knowledge and technology, it is possi-
ble to prevent the great majority of these premature deaths
and reduce the suffering of many millions of people. World
leaders and international health officials agree that it is real-
istic to use currently available interventions and strategies to
reduce TB and malaria deaths by 50% and cut HIV infec-
tions among young people by 25% within the next decade.
With the disease burden lifted, the poor can also gain
greater control over their own health and lives, and improve
their capacity to raise themselves out of poverty.

The control of HIV/AIDS,TB and malaria will require multi-
plying manifold the availability of medicines and supplies. It
will depend on mobilizing legions of trained and well-
equipped health professionals and volunteers who can
bring essential health services within easy reach of hundreds
of millions of households. It will demand an unprecedent-
ed deployment of communications and marketing strategies

This report is intended to provide 
a basic "map" of existing initiatives
against HIV/AIDS,TB and malaria.
It is also intended to provide the
broad outlines of a single "road
map" to scaling up efforts to con-
trol these diseases.
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to encourage healthy preventive behaviour among more
than a billion people at greatest risk.

Profiling the killers

At the beginning of 2001, more than 36 million people
lived with HIV/AIDS worldwide – 50% more than were
predicted a decade ago. About 14 million women of child-
bearing age are currently infected with HIV, the virus that
causes AIDS, increasing the risk of children being born
with HIV. Over 21 million people – including 4.3 million
children – have already died of AIDS since the start of the
epidemic, leaving behind a legacy of more than 13 million
orphans.

Ninety five percent of all HIV infections occur in developing
countries, especially in sub-Saharan Africa, dramatically cut-
ting  life expectancy. In sub-Saharan Africa, HIV is deadlier
even than war: in 1998, war killed 308 000 people in Africa,
but AIDS killed more than 2 million. By the year 2020,
unless there is a dramatic turn-around, AIDS will have
caused more deaths than any other disease epidemic in his-
tory.

Two billion people worldwide are carriers of the tubercu-
losis bacillus, the germ that can lead to active TB. Every year,
about 8.8 million people develop active TB and 1.7 million
die of the disease; 99% of all TB sufferers live in developing
countries. Most are poor people aged between 15 and 54
years. Between 2000 and 2020, nearly 1 billion additional
people will be newly infected with TB, 200 million people
will become sick, and 35 million will die of the disease,
unless current efforts to control TB are greatly strengthened
and expanded.

Because of their suppressed immune systems, people co-
infected with HIV and TB are many times more likely to
develop active TB. In several African countries, the number
of  TB cases has doubled or even trebled in the past decade,
mainly as a result of the HIV epidemic.The number of peo-

Other 
causes

AIDS

Malaria

TB

Diarrhoeal
diseases

Measles

ARI
Maternal and

perinatal conditions
Source:WHO/CDS

The biggest killers of the poor

The majority of deaths among children 
and young adults (ages 0-44) in Africa and Southeast Asia 

are due to seven causes 
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ple co-infected with TB and HIV has already soared to over
10 million.

Malaria kills more than 1 million people a year – 3 000
deaths a day. Hundreds of millions of people – most of
them children and pregnant women in sub-Saharan Africa –
suffer acute attacks of malaria-induced fever, often several
times a year.

Children are the main victims of malaria. During the year
2000, 906 000 children under the age of five succumbed to
the disease. Malaria often acts together with malnutrition,
respiratory infections and other diseases that prey upon the
most vulnerable. Although insecticide-treated nets offer
children a very high level of protection against malaria, less
than 5% of those at risk sleep safely under them.

Women are also at particular risk. In malaria-endemic coun-
tries, pregnant women are at a much higher risk of con-
tracting malaria. Malaria infection during pregnancy may
cause maternal anaemia and lead to an increased risk of
maternal death. Malaria in pregnancy also increases the risk
of miscarriage and stillbirth. Babies born to mothers with
malaria often have low birth weight, which adversely affects
the health and development of the young child.

A beachhead against poverty and disease

The time is now come to mount a campaign against these
three diseases and the unacceptable burden of death and
suffering which they cause. We have the tools, but they are
inadequately distributed. The  benefits of ensuring success
in this massive effort to scale up against diseases of pover-
ty far outweigh the costs of their control.

Firstly, by targeting these diseases, we can give direct help
to the most vulnerable, particularly the poor, the young
and the weak. For many millions of people, especially the
1.2 billion people worldwide living in absolute poverty, poor
health is a constant threat to survival.Those most vulnera-

HIV/AIDS, tuberculosis and malaria – the
basic facts, 2000

Disease Deaths New cases Percentage in
per year per year developing

countries

HIV/AIDS 3 million 5.3 million 92%

Tuberculosis 1.9 million 8.8 million 84%

Malaria More than 1 million 300 million nearly 100%
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ble to infectious diseases are infants and children below the
age of 5; pregnant women and young mothers; and people
in what should be their most productive – and reproduc-
tive years, – whose health is endangered by infections, mal-
nutrition, weakened immune systems and environmental
factors beyond their control.

Secondly, by controlling AIDS, TB and malaria, we can
remove significant obstacles that keep people in
poverty. Through recurrent bouts of illness, these diseases
prevent adults from working and hence reduce the income
and food available to families. Moreover, since deaths due to
AIDS and TB occur mainly among young adults with
dependent children, these diseases are creating a genera-
tion of orphans growing up in deprivation, lacking parental
support and guidance, unable to complete even primary
school and virtually condemned to a life of poverty.

These diseases also increase the cost of health care to poor
families. Because of its chronic nature, HIV/AIDS is a partic-
ularly heavy drain on family finances: whenever a family
member falls sick with an HIV-related illness, spending on
medical treatment, drugs and traditional remedies rises dra-
matically. When cash runs out, precious assets such as ca-
ttle, land, bicycles and furniture are sold to pay medical bills.
AIDS drives average households into poverty and con-
demns the poor to inescapable destitution.

Because TB also targets people in their most productive
years (15-54), its economic impact on families is equally
devastating. Approximately 20% - 30% of annual income
may be lost if the household's breadwinner is struck down
with active TB; and the income of 15 years will be lost if this
person dies. Globally, the economic costs of TB to the poor
are estimated to be US$ 12 billion per year.

Thirdly, by controlling HIV/AIDS, TB and malaria, we can
prevent families from falling into poverty and
decrease business costs incurred through increased
absenteeism, higher recruitment and training costs, and
greater expenditure on medical care for employees.These
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diseases significantly cut into the productivity of private
firms and state enterprises, slowing national economic
development. Likewise, infectious diseases contribute to
unhealthy market conditions where people have less
income as breadwinners no longer are able to support their
families as a result of illness and death.

The economic fall-out from the AIDS epidemic is enor-
mous, especially in sub-Saharan Africa. Agricultural produc-
tion is being hit particularly hard.A sugar estate in Kenya, for
example, reported a 50% drop in productivity between
1995 and 1997, combined with higher overtime payments
for workers filling in for sick colleagues. Subsistence agricul-
ture is also affected: a study in north-western United
Republic of Tanzania found that a woman with a sick hus-
band spent 60% less time on agricultural activities than nor-
mal. In Zimbabwe, maize production on communal farms
fell by 54% between 1992 and 1997 because of illness and
death as a result of AIDS.

Malaria has slowed economic growth in African countries
possibly by up to 1.3% per year. Owing to the compound-
ed effects of malaria over the past 35 years, Africa's overall
gross domesic product (GDP) is estimated to be 32%
lower, equivalent to a loss of US$ 100 billion annually.

Fourthly, we can stop losing further ground against
drug-resistance, which threatens to undermine our limited
armory of low-cost drugs for the effective treatment of TB
and malaria. In many parts of the world, current malaria treat-
ments are losing – or have already lost – their potency owing
to the increasing prevalence of drug-resistant parasites, and
new treatments for malaria may be priced out of reach of the
most needy.We still have a window of opportunity to make
much progress against these diseases with existing drugs. But
if we fail to make wide and efficient use of these medicines
now, they are likely to slip through our grasp due to growing
resistance.

Drug-resistant TB is on the rise, greatly increasing the cost
of treatment. Multidrug-resistant (MDR) TB has already
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been identified in over 100 countries and experts predict
that more than 400 000 new cases of MDR-TB will devel-
op each year.These MDR-TB cases can be up to a hundred
times more expensive to treat than “regular”TB.

Fifthly, we can reduce risks of disease spread as a
consequence of population mobility. With the
increasing globalization of trade and travel infectious dis-
eases pose a threat not only to the poor of developing
countries, but to the populations of wealthy countries as
well. Bacteria, viruses and parasites can easily cross borders,
carried unknowingly by international travellers. In 2000,
there were nearly 100 000 cases of TB in Europe and
North America attributable to travel between countries.

Sixthly, we can make progress against the most for-
midable childhood killers.While childhood deaths from
other major infectious diseases – such as measles and diar-
rhoeal disease – have fallen during the past two decades in
tropical Africa, malaria mortality remains unchecked and has
increased during the past decade. Likewise, the AIDS epi-
demic is cancelling out hard-won gains in child survival and
development over the past few decades. In several African
countries, AIDS has sent infant and under-5 mortality rates
spiralling upwards from 2% of under-5 mortality in 1990 to
7.4% in 1999.

Seventhly, we can prevent HIV from engulfing Asia and
eastern Europe. The AIDS epidemic is already the largest
single cause of premature death among adults in sub-Saharan
Africa and continues to spread rapidly in many other parts of
the world. If we wait another decade before taking decisive
action, the HIV/AIDS epidemic in China, India, large parts of
central and eastern Europe and the Central Asian republics
could surpass even the scale of the current epidemic in
Africa, thwarting the prospects for economic development
and poverty alleviation in these regions.

Finally, we can strengthen health services by invest-
ing now in a concerted global effort against these three
major infectious diseases. For example, when more doc-

Geographical distribution of HIV/AIDS,
tuberculosis and malaria

HIV/AIDS 70% of people living with HIV/AIDS are in sub-Saharan 
Africa, but the epidemic continues to spread throughout 
the world. In 2000 there were about 1.5 million people 
living with HIV in industrialized countries.

Tuberculosis 80% of all cases of tuberculosis occur in just 22 
countries, most in Africa and Asia.There were 121 000 
cases in industrialized countries in 2000.

Malaria 90% of the world’s 300 million annual malaria cases and 
97% of more than 1 million annual malaria deaths occur 
in sub-Saharan Africa.The majority of the remaining 
cases and deaths occur in Central and South America 
Developed countries reported over 13 000 cases in 
2000, imported by travellers.
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tors, nurses and other health service providers are
trained and posted to rural areas, they will not only con-
fine their work to AIDS,TB and malaria, but will be there
to meet many other health needs in the low-income
communities they serve. Low-and middle-income coun-
tries endure a “double burden” of infectious diseases and
noncommunicable causes of suffering and death.
Infectious diseases such as measles, diarrhoea and pneu-
monia, often in combination with malnutrition, together
claim the lives of more than 5 million infants and under-
5 children every year. Complications of pregnancy and
childbir th, together with malaria and poor nutrition, are
responsible for over half a million maternal deaths each
year. Social and behavioural challenges, such as the need
to prevent maternal ill-health and malnutrition, and to
improve sanitation, can be more easily addressed through
a massive effort to develop national and local capacities
to address HIV/AIDS,TB and malaria.

Building on existing successes

Many countries are already taking effective action to curb
the infectious diseases which cause and perpetuate pover-
ty.Through political commitment, effective partnerships and
appropriate strategies, dramatic progress is already being
made in some parts of the world against infectious diseases
and other causes of death, disability and suffering among
infants, children and mothers.

In Nepal, for example, the DOTS strategy – WHO’s rec-
ommended strategy for controlling TB – has been
extended to 75% of the population, reducing the number
of TB deaths from between 15 000 - 18 000 in 1994 and
between 8 000 -11 000 in 1999. In Peru, which previous-
ly had one of the highest TB infection rates in Latin
America, expansion of the DOTS programme has almost
halved TB incidence between 1991 and 1999.

In Viet Nam, as a result of using insecticide-treated nets,
indoor spraying with insecticides and locally-produced
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effective drugs, the death toll from malaria was reduced by
97% between 1992 and 1997.

In Uganda, where HIV infection rates were the highest in the
world during the late 1980s, a broad-based campaign with
strong political leadership has led to a reduction of HIV preva-
lence by 50% - 60% among pregnant women, and even larger
reductions among groups of young people in the 1990s.

The principles underlying these successes must be applied
as widely as possible. The great challenge now facing the
global health community is to “scale up” successful inter-
ventions such as these, so that they reach the great majori-
ty of the poor within the shortest possible time.

Effective scaling up will require an extraordinary global effort,
involving international agencies, government donor organiza-
tions, national and local governments, health professionals and
development workers, nongovernmental organizations
(NGOs), community groups, faith-based organizations, founda-
tions, business leaders and private philanthropists. At country
level, it must be based on government stewardship of
resources, and linked to community participation in all aspects
of planning and management of activities.

For all those involved, measurable goals have been set to eval-
uate the success of heightened international efforts to cut the
toll of death and suffering from AIDS,TB and malaria. At the
meeting of G81 and G772 leaders in July 2000, world leaders
endorsed the following specific targets as proposed by United
Nations agencies and a cadre of international health experts:

• HIV/AIDS. To reduce the number of newly-infected
young people by 25% by 2010.

• Tuberculosis. To halve TB deaths and prevalence by
2010.

1. G8: group of seven industrialized countries and Russia

2. G77: group of seventy seven developing countries

The great challenge facing 
the global health community is to
“scale up” successful interventions
to reach the great majority of the
poor within the shortest possible
time.
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• Malaria. To reduce the malaria disease burden by 50%
by 2010.

The UNGASS Declaration of Commitment of July 2001
also set additional major targets for HIV/AIDS. These are
ambitious goals, and the time frame for meeting them is
short given the increased urgency of curbing these three
killers. As many more individuals and organizations become
active in this global campaign – especially those not nor-
mally involved in health issues – a common strategy and
vision of the way forward must be forged.

A road map for scaling up against dis-
eases of poverty

For those who are just becoming involved in the fight
against diseases of poverty, this report is intended to pro-
vide a basic “map” of existing initiatives against HIV/AIDS,TB
and malaria. While there are many initiatives and success
stories that could be cited in such a survey, this report high-
lights some of those which are most recent, innovative,
extensive or successful.

It is also intended to provide the broad outlines of a single
“road map” to scaling up efforts to control these diseases.
While no single plan will suit every country, this report
points toward models that can be emulated, and policies
and initiatives that have yielded repeated success and that
can be extended to provide direction for the emerging
global movement against diseases of poverty.

Chapter 1 documents the interventions – existing medi-
cines and tools, as well as prevention and treatment strate-
gies – that have proved to be effective in responding to
these three major diseases. Chapter 2 outlines how health
services in developing countries can be strengthened and
expanded in order to provide these interventions. Chapter
3 shows that even if well-equipped health services are avail-
able, the individual at risk of these diseases still faces a
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9

2000 2010

2

1

HIV
* infections

TB
deaths

Malaria
burden

M
ill

io
ns

 a
nn

ua
lly

Source:WHO/CDS

Targets

M
ill

io
ns

 a
nn

ua
lly

2000 2010

* number of young people infected with HIV



21

choice of whether or not to adopt the required healthy
behaviour and explores how healthy behaviour can be
encouraged. Finally, in Chapter 4, the report examines how
we can go to scale with our efforts to curb these three dis-
eases, multiplying and extending successful models so that
they can help protect the health, lives and incomes of mil-
lions more people around the world.

Each of the first three chapters is divided into three sec-
tions. Firstly, what resources are available – and what
resources are required – for the challenges at hand?
Secondly, what strategies have proved successful in making
maximum, cost-effective use of these resources? Thirdly,
what successful models exist that demonstrate how we can
apply these strategies in the poorest conditions? 

We already have the tools and knowledge to significantly
ease the burden of HIV/AIDS,TB and malaria.What is lack-
ing is the commitment to put them to work. If we can con-
trol these diseases, not only will we prevent millions of
needless premature deaths, we will also be helping people
to be in a better position to free themselves from poverty.
By breaking the long-standing link between destitution and
disease, we can make a historic contribution to promoting
prosperity, social justice and human dignity.



EFFECTIVE 
INTERVENTIONS 

Models
IAVI  –  MMV  – Public-

private partnership
GATB  – GDF  – Viet Nam  – Peru

Cambodia 

Strategies
Providing care  – STI treatment  – Voluntary testing

Promoting safe sex   –  Preventing mother 
to child transmission  – IMCI  – Roll Back Malaria strategies 

Making Pregnacy Safer – ProTest – Dots-Plus – DOTS

Resources
Tests to perfect blood supplies  – Safe injecting equipment  – Condoms  –  Antiretrovirals   

Anti-malaria drugs – Insecticide-treated bed nets  –  Anti-tuberculosis medicines
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O ver the coming decade we can make substantial
progress in fighting the diseases that are devas-
tating the health and well-being of millions of

poor people. We have the medicines that can cure TB,
malaria and the opportunistic infections associated with
HIV.We have the health commodities (condoms, nets and
safe insecticides) that can prevent HIV and malaria trans-
mission. And increasingly, affordable drugs are becoming
available that can delay the development of AIDS and 
prevent mother-to-child transmission. Responding to the
challenge of these three killer diseases requires accelerat-
ed action to make interventions more widely available. At
the same time it requires intensified efforts in research
and development of new drugs, diagnostics, vaccines and
other essential health commodities that are even more
effective.

Nearly 95% of people living with TB can be cured with med-
icines that cost as little as US$ 10. It is estimated that as many
as 1 in 2 malaria deaths can be prevented if people have
ready access to a rapid diagnosis and treatment with anti-
malarial drugs – costing as little as US$ 0.12 for a tablet of
chloroquine. In addition, one quarter of child deaths can be
prevented if children sleep under insecticide-treated nets –
costing US$ 4 – to avoid the mosquito bites that can cause
malaria and prevent mosquitoes from carrying infections fur-
ther. When used consistently and properly, condoms – a
year’s supply of which can be provided for US$ 14 – are
extremely effective in reducing the spread of HIV.

Affordable strategies have been developed to provide these
medicines and supplies in the poorest of communities. For
example, DOTS – a 5-pronged strategy for the detection
and treatment of TB – has proved highly effective in ensur-
ing that patients take their medicines properly. With the
IMCI (Integrated Management of Childhood Illness) strate-
gy, disease control for childhood diseases enables immedi-
ate treatment of the five most common causes of child-
hood deaths – malaria, pneumonia, diarrhoea, measles and
malnutrition. Intensive use of well-targeted, low-cost HIV

Tools to prevent or cure AIDS,TB and
malaria have been available for
decades. Yet worldwide, fewer than
25% of those at risk have access to
the most effective of these products
and commodities.
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prevention and care strategies can prevent millions of new
HIV infections.

RESOURCES AVAILABLE – AND
THOSE STILL REQUIRED

Tools to prevent or cure AIDS,TB and malaria have been
available for decades. Yet worldwide, fewer than 25% of
those at risk have access to the most effective of these
products and commodities. Moreover, the potential of sci-
entific knowledge and research capacity to develop even
better and more affordable tools is enormous. Only a tiny
fraction of the world’s medical research however, is
devoted to finding even better tools to control these dis-
eases of poverty.

Tools and medicines to stop TB

The first of nearly a dozen effective antituberculosis 
medicines was discovered in 1944. Over the next three
decades, enormous strides were made against TB in the
industrialized world, permitting wealthy countries to effec-
tively control this feared disease.Today, the medicines exist
to treat TB effectively and cheaply.Taken regularly for a peri-
od of 6 months, available antituberculosis drugs are nearly
100% effective in curing the lungs and other parts of the
body. Drug-resistant strains of TB are also becoming curable
with more effective use of second-line drugs. These drugs
are expensive, but are becoming less so as a result of coop-
eration between manufacturers and health-care providers.

Diagnostic tools for detecting the disease have also become
much more effective and inexpensive. Previously, multiple X-
rays of the lungs were required to detect the presence of the
damage caused by rapidly-multiplying TB bacilli. In recent
decades, a much more accurate and inexpensive means of
diagnosing TB has come into use: sputum coughed up from
the lungs is stained and then examined under a microscope
for the presence of TB bacilli.The materials to conduct each
test cost as little as US$ 0.50 in developing countries.

Effective tools

The following affordable medicines and tools are highly effec-
tive, when used correctly.

TB medicines cure 95% of TB cases.
Cost: US$ 10 for a 6-month course treatment.

Antimalarials cure 95% of cases.
Cost: US$ 0.12 per tablet.

Insecticide-treated mosquito nets can reduce malaria deaths.
Cost: US$ 4 per net.

Condoms are highly effective in preventing HIV.
Cost: US$ 14 for a year’s supply.
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Tools and medicines to roll back malaria

Preventing malaria through the use of insecticide-treated
nets has been shown to be a highly cost-effective tool for
decreasing disease and death, particularly among pregnant
women and children under 5 who are especially vulnerable
to the disease. Nets to prevent mosquito bites can cost as
little as US$ 4 and a year's supply of insecticide to retreat
the net can cost US$ 0.50 to US$ 1. Dip-it-yourself kits and
single-dose sachets of insecticide are now available for re-
treating the nets at home. A long-lasting, wash-resistant,
treated net which will remain effective for up to 4 years will
soon be available.

In the last 10 years, the malaria parasite has grown increas-
ingly resistant to the most common treatment, chloro-
quine. However, it was found that a combination of anti-
malaria drugs using the Chinese herb-derivative
artemisinin could achieve malaria cure rates above 95%,
even in areas of multidrug resistance. In May 2001, in a
joint effort to provide essential medicines at affordable
prices, WHO and the Swiss pharmaceuticals company
Novartis announced that developing countries would be
provided with this new treatment for drug-resistant malar-
ia. Novartis supplies the new therapy, called Coartem, at a
cost of about US$ 0.10 a tablet, or less than US$ 2.50 per
full treatment or around US$ 1 for a young child. In addi-
tion, intermittent preventive treatment with sulfadoxine-
pyrimethamine (SP) has been introduced for pregnant
women.

New tools for malaria diagnostics using dipstick tests, new
treatments such as artesunate suppositories and prepack-
aged combinations of medicines make for more effective
home treatment. A simple pack of fast-acting drugs made
widely available to mothers – together with training to rec-
ognize malaria symptoms – could save the lives of many
children with severe malaria. User-friendly packaging of anti-
malarials is a low-cost way of increasing compliance. Studies
in Ghana show that more than 80% of patients given a
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course of antimalarial drugs packaged in a numbered blister
pack finished the course of treatment. Of those receiving
loose, unpackaged drugs – the way they are usually dis-
pensed in developing countries – only 65% completed the
treatment. Using blister packs was also shown to help
patients by halving the time they had to wait at dispensaries.

Tools and medicines to fight the
HIV/AIDS epidemic

Effective responses to the epidemic involve reducing the risk
that people face of becoming HIV positive and providing care
for people infected with HIV/AIDS. It is also vital to curb the
impact of the epidemic at community level by helping com-
munities to understand behaviours that increase vulnerability
to HIV/AIDS. Efforts in these areas operate together: preven-
tion and care form a virtuous circle to reverse the spread of
the epidemic and mitigate its impact.

It has been repeatedly demonstrated that increasing the use
of condoms is the most effective way of bringing down the
rate of HIV infection. In Thailand, for example, the govern-
ment introduced the “100% Condom Campaign”which
worked intensively with brothel owners, sex workers and
clients, including political, police and public health authority
backing. The results have been impressive. Surveys show
that more than 90% of commercial sex encounters now
involve condom use, up from about 15% before the cam-
paign began. HIV infection rates have also begun to fall,
along with levels of other sexually transmitted infections
(STIs).

Other tools include drugs that prevent transmission of HIV
from mother to child, and drugs that cure other sexually trans-
mitted infections that are likely to facilitate HIV transmission.
Where necessary, safe drug injecting equipment and the tests
to protect blood supplies can also play an important role in
preventing the spread of HIV.

A combination of new medicines known as antiretrovirals
(ARV) has been developed to postpone the emergence of

Responding to the challenge of these
three killer diseases requires accele-
rated action to make interventions
more widely available.
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AIDS. The drugs work in combination to prevent the HIV
retrovirus from reproducing and infecting additional cells in
the body. When properly taken, according to a schedule
that can be quite complicated, ARVs have been shown to
be effective in slowing the spread of HIV and preventing the
development of AIDS.They do not cure AIDS, but they pro-
long and dramatically improve the lives of people living with
HIV. However, because of the high cost of these drugs and
the medical back-up systems needed to monitor their use,
very few people in developing countries with high HIV
prevalence have access to them.

Research to develop even better tools
and medicines

If used more widely, existing medicines and prevention tools
for these diseases could save millions of lives. However, none
of them can completely eliminate HIV/AIDS, TB or malaria.
The development of vaccines will likely provide the only quick
way to eventually stop the spread of infection. Moreover, the
increasing spread of bacteria, viruses and parasites resistant to
first-line treatment requires the development of new medi-
cines, as older ones gradually lose their effect.

Research and development into new drugs, vaccines and
commodities is a crucial component for building up effec-
tive ammunition against diseases that keep people in pover-
ty. So far, however, only a relatively small amount of money
is spent on research into these diseases. For example, less
than 1% of the US$ 70 billion spent in 1998 on the research
and development of new medicines, vaccines and diagnos-
tic tools was devoted to HIV/AIDS,TB and malaria. Of the
1233 drugs that reached the global market between 1975
and 1997, only 13 were for tropical infectious diseases that
primarily afflict the poor.

For TB, longer term strategies in order to research and
develop new diagnostic tools and drugs to compensate for

Available tools

Prevention Treatment and care

TB
BCG vaccine, effective Sputum-smear examination
in children but not adults to quickly detect infectious TB

cases and prevent a further
spread of infectious TB.
Anti-TB drugs.

Malaria
Insecticide-treated nets Antimalaria medicine
Insecticides combinations.
Intermittent preventive treatment Artesunate suppositories.

Dip-stick malaria diagnostics.

HIV/AIDS
Inexpensive condoms (male and female) Antiretrovirals
Clean needles for safe injection practices Essential drugs for
Safe blood for transfusion palliative care.
Diagnostics in support of voluntary Drugs for the treatment of
counselling and blood testing opportunistic infections
Rapid diagnosis and treatment of STIs including TB.
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the spread of anti-microbial resistance are critical, as is the
development of an effective vaccine to replace BCG. The
effectiveness of many antimalarial drugs is also decreasing as
the malaria parasite and mosquito become resistant to
existing drugs and insecticides respectively. It is extremely
important to invest in the research and development of
improved affordable drugs including combination therapies
that are safe and effective, particularly for drug-resistant
malaria.

Until now, efforts to develop a safe and effective vaccine
against HIV have been hampered by failure to evoke or
identify a protective immune response. So far, most of the
clinical trials have been staged in industrialized countries, but
now trials are increasingly being done in developing coun-
tries as well. During the 1990s, several vaccine initiatives
were launched in developing countries, including some in
Africa.About 30 experimental HIV vaccines have been test-
ed so far, all of them in the early phases of clinical trials.This
year two large-scale trials are under way in the United
States and in Thailand. Initial results are expected towards
the end of 2002. Numerous other vaccine endeavours are
also under way.

New drugs and diagnostic tests for sexually transmitted
infections currently under development could help prevent
their spread, ensure prompt and more effective treatment
and provide a valuable weapon in the fight against
HIV/AIDS.The currently available STI tests are too expen-
sive for use in most developing countries and laboratory
analysis is not always available. Moreover, a syndromic case
management – a cost-effective way of treating STIs on the
basis of symptoms alone – is often inadequate for women as
they may have no symptoms of infection. Efforts are also con-
tinuing to develop a vaginal microbiocide that could inactivate
HIV and other microbes that cause STIs.This would be a major
breakthrough in efforts to protect women who are unable to
insist on condom use.
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EFFECTIVE STRATEGIES 
Over the past two decades, innovative strategies have been
developed to increase the availability of tools and medica-
tions for controlling these three diseases to ensure that they
are accessible even to the poorest communities. Cost-effec-
tive strategies have been developed to mobilize both pro-
fessional and volunteer health service providers particularly
in regions where hospitals and health clinics are few and far
between, to bring these interventions closer to households
on an out-patient basis. Operational research continues to
improve these strategies and make existing medicines and
tools even more accessible.

Effective strategies for stopping TB

Millions of TB deaths can be averted through the use of
DOTS – a public health strategy designed to carefully mon-
itor each patient’s progress toward being cured while they
are being treated with a combination of inexpensive TB
drugs. This highly effective health care package is based on
a system of management and supervisory techniques
designed to ensure that every person involved in a TB con-
trol programme successfully completes the tasks for which
they are responsible. A key component is regular ongoing
support to the patient.This includes observation to ensure
that patients follow the treatment correctly and a follow-up
sputum test to determine whether it has been successful.
The strategy can cure disease in over 85% of infectious
patients, even in the poorest countries.The DOTS strategy
involves five essential elements:

Microscopy: Accurate diagnosis of active TB is the first
step in early detection of infectious patients; it sets the
DOTS cure cycle in motion.

Drug Supplies: Regular, uninterrupted supply of the 4-6
most effective drugs.

Monitoring: Through regular, standardised reporting pro-
cedures that hold health workers accountable for curing the
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patient. Rigorous record-keeping also provides early warn-
ing for emerging disease trends such as multidrug-resistant
TB.

Treatment: Regular, directly-supervised treatment by
health workers or volunteers for a period of 6-8 months.

Political commitment and resources: TB control is a
public health responsibility and top level support is crucial.

Though only a dozen countries followed this strategy a
decade ago, today DOTS is being used in 119 countries.
One in four TB patients throughout the world is being
treated under DOTS, although very few countries with a
high burden of TB have expanded DOTS to reach the
whole population. If the global targets for controlling TB are
to be reached, a rapid expansion of DOTS services is need-
ed, especially in high-burden countries.

While DOTS has proved to be very successful, the effec-
tiveness of this strategy is facing two new challenges: the
spread of multidrug-resistant TB (MDR-TB) and the co-epi-
demic of TB/HIV.To address these challenges WHO and its
partners have established two new strategies: DOTS-Plus
for MDR-TB and proTest for TB/HIV.

DOTS-Plus is a pilot strategy to address multidrug-resistant
TB, defined as resistance to at least isonazid and rifampicin,
the two most powerful TB drugs.This strategy includes the
five elements of DOTS and in addition takes into account
other issues that need to be addressed in areas where
there is a relatively high prevalence of MDR-TB.The aim is
to assess the feasibility and cost-effectiveness of treating
MDR-TB with more effective drugs in resource-limited set-
tings.

To tackle the TB/HIV co-epidemic, proTest is promoting vol-
untary counselling and testing for HIV as an entry point for
a range of HIV and TB prevention and care interventions.
Two-thirds of the people living with HIV worldwide are in
sub-Saharan Africa and more than 90% do not know they
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are infected.The region accounts for 70% of all co-infections
with TB/HIV.

Effective strategies for rolling back 
malaria
Widespread prevention and prompt treatment provide the
basis for the Roll Back Malaria strategy. Up to 30% of malaria
deaths can be prevented if children at risk sleep under nets.
With social marketing strategies, nets can be promoted and
made available to communities at risk. In areas of stable malar-
ia transmission pregnant women, who are particularly vulner-
able to infection, should receive intermittent preventive treat-
ment to reduce the risk of malaria and associated anaemia,
and also reduce the risk of low-birth weight which endangers
the survival and healthy development of newborns.

In areas of high seasonal malaria transmission, other mos-
quito-control measures continue to play an important role.
Monitoring of mosquito populations is also critical for
assessing whether resistance to the currently-used insecti-
cides is emerging and whether there is a need to switch to
other insecticides which are more effective.

Effective strategies for fighting HIV/AIDS

There are two core priorities in the fight against the
HIV/AIDS epidemic: preventing the spread of the disease
and providing care and support to those infected and
affected by HIV/AIDS.

Prevention focuses largely on promoting safe sex and the
use of condoms; it also involves postponing the first sexual
encounter for young people and mobilizing community
support against non-consensual sex. Voluntary testing and
counselling, harm reduction approaches to injecting drug
use, treatment of STIs and preventing mother-to-child
transmission are of equal importance. All these measures
face behavioural, cultural and religious barriers. But delaying
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prevention results in escalating costs. Per capita costs of
addressing the epidemic rise steeply as the prevalence rate
increases. Early and effective interventions have been shown
to keep prevention costs low.

Few countries have succeeded in prevention efforts with-
out strong political commitment at the highest level that can
engage a broad range of partners and address the stigmati-
zation and denial associated with HIV/AIDS. During the
1990s the success of prevention campaigns in Senegal
showed that HIV infection rates could be kept at very low
levels against all the odds with strong political commitment.
Political leaders took the initiative early on, openly discussing
the issues. Safe sex education was integrated into the school
curriculum and support obtained from the religious com-
munity. Condom use was promoted and treatment for sex-
ually transmitted infections made widely available.

Effective responses to HIV/AIDS involve preventing the
spread of the disease, hand in hand with reducing the
impact of the epidemic on households and communities.
Providing care and support to those infected by the epi-
demic include actions to ensure that people with AIDS have
access to antiretroviral drug therapy and drugs for treating
opportunistic infections.

Antiretrovirals (ARVs) have proved effective in extending
the lives of people infected with HIV and it is desirable to
put them to more extensive use in developing countries,
bearing in mind the respective infrastructures and other
health priorities. Although HIV prevention strategies
remain much more affordable and cost-effective than the
provision of ARVs, both strategies require the effective
organization of health systems to reduce the impact of the
epidemic. Intensive efforts and additional funds will be
needed to strengthen the capacity of health systems in
countries where they are currently underresourced and
underperforming, to ensure access to ARVs, including the
development of health and social services to monitor
patients. Addressing the issues of social stigma and denial
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are of critical importance, as are strategic actions in com-
munity mobilization.

Focusing on children, pregnant women
and mothers

Malaria has been shown to affect mainly children and preg-
nant women and young mothers. In the particular case of
malaria, life-saving improvements can be made through the
Integrated Management of Childhood Illnesses (IMCI) – a
strategy focusing on children – and Making Pregnancy Safer
– a package concentrating on pregnant women and moth-
ers.

IMCI helps tackle malaria, as well as diarrhoea and respira-
tory infections – often associated with HIV/AIDS, in children
and adolescents, facilitating rapid detection and treatment
even at the periphery of health care systems. IMCI focuses
on preventing and treating the five most common causes of
childhood death: pneumonia, diarrhoeal diseases, malaria,
measles and malnutrition.

IMCI is a broad strategy to improve child health, which
encompasses interventions at home, in the community and
within the scope of health systems. Its aims are to reduce
child deaths, diseases and disability and to improve children's
growth and development, with a special focus on the poor-
est and most disadvantaged. Three main components con-
centrate on family and community practices affecting child
health and nutrition, on health systems and on the skills of
health workers. The strategy also responds to the needs of
care givers. IMCI is a flexible strategy that addresses preven-
tive and curative interventions, including improved infant and
child nutrition, the promotion of breastfeeding, immunization
and the use of insecticide-treated nets in malaria-prone set-
tings.The IMCI treatment guidelines have been developed to
assist health workers to recognize signs of children’s illness
easily and to take appropriate action, even if there are coex-
isting health conditions.
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For expectant and new mothers, pregnancy and birth can be
made safer through simple and often inexpensive measures,
such as intermittent preventive treatment for malaria, treat-
ment of opportunistic infections in those with HIV infection,
HIV testing and preventing mother-to-child transmission, and
the presence of skilled attendants during birth. The Making
Pregnancy Safer is WHO’s strategy which ensures good
health care throughout pregnancy and childbirth and helps
prevent maternal and perinatal deaths as well as lifelong dis-
abilities due to complications of pregnancy. Integrated
Management of Pregnancy and Childbirth (IMPAC) package
forms part of this strategy. IMPAC costs no more than US$ 3
per year per capita in low-income countries and is designed
to prevent maternal and infant deaths. It involves ensuring 
access to:

• antenatal care;
• normal delivery care assisted by a skilled birth attendant;
• treatment for complications of pregnancy;
• neonatal care;
• family planning advice;
• management of sexually transmitted infections.

Effective strategies for stimulating
research

Public-private partnerships are proving a viable means to
increase efforts to research and develop better and more
affordable tools to fight AIDS,TB and malaria. Partnerships
between the public and private-sectors can provide incen-
tives for pharmaceutical companies to invest in the research
and development of new tools to fight diseases of poverty.
Such incentives must create confidence that there will be
viable markets for more effective and affordable tools when
they are developed, and help to accelerate the provision of
potentially useful products that are currently in the pipeline.

Likewise, increased cooperation between the research insti-
tutions of developed and developing countries, and
between industry and academia, is stimulating the develop-
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ment of new prevention and treatment strategies for infec-
tious diseases. Such cooperation focuses on access to more
affordable essential drugs, expanding in-country training in
laboratory and research techniques, and enhanced interna-
tional commitment.

SUCCESS IN THE MIDST OF POVERTY

Almost half of all deaths in developing countries are due to infec-
tious diseases. But wherever a low-cost strategy is available to 
prevent or treat infectious diseases, individual countries – even
poor ones –  can make dramatic progress in bringing them under
control. Some of the success stories which follow are evidence
that widespread and wise use of low-cost tools and strategies
coupled with flexible new ways of working, often through part-
nerships and across sectors other than health, can have a major
impact. Others demonstrate that innovative partnerships
between the public and private-sectors can stimulate the devel-
opment of even more effective interventions.

Peru cuts its TB burden in half

The highly successful TB programme in Peru provides over-
whelming evidence that the DOTS strategy works to stop
the spread of TB. With only 3% of the population of the
Americas, Peru accounted for 15% of the region's TB infec-
tion in 1997. It was one of the world's 22 highest-burden
countries for TB. Not only health, but also national produc-
tivity and prosperity were being undermined.

DOTS was adopted in 1990 and now covers the entire
country. The Peru TB programme's dynamic leadership
succeeded in increasing the proportion of infectious cases
treated under DOTS from its 1990 level of just over 70%
to 100% by 1998, with a cure rate over 90%. Rapid expan-
sion was possible because the country already had a TB
programme with trained nursing staff in place, to which
political commitment, sufficient resources for drugs and a
dynamic leadership were added. Strengths of the pro-
gramme include the stability of the TB management team

Strategies 

DOTS for curing TB and preventing its spread.

DOTS-Plus for curing multidrug-resistant TB and preventing its spread.

ProTEST for HIV/TB co-infection.

Social marketing of condoms for preventing HIV and nets for malaria
prevention.

Voluntary counselling and testing for HIV.

Health and sex education in school and beyond.

IMCI (Integrated Management of Childhood Illness) for preventing and
treating malaria and other childhood diseases, with a special adaptation
for children who are HIV-positive.

Making Pregnancy Safer for reducing maternal and perinatal deaths
due to malaria and other diseases.
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and a budget of more than US$ 5 million, fully provided by
the state.

Because the TB programme is a national priority, drugs are
free to patients and food packages are given as an added
incentive to encourage low-income families to comply with
the requirements for regular check-ups. In addition, drug
financing is maintained and supervision at intermediate lev-
els ensured as the health sector is reformed. Peru is also the
first of the 22 high-burden countries to systematically
address the problem of multidrug-resistant TB, by offering
the far higher treatment costs as an investment in a TB-free
future.

Viet Nam reduces malaria deaths by 97%

A concerted drive against malaria in Viet Nam has had a dra-
matic impact on the number of malaria deaths and cases.
Between 1992 and 1997,Viet Nam reduced its malaria death
toll by 97%. Simultaneously, as a preventive intervention, the
number of people using insecticide-treated nets provided
free of charge soared from 300 000 to 10 million.Today, with
its impressive success rates,Viet Nam is setting an example
for the entire Mekong region to achieve the target of reduc-
ing malaria deaths by at least 50% by 2010.

Viet Nam’s success has been achieved largely through coun-
trywide provision of insecticide-treated nets, indoor spray-
ing with insecticides, the use of high-quality antimalarial
drugs, preventing malaria in pregnant women, and disease
monitoring and reporting. Other important factors in the
country’s success were coordination of malaria control
efforts at the local level and considerable investment in
training and supervision of health workers in malaria-
endemic areas. Disease reporting and epidemic forecasting
systems were strengthened and supported nationally by
400 mobile teams.The development and manufacture of a
new class of antimalarial drugs – artemisinin derivatives –
to treat severe and multidrug-resistant cases of malaria was
also a major breakthrough.
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Cambodia slows the spread of HIV

In 1997, Cambodia had the highest HIV prevalence in all of
Asia with almost 4% of the adult population infected.Today,
it is one of only three developing countries in the world
where the HIV/AIDS epidemic seems to have slowed and
the number of new infections is actually in decline. This
remarkable turn-around is attributable to its pragmatic,
broad-based, comprehensive, frank and open national
HIV/AIDS prevention programme.

Cambodia is using an innovative combination of evidence
and advocacy. First, the national surveillance system, initiated
in 1994-1995 with support from WHO and the United
States Agency for International Development (USAID) and
funded by the World Bank, provided hard data on the evo-
lution of the HIV/AIDS epidemic.Then a coalition of part-
ners mounted a vigorous promotion campaign borrowed
from Thailand called “100% Condom Use” in all commercial
sex establishments. Careful programme monitoring has
shown that HIV infections among sex workers under the
age of 20 actually dropped by almost half – from 40% to
23% – between 1998 and 2000.

The increasing number of patients with AIDS-related illness,
however, threatens to overwhelm Cambodia’s health serv-
ices. This turnaround demonstrates nevertheless that pre-
vention strategies – coupled with unswerving national com-
mitment and leadership – can work to stem the tide of the
HIV/AIDS epidemic.

Medicines for Malaria Venture 
One of a new breed of partnerships whose uniqueness lies in
its business approach to public health, the Medicines for Malaria
Venture (MMV) offers a new perspective to the discovery and
development of medicines to treat, and perhaps one day pre-
vent, malaria. It addresses creatively the high cost and risk asso-
ciated with pharmaceutical research and development, and
seeks to discover and commercialize antimalarial medicines for
low-income population groups in developing countries.
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Established in 1999, MMV receives support from numerous
sources, including WHO, the International Federation of
Pharmaceutical Manufacturers Associations (IFPMA), the World
Bank, the government of the Netherlands, the Rockefeller
Foundation, the Global Forum for Health Research, the United
Kingdom Department for International Development (DFID),
the Swiss Agency for Development and Cooperation, the Bill
and Melinda Gates Foundation, and ExxonMobil.

MMV supports the process of drug research and development
(R&D) which requires a long-term engagement and investment
anywhere from 3-7 years from concept to chemical compound,
to clinical trials; then another 5-8 years to enter the commercial
market on a scale that would generate a return on the original
investment.Because earnings are limited by the drug’s patent life
that starts early in the development phase, a company investing
in drug R&D must aim to recover the costs of that investment
before its patents expire – usually 20 years from the date of fil-
ing.The total research cost for a portfolio of projects to pro-
duce drugs usually amounts to hundreds of millions of dollars
per drug.

By creating a “public venture-capital fund”, MMV hopes to pro-
vide the private-sector with incentives to discover, develop and
commercialize antimalarial drugs at prices people can afford in
countries hardest hit by the disease.The goal is to produce at
least one new product every five years. MMV functions like a
small R&D company. It is now targeting a budget of US$ 30 mil-
lion a year until 2004, to be divided between drug discovery
and development. If funding targets are reached, it is expected
that the first product to be generated by MMV will be com-
mercially available before 2010.

The International AIDS Vaccine 
Initiative (IAVI)

IAVI, created in 1996, promotes the development of safe,
effective and accessible HIV vaccines for use throughout the
world, especially in developing countries. Partners include
national governments, vaccine and biotechnology compa-

Successful country projects

DOTS to stop TB:
• In China, Nepal and Peru, the DOTS strategy has cut TB deaths by 

half during the 1990s.

Malaria deaths are avoidable
• In Malawi, the number of babies born with dangerously low birth 

weight was reduced significantly when women received intermittent 
preventive treatment, sulfadoxine-pyrimethamine (SP), during 
pregnancy.

• In Viet Nam the use of insecticide-treated mosquito nets, early 
diagnosis and rapid treatment reduced malaria deaths by 97%.

• In Azerbaijan, early diagnosis, rapid treatment, vector control and 
epidemic response reduced malaria cases by over 50%.

Prevention and care for HIV/AIDS
• A broad-based national effort in Uganda reduced HIV infection 

among pregnant women in Kampala from 30% to 11.4% (1990-
1999), and in urban areas outside Kampala from 13% to 5.2% 
(1992-1999).

• In Senegal, social marketing of condoms, sex education campaigns 
and improved STI treatment have kept HIV infection rates under 
2% since the mid 1980s.
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nies, academic and research institutes, international devel-
opment agencies, NGOs and private corporations. Major
funders include the Bill and Melinda Gates Foundation, the
Rockefeller Foundation, the Sloan and Starr Foundations,
the World Bank, UNAIDS, the governments of the United
Kingdom, the Netherlands, Ireland, Canada and the United
States. Since its establishment, IAVI has invested some
US$ 20 million in innovative international vaccine develop-
ment partnerships and negotiated groundbreaking intellec-
tual property agreements to help ensure that the fruits of
its labours will be available in developing countries.

Global Alliance for TB Drug Development

The Global Alliance for TB Drug Development (TB Alliance)
was launched in October 2000 with the ambitious goal of
developing an affordable new drug for tuberculosis by the end
of the decade. Created by leaders in health, science and indus-
try, the TB Alliance operates as a virtual R&D company with a
social mission.

TB Alliance was designed to overcome the global market fac-
tors that led to a 30-year absence of serious R&D in tubercu-
losis. Existing drugs impose excessive treatment duration, strains
of multi-drug resistant TB are spreading rapidly, and TB’s con-
vergence with HIV requires better preventive treatment.A new
anti-TB drug that reduces treatment to 2 months, is effective
against MDR-TB, and improves treatment of latent TB infection
(LTBI) would dramatically reduce treatment costs and acceler-
ate control and elimination of the disease.

To expedite the search for new therapeutics and bridge exist-
ing R&D gaps,TB Alliance partners with researchers in endem-
ic countries and draws on new science and recent biomedical
innovations. With creative agreements to share or acquire
promising technology, TB Alliance will invest and manage a
diverse portfolio of drug candidates. By outsourcing projects to
public and private institutions, it will fund selected testing and
development stages to further speed the process of delivering
technology to the patients who need it most.



Models
Azerbaijan - Bangladesh 

Botswana - Brazil - Cameroon
Indonesia - Kenya - Somalia - Uganda 

Strategies
Debt-relief - Coordinating aid - Surveillance  

Decentralizing services - Inter-country initiatives  
Broad-based partnerships - Participation of civil society - Private 
practitioners - Corporate involvement - Listening to the poor  

Resources
Laboratories - Microscopes - Storage facilities - Vehicles - Health

centres - Well motivated staff - Health volunteers

HEALTH
SERVICES 
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L ife-saving interventions must be delivered to those
at greatest risk through health services. Health serv-
ices provide the means for dispatching the tools and

supporting the strategies needed to combat infectious dis-
eases. These services are required to provide good-quality
health care that is affordable, accessible, equitable and rele-
vant to needs. If progress is to be made, vital components
must include trained and well-motivated staff, laboratories
and microscopes, health centres and facilities for storing
medicines, and vehicles for visiting remote areas.

However, in most developing countries the public health
system is poorly equipped to provide services that meet
the main health needs of the population. Moreover, good
quality private health care is often priced beyond the reach
of the poor.The health systems of many developing coun-
tries are so weak that disease surveillance and reporting
systems barely function, making it difficult to identify disease
outbreaks and respond to the most urgent health needs.

RESOURCES FOR HEALTH SERVICES

Health services are frequently underfinanced in developing
countries.The governments of some poor countries devote
as little as US$ 10 per capita to health. In many African
countries, external assistance accounts for a large share of
government health budgets. In the early 1990s, 40% of
Uganda’s health budget was provided through donor assis-
tance; Gambia met 84% of its health costs with foreign aid.
Throughout the developing world, far greater amounts of
money are often devoted to other areas such as military
spending and the construction of prestigious public facilities.

Even when more money is forthcoming, resources alone
are not sufficient. Governments must use these resources
effectively and target them towards meeting the needs of
the poor. In some countries, 60% or more of government
health spending is devoted to urban hospitals serving just
10% of the population. In Ghana for example, the more
affluent population account for three times more public

In many developing countries,
existing health services must be
expanded, diversified and refocused
to reach more people. New health
services also have to be created
where none currently exist.
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health spending than the poor. In 10 developing countries,
between 1992 and 1997, only 41% of poor people suffer-
ing from acute respiratory disorders – including tuberculo-
sis – were treated in a health facility compared with nearly
60% of the affluent. In the same period, only 22% of births
among the poorest 20% of people were attended by med-
ically-trained staff, compared with 76% among the richest
20%.

Economic constraints – many of them imposed externally –
often dictate difficult national budgetary decisions. Because
of its burden of debt, Nigeria made cuts in recurrent expen-
ditures such as payment for health-staff salaries and supply
of essential drugs, in both urban and rural areas. Niger
spends more than twice as much servicing debt as it does
on primary health care. Adjustment policies designed to
compensate for inadequate resources, inequality and pover-
ty resulted in deep cuts in government spending on health
and infrastructure and left Niger’s poor and marginalized
people with virtually no access to medical care.

The combined impact of AIDS,TB and malaria has further
stretched health services beyond their limits. During the
late 1980s and the 1990s, the AIDS epidemic spread rap-
idly in Africa. In addition to AIDS,TB and malaria added a
massive socioeconomic burden on already-struggling
public health systems. Countries with very high rates of
AIDS were simply overwhelmed, while health profession-
als were dying faster from AIDS than they could be
trained. In one Zambian hospital, for example, deaths
among health care workers increased 13-fold in the past
decade as a result of AIDS.

When the public sector fails to meet the health needs of
the population, those living in poverty must often opt for
more expensive private medical services. Out-of-pocket
payments to private medical services and traditional healers
can exceed public expenditure and can cost a small fortune
compared to the patient’s earnings. Up to 90% of house-
hold expenditure on health in India is spent on private-sec-
tor health care, with the poor paying proportionally far
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more than the rich. Much of this goes on drugs and treat-
ments that are not medically justifiable or effective.

A shortage of health professionals and
supplies

Health systems depend on people – professionals and support
staff with the necessary education, training, skills and motivation
to do their jobs effectively. However, there is often a mismatch:
an oversupply of qualified staff with an undersupply of infra-
structure, equipment and drugs – or vice versa.

Limited training and low pay for qualified health workers in
many developing countries cause severe problems in serv-
ice delivery. In Cameroon, the ratio of health professionals
per acre is 1: 400 in urban areas and 1: 4000 in rural loca-
tions, requiring people to travel great distances to find
health care in rural areas. This kind of imbalance is just as
severe in rural areas of Cambodia, where 85% of the pop-
ulation lives, but where only 13% of health workers are
based; and in Angola, where 65% of the population live in
rural areas but only 15% of health workers, the vast major-
ity of these having opted for better-paid jobs in urban areas.

In some countries, even where trained health staff are in
place, primary care centres and district hospitals lack ade-
quate facilities to diagnose infections and repeatedly run out
of medical supplies and drugs. For example in Zambia,
where the number of TB cases increased sixfold between
1992 and 1998, proper treatment was hindered because
health facilities kept running out of TB drugs.

It is now widely recognized that protecting a community’s
health requires support beyond the responsibilities of doc-
tors, nurses and professional medical staff. Health services can
often be extended or diversified by using networks of volun-
teer health care providers. Religious organizations, other
organizations (such as Rotary International, Zonta
International and the Lions Club) and community organiza-
tions provide extensive networks of volunteers.They can be
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trained to offer basic services such as the observation of TB
treatment, distribution of insecticide-treated nets and educa-
tion on how to prevent infection from HIV. Businesses and
factories can integrate the provision of health services into
the work week of their employees. Schools offer an obvious
forum for educating future generations on how to protect
themselves and their families from deadly diseases.Yet these
vast networks of human resources are often untapped by
national health systems.

Poor access to services

In many developing countries groups that are marginalized
because of their ethnic background, geographical location or
gender are at higher risk of levels of infectious disease. For
example, in north-eastern and south-eastern Brazil, (poor
regions with large ethnic minorities) the death rate among chil-
dren under-five for the poorest 20% of the population is now
three times that for the richest 20% in the rest of the country.

A long history of gender discrimination also leads to
inequalities that perpetuate women’s lack of access to
resources and services for themselves and their children.
Almost 70% of the 1.2 billion people living in extreme
poverty are women who experience more illness and are
less likely to receive medical treatment before the illness is
well advanced. In many cultures, the lower value assigned to
women translates into higher levels of suffering, with nearly
33% of all causes of death among women being due to
infectious diseases.

TEN STRATEGIC FACTORS FOR DELIV-
ERING AND STRENGTHENING HEALTH
SERVICES 

In many developing countries, existing health services must
be expanded, diversified and refocused to reach more peo-
ple. New health services also have to be created where
none currently exist.Where public health services are inad-
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equate, they can be substantially expanded with services
from the private and voluntary sectors. These sectors can
also help develop innovative ways of diversifying services
under government stewardship which will protect the inter-
ests of the poor and ensure that best public health practices
are adopted.The following 10 strategies have been used by
some countries to strengthen, extend and diversify their
health services.

Debt-relief

A serious problem in the poorest developing countries is
that public resources are too often diverted to debt repay-
ment, leaving little to cover the health or other needs of the
population. In Africa, more than one-third of national budg-
ets are poured into debt repayments while less than one-
tenth are spent on social services, including health. Help
with this problem is increasingly being provided by the
World Bank and the International Monetary Fund through
the enhanced Highly Indebted Poor Countries (HIPC) ini-
tiative. The HIPC initiative focuses on 42 countries, 31 of
which are also among the poorest in the world. The
“enhanced HIPC initiative”, which was launched in 1999, is
now gathering momentum. This process promises faster,
deeper and broader debt-relief. In some sub-Saharan coun-
tries national poverty reduction and social strategies include
specific actions to prioritize health issues such as the con-
trol of HIV/AIDS,TB and malaria.

By July 2001, 23 countries had qualified for debt-relief
amounting to US$ 34 billion from the World Bank.Taking into
account debt cancellations by bilateral aid donors and reduc-
tions in commercial debt repayments, the overall debt-
relief provided to these 23 countries amounts to 
US$ 53 billion, compared with an initial debt stock of 
US$ 74 billion.The debt service ratios of these countries will
therefore be much lower than previously estimated. Equally
important, the funds saved are being used for social and
development spending, with the education sector (40%) and
the health sector (25%) being the main beneficiaries.
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Poverty Reduction Strategy Papers (PRSP) that countries
prepare as part of the debt-relief process provide a frame-
work and a process for linking policy discussions at the
macro level, with health systems and community action to
reach specific health outcomes. Several countries have
selected infectious disease targets and indicators as PRSP
core indicators, which will help in government financing of
actions to scale up the response. For example, Cameroon
have decided to increase the percentage of pregnant
women sleeping under bednets.

Coordinating aid

In countries with widespread poverty, such as those in sub-
Saharan Africa, too many health programmes continue to
be “vertically” organized, without reference to local needs,
and funded by individual donors. This burdens countries
with sometimes inappropriate projects, advice and equip-
ment – in addition to the administrative complexity of coor-
dinating the contributions of multiple donors, with a variety
of project cycles, procedures and special interests.
Development assistance is nonetheless a vital resource in
addressing the health needs of the poor, and must be put to
optimal use.The Sector Wide Approach (SWAP) and other
development frameworks, such as the World Bank’s
Comprehensive Development Framework, are aimed at
achieving the greatest possible impact on health and devel-
opment from the resources available – both local and
external.They do so by reducing transaction costs, duplica-
tion and fragmentation of policies and services while
increasing the focus on the health sector as a whole.

Sector Wide Approaches can be seen as a coordination
mechanism to accelerate the aid process. They work by
encouraging dialogue to create stronger cross-sector plans,
common financing and management arrangements, and
help avoid redundant funding of development plans by
donors. Government stewardship in this context implies a
fundamental shift in the role of government – from direct
provisioning of health services to indirect and far broader

Development assistance is a vital
resource in addressing the health
needs of the poor, and must be put
to optimal use.
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oversight, strategic purchasing, financial rule-setting, and
expanding health care and service delivery.

Surveillance 

For progress to be made in tackling infectious diseases, the col-
lection and analysis of information about their prevalence is vital.
This involves tracking outbreaks and infection rates of individual
diseases in each country and feeding this information into glob-
al networks that can then plan responses. It also involves mon-
itoring the strains of a disease which are occurring in a particu-
lar area, and evaluating the impact of interventions and any evi-
dence of drug resistance.

Many nations already have monitoring systems. Additionally,
specialized alert networks, focusing on geographical regions
or a single disease, also exist. But these surveillance systems
have operated independently until now. WHO is weaving
these systems into a Global Outbreak Alert and Response
Network.Where gaps exist,WHO is providing training and
equipment to build new disease monitoring systems.

Decentralizing services

Decentralizing health services by devolving decision-making
and funds to district or local authorities and strengthening
their capacity can make services more responsive to public
health needs. Such decentralized services are also more
accountable to the people they serve, and yet are still linked
to central government, which sets overall policies and mon-
itors how authority is exercised and how public money is
spent.

Recent decentralization efforts in the United Republic of
Tanzania have handed over authority to 35 districts, allow-
ing them to set their own priorities within overall national
guidelines, allocate funds, manage a strong monitoring and
evaluation system, and train, hire and transfer specialist staff.
Likewise, in Indonesia and Uganda, district governments
have recently been given the authority to plan their own

Decentralizing health services by
devolving decision-making and funds
to district or local authorities and
strengthening their capacity can
make services more responsive to
public health needs and more
accountable to the people they
serve.
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development and allocate funds accordingly. The limited
expertise and experience of local government staff in poli-
cy formulation, planning, and monitoring and evaluation is a
challenge to the success of decentralization. Higher levels of
government and local universities, however, can help to
strengthen local capacity in these areas.

Inter-country initiatives

Institutional partnerships in and between countries are play-
ing a vital role in capacity building. Several WHO collabo-
rating centres in the South-East Asia region are working
together to offer public health training for young people. In
Thailand, for example, the Ministry of Public Health has
trained more than 90 graduates who now run the epi-
demiological services in Thailand, and this programme has
now been extended to neighbouring countries in the
Mekong delta.The Asian Collaborative Training Network for
Malaria involves nine countries with rotating country direc-
torship, and supports managerial capacity in malaria pro-
grammes with regional training courses. The World Health
Organization’s collaborating centre in Thailand is supporting
capacity development in HIV/AIDS care by offering training
courses on the management and care of HIV/AIDS patients.
In New Delhi (India), the National Institute of
Communicable Diseases organizes paramedical training and
short courses in outbreak investigation and response and
the All India Institute has a two-year epidemiology training
programme in Chennai. Another collaborator, the South-
East Asian Ministers of Education Organization (SEAMEO)
is working with WHO on mapping of tropical diseases in
the Mekong region. Also in India, the management of TB
with DOTS and a course on leadership training are being
offered by WHO collaborating centres.

Cultivating broad-based partnerships

Effectively addressing the immediate needs for improved
and expanded health care means introducing changes and
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diversifying at a pace appropriate to each country’s capac-
ity, while planning longer-term improvements to infra-
structure, institutional arrangements and capacity. The
stakeholders in this process should also include academics,
research institutes, NGOs, the private-sector and civil soci-
ety. This is already happening in more advanced develop-
ing countries in Asia, where academic institutions already
play a prominent role. Through exchanges at the health,
scientific, R&D and policy levels, their potential is applied
specifically to resolving local challenges in infectious dis-
ease control.

NGO and civil society participation

NGOs and civil society contribute to health-related activities
through their knowledge of people’s needs and by organizing
grassroots activities. Although the performance of NGOs
varies widely, they are often more effective and innovative
than governments in delivering services directly to the poor.
NGOs and civil society can also support the development of
better governance. Once people themselves – particularly
women and ethnic minorities – become organized in civil
society organizations, they can influence local and national pol-
icy by articulating their health needs and holding authorities
accountable.At the same time, they can lessen the control of
power and funds by local elites.

Throughout the developing world, such groups are becom-
ing more active and powerful in providing an alternative
health service. For example, in Zambia, village councils
formed partnerships with health authorities to tackle malar-
ia.Then, supported by a donor, they stocked up on insecti-
cide-treated nets, diagnostics and antimalarials for the pre-
vention, rapid diagnosis and treatment of malaria. Faith-
based organizations have played prominent and effective
roles in health care delivery in many countries.The Christian
Health Association of Kenya, for example, is involved in gov-
ernment policy-making, technical assistance and health-staff
training, and advocates the waiver of health-service user
fees for the poor.
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Private practitioners 

Private doctors provide health services to a significant pro-
portion of the population in many developing countries,
and their services are often put to greater use than public
health services. Private practitioners are a valuable
resource, located close to, and often trusted by, the com-
munity.They represent major opportunities to tackle global
public health problems. However, private health care often
places a huge financial burden and often provides services
that are not always appropriate to people's needs.

For example, evidence from India illustrates both the
strengths and weaknesses of private practitioners in the
case of TB control. Studies show how the positive aspects
– such as their proximity to TB patients and acceptance of
their services by these patients despite costs – are often
countered by their inappropriate TB management prac-
tices. This is generally a result of their ignorance about
sound public health practice.Yet, one example of a private
hospital working with a local TB control programme in
India to implement DOTS demonstrates that this collabo-
ration can be very effective. Bold and sensitive initiatives
for bringing private and public health care providers
together for a common cause could go a long way toward
controlling major infectious diseases.

Corporate involvement

The ExxonMobil Corporation is playing a vital role in Roll
Back Malaria (RBM) initiatives in five African countries:
Angola, Cameroon, Chad, Equatorial Guinea and Nigeria.
Launched in 2001 and initially targeted at the company’s
employees and their families, the aim is to extend malaria
services to the community to give all people in these malar-
ia-endemic areas access to essential medicines and preven-
tion measures.

Led by national health ministries, these initiatives have been
undertaken in full cooperation with RBM partners, including
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nongovernmental organizations and private foundations.
Each programme has its own focus. In Angola, it is perform-
ing baseline studies on insecticide-treated nets (ITNs). In
Cameroon, it is the development of comprehensive ITN
programmes, ranging from insecticide-treatment techniques
to staff education and training. In Chad and Equatorial
Guinea, the focus is on education and training for doctors
and nurses who diagnose and treat malaria. In Nigeria, plans
are under way to launch 12 village-based health clinics,
which will be equipped with staff and resources to handle
medicine distribution; they will also provide training in
malaria prevention and control for pharmacists and health
workers, in addition to making insecticide-treated nets avail-
able. Broader awareness-raising campaigns are being con-
ducted together with these country initiatives, which may
be expanded in the future.

The Coca Cola company has also recently formed a part-
nership with the Joint United Nations Programme on
HIV/AIDS (UNAIDS) to work on marketing and distribu-
tion of education and health materials. Coca Cola is using
the results of decades of market research and advertising
knowledge to help develop public awareness and informa-
tion campaigns.The company is also providing the resources
of its Africa-wide network of manufacturers and distribu-
tors to spread education and information materials, as well
as HIV testing kits, across the continent.

Listening to the poor

It is often mistakenly assumed that external agents deliver
the benefits while the poor are passive beneficiaries.
However, many interventions can be provided more effec-
tively when resources are allocated to support basic social
services so that the poor are empowered to help them-
selves. For example, microcredit schemes provide an impor-
tant source of income, especially when a family is impover-
ished due to chronic or debilitating illness. In Nepal, a poor
country with a high burden of TB, microcredit schemes link-
ing regular group meetings with distribution of anti-TB med-
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icines have provided income-generating opportunities,
while at the same time promoting better compliance with
TB regimens.

MODELS FOR IMPROVING HEALTH
SERVICE DELIVERY

Despite many obstacles, countries have managed to mobi-
lize funds, skills, knowledge and action to reverse the impact
of infectious diseases.These achievements usually originate
in identifying and responding to the most urgent health
needs and are a result of strong government commitment.
They are also characterized by a commitment to removing
barriers to health service access and making services equi-
table, accountable and supportive to the poor.

Azerbaijan

Although malaria had been virtually eliminated in Azerbaijan
by the end of the 1960s, the later break-up of the former
USSR, followed by conflicts in the district of Nagorno
Karabakh and economic turbulence, brought a disturbing
resurgence of the disease in the mid-1990s. In response, a
partnership was formed between WHO, the International
Federation of Red Cross and Red Crescent Societies
(IFRC), Médecins sans frontières Belgium, UNICEF and
other UN agencies.

Then in 1998, in the context of WHO’s newly launched Roll
Back Malaria partnership, Eni – an Italian multinational oil
and gas company – also joined as a private-sector partner.
Eni, which has set up a network of health facilities for its
staff, families and local communities in some 70 countries
throughout the world, recently contributed US$ 767 000 to
a three-year malaria control programme in Azerbaijan,
which helped reduce malaria cases there by over 50% dur-
ing the late 1990s.

The project built capacity for early malaria diagnosis and
rapid treatment, improved surveillance and epidemic

In just two years,Azerbaijan was able
to reduce malaria cases by half as a
result of strong partnerships.
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response, promoted cost-effective mosquito control and
strengthened operational research capacity within the
Azerbaijani Ministry of Health in collaboration with the min-
istries of agriculture and water management, as well as the
private-sector. The campaign was impressive: during 1998
alone, some 400 000 at risk people received preventive
medicines and case detection was improved.As a result, the
number of malaria cases was halved in only two years, and
dropped from its 1996 high of 13 000 cases to only 1 500
in 2001.

Bangladesh

One of the largest NGOs in the world is BRAC – the
Bangladesh Rural Advancement Committee – which has
successfully provided health, education and microfinancing
services to the poor. Its capacity and efficiency have often
exceeded that of the government. Although the emphasis
of BRAC’s work is at the community level, its success has
been instructive for national and even global policy initia-
tives.

To ensure sustainability, all of BRAC’s health activities are
integrated within essential health care programmes. A net-
work of local health specialists and workers provides serv-
ices for child survival, family planning, women’s health and TB
in numerous fully-equipped facilities.The community-based
TB control programme, covering a population of 13.4 mil-
lion, has a cure rate of nearly 87%. In the course of its work,
BRAC has been instrumental in mobilizing thousands of
community health workers to care for TB patients; training
health specialists; building facilities and equipping laborato-
ries with diagnostic equipment and supplies.

BRAC’s experience with TB treatment using the DOTS
strategy has been copied regionally and internationally,
with delegations from Japan and Nepal being sponsored
by the Japanese International Cooperation Agency to
observe and learn from BRAC’s experience in instituting
community-based DOTS. The success of BRAC’s projects
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has been instrumental in mobilizing additional funds to
expand services and to gradually cover rural areas
throughout the country.With the rise in HIV/AIDS, BRAC
has developed the capacity to deliver disease-awareness
campaigns and prevention strategies among the districts
and communities it serves.

Botswana

In areas such as franchising, social marketing and contract-
ing, governments can learn from the private-sector. In
Botswana, the diamond mining joint venture, Debswana, is
active in the fight against AIDS. Although rich in mineral
resources, Botswana currently has the highest HIV preva-
lence of any country in the world with nearly 40% of the
adult population estimated to be HIV-positive. The tide is
now beginning to turn however, with some much-needed
support from the private-sector.

Debswana, for example, agreed in May 2001 to cover 90%
of the cost of treating its HIV-positive employees with life-
prolonging antiretroviral drugs. As Debswana is also the
country's largest private employer, it is hoped that this
model will encourage other socially responsible businesses
to follow suit. Such initiatives are receiving full political sup-
port from the government. Botswana’s President is person-
ally leading the crusade to save his people from the "threat
of annihilation". This initiative has prompted the
Government of Botswana to develop a policy that would
lead to free ARV treatment in public hospitals for all who
are suffering from AIDS.

Brazil

Drug-price reductions can be achieved through the pro-
duction or importation of generic alternatives. For example,
the Government of Brazil has a policy of universal access to
antiretroviral drugs, which benefits nearly all AIDS patients
in the country. From 1996 to 1999, thanks to antiretroviral
therapy, the number of AIDS deaths was nearly halved in
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Brazil and the incidence of opportunistic infections was cut
by 60% - 80%. Without significant decreases in the cost of
antiretrovirals, however, Brazil’s universal access programme
would not have been possible. The Government achieved
these price reductions through the local manufacture of
drugs that were not patent-protected, combined with bulk
purchases of imported antiretrovirals and price negotiations
with the producers. Between 1997 and 1999, many AIDS-
related hospitalizations were averted, resulting in savings of
nearly US$ 290 million. During this period, condom sales
also doubled.

Brazil allocates US$ 450 million each year to providing
free antiretroviral treatment. In Asia, Thailand’s dramatic
reduction in HIV infection rates is also largely due to gov-
ernment financing of most HIV/AIDS control programme
activities. In 1997, the country’s budget for these activities
had reached US$ 82 million – more than US$ 1 per capi-
ta. Even this underestimates the magnitude of country-
mobilized funds: as early as 1991, private businesses alone
contributed an estimated US$ 80 million towards fighting
AIDS in Thailand.

Cameroon 

In sub-Saharan countries, where public spending on health is
low, increasing spending on health services in rural areas is an
important element in poverty reduction. Most countries
involved in poverty-reduction strategies are already chan-
nelling debt-relief funds into control of the main infectious
diseases. In Cameroon, where more than 50% of people live
below the poverty line, the control of HIV/AIDS has been
identified by the Government as one of the primary means
of reducing poverty.An estimated US$ 2 billion in debt-relief
funds will be directed to improving social services for sup-
porting HIV/AIDS work, and also for increasing vaccinations,
controlling malaria and completing a health map of the coun-
try.The Government of Cameroon has explicit policies and
strategies for tackling HIV/AIDS, and is committed to pre-
venting the further spread of the disease. It is offering finan-
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cial incentives to health professionals as well as educating staff
to treat people living with HIV/AIDS and STIs.Arrangements
are being made to improve the procurement and overall
delivery of drugs and supplies.

Cameroon’s chance came during the early consultative
stages of the World Bank, IMF HIPC process when local
NGOs and donors were asked to contribute towards the
HIV/AIDS strategy, opening the way for future collabora-
tion. The private-sector was also involved in comanaging
and cofinancing health services. For example, the
Cameroon Development Cooperation (an agro-industrial
business), and the Cameroon Aluminium Company have set
up prevention and awareness-raising campaigns. In addition,
closer links were forged with a number of partners, includ-
ing bilateral donors, development banks and UN agencies.
This process motivated the donor community to increase
its resources for tackling other major infectious diseases
through existing programmes such as Roll Back Malaria,
Stop TB and the Global Alliance for Vaccines and
Immunization (GAVI).

Indonesia

Some governments are introducing new human-resource
development approaches, including combining staff with dif-
ferent skills, decentralized recruitment, financial incentives,
performance-based pay and civil-service reforms. In
Indonesia, a new system of financial incentives, which offers
civil-service appointments to doctors willing to work in
remote areas, has proved successful in attracting doctors
from urban centres. A payment-for-performance system has
also been introduced which rewards knowledge and profes-
sional performance and has boosted both transparency and
motivation.The creation of semi-autonomous public hospitals
has also had the effect of decentralizing control to the level
of district and primary care centres. Working together with
local NGOs and civil society organizations, these centres have
been able to deliver services that better reflect the needs of
the local population.
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Kenya

Creating local markets, bringing new sources of income to
local communities and linking these initiatives to improved
health is critical as a supplement to government services. In
Kenya, for example, the African Medical and Research
Foundation (AMREF), together with the pharmaceutical
company GlaxoSmithKline, has successfully promoted the
use of insecticide-treated nets by linking it with the estab-
lishment of a local income-generating industry.

In this innovative project, community groups were trained
to sew and sell ITNs. An extensive health-promotion cam-
paign sponsored by GlaxoSmithKline got sales off to a good
start, and over a four-year period more than 5 200 nets
were produced. Coverage in the local communities of some
75 000 people expanded from 14% to 20%. Looking for a
way to link community-based manufacturing to established
local industry, AMREF held consultations with the local
authorities, the Ministry of Health and local businesses, and
then launched the Employer-Based Malaria Control in
Coastal and Western Regions of Kenya project. Promotional
activities were so successful that the initial demand for nets
outstripped supplies.

Kenya is also modelling cost-effective methods for drug pro-
curement. Bulk purchasing is now done through a local pro-
curement and distribution agency. This method has pro-
duced a 40% saving on annual drug expenses. Regional
cooperation has also proved effective in other parts of the
world. For example, the Eastern Caribbean Drug Service
representing six countries achieved a 44% average price
reduction for the top 25 drugs in the region.

Somalia

Fourteen international NGOs and two local authorities,
with the coordination and support of WHO, collaborated
to provide a remarkable example of how health services
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can be developed and a disease such as TB managed suc-
cessfully even during complex emergencies.

Somalia has been suffering from ongoing civil strife.
Establishing and delivering health services during complex
emergencies of this nature is a challenge. Collaboration
among international NGOs, local authorities and WHO
made it possible to develop and deliver effective services to
manage TB.

TB is highly endemic in Somalia and is one of the leading
causes of morbidity and mortality. Aside from security,TB in
Somalia is reported to be the greatest barrier to stability
and economic development.

Through this partnership,TB diagnostic and treatment serv-
ices were made available, and DOTS was introduced in 22
health facilities in 15 out of 18 regions.These services have
enabled the detection of more than 23 000 cases of TB and
cured more than 85% of them between 1996 and 2000.
This shows how health services can be developed during
complex emergencies and how a disease of poverty can be
successfully managed.

Uganda

The process of developing sectorwide approaches has
gathered momentum in several African nations where they
are the preferred mechanism for strengthening district and
primary health care services. Resources have been invested
in their development and are bearing fruit in terms of
improved strategic planning and financial control, wider
political support and country ownership. In Uganda, the
Government has demonstrated a commitment to building
health-organization and management systems and to devel-
oping a sound legal and regulatory framework in health
care. Minimum health care packages have been developed
and access to services improved through construction and
upgrading of primary health care centres. Funds channelled
to primary health target “best buys”– cost-effective inter-

Local NGOs and community groups
play a central role in HIV/AIDS care,
support and prevention activities.
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ventions which benefit the poor – have been used to
increase immunization coverage, distribute insecticide-treat-
ed nets and antimalarials, expand awareness of HIV risks
and increase condom use by vulnerable groups. The
Government has also established HIV/AIDS coordination
mechanisms at central and district levels that are reviewed
quarterly by donors and civil-society organizations.

Key in reducing Uganda’s high HIV infection rates has been
a remarkably high level of political commitment – spear-
headed by the President himself – to prevention and care,
involving a wide range of partners across all sectors of soci-
ety. A large number of local NGOs and community groups
have taken up HIV/AIDS care, support and prevention
activities, with people living with HIV playing a leading role.
In addition, a creative social marketing scheme boosted
condom distribution to over a million and condom use
from 7% nationwide to 85% in urban areas within the short
space of a decade. Another innovative scheme is a self-
treatment kit for sexually transmitted infections (STIs).
Shopkeepers who sell the kits over the counter at low, sub-
sidized prices are also trained in STI management strategies.
Yet another Ugandan innovation was the 1997 introduction
of same-day voluntary counselling and HIV testing services.
The combination of education and action has helped
reduce the country's HIV infection rates even while the
rates of neighbouring countries are still spiralling upwards.

Uganda has also taken significant steps to address malaria.
Prices for essential drugs can be lowered if governments
reduce import duties, customs and taxes, and remove undu-
ly restrictive regulations. In a recent move to ensure malar-
ia protection for millions of children and adults, Uganda and
12 other African countries – Cameroon, Côte d'Ivoire,
Ghana, Kenya, Mali, Mozambique, Namibia, Nigeria, Sudan,
the United Republic of Tanzania, Zambia and Zimbabwe –
reduced or abolished taxes on insecticide-treated nets to
make them more affordable. Previously, tariffs constituted
30% - 40% of the retail prices of nets.

Prices for essential drugs can be 
lowered if governments reduce
import duties, customs and taxes,
and remove unduly restrictive 
regulations.
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South Africa - Thailand

Indonesia - Bangladesh - Malawi
United Republic of Tanzania

Social marketing - Cause-related marketing

Strategies
C.A. U. S. E. strategy for social change - P. E. O. P. L. E.

strategy for mobilizing healthy behaviour - COMBI

Resources
Political will - Consumer communication and marketing expertise

Networks of people and organizations - Media access
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I t is not enough to have condoms at hand. It is not
enough to have widespread knowledge about
HIV/AIDS and how to prevent it.The knowledge has to

be applied.

Only half the job is done in tackling diseases of poverty if
we rest once effective health interventions are made avail-
able on a massive scale through upgraded and greatly
expanded health service systems. We may bring superb
health interventions to the very doorstep of those affected,
but it is only with the adoption and maintenance of related
healthy behaviours that will we be able to contain the rav-
ages of the major infectious diseases.

The foundation for having people adopt healthy behaviour
is knowledge, once the required health services or products
are within reasonable reach. The World Bank’s World
Development Report 1998/1999: Knowledge for Develop-
ment, drew particular attention to the importance of
knowledge acquisition in reducing poverty. Yet 50 years of
public health experience resoundingly point to the inade-
quacy of such an approach if it ends there. What is central
to adopting healthy behaviour is the application of knowl-
edge in the complicated context of culture, social norms,
and a variety of social influences.

In reality, knowing what to do is quite different from doing
it. The health field abounds with examples of how “knowl-
edge” in itself fails to prompt desired behavioural results.
Increased awareness and education about healthy behav-
iour have notoriously been insufficient bases for individual
or family action, though they are essential steps in the
process towards practising healthy behaviour. Regrettably, an
informed and educated individual is not necessarily a behav-
iourally responsive individual. It is only with strategic, peo-
ple-centred, behaviourally-focused social mobilization and
communication that health interventions will move from
the shelves to people’s daily lives.This needs to be given the
same devoted attention that the private-sector has
bestowed on what it calls consumer communication.

The control of HIV/AIDS,TB and
malaria is now arguably more a 
political and communications 
challenge than a scientific or medical
one. The medical and technical 
solutions for the major infectious
diseases exist. The real challenge is
to mobilize political and social 
capital to ensure these interventions
are used widely and well.
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Drugs, health centres and knowledge are
not enough

The most fundamental challenge in confronting the major
infectious diseases of HIV/AIDS, tuberculosis and malaria is
convincing individuals, within the context of their families
and communities, to adopt and maintain healthy behaviour.
But this challenge is often assumed to be met once “every-
thing else is in place”, once the “enabling environment”
exists, once the health services are there and the health
interventions available.

Quality health systems, trained staff and health services and
products should be in place. Condoms cannot be used if
these are not available; mothers cannot treat their children’s
fever with antimalarial drugs if they are not within reach.
Insecticide-treated nets will not be used unless they can be
obtained fairly easily and at reasonable cost.What is so frus-
trating is the realization that superb medical or technical
solutions to health problems do not sell themselves, even
when readily available.

When nets are available, what could be easier than having that
family sleep under a net? What is so difficult about ensuring
people regularly swallow a few readily available drugs to rid
themselves of TB? But the deceptive simplicity of these expect-
ed behaviours bedevils us. In the province of Sumatra,
Indonesia, the Ministry of Health spent much effort and money
to establish a substantial network of health clinics and subcen-
ters with a midwife in almost every village.Yet health officials
still wonder why these facilities are so underused and why tra-
ditional birth attendants continue to draw far more people
than the trained and familiar village midwife.

People who know they are sick with TB and who know there
are drugs to cure them do not jump at the mere availability
of TB drugs.TB programmes are constantly challenged by the
phenomenon of inconsistent drug consumption, even when
clients are fully informed and seem to understand the need
for maintaining a strict regimen.
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In malaria-endemic parts of sub-Saharan Africa and India,
the behavioural response to a possible malaria fever is more
often a shrug and “ride it out” until it is too late. People have
been living with these fevers for generations; so why worry
now, they conclude. Stockpiles of nets are meaningless if
families fail to appreciate the value of owning them and
sleeping under them. Sleeping under a net is often seen as
quite burdensome.

Abundant access to condoms matters little if people are
unwilling to use them. In southern Africa and the
Caribbean, two regions with the highest rates of HIV/AIDS
infection, field reports suggest that the behaviour of being
faithful to one’s partner is snappily dismissed, despite
widespread familiarity with the causes of AIDS and exten-
sive dissemination of the message “Be faithful”. In circum-
stances of high HIV/AIDS prevalence, where condoms are
relatively easy to get and where most people understand
their HIV/AIDS preventive function, the consistent use of
condoms in sexual activity is no more than about 20% at
best.

RESOURCES FOR MOBILIZING 
HEALTHY BEHAVIOUR

The control of HIV/AIDS, TB and malaria is arguably now
more a political and communications challenge than a sci-
entific or medical one.The medical and technical solutions
for the major infectious diseases exist. TB can be cured by
available drugs; HIV/AIDS can be prevented when commu-
nities mobilize to support behaviour change; and the malar-
ia burden can be reduced by available drugs and the use of
insecticide-treated nets. The real challenge is to mobilize
political and social capital to ensure these interventions are
used widely and well. Unfortunately, most of the resources
required for planning and implementing behaviourally-
focused social mobilization and communication pro-
grammes remain untapped. Consequently, we continue to

HIV/AIDS: knowledge vs behaviour

HIV/AIDS research conducted in 1999 for the Mothusimpilo
Working-Together-for-Health Project in South Africa, which focused
on Khutsong, an area with a high prevalence of HIV/AIDS, showed
the sharp contrast between knowledge of condom use for protec-
tion from HIV/AIDS and actual practice among women and men.

A high proportion (about 85% of men and women) understood that
using condoms would protect them against the risk of contracting
HIV/AIDS.Yet only 37% of men and 27% of women in Khutsong
used a condom with their last casual partner.

Two key issues emerged from the research: firstly, “knowledge” is
there but it is not consistent with behaviour and secondly (and this
may explain the resulting behaviour), there is a lack of perceived risk.
The idea that “it couldn’t happen to me” prevails. Among women
about 70% said they either did not know the risk or felt there was
no chance of getting infected. Among men, the percentage was 64%.
Others felt they had a moderate or good chance of getting infected.
Those who did want to know their HIV status were offered free
testing and counselling but it was not taken up. Studies among gay
communities in San Francisco have shown that only when three or
more personal friends started dying around them did people realise
there was a problem and that they should be taking some kind of
preventive action.
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make only a marginal difference in addressing the behav-
ioural challenges posed by diseases of poverty.

Political will  

A key resource in pursuing behavioural goals in national dis-
ease prevention programmes is good, old-fashioned “political
will”. It may have become a cliché of development rhetoric,
but dynamic national leadership can transform moribund
intent into sparkling endeavours.The late James P. Grant, for-
mer Executive Director of UNICEF, had a visionary grasp of
the importance of political will and advocacy for children’s
issues as became evident in the success of universal child
immunization as he pressed government leaders into action-
expressed commitment.When national leadership expresses
a vigorous, impassioned commitment to tackling health prob-
lems and lends substantive support to field programmes, then
individuals, families and communities are propelled into
action.

The often-cited examples of inspired national leadership in
the fight against HIV/AIDS are worth repeating.The political
leadership of Brazil, Senegal and Uganda have shown how
leaders can drive national movements to take concerted
action against HIV/AIDS.The success of Thailand’s HIV/AIDS
prevention is the result of strong political commitment sup-
ported by dedicated and coordinated government action
involving many partners. Likewise, success by Nepal and
Peru in controlling tuberculosis has been primarily due to
high-level political support.

The evidence is clear that the control of HIV/AIDS,TB and
malaria is not a politically insurmountable challenge.
Governments in poor and affluent countries alike have
demonstrated the capacity to stage multibillion dollar
Olympic and football competitions and enact extraordinary
safety measures to protect their citizens from health threats
such as plague or “mad cow disease”. They also have the
political capacity – if not yet the will – to turn back diseases
of poverty.

Condom knowledge
and people’s behaviour

(75 000 interviewees)

Source: A biomedical and social survey, Carletonville, Johannesburg, 2000 
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With political will comes one key essential resource: Money.
There is a prevailing view among government agencies and
NGOs that effective advocacy and social mobilization proj-
ects can be done on the cheap.The private-sector experi-
ence with consumer communication tells us otherwise: if it
is to be done well, it is an expensive exercise. For every dol-
lar cost of a bottle of perfume, as much as 70 cents is spent
on promotional communication. In the health sector, it
would be rare to find even 15 cents on the dollar spent on
communication and education. Scaling up interventions to
massively confront the major infectious killers will require
substantially increased financial resources for behavioural
social mobilization programmes. Without this, our medical
and technical solutions will sit patiently in our store-rooms.

Consumer communication and market-
ing expertise

Paradoxically, while most politicians have an innate under-
standing of the importance of strategic mobilization and
communication in an election campaign, the bureaucracies
they eventually manage frequently lack this sensibility in
meeting social development objectives. The media visibility
once coveted by a politician when campaigning for office
becomes feared and dreaded once the elected official is in
the position of maintaining the office. Creativity – once val-
ued in preparing political campaign advertisements – is
thwarted when applied to government public service
announcements that must face bureaucratic and political
realities.

Currently, a large share of health promotion and communi-
cations activities is managed and designed by government
offices and global, intergovernmental agencies. With so
many forces encouraging staff cautiously to embrace the
status quo, many government health programmes end up
conducting tepid health promotion strategies designed to
cause the least offense to the smallest number of people.
This is most evident where health education departments
become confined to producing posters, pamphlets and T-
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shirts.When a senior health official asks about the status of
an I.E.C. (information-education-communication) effort for
prevention of a particular disease effort, he or she is usual-
ly asking “Where are the posters, the banners, the caps?”
This fascination with communication materials distorts a
highly disciplined process for the strategic design of pro-
grammes intended to engage people in fresh consideration
of healthy behaviour and associated knowledge.

The ability to plan and use communication effectively for
behavioural impact in development programmes calls for a
special expertise which is not readily available in the pu-
blic sector. By comparison, the private-sector has a rich tra-
dition of marketing, promotion, consumer communication
and a demonstrated track record of changing personal
behaviour. For example, over the past decade, massive mar-
keting strategies have successfully convinced Americans to
pay nearly US$ 1 a bottle for a third of the water they drink
– rather than drinking it free from the tap. Certainly, the
same magnitude of marketing and consumer communica-
tion resources and expertise will be required to convince
100 million Africans to spend one third of their day under
an insecticide-treated net. While a net is not the same as
bottled water, the process and methodology of consumer
communication to promote their acquisition and use are
the same in both instances.

This private-sector consumer communication resource
needs to be better tapped for health programmes.
Currently, however, it remains a poorly-used resource, at
both global and country levels, partly because the language
of consumerism is often not palatable to those in the field
of social development. Yet even the poorest people in a
society are consumers. Key consumer research and com-
munication methods are increasingly used in development
communication programmes. For example, focus group dis-
cussions, target audience segmentation, audience analysis,
and knowledge, attitude and practice studies are now
accepted as essential for understanding what communica-
tion interventions are needed and how and when to apply
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them. “Social marketing” of subsidized health products has
shown some impressive results in the promotion of con-
doms in family planning and nets for malaria. Concerted
efforts are now called for to engage a large cadre of pri-
vate-sector marketing and communications professionals to
design and implement effective people-centred communi-
cation programmes. With this resource we are more likely
to escape the “poster production” mode of hoping for
behavioural impact.

Networks of people and organizations

A potent resource which is almost always available and
which should be used more often in healthy behaviour
efforts is that of existing people’s organizations and net-
works. In almost every community there are organizations
and structures that shape social life and conversation and
that influence individual and family actions. These may be
churches, mosques, temples, village councils, social clubs,
civic groups, youth groups, women’s groups, nongovern-
mental organizations, service clubs such as the Rotary and
the Lions, parent-teacher organizations, trade unions and
employer confederations, among others.

Women and children are often the most burdened by dis-
ease and ill-health, but have the least say in decision-making
and limited access to care.Yet when women’s networks are
provided with the tools to help themselves, there is an
immediate impact on their health and the health of their
families and communities. For example, in the Tigray region
of northern Ethiopia, mothers were recruited to teach
other mothers how to diagnose and treat malaria at home,
supported by a network of health volunteers. They effec-
tively ensured that malaria drugs were available to treat the
disease before it became life-threatening, especially in very
young children.

Another powerful and underused resource is the school
system, with the teachers and students who can be engaged



M O B I L I Z I N G  F O R  H E A L T H Y  B E H A V I O U R

69

advocates in the home and community for recommended
healthy behaviour. There are ways of tapping into this rich
resource without necessarily adding a major school health
education curriculum to an already overburdened system.
For example, a student taking home a single-page fact sheet
on malaria and insecticide-treated nets (which would have
been reviewed in the classroom) can be the start of a read-
ing and discussion exercise at home on the subject with sig-
nificant behavioural consequences.

Media access

Media resources are widely available in most countries;
radio is often the dominant mass medium but in more and
more countries television has taken over. Government
ownership of electronic media resources in many coun-
tries ought to lead to more extensive and strategic use of
these media for key diseases, but usually it does not.
Where they exist (as they do in many countries), commu-
nity radio stations can be a potent medium for fostering
local engagement in health initiatives. Their community-
based management and programming operations allow
for tailoring broadcasts of immediate relevance to listen-
ers. This is also a matter of political will and dynamic
national leadership; the currently available media infra-
structure and resources in most countries can be used
much more effectively. This calls for presenting to media
managers, both in the public and private-sectors, a profes-
sionally developed and coherent media plan and involving
them in a review of these plans.

Another local resource in every country is the ready avail-
ability of powerful and credible voices. When used with
the mass media, these voices can put healthy behaviour on
the national public agenda. There is a wealth of messen-
gers for messages, from the articulate but little known to
the celebrity with the power to draw attention and foster
a supportive environment. Archbishop Desmond Tutu, for
example, has been a powerful voice in promoting behav-
iour to prevent HIV/AIDS in South Africa, despite his pro-

There is a wealth of messengers in
communities with the power to draw
attention and foster a supportive
environment.When used with the
mass media these voices can put
healthy behaviour on the national
public agenda.
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fession he spearheaded the use of the word “condom” on
radio and television.

STRATEGIES

The leap into behavioural responsiveness calls for engaging
people, through a deliberate process of behaviourally-
focused social mobilization and communication, in reflecting
on acquired knowledge in relation to personal benefits,
societal norms and influences and prompting consideration
of action on the basis of this engaged reflection.

We have extensive knowledge about shaping political and
cultural behaviour. We have decades of modern political
campaigning experience that have yielded lessons for how
to most effectively promote candidates and party platforms.
And we have consistent findings from similar efforts to pro-
mote social issues, both as legislative initiatives and social
causes.

We also have extensive knowledge of how to encourage
healthy behaviour. We have 100 years of consumer com-
munication experience and research in the private-sector
which have demonstrated what works in engaging con-
sumers in applying knowledge for very specific consumer
behaviour, in relation to products and services both sublime
and awful, from toothpaste to banking to tobacco. And we
have the consistent findings of more than 50 years of com-
munication research and experience in social development,
and health education and promotion.

In all instances, there is no magic bullet, no single communi-
cation intervention that will produce behavioural miracles.
Always, an integrated, judicious blend of a multitude of
communication actions implemented in a massive, repeti-
tive, intense, persistent, and engaging manner does make a
difference in increasing healthy behaviour among risk groups
and healthy policy action among decision-makers. In the
most effective health communications initiatives, efforts to
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influence political behaviour work synergistically with efforts
to influence personal health behaviour, as reflected in the
successful family planning programmes in Colombia, Mexico
and Egypt among others.

Influencing political behaviour: Creating
a C.A.U.S.E. for changing society 

Communication strategies for influencing political behaviour
should be informed by what we have learnt from world
social movements. To globalize public opinion, we need to
create a C.A.U.S.E. with high profile celebrities, energizing

activities, attention surrounding unexpected scandals, mem-
orable symbols and defining events.The C.A.U.S.E. elements
attract public attention to a problem and mobilize efforts to
find a solution. Above all, they put key issues on the public
agenda.

Not every social movement requires all five elements in
order to succeed. For example, the visible involvement of
Diana, Princess of Wales was sufficient to propel the cam-
paign to ban land mines on to the international political
agenda without, for example, the popularization of a cam-
paign symbol. The visible advent of one or more of the
C.A.U.S.E. elements makes it easier for a movement to gen-
erate other initiatives. For example, the initial success of the
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Celebrity Activity Unexpected Symbol Event
Story

AIDS in the Ryan White ACT-UP zaps Contaminated Red ribbon Quilt World AIDS Day
United States Magic Johnson blood supplies

Rock Hudson Reports of
heterosexual 
transmission

Civil rights in the Martin Luther King Sit-ins Medgar Evers murder “I have a dream” Montgomery bus
United States Rosa Parks Hooded klansmen boycott

1963 march 
on Washington
Watts riots

Anti-apartheid Nelson Mandela Construction of mock Sharpeville massacre African National Sun City
in South Africa Desmond Tutu shanty towns Murder of Steve Biko Congress colors

Divestment campaigns

Independence Mahatma Gandhi Fasting Jallianwala Bagh atrocity Spinning wheel 1930 salt march
movement in India Passive resistance

Childhood Goodwill ambassadors National immunization Publicity by UNICEF Moni symbol Bellagio Conference
immunization Audrey Hepburn days national committees in Bangladesh World Summit

Harry Belafonte for Children

Creating a C.A.U.S.E.

Source: Reichman,B and Hershfield,E:Tuberculosis:2000 
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Band Aid concert and the song “Do They Know it’s
Christmas?” in 1984 stimulated other activities to address
world hunger, such as the involvement of additional celebri-
ties and corporations in LiveAid and Hands Across America
follow-up events. Effective social movements usually have a
bandwagon effect, compelling an increasing number of indi-
viduals to become involved because of the apparent popu-
larity of the cause.

The C.A.U.S.E. elements also appear in successful initiatives
to mobilize a social response to other important health
issues, such as reproductive health and child survival. For
example UNICEF’s social mobilization initiatives in any given
country have effectively involved celebrities such as the late
Audrey Hepburn and Harry Belafonte to promote child
survival programmes. International associations such as
Rotary, Junior Chamber and Kiwanis have provided a volun-
teer base in developing countries to conduct special activi-
ties during national immunization days. National committees
in 37 industrialized countries have supplemented UNICEF’s
advocacy activities in publicizing the unexpected scandal of
childhood mortality. At the country level, symbols have
helped promote immunization. Political leadership has been
galvanized at events such as the Bellagio Conference and
the World Summit for Children.

Influencing personal/community healthy
behaviour: Being P.E.O.P.L.E.-centred

The private-sector’s dedication to being consumer-focused
points the strategic way to influencing personal/community
health behaviour. By putting them at the centre, such pro-
grammes increase people’s control of their own health. A
P.E.O.P.L.E.–centred approach to enabling healthy behaviour
is characterised by 6 action components:

The first component is to promote extensively the rec-
ommended health behaviour and ensure that the necessary
information for a proper appraisal is widely available.

xpectations 
met
as advertisment

nabling
support

romote
widely

isten to
people's need

ffer value erformance
measured

Health care
begins at home

People-centred approach for enabling
healthy behaviour
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Prominent voices – from celebrities and civic leaders to
trusted peers – have tremendous power in influencing per-
sonal behaviour. Whether the behavioural goal is to per-
suade people to wear seat belts or to use condoms, the
success of public health campaigns depends on the degree
to which astutely-crafted messages are promoted by credi-
ble voices.

Action must be directed to enabling support from impor-
tant social and cultural traditions and institutions. For exam-
ple, women’s health-seeking behaviour has a substantial
benefit for children and the family. But when their voices
and very presence are marginalized, both in society and in
the home, opportunities to involve them in considering sug-
gested behaviours are diminished. Conscious and deliberate
communication action is required which not only purpose-
fully seeks out women’s participation, but also addresses the
transformation of institutions, practices and traditions which
present barriers to their participation.

A third component is to offer value in relation to the
“cost” involved in carrying out the healthy behaviour.
People need to see that it is “worth the effort” to accept
a suggested behaviour, that there is value in making the
behaviour part of their lives. Every behaviour adopted is
based on this personal calculation of “cost” versus value.
And for some the value offered is enhanced when an
incentive is also part of the offer. This may take the form
of promoting an offer of food for those who must incur
the significant “cost” of time to come for tuberculosis
treatment (as was done in Peru).

The fourth is to have a rigorous measure of performance
to track the behavioural impact of social mobilization and
communication activities.Without this it will not be possible
to determine whether the behavioural results that are being
sought are achieved.

The fifth is to listen to people (by way of research and
personal and community engagement) so that a sensitive
understanding of their concerns, preferences, needs,
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desires, attitudes and behaviour informs the interactions
with them. The world of consumer communication is full
of case studies of market failures due to not listening to
the consumer and not responding to their concerns and
preferences.

The sixth is to ensure that expectations are met in the
practice of a recommended healthy behaviour, that the
promised value offered in relation to cost is delivered and
to reiterate it in a reconfirmation of the merits of the
behaviour adopted.This is an important part of the process
of maintaining adopted behaviour.

The COMBI approach

In exploring a way to integrate the communication lessons
of the past as reflected in the C.A.U.S.E. and P.E.O.P.L.E.-
centred approaches. WHO has been applying a concept
called “COMBI” (communication for behavioural impact)
in the design and implementation of behaviourally-focused
social mobilization and communication programmes.
Recently this has been used for the elimination of leprosy
in India and Mozambique, the prevention of lymphatic
filariasis in India and the United Republic of Tanzania, and
dengue prevention and control in Malaysia. It is an
approach which may be well suited for achieving behav-
ioural impact in confronting HIV/AIDS, tuberculosis and
malaria. COMBI interprets social mobilization as the
process which judiciously and strategically blends a variety
of communication interventions intended to “mobilize”
the societal and personal influences which prompt an indi-
vidual to adopt and maintain a particular behaviour.

COMBI, drawing on consumer communication experi-
ence, begins with the “people” (clients, patients, benefici-
aries, consumers) and their health needs, wants, desires,
and a sharp focus on the behavioural result expected in
relation to these needs, wants, desires.The “market/com-
munity” is intimately involved from the outset through
practical, participatory community research and situation
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analysis relating desired behaviour to expressed or per-
ceived needs/wants/desires. This situational analysis also
involves listening to people and learning about their per-
ceptions and grasp of the offered behaviour, the factors
which would constrain or facilitate adoption of the behav-
iour, their sense of the costs (time, effort, money) in rela-
tion to the perceived value of the behaviour to their lives.
People are then engaged in a review and analysis of the
suggested healthy behaviour through a judicious blend of
integrated communication actions in a variety of settings,
appropriate to the “market” circumstances and based on
community research, recognizing that there is no single
magic intervention. The blend of communication actions
include advocacy and public relations, administrative and
community mobilization, sustained appropriate advertis-
ing, interpersonal communication/counselling and point-
of-service promotion. The 2001 Malaysia Dengue com-
munication programmes in Johar Bharu was an impressive
example of COMBI in full action. Preliminary results show
an 87% behavioural response to the public message of
“Check your home every Sunday for mosquito breeding
sites”.

MODELS 

Behavioural impact is achievable when strategically planned
social mobilization and communication programmes are
properly executed. In the public sector world of healthy
behaviour, there are not many examples to draw on, pri-
marily because not many behaviourally-focused social mobi-
lization and communication programmes have been imple-
mented in a substantial way. In the private-sector consumer
world, however, there are thousands of success stories that
can serve as models. In the field of dental hygiene, the mas-
sive marketing communication efforts of toothpaste manu-
facturers have made brushing one’s teeth a daily habit for
most people almost everywhere.AVON sells vast quantities
of its cosmetic products in the Amazon region of Brazil,
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more so than in Sao Paulo, through its door-to-door selling
approach.

Cause-related marketing in affluent
countries

There are numerous examples of the business community
lending both financial and promotional support to social
development causes.This practice has become increasingly
popular, both to the advantage of the corporations and the
social cause they support. Cause-related marketing (CRM)
is a strategic positioning and marketing tool which links a
company or brand to a relevant social cause or issue, for
mutual benefit. For the company it is a way of enhancing
their image, gaining loyalty and increasing sales. For the social
cause or issue it is a way of raising public awareness and
prompting action to support the particular issue.

American Express and Share Our Strength (SOS), a non-
profit organization tackling the problem of hunger in the
United States, formed a strategic alliance and created one
of the best known and most successful CRM campaigns in
that country – Charge Against Hunger. It raised about 
US$ 5 million per year and helped put the issue of hunger
in the United States higher on the public agenda. American
Express’ human and financial resources were mobilized as
employees volunteered to organize events, staff soup-
kitchens and coordinate food drives. Celebrities such as
Stevie Wonder and Hillary Clinton took part in musical
roadshows and events across the country.

In Italy, Proctor & Gamble joined with the charity Action-
Aid to raise money to help supply clean water to Dalocha
in Ethiopia. The campaign raised US$ 1.8 million at the
same time as improving the brand image of one of their
products – Dash washing powder.The centrepiece was an
in-pack promotion leaflet, cassette or CD depending on
the product packaging, asking customers to donate money.
The cassette and CD had songs contributed by Italian pop
stars.The programme filmed ACTIONAID activities in the
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field and used some of the footage in TV adverts.The cam-
paign was also promoted on popular prime-time TV pro-
grammes using a well-known personality. In fact, even
viewers who did not buy the product still donated to the
campaign.

An example of a long-term and cost-effective partnership is
the alliance between UNICEF and British Airways in the
“Change for Good” initiative.The programme is promoted
on in-flight videos, using images of children and cards, asking
passengers to donate any loose change from their trips that
they no longer need in small envelopes provided on the
back of the seats. So far, it has raised US$ 7 million for
UNICEF’s activities.

These examples are part of an emerging enthusiasm for
corporate linkage to social causes. We must now channel
this enthusiasm towards behavioural goals in health. The
business sector can be of immense value as we tackle the
major infectious diseases. Here too there is a need for
organized engagement of the private-sector with the pres-
entation to business leaders of an effectively structured
“case for support” and creative ideas for how they can help.
This is more than asking for a financial contribution; it is ask-
ing business to commit to a long-term collaboration with a
disease effort. One, of course, has to be mindful of the need
for transparency, accountability and avoidance of conflict of
interest in such joint enterprises.

People’s networks in South Africa,
Thailand and Indonesia

There are hundreds of examples of health programmes
mobilizing “people networks” resulting in dramatic behav-
ioural impact. Many polio immunization and leprosy elimi-
nation programmes have been successful as a result of the
involvement of people’s networks.
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A strong community network became the key to the suc-
cess of DOTS for TB control in Sanderton, South Africa.
It began with a group of women who came together, rec-
ognized that there was a problem, and began working to
tackle it as a group.The mainstay of the initiative is the 75
volunteer “treatment supporters” who have been trained
since the programme started in 1996. A central map with
little flags marks the location of patients currently being
treated and is a visual reminder that once patients begin
treatment they are followed through until completion of
the entire regimen. When the programme began only
4% of patients were covered but now it includes vir tual-
ly 100% of TB patients in the district and the document-
ed cure rate among the initial group of patients is well
over 80%. These volunteers now also carry out general
health promotion including the distribution of condoms
to protect against HIV and sexually transmitted infec-
tions.

Thailand used the existing infrastructure of village com-
mittees at the district and subdistrict levels to plan and
implement leprosy elimination work.These committees of
local people – called the tambon council – were sup-
ported by a working group of government officers from
four key ministries. Health communicators were trained
to deal with common health problems and recognize
when to refer people for more specialized treatment.
Leprosy was successfully added to the list of health prob-
lems to be addressed.

The Dokter Kecil programme in Indonesia is an example
of how children can be motivators and promoters of bet-
ter health in their families and communities. Children are
selected to work as “little doctors” and are given about
20 hours of training in class. Their responsibilities include
setting a good example by following a healthy lifestyle,
active participation in environmental health, and commu-
nicating messages on diarrhoea, immunization and nutri-
tion. The programme started as a pilot project 10 years
ago and is now used throughout the country.
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Immunization in Bangladesh

Many innovative and effective social mobilization campaigns
have been conducted in Bangladesh.The following account
is of a major child immunization communications pro-
gramme which UNICEF and the Government of
Bangladesh embarked upon in 1986. The result of this ini-
tiative was that by 1991, roughly 65% of children in the tar-
get age group were fully immunized.

One of the first elements of the communication pro-
gramme was the search for a symbol which people would
recognize easily. The Moni symbol was designed. Moni is a
term of endearment for children of both sexes and a char-
acter was drawn to suit the term. Six arrows, representing
the six vaccine-preventable diseases and a ring for protec-
tion were added. Moni became one of the most successful
elements in communication of the Expanded Programme
on Immunization (EPI). It was placed just about everywhere
to raise awareness and prompt behavioural responses.

Print and electronic media were used extensively. National
immunization weeks received massive press coverage and
the Government provided three minutes per day of prime
commercial time on radio and television.The Government
also fostered intra- and interministerial collaboration of an
unprecedented kind. Celebrities from Audrey Hepburn to
Bangladeshi movie and television stars to popular cricket
and soccer players lent their voices of support for EPI.

But what was truly remarkable was the extensive commu-
nity mobilization and active support of an enormous num-
ber of partnering groups from local civic groups, to the
Rotarians, CARE, Boy Scouts, Girl Guides, other social clubs,
a variety of NGOs such as BRAC and World Vision, among
others. And it was in these community actions that the
many varied opportunities for “engaged communication”
with families allowed for discussion of the merits of immu-
nization, and where people’s fears and concerns were dis-
cussed.
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Local initiatives blossomed and played a major role. Boat
sails, elephants, buses, rickshaws and many more vehicles
and partners carried EPI banners. Vaccinators were sup-
ported in their interpersonal interactions with flip charts
and flash cards, and EPI bookmarks for students.Village the-
atre and folk poets promoted EPI.

The private-sector joined with superb cause-related market-
ing actions. Dhaka Match Industries put the Moni logo on the
back of 20 million matchboxes sold every month. This was
followed by half a dozen other companies joining in support,
linking the EPI logo to their products and services.

Social marketing in Malawi and the
United Republic of Tanzania

Social marketing (distribution, promotion and sale) of sub-
sidised insecticide-treated nets (ITNs) in selected districts of
Malawi and the United Republic of Tanzania has demon-
strated that even the poor (earning less than 
US$ 1 per day) will bear the cost (US$ 4) of the purchase
of a net if they are effectively engaged in a fair appraisal of
this healthy behaviour. In the United Republic of Tanzania
project the number of infants by district with insecticide-
treated net rose from less than 10% in 1997 to more than
50% 3 years later. In Malawi, the percentage of houses with
at least one net increased from 14% to 30% in urban areas
and from 5% to 17% in rural areas within 9 months of the
launch of the marketing effort. In both cases, extensive and
intensive marketing communication based on market
research and using a mix of traditional media, persistent
mass media advertising, point-of-sale promotion, wall paint-
ings, vigorous brand promotion, incentives to sellers, radio
dramas, among other communication interventions, all
played a vital role in engaging consumers in this healthy
behaviour.

Sometimes personal selling or peer counselling alone can
be the best way to achieve behavioural impact. In the pri-
vate-sector, there are numerous products sold purely by

Always use 
bednets

80%

70%

60%

50%

40%
Winter 2000 Fall 2001

The value of healthy behaviour 
campaigns

Use of bednets in Blantyre district, Malawi 
following BITNET campaign

Source: PSI, Malawi 2001
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personal, door-to-door sales (e.g. Amway, Avon Cosmetics,
Herbalife, Tupperware). A 1996 study in Bangladesh high-
lighted how home-based visits by community-based peer
counsellors can transform breastfeeding behaviour.
Prevalence of exclusive breastfeeding at 5 months reached
70% in the intervention group using community-based peer
counsellors compared to 6% in the control group where
there was no home-based counselling.

Massive programmes for engaging millions in a fair and full
appraisal of healthy behaviours will cost millions. If we rec-
ognize that this is an enterprise which goes far beyond
poster production there has to be a major global and
national commitment to funding these initiatives in a far
more substantial way than has ever been done.

Each of the major global infectious diseases have their own
proven bio-medical tools to combat the diseases; and con-
siderable social capital exists for behaviourally-focused
mobilization. What is needed is commitment to a strategic
model which blends the body of existing knowledge based
on research and good practices from both private and pub-
lic sectors into powerful, dynamic vehicles for social change
and precise behavioural impact.
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GLOBAL RESOURCES

As we stand at the dawn of the 21st century, there is
unprecedented political momentum for dramatically scaling
up the global response to the main infectious diseases, start-
ing with HIV/AIDS, tuberculosis and malaria. At long last,
political will – a key component for social change – has
begun to coalesce around the interlinked concerns of
poverty alleviation and the control of infectious diseases.

Like all other resources, political will can either be used to
advantage or disregarded. While political will is a prerequi-
site for massive global efforts such as those needed against
diseases of poverty, alone it is insufficient to save a single
human life if not followed up with specific action. If massive
and successful action to expand effective interventions,
extend health services and increase healthy behaviour are
not forthcoming, political will can vanish as quickly as it
appeared.

We live in a world in which personal wealth is greater than
ever. Global trade continues to increase and expand.
Information technology is bringing us into closer contact
with each other than ever before.And yet almost 1.2 billion
people, one-fifth of the world’s population, subsist on less
than US$ 1 per day, and the poorest 10% of the world’s cit-
izens share in less than one-half of 1% of global trade in
goods and services.

In the poorest countries of sub-Saharan Africa, per capita
government spending on health has fallen from US$ 11 a
year in the 1980s to only US$ 8 a year in 2001, amounting
to only 20% - 40% of the cost of what the World Bank
regards as the minimum basic package of health and envi-
ronmental services.

The developing countries of the world, where the majority
of the poor live, are to a large extent excluded from inter-
national trade and investment, and foreign aid to these
countries continues to fall. Over the past decade, financial
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As we stand at the dawn of the 21st
century, there is unprecedented
political momentum for dramatically
scaling up the global response to the
main infectious diseases, starting with
HIV/AIDS, tuberculosis and malaria.
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flows to developing countries have fallen by 39% in real
terms; official development aid (ODA) has fallen by 45%;
foreign direct investment to developing countries is now
only 1.4% of the world's total; and the exports from these
countries amount to only 0.4% of the total.

Even though developed countries have made commitments
to provide 0.7% of their gross national product (GNP) for
development assistance, only Denmark, Luxembourg,
Netherlands, Norway, and Sweden have honoured their
pledges. Current levels of total ODA stand at about US$ 50
billion per year, of which only about 7% - 8% – US$ 3.5- 4.0
billion – are devoted to health, nutrition and population.
However, the real value of this assistance may be less, since
much of it is provided in the form of earmarked aid and
loans rather than grants.

Only a tiny fraction of resources for health in low- and mid-
dle- income countries is provided by international organiza-
tions. In 1994, for example, health spending in low- and mid-

dle- income countries totalled US$ 250 billion, of which only
US$ 2-3 billion were from development assistance. By the
late 1990s this assistance had increased to a maximum of
US$ 4 billion per year, equivalent to about 8% of all ODA.

The magnitude of this calamity in developing countries has
triggered unprecedented action by the international com-
munity, with pledges for massive financial and technical sup-
port. This is vital because only decisive action initiated by
national governments and supported by a broad range of
partners can begin to reverse this dire situation.

THE NEW RESOURCE OF POLITICAL
COMMITMENT

New resolve to scale up the global response to the three
major diseases of poverty (HIV/AIDS, tuberculosis and malar-
ia) has been evident over the past two years.The agendas of a
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series of international meetings have reflected a wave of
unprecedented political support for health issues at the high-
est levels.A brief chronology of these meetings follows.

Ministerial Conference on Tuberculosis
and Sustainable Development 
March 2000, Amsterdam, Netherlands 

Ministers of health, planning and finance from 20 of the 22
countries with the highest number of cases of tuberculosis
met in Amsterdam to set targets for reducing the epidem-
ic.The resulting Amsterdam Declaration called for scaling up
at a quicker pace, more political commitment and addition-
al resources to reach the global targets. The Declaration
also requested assistance in developing national TB plans
and greater research to develop new drugs. The Ministers
pledged to expand DOTS coverage to reach at least 70%
of all infectious TB cases by the year 2005.They also agreed
to work with WHO to establish a Global TB Drug Facility in
order to help make anti-tuberculosis medicines universally
accessible and to develop a Global Investment Plan to fur-
ther coordinate the efforts of governments and NGOs in
implementing the DOTS strategy.

African Heads of State Summit on Roll
Back Malaria
April 2000, Abuja, Nigeria 

The Heads of State of 19 African nations met, along with
heads of international development agencies, to declare war
on malaria. Their Abuja Declaration called for quick action
to ensure that at least 60% of those at risk of malaria are
provided protection (such as insecticide-treated nets) and
have access to treatment within 24 hours. Commitments
were also made to protect pregnant women and children
from malaria and to remove taxes and tariffs on nets
imported into African countries. A report released at the
meeting – prepared by WHO, Harvard University and the
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London School of Hygiene and Tropical Medicine – showed
that malaria has been hindering economic growth on the
continent possibly by1.3% each year, i.e. the GDP of African
countries is currently 32% lower than it might have been
had malaria been controlled two decades ago.

Summit of G8 Leaders 
July 2000, Okinawa, Japan 

After making HIV/AIDS, TB and malaria one of the top
four agenda items of the Summit, the leaders of the G8
countries (Canada, France, Germany, Italy, Japan, Russian
Federation, United Kingdom and the United States)
pledged to take decisive action against the diseases.
Signalling their commitment in their final communiqué,
specific targets were endorsed for reducing the number of
young people infected by HIV/AIDS by 25%, cutting tuber-
culosis mortality and prevalence by 50%, and bringing
down the burden of disease associated with malaria by
50%, by the year 2010.

Massive Effort Advocacy Forum
October 2000,Winterthur, Switzerland 

Nearly 200 leading advocacy and communications experts – pri-
marily from NGOs and the private-sector, and from all parts of
the world – met for four days in the Swiss city of Winterthur to
discuss how to initiate a larger social movement to address dis-
eases of poverty. They agreed to mobilize global, national and
community advocacy networks to hold governments account-
able to agreed-upon disease control targets and to increase the
involvement of civil society in meeting these targets.
Subsequently, dozens of these organizations have embarked on
new activities to fight AIDS,TB and malaria.

African Summit on HIV/AIDS,TB and
Other Related Infectious Diseases
April 2001, Abuja, Nigeria

Following on from the disease control targets adopted the
previous year, impressive pledges were made during the
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Abuja Summit of the Organization of African Unity (OAU)
in April 2001.The UN Secretary General called for the cre-
ation of a global “war chest” for the control of HIV/AIDS,TB
and malaria and requested US$ 7-10 billion annually in new
funding for this purpose. In addition, 47 African Heads of
State committed their governments to allocating at least
15% of their annual budgets to improving the health sector,
and setting aside a substantial proportion of these funds to
fight HIV/AIDS,TB, malaria and other infectious diseases.

UN General Assembly Special Session on
HIV/AIDS
June 2001, New York, United States

The United Nations Secretariat convened a Special Session
of the General Assembly on HIV/AIDS to address the pan-
demic at the highest political level. In focusing the world’s
attention on the epidemic, international action to fight the
spread of HIV/AIDS and mobilize additional resources was
intensified.

Summit of G8 Leaders
July 2001, Genoa, Italy 

Responding to recent calls for increased financial support for
scaling up efforts to control HIV/AIDS, TB and malaria, the
Government of the United States became the first to com-
mit resources – a US$ 200 million pledge – to the proposed
new Global Fund to Fight AIDS,TB and Malaria. Subsequently,
the United Kingdom pledged US$ 200 million, matched by
Japan. France promised US$ 130 million and the International
Olympic Committee, US$ 100 000 in the months leading up
to the annual Summit of G8 Leaders. Other donations of
US$ 100 million or more have followed from the European
Commission, Germany, Canada and Italy. Nigeria has also
pledged US$ 10 million to the fund, Uganda US$ 2 million
and Zimbabwe US$ 1 million. In responding to the G8’s call
for the world’s 1 000 leading corporations to each donate
US$ 1 million, Crédit Suisse and its subsidiaries Winterthur

Benefits from the Global TB Drug
Facility

Preclusion of further TB drug resistance.

Rationalisation of procurement mechanisms.

Improved cost-effectiveness of drug purchasing.

Improved quality of TB drugs worldwide.

Creation of a successful model of commitment and cooperation to 
confront global epidemics.

Treatment of an additional 10 million patients by 2005 and 45 million by
2010.

Prevention of 25 million TB deaths and 50 million TB cases by 2020.
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Group and Medvantis became the first private-sector partner
to commit to this initiative.Additionally, the Gates Foundation
announced a US$ 100 million commitment to the Fund,
which it said should be used for innovative HIV/AIDS pre-
vention efforts.

PARTNERSHIPS AND NETWORKS 
TO MULTIPLY SUCCESSES 

The deaths, suffering and poverty caused by HIV/AIDS,TB
and malaria worldwide call for a massive global response.
An enhanced and expanded framework of partnerships
and networks – involving governments, UN agencies, finan-
cial institutions, NGOs, private-sector partners and civil
society – is urgently needed to deal with these three major
infectious diseases. For maximum effect, impetus must come
from both local and global players.

Such a strategy must be backed up by the necessary politi-
cal and financial commitment. It is important that this glob-
al strategy should complement – not replace or negate –
action by developing countries to build and strengthen their
own health systems. The following are a few of the global
initiatives that can help the world “go to scale” in address-
ing diseases of poverty.

Stop TB Initiative

The Stop TB Initiative has been set up to fight the global
burden of TB and has developed a political and social move-
ment against the disease by promoting the use of DOTS.
The initiative is a partnership between countries with seri-
ous TB problems, UN agencies, NGOs, private industry and
public health institutions. Stop TB functions through a
process of consensus to agree on priorities and follow best
practices. Its actions are conducted according to the com-
parative strengths of individual partners. It aims to increase
access to treatment for TB patients, develop effective strate-
gies to meet the challenges of multidrug-resistant TB and

The targets of Stop TB 

2005: 70% of people with infectious TB will have been diagnosed,
and 85% of those detected, cured.

2010:The global burden of TB disease – deaths and prevalence – 
will be reduced by 50% of year 2000 levels.

2050:The global incidence of TB disease will be less than 1 in 1 
million people.
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the deadly link of TB and HIV, and promote the develop-
ment of new drugs and vaccines.

One immediate priority is to expand the use of DOTS to all
populations at risk, which is at the heart of the Global DOTS
Expansion Plan of the Stop TB Initiative.The plan supports a
scaled-up response by mobilizing human and financial
resources as part of national health systems to achieve the TB
targets agreed to by Ministers in March 2000 in Amsterdam.

The two pillars of the plan are the development of
national strategies and partnership building to support
public health efforts. The first stage is to identify country
needs and resource gaps, including shortages of diagnos-
tic supplies, drugs and staff. Next, health plans must be
developed which are specifically aimed at increasing case-
detection and cure rates to enable additional resources
to be allocated efficiently and progress to be made
towards reaching national targets. Strong partnerships are
crucial for the success of the plan, since a large-scale
improvement in TB control can only be achieved through
collaboration among partners. As a priority issue, the
Global DOTS Expansion Plan has calculated the financial
resources needed to expand DOTS. Initial estimates for
the 22 high TB countries with the highest burden of TB
show that the basic investment required is between US$
700 million and US$ 900 million each year.

To overcome the serious shortage of TB drugs in some
developing countries, the Global TB Drug Facility was
established during 2001 as a part of the Stop TB Initiative.
This facility supports a large-scale response to TB control
by increasing the availability of high-quality drugs and
diagnostics at a low cost, and facilitating DOTS expansion.
The Facility also provides pooled procurement services
for countries and buffer stocks, and ensures quality con-
trol of drugs. It addresses the need to ensure uninter-
rupted global supplies of quality drugs, to catalyze rapid
treatment expansion, to stimulate political and popular
support in countries throughout the world for public
funding of appropriate drug supplies, and to secure sus-

The targets of Roll Back Malaria 

Halve the malaria mortality for Africa by 2010.

Initiate actions at country level to provide resources to facilitate 
realization of RBM objectives.

At least 60% of those suffering from malaria have prompt access to 
and are able to use correct, affordable and appropriate treatment 
within 24 hours of onset of symptoms, by 2005.

By 2005, at least 60% of those at risk of malaria, particularly 
pregnant women and children under age five years, benefit from the 
most suitable combination of personal and community protective 
measures such as insecticide-treated mosquito nets and other 
interventions which are accessible and affordable, to prevent 
infection and suffering.
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tainable disease control or even elimination.Together with
the Global DOTS Expansion Plan, this is a major step
towards applying the principles of the DOTS strategy on
a larger scale.

Roll Back Malaria

The Roll Back Malaria (RBM) initiative was launched in
October 1998. It has four founding partners; WHO,
UNICEF, UNDP and the World Bank.This initiative is unique
in that, unlike previous global campaigns against malaria,
RBM is horizontal in its approach, focusing on building sus-
tainable community capacity. RBM is also unique in its abili-
ty to raise the level of political commitment and advocacy
at the country level. It draws inspiration and support from
the joint efforts of national governments acting as stewards,
plus a range of development partners, including the inter-
national and local private-sector, NGOs and civil society.

The partnership facilitates scaling up by supporting country
strategic plans of action focusing on increased coverage for
the prevention and treatment of malaria. RBM is helping
health systems to deliver cost-effective interventions includ-
ing better health care – focusing on pregnant women and
advocating for the strenthening of IMCI strategies for the pre-
vention and treatment of childhood illnesses at community
level – insecticide-treated nets, and improved environmental
management. At the same time RBM is harnessing the sup-
port of public- and private-sector researchers in developing
new malaria drugs and vaccines. RBM is based on the princi-
ple that people at risk of malaria should be at the centre of
a movement to reduce the impact of the disease in their
communities through more effective action and widespread
use of preventive and treatment interventions.

Forging country partnerships and exploring effective ways to
work with communities at risk to improve the distribution of
goods and delivery of services is vital, as is an increased empha-
sis on home treatment. Expanding access to affordable drugs,
insecticides, nets and supplies at the household level is possible

Mid-term targets of the International
Partnership Against AIDS in Africa (to
the year 2005)

Increased access to HIV prevention interventions.

Provision of appropriate support and care to persons infected and 
affected with HIV/AIDS .

Expanded and decentralized responses to the epidemic.

Increased financial, technical and political resource investments.
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Scaling up priority areas for HIV/AIDS control
Baseline (2000) and scaling up HIV interventions (2005) assumptions for prevention programmes in sub-Saharan Africa.

Intervention Potential target group Measure of coverage Baseline (2000) Target (2005)
(age, in years)

Youth-focused Male and female youth Proportion aged 6 – 11 receiving HIV education 5 – 20% 50%
interventions enrolled in school. Proportion aged 12 – 16 receiving HIV education 20 – 50% 80% 

aged 6 – 11
In-school youth aged 12 – 16

Youth-focused Males and females Proportion aged 12 – 16 receiving HIV education 5 – 20% 50% 
interventions aged 12 – 16
Out-of-school youth
Sex-worker 4% urban women Proportion total reached 20 – 50% 60% 
interventions aged 15–49. Proportion using condoms often 10 – 30% 70% 

Average 2 sex acts 
per week

Strengthening All sex acts with Proportion using condoms often 10 – 40% 70%
public- sector non-regular partners in non-regular partnerships
condom distribution 20% sex acts in Proportion using condoms 2% 2%

regular partners in regular partnerships

Condom social All sex acts with Proportion using condoms often 10 – 40% 70%
marketing non-regular partners in non-regular partnerships

20% sex acts Proportion using condoms 2% 2%
in regular partners in regular partnerships

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

to health services health service

Voluntary counselling Current sexually Proportion receiving VCT urban 1% 0 – 1%
and testing (VCT) active population Proportion receiving VCT rural 5% 5%

(including mother to 
child transmission 
testing)

Strengthening Blood for transfusion Proportion units of blood
blood-transfusion for transfusions tested
services Urban 70 – 90% 100%

Rural 70 – 90% 100%

Mother-to-child Pregnant women Proportion pregnant women tested for HIV,
transmission aged 15 – 49 All pregnant women 0 – 0.5% 50%

IEC / mass media National campaigns Number campaigns per year 2 6 
for entire country

Source: UNAIDS 2000



G O I N G  T O  S C A L E

through additional development assistance and public debt-
relief, as well as new resources from the private-sector. In order
to improve global access to essential new interventions such as
combination drug therapy and permanently-treated nets, glob-
al subsidies will have to be provided by a global commodity fund
similar to the one developed for the TB procurement of antitu-
berculosis drugs.

International Partnership against AIDS 
in Africa

The International Partnership against AIDS in Africa
(IPAA) is a coalition bringing together African govern-
ments, the United Nations, donors, the private-sector,
NGOs and civil society, working together to achieve insti-
tutional change. It is supported by UNAIDS and its pur-

pose is to curtail the spread of HIV and reduce its impact
through sustained national responses.

An IPAA innovation is the development of national par t-
nership mechanisms to overcome the fragmentation
that has characterized the response to date. Investing in
such mechanisms is intensive in terms of time and
resources, but it is critical to achieving the institutional
change needed. IPAA's goal is to ensure that national
strategic plans are reviewed, operationalized and
financed in at least 20 countries by 2002.

No other region has developed such a comprehensive
framework for action, although there are a number of
promising initiatives that, like IPAA, are supported by a
par tnership of governments, the UN, bilateral agencies
and NGOs. Effor ts in Latin America, the Caribbean,
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South Asia, South-East Asia, and eastern Europe that
support national responses, and ensure that internation-
al par tners act more effectively, have played a significant
role and have considerable scope for expansion.

Global Fund to Fight AIDS,TB and
Malaria 

Ideas and activities for the creation of a Global Fund to Fight
AIDS,TB and Malaria have recently been converging. Public
attention was drawn by the call of the United Nations
Secretary-General for the establishment of a fund that
would contribute to the US$ 7-10 billion increase in spend-
ing needed to combat HIV/AIDS, TB and malaria, and to
strengthen health services.The purpose of the Fund would
be to mobilize, manage and disburse additional resources
that will enable countries to progress more rapidly to
achieving positive health outcomes.

The Fund would be characterized by highly-visible operat-
ing systems, transparent processes, the relentless pursuit of
results, speedy disbursement, and support for a range of
service providers under common (usually government)
stewardship. Investors would be able to predict the likely
impact of their investments. The continued availability of
financing for any recipient country or community would be
linked to performance of relevant social systems (particu-
larly health systems) and the results achieved among vul-
nerable communities. Outcomes would be monitored inde-
pendently. The Fund would focus initially on better out-
comes in relation to HIV, malaria and tuberculosis.
Countries would decide on detailed programming; the
Fund’s board would review strategy, overall cost, indicators
of commitment and feasibility within national development
processes. Financing would be made available in ways that
take national mechanisms for coordination and strategic
planning into account. Care should be taken to reduce bur-
dens on national finance or health-management systems.
National and local ownership is a key to successful imple-

Estimates on cost for care for people
with HIV/AIDS in sub-Saharan Africa.
All cost estimates are given in million US$; 2000 values.

Costs for care (without antiretroviral therapy) Low High

Palliative care 30 43

Treatment of opportunistic infections 151 216

HIV testing in treatment sites 4 5

Prophylaxis of opportunistic infections 15 22

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

Care for orphans 175 250

Total care (US$ million) 1 123 1 604

Source: UNAIDS 2000
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mentation of interventions, geared to different national con-
texts.

Massive Effort Campaign

A new global advocacy network is catalyzing the emer-
gence of a social movement against diseases of poverty, par-
ticularly HIV/AIDS, TB and malaria. The Massive Effort
Campaign (MEC) is a network of individuals, NGOs, corpo-
rations and civic organizations which promote best prac-
tices in advocacy and communications to stimulate social
and political change. MEC works in support of the priorities
of the United Nations, WHO and national public health
institutions, while operating independently to use the most
effective advocacy and communications strategies to help
achieve these goals.

The Massive Effort Campaign will work by supporting net-
works of existing organizations with strategic information,
best practices, prototype messages, useful opportunities for
collaboration and coordination, funds for priority social
mobilization projects and evaluation of efforts to affect the
knowledge, skills and behaviour of target audiences. The
Campaign is empowering a much larger global movement
of people who cannot tolerate the injustice of millions of
people dying every year for lack of effective medicines and
supplies that cost US$ 10 or less.

Global Business Council on HIV/AIDS

As the HIV/AIDS epidemic continues to spread, its direct eco-
nomic impact is becoming more and more evident world-
wide. Apart from the human cost, HIV/AIDS is increasingly
affecting the people – consumers as well as workers – on
which businesses depend.The Global Business Council is an
international partnership between the public and private-sec-
tor whose underlying objective is to minimize the worldwide
human and economic cost of HIV/AIDS. Created in 1997, the
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Council is supported by Nelson Mandela and some of the
world’s best-known companies and emerged from efforts by
UNAIDS to encourage direct corporate involvement in the
fight against HIV/AIDS.

As an independent body working closely with UNAIDS, the
Council sets out to develop programmes, share information
and research that will help halt the spread of the epidemic
and develop a support network for those already living with
HIV/AIDS.

The Special Programme for Research
and Training in Tropical Diseases (TDR) 

TDR is cosponsored by WHO, the UN Development
Programme (UNDP) and the World Bank, as well as collab-
orators in academia, industry, public and private institutions
and donors from both developing and developed countries.
In scrupulously giving precedence to science over politics,
TDR provides a neutral platform where scientists, disease
control experts, decision-makers and other partners from all
over the world can work together.

TDR has increased its emphasis on public health solutions,
including tools and products, for poor and marginalized
populations to counteract the growing inequity in access to
health care services and products. It recognizes the key role
that collaboration and partnership between public and pri-
vate-sectors at all levels should play in closing the global
gaps – in research and product development, as well as
between those who are affluent and poor marginalized
populations suffering from neglected infectious diseases.

As increased funding becomes available, it will be impor-
tant to secure resources for research to develop new
tools and to better understand the reasons for the per-
sistence of infectious diseases as well as the determinants
for their optimal control. TDR has a sound reputation in
this area and could be used as a model for other similar
partnerships.

As increased funding becomes 
available, it will be important to
secure resources for research to 
develop new tools and to better
understand the reasons for the 
persistence of infectious diseases as
well as the determinants for their
optimal control.
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Global public goods

These are defined as “goods whose benefits reach across
borders, generations and population groups. All public
goods, whether local, national or global, tend to suffer from
under-provision.The reason is precisely that they are public.
For individual actors, it is often the best and most rational
strategy to let others provide the good – and then to enjoy
it – free of charge. At the international level, this collective
action problem is compounded by the gap between exter-
nalities that are becoming more and more international in
reach and the fact that the main policy-making unit remains
the nation state” .

It is clear that cost-effective interventions work only when
they are accessible to, and affordable for, those who need
them. This applies to diagnostics, to commodities such as
insecticide-treated nets and to treatments such as pharma-
ceutical drugs. Key strategic elements for addressing barriers
to the affordability of existing health products include clarifica-
tion of the role of intellectual property protection, wider and
more effective use of voluntary licensing, and increased sup-
port for basic and applied research.

Public-private partnerships can develop mutually beneficial
mechanisms to bring down the costs of existing medicines,
vaccines and health products that are essential for improv-
ing the health of people living in poverty. Although public-
private-sector partnerships are a relatively recent phenom-
enon, the incentive behind them is clear and simple. Socially-
responsible businesses operate on the principle of enlight-
ened self-interest. They want to keep productivity – and
profits – high; therefore, businesses that operate in disease-
prone areas have a vested interest in keeping their employ-
ees healthy. It makes sense to support the public health sec-
tor in extending public goods to all. In instances where the
health sector is ineffective, the private-sector may itself
assume a direct, if limited, responsibility.

Six of the world’s leading pharmaceutical companies – Abbott
Laboratories, Boehringer Ingelheim, Bristol-Myers Squibb,Glaxo-
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SmithKline, Hoffmann-La Roche and Merck & Co., Inc. – agreed
to work with the UN system to improve access to better health
care and HIV-related medicines for people in developing coun-
tries as part of a global initiative, including prevention, education
and research, to combat AIDS. For example, Pfizer announced
that it will expand its free distribution of the AIDS drug Diflucan
to patients in 50 of the least developed countries.

Another example of making drugs affordable is the recent
agreement between Novartis and the World Health
Organization to provide a new drug – Coartem – for drug-
resistant malaria in developing countries at cost price,
reducing it from US$ 40 to less than US$ 2.50 for the full
course of treatment for adults, and considerably less for
children. Additionally, Aventis and WHO have entered into
a partnership over a period of 5 years.Through this collab-
oration, some of the barriers that make existing medicines
and tools unaffordable to developing countries can be tack-
led.The partnership aims to explore the feasibility of drug
donations and to provide more effective support for dis-
ease management as well as research and development.

WHAT WILL IT COST?  

Scaling up the response to infectious diseases calls for the
mobilization of sufficient financial resources to support nec-
essary interventions, including training, tools, medicines,
research, and an adequate supply of health professionals.
The Commission on Macroeconomics and Health (CMH)
recently published a report, Macroeconomics and Health:
Investing in Health for Economic Development, which estimat-
ed that, by 2010 around 8 million lives per year could be
saved – mainly in the low-income countries – through the
essential interventions against infectious diseases including,
but not limited to – AIDS,TB and malaria – and nutritional
deficiencies.

The CMH report sets out the level of resources necessary
to have effective interventions to improve the health and
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extend the life spans of poor people, which in turn would
stimulate economic development and reduce poverty.

To address health challenges in low-income countries, min-
imum financing needs to be US$ 30- US$ 40 per person
per year to cover essential interventions, including those
needed to fight the HIV/AIDS epidemic. Current actual
spending on health in the least-developed countries is
around US$ 13 per person per year.

Donor finance will be needed to close the financing gap, in
conjunction with best efforts by the recipient countries
themselves.The CMH estimates that a worldwide scaling up
of health investments for the low-income countries to pro-
vide the essential interventions of US$ 30 to US$ 40 per
person will require approximately US$ 27 billion per year in
donor grants by 2007, compared with around US$ 6 billion
per year that is currently provided. This funding should be
additional to other donor financing, since increased aid is
also needed in other related areas such as education, water
and sanitation.

Scaling up of domestic budgetary resources for health in the
low-income countries is also necessary. The CMH report
sets out that, for low-income countries, this entails an addi-
tional budgetary outlay of US$ 23 billion by 2007.

For all low-income countries, approximately US$ 66 billion
per year above current spending levels would be needed by
the year 2015, which would result in a total economic gain
of at least US$ 360 billion per year.

The three main diseases of poverty, HIV/AIDS, tuberculosis
and malaria, call for an additional scaling up of research, and
prevention and treatment interventions. The CMH report
calls for two new funding mechanisms: the Global Fund to
Fight AIDS,TB and Malaria to fund to make annual outlays of
US$ 8 billion by 2007, and; the Global Health Research Fund
to make annual outlays of US$ 1.5 billion by 2007.

Earlier estimates for the three diseases have shown that for
these diseases alone, there is a need for investments of: US$

The cost of going global against
HIV/AIDS, tuberculosis and malaria 

Disease/condition Annual Annual funds 
amount needed available (2001)

(US$) (US$)

HIV/AIDS 9.2 billion 1.8 billion

Tuberculosis* 1-1.5 billion 600-800 million

Malaria** 1 billion 600 million

*  TB in the 22 high-burden countries only.
** Malaria in sub-Saharan Africa only.
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9.2 billion a year for HIV/AIDS, with half of these resources
needed in sub-Saharan Africa; US$ 1 to 1.5 billion a year for
tuberculosis in the 22 high-burden countries alone, and; US$
1 billion for malaria in sub-Saharan Africa alone.

GOING TO SCALE 

We may be witnessing a truly unique moment – a moment
of heightened awareness and action. Something similar hap-
pened two decades ago around environmental awareness,
which brought not only a spate of new initiatives, but con-
crete action as well.Today health stands high on the world's
political agenda. The time has come to scale up the global
response against diseases of poverty, star ting with
HIV/AIDS, tuberculosis and malaria.

The international community has agreed upon a series of
development targets to be met.Three of these are to halve
deaths from malaria and tuberculosis by 2010 and to
reduce HIV prevalence by 25% in young people by 2010.
Achieving these ambitious goals requires a comprehensive
global strategy that builds on existing initiatives.

WHO is an active and ardent proponent of the global scal-
ing-up movement. It proposes a framework for action that
builds on current activities, gearing up for at least 10 years
of intense action aimed at moving the world – especially its
most needy countries and people – onto a “superhighway”
to health. The framework, which will focus initially on
HIV/AIDS, malaria and tuberculosis, has six components:

• Fresh, additional resources: Ideally, US$ 10 billion a
year to build national health systems, carry out interven-
tions and upgrade global public goods.

• Key global functions: Research to develop essential
new drugs and vaccines; partnerships to lower drug prices
and improve access for the poor; efficient purchase and
equitable distribution of vital commodities, including quality,
low-cost medicines against the diseases of poverty .

Overcoming obstacles to global public
health by enhancing affordability and
incentives 

Current obstacle Response (corrective measures 
or new initiative) 

Lack of effective demand • A global fund for health
(including the ability to pay) • Global TB Drug Facility

• Tax incentives for product donations
• A framework for tiered pricing
• More widespread and effective 

voluntary licensing

Weak incentives • A global fund for health 
for R&D investment (advance- purchase commitment)

• Clarity on the terms of intellectual 
property protection 

• Targeted public support for R&D
• Securing of potential markets and 

co-investments in marketing 
new products

• Tax incentives for R&D 
• Public-private partnerships for R&D

Drugs: weak incentives for extra • Support for basic and
investment in basic research applied research

• TDR

Drugs -- blockages in progress • Establishing a clinical trials platform
at the clinical trials stage

Drug clearance: • Harmonizing the regulation
regulatory delays of new products
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• Resource-transfer mechanisms: The ability to move
funds rapidly to where they are needed, while ensuring
transparency, decision-making at country level and a results-
related feedback link.

• Enhanced health systems: Delivery of essential goods
and services via private, voluntary and public providers with
an emphasis on government stewardship; investments in
infrastructure and better logistics to distribute medicines
and other vital commodities and services.

• Impact monitoring: Independent and reliable moni-
toring, reported rapidly and openly, to sustain long-term
involvement through an ever-present feedback loop.

• Social mobilization: Advocacy and communications
programmes that work through governments, NGOs and
the media to catalyse social mobilization “trickling up” from
local to global levels.

The specific elements of scaling up efforts to fight diseases
of poverty will vary from country to country according to
factors such as prevalence, differences in modes of trans-
mission, the relative maturity of the epidemic, the extent of
the dispersal – or concentration – of the epidemic through
different sectors of the population and the extent to which
the existing health system is able to respond.

All global efforts must eventually be achieved within a
framework of strong, cohesive national planning and
strengthened by community action. Moreover, scaling up
prevention and control activities cannot be addressed by
the health sector alone: it must involve other social and
economic sectors across all levels of society. Nor will it suc-
ceed if only tackled by the public sector alone. Only with
massive involvement of civil society and the private-sector
can this challenge be met.



THE WAY FORWARD



“A road map to how we can achieve rapid, measurable results in the fight against three of
the diseases that take the heaviest toll on the poor”

Poor people will only be able to emerge from poverty if they enjoy better health. And although bet-
ter health is obviously not the only condition for progress, it is a central one. Health should be at the

heart of our struggle for sustainable development.

Last year, the Commission on Macroeconomics and Health established the scientific foundation for these
arguments. It showed clearly how investments in health in developing countries give manifold economic
returns – both for the individual and for society.

The Commission recommended that the world’s low- and middle-income nations, in partnership with
the industrialized ones, should drastically scale up access to essential health services for their populations.
The focus should be on specific measures to control the deadliest and most debilitating diseases and to
strengthen the health systems so that those who get ill are cared for – no matter how poor they are.

Such a commitment would mean a substantial new investment in health. But it is an investment with
impressive returns: millions of lives saved and economic benefits of several hundred billion dollars each
year.

We must act now.The alternative is grim. If we fail to take action, within ten years HIV/AIDS will have
engulfed large parts of Asia and eastern Europe – dwarfing the scale of the current epidemic in Africa.
Drug-resistant TB may have become as widespread as ordinary TB, making treatment of this disease dif-
ficult and expensive. Other medicines may also have lost their potency due to growing drug-resistant
strains. Malaria may have spread further into areas now free of the disease.

The United Nations Millennium Declaration has laid out several clear health targets: among them, reduc-
ing malaria and tuberculosis by half and reducing new HIV infections by a quarter within ten years.The
Commission on Macroeconomics and Health has told us what we need to do to achieve these targets
and what it will cost.This Infectious Diseases Report is an attempt at showing how we can get there. It
is a road map to how we can achieve rapid, measurable results in the fight against HIV/AIDS, tuberculo-
sis and malaria - three of the diseases that take the heaviest toll on the poor.

DR GRO-HARLEM BRUNDTLAND
Director-General

World Health Organization



“UNICEF is committed to working in partnership”

The global impact of infectious diseases is attracting valuable attention and resources. In scaling up the
global response, and as part of our larger commitment to the Millenium Declaration and

International Development Targets to reduce child mortality, UNICEF is particularly committed to health
concerns that affect children.

In addition to the direct and indirect impact of AIDS,TB and malaria on children, acute respiratory infec-
tions (ARI), diarrhoeal diseases and vaccine preventable diseases such as measles continue to affect chil-
dren and account for as many deaths as AIDS,TB and malaria combined.We have in hand effective, low-
cost tools such as vaccines, antibiotics, oral rehydration solution, anti-malarials and treated bednets that
can save millions of lives due to these illnesses, and we are committed to ensuring that they reach all the
children who need them.

UNICEF is working closely with WHO and other international and national partners to ensure universal
access to life-saving vaccines and drugs as well as access to services and information that support their
effective use. Most childhood deaths occur in the home and this holds profound implications for how we
scale up our response. As a result, social mobilization and community participation as well as targeted
behaviour change communication are crucial components of our overall efforts to reduce child deaths.
So is our work in education, water supply and other social development interventions that collectively
create an environment in which better child health may flourish.

In all these efforts, UNICEF is committed to working in partnership. UNICEF is a key partner in the
Global Alliance for Vaccines and Immunization (GAVI), the Polio Partnership, Roll Back Malaria and other
alliances which are bringing fresh vision and crucial resources to the global struggle against infectious dis-
eases.

CAROL BELLAMY
Executive Director 

United Nations Children’s Fund 



“The poor are less able to defend themselves against the impact of AIDS“ 

2001 was a turning point in the world’s response to HIV/AIDS. At the United Nations General Assembly Special Session on
AIDS in June, a Declaration of Commitment was unanimously adopted that sets ambitious targets for preventing the spread

of HIV, improving access to care, reducing vulnerability and combating stigma.These targets are an instrument of accountability
in the world’s response to AIDS.
This report notes that for AIDS, tuberculosis and malaria, there has been a recent upsurge in global commitment. But in reality,
the commitment to AIDS comes from the sustained efforts of a global AIDS movement which began almost as soon as the dis-
ease came to light twenty years ago. As the full implications of the global spread and impact of HIV have become apparent, the
movement has become broader and deeper – uniting scientists, activists, service providers, community leaders, religious leaders,
cultural and sporting icons.
Now, political leaders at the highest level are fully engaged in this fight. Nearly every regional or global summit of note has AIDS
on its agenda, the broadest dimensions of the AIDS epidemic have been debated in the UN Security Council, and countless
Presidents and Prime Ministers have personally taken up the issue.
No region of the world is immune from HIV. It affects rich and poor alike, although the poor are less able to defend themselves
against the impact of AIDS.This report draws attention to the ways in which AIDS, along with tuberculosis and malaria, deep-
ens poverty. But it would be a mistake to position AIDS as a ‘disease of poverty’. It is precisely the ability of HIV to cross all
boundaries that has made it uniquely threatening to human development, and has made international solidarity in the fight against
AIDS an absolute necessity.
As the world moves to a new level of heightened determination to combat HIV/AIDS, UNAIDS – including every one of our
eight co-sponsors – will be working on many fronts:
• to support local responses and ensure that the message of success spreads from community to community;
• boosting civil society’s participation in a broad AIDS response, and helping to harness the efforts of women, youth and other
other social movements;
• helping the private sector to make good its responsibilities to workforces and to communities, and to better network its efforts;
• ensuring that governments have the means to collect the information and develop the strategies they need to maximise the
effectiveness of their response; and
• assisting to boost resources and develop the channels that direct these resources most efficiently to the community level
where they make the most difference.
A new paradigm guides our work in which prevention and care are complementary pillars of a comprehensive AIDS response.
The old paradigm held that antiretroviral treatment as an element of AIDS care was too difficult and expensive for the devel-
oping world.
The new paradigm recognizes the ethical impossibility of denying to the majority of people living with HIV the life-saving treat-
ment that has been available to the minority. It builds hope for communities on the basis of a joint commitment to care and to
preventing the further spread of HIV, and it recognizes that people living with HIV and those directly affected, are the greatest
resource in combating the epidemic.

PETER PIOT
Executive Director

Joint United Nations Programme on HIV/AIDS



“We are ready to work closely with our partners to ensure that Poverty Reduction
Strategies now taking form in many countries support these recommendations”

As we move into the new Millennium, the World Bank is greatly expanding its work with country
governments, international partners such as WHO, UNICEF and UNAIDS, and many other local

groups in order to confront major infectious disease killers. Communicable disease prevention and con-
trol are among the Bank’s top priorities on account of the profound impact they can have on reducing
poverty. Along with the United Nations, the Bank is committed to achieving the Millennium
Development Goals for the year 2015. The Millennium Development Goals include reducing child and
maternal mortality, reversing the epidemics of HIV/AIDS, malaria and tuberculosis, and boosting other
development indicators that contribute to and are influenced by improved health.

The strategies and interventions included in this report are critical for scaling up the response and pur-
suing these goals. We are ready to work closely with our partners to ensure that Poverty Reduction
Strategies now taking form in many countries support these recommendations. The poverty reduction
framework enables these health problems to be seen as real challenges to development and be inte-
grated into a larger agenda for change.

The Bank will continue to help governments design, finance and improve health systems – so critical to
better disease prevention outcomes. The institutional, management and technical capacities of govern-
ments, providers and communities are weak at the moment. Mechanisms such as the Multi-country AIDS
Program for Sub-Saharan African nations and the Global Fund to Fight AIDS, Tuberculosis and Malaria
should help expedite access and use of new resources. The recent partnerships developed to fight HIV,
TB, malaria and other health priorities increase our means to collaborate and to involve communities.
We hope that these initiatives will further complement each other in helping ease the burden of infec-
tious diseases on their beneficiaries, and thereby speed up success in overcoming the problem.

The coming years will be exciting and challenging as we move forward to address the pressing problems
posed by infectious diseases.

JAMES D.WOLFENSOHN 
President

The World Bank



“UNFPA recognizes the proven effectiveness of HIV prevention and has made it 
an institutional priority”

The HIV/AIDS pandemic is one of the major challenges facing the world today. Its ability to intricate-
ly weave its devastating effects across sectors and across borders threatens not just our health, but

our very way of life. If the global impact of HIV/AIDS is to be reduced, HIV prevention must be central
to the response. UNFPA recognizes the proven effectiveness of HIV prevention and has made it an insti-
tutional priority. Focusing efforts on prevention among young people, prevention in pregnant women and
provision of comprehensive condom programming, the Fund is translating that commitment into action
through provision of support to governments and civil society groups in programme countries.

Recognizing that reproductive health provides an important entry point for HIV prevention, UNFPA is work-
ing to provide professionals in health and other social sectors with the skills needed to counsel clients on
HIV prevention, overcome local taboos, and effectively manage sexually transmitted infections to reduce vul-
nerability to HIV infection.We are working in various reproductive health settings to provide voluntary coun-
selling and testing services, both to empower women to protect themselves from HIV infection and to pro-
mote male responsibility in protecting themselves, their partners and their children from infection.

For young people, who not only represent our future but also control the future of the pandemic, UNFPA
is supporting governments and other partners to develop and provide culturally sensitive and youth-
friendly adolescent sexual and reproductive health services, and to create behaviour change communica-
tion messages and skills-building opportunities. The aim is to equip young people with the information,
knowledge and skills to deal with life challenges and make responsible and appropriate choices and deci-
sions to protect their own reproductive health and lives and those of their partners.To maximize results,
the Fund also advocates for the involvement of young people in all aspects of interventions – from plan-
ning, decision-making and implementation to monitoring and evaluation.

UNFPA also partners with governments, non-governmental organizations and private-sector companies
to support countries in their efforts to defeat HIV/AIDS.

In the era of HIV/AIDS, experience shows that success does not come by working alone; it requires a
concerted, coordinated, resourced, proactive, scaled-up, multisectoral and multi-partner response, with
prevention at its core.

THORAYA AHMED OBAID 
Executive Director 

United Nations Population Fund



“UNESCO is committed to making health promotion and preventive education,
particularly in regard to HIV/AIDS, a high priority”

Health is an essential condition for teaching and effective learning, and is also an outcome of quality
education. Combating infectious diseases, therefore, must be a key element in efforts to achieve

Education for All (EFA), and health must be high on the agenda of the education sector at all levels.

Infectious diseases directly affect the demand for education by decreasing the enrolment, participation
and performance of school-age children and youth, especially among the poorest and most disadvan-
taged populations. Ill-health among children and youth results in the loss of millions of school-days annu-
ally. In some countries, the havoc wreaked by the HIV/AIDS pandemic is crippling the education system
itself, endangering both the supply and quality of education.

By addressing the health needs of students and staff, Governments can maximize the return on their
investment in education, both during and after the years of formal schooling. Comprehensive school
health programmes such as those described in the new inter-agency initiative known as FRESH, are effi-
cient and cost-effective means of coping with significant health problems such as infectious diseases. Such
programmes include effective policy development, improved learning environments and the provision of
essential life skills, education and basic health services.

UNESCO is committed to making health promotion and preventive education, particularly in regard to
HIV/AIDS, a high priority in its strategies and action in follow-up to the Dakar World Education Forum.
Strengthening school health as a vital means of improving the health and well-being of pupils has been
designated a key area to improve basic education outcomes. Current activities being promoted include
the integration of school health issues into National EFA Action Plans, which will influence national edu-
cation reform up to 2015. In this regard, strong emphasis will be placed on major infectious diseases,
notably HIV/AIDS and malaria. Timely and well-targeted preventive education programmes are particu-
larly important so that those most at risk are spared the suffering, loss and missed opportunities that
infectious diseases bring.

KOICHIRO MATSUURA
Director-General 

United Nations Educational, Scientific and Cultural Organization



The resources and know-how exist.We have historical opportunity to combine and use them to ensure
better health and greater economic growth in just a couple of decades. If we want equity and security
in our lifetime and for future generations, we cannot afford to miss this opportunity.

Manmohan Singh
Rajya Sabha Leader

Parliament of India

Pharmaceutical Industry has made great strides to provide more affordable medicine to poor coutries,
but we need to make it the norm, not the exception.

DR SUPACHAI PANITCHPAKDI
Director-General Designate 

World Trade Organization 

We must begin to see development assistance more in terms of an investment in the future, in the pro-
tection of the global public well-being, including peace, healthy populations, a healthy environment and a
more equitable economic system.

TAKATOSHI KATO
Adviser to the President 

Bank of Tokyo-Mitsubishi

Even conservative forecasts suggest that future annual economic growth in sub-Saharan Africa will be
one third lower than what it could be without AIDS

K.Y. AMOAKO
Executive Secretary

Economic Commission for Africa



“Improved TB detection and HIV testing of all TB patients are a priority”

Peru launched a counter-offensive against TB to free the country from being one of the world’s 22 high-
est burden countries.With a 100% DOTS coverage achieved, improved TB detection and HIV testing of
all TB patients are a priority. In resource terms this has meant shifts in funding; 20% less funding for
defense, 56% more for health and a 2002 TB control budget that amounts to US$ 23 million.

DR MANUAL QUIMPER HERRERA
Vice-Minister of Health 

Peru

“We need to expand the number of partners and funding for TB control”

We need to expand the number of partners and funding for TB control on a state level in order to
increase sustainability and expansion of the TB programme. Currently negotiations are underway with
some oil companies in Nigeria to assist local TB programmes. Partnerships are good but they can be
fragile and in order to work, roles and responsibilities need to be clear.

DR EDUGIE ABEBE
Director-General of Health

Nigeria

“Ensuring that malaria victims countrywide have prompt access to effective drugs”

The government of Kenya has spelled out the way forward with regard to malaria control, for the next
ten years covering the period set by Roll Back Malaria to realize tangible differences in malaria control
and prevention in Africa. The strategy addresses the malaria problem by ensuring that malaria-victims
countrywide have prompt access to effective drugs, promoting accessibility and use of insecticide treat-
ed nets, the use of other mosquito control methods and intermittent treatment of pregnant women and
setting up epidemic preparedness strategies and other support elements such as IEC campaigns, oper-
ational research and monitoring.

PROF SAM ONGERI
Minister of Public Health

Kenya



“The time for collective action is now”

If we are to be effective in the long term, we must learn from the experiences of those caught in the cen-
tre of this AIDS whirlwind pandemic. This includes working harder to equalize the balance of power
between men and women, especially our women who comprise a large percentage of our poor. Gender
equality is a critical component in the process of changing sexual behaviour.We know that only when a
woman is free to choose how she lives her life will she possess the capacity to best protect herself from
HIV/AIDS.We have also started to deal with the vital issue of mother-to-child transmission.

Critical to our success is collaboration with the international community. Support in the areas of funding,
research, information sharing, access to affordable medicines and treatment is essential and requires time-
ly and effective participation by all.

The government and the people of Belize declare full commitment to halt and reverse the increasing
trend of this pandemic. We know this is a tremendous task but to fail on our part to act decisively will
condemn countless numbers, many in the flower of their youth, to certain death.To fail would be to break
the most sacred compact of all the preservation and advancement of humanity.

We have neither time nor resources to waste.The time for collective action is now.

SAID W MUSA
Prime Minister

Belize

“We can effectively control TB”

Improved prevention and control of TB will reduce the spread of this disease. We know what needs to
be done and we know how to do it. If we effectively apply proven and cost-effective strategies for TB
control, adapting and improving them to meet our challenges, we can effectively control TB.

We also need unity in action, public/private partnerships, community, volunteers and health workers to
work together.While we have made some progress in TB control we still have a long way to go in ensur-
ing quality service delivery and improved treatment outcomes and I believe that through targeted plans
we will be able to achieve our objectives.

MANTO TSHABALALA MSIMANG
Health Minister
South Africa



“The ILO’s new programme on HIV/AIDS in the world of work is a beginning”

HIV/AIDS is not just a public health issue, it is a workplace issue, a development challenge and the source
of widespread insecurity. ILO’s commitment to be a partner in this challenge stems from its primary goal
of providing men and women with decent and productive work in conditions of freedom, equity, securi-
ty and human dignity.

We must react to the crisis unfolding in so many places where skilled and experienced workers are dying
or, where children are forced to work and head households because all the adults either are too sick to
work or have died.

The ILO’s new programme on HIV/AIDS in the world of work is a beginning.Through it we will work
with our tripartite constituents at national and regional levels to promote prevention in the workplace
and mitigate the social and economic impact of the epidemic.

Concern for HIV/AIDS is reflected in other ILO activities.The ILO Programme on child labour will expand
its efforts to address the needs of children orphaned by AIDS and forced into the world of work.The gen-
der dimensions of HIV/AIDS will be addressed within the framework of the ILO’s programme on gender
and other activities to help reduce the vulnerability of women and girls to the disease.

JUAN SOMAVIA
Director-General

International Labour Organization

“Europe is fully committed to further step up its efforts”

The world cannot ignore the AIDS epidemic. In developing countries where 90% of HIV infections occur,
AIDS is reversing hard-won gains in improving the quality of life. Last year in Africa, 10 times as many
people died from HIV/AIDS as were killed in conflicts. In contrast, we in Europe are fortunate to be alive
at this moment in history. Never before has our world enjoyed so much prosperity with so few exter-
nal threats. Global society is calling on the international community for its recognition of the magnitude
of the problem and its support in combating it.This is the hour of global solidarity.The West must increase
its efforts to help more nations and people to break the vicious cycle of disease and poverty.

Europe is fully committed to further step up its efforts to face this epidemic and to increase support for
the fight against the three major communicable diseases: HIV/AIDS, malaria and tuberculosis.

JOHN B. RICHARDSON
European Commission



“The public-private-partnership template works – it now needs to 
be scaled up”

Drugs that target infectious diseases in general are known to have a limited useful life due to the even-
tual emergence of resistance. Although for malaria this useful life can be very long the real need is to
have sustainable R&D which generates new drugs before problems arise. MMV’s plans are currently
focused on further developing a balanced and sustainable portfolio of R&D projects with our many
pharmaceutical and public-sector partners. Our current portfolio of development projects represents
incremental advances on existing drugs or drug combinations.These can impact the disease before 2010.
Our most innovative discovery projects are likely to impact beyond 2010 but have the major benefit of
representing wholly new drugs that have the potential to provide broad efficacy against current and
emerging strains of the malaria parasite.

What is really exciting to me is that public-private-partnership template works – it now needs to be
scaled up.

DR CHRIS HENTSCHEL
Chief Executive Officer

Medicines for Malaria Venture

“A quantum leap forward in global health”

As a prime mover in TB drug development efforts worldwide and a committed partner in WHO’s Stop
TB Initiative, the Global Alliance for TB Drug Development joins the call for scaling up the response to
infectious diseases. The TB Alliance is at the cutting edge of developing new, radically improved tools
today, so that the world can wage a much more effective war against these diseases.

Now firmly on the path to a new affordable TB drug by 2010, the TB Alliance is in negotiation for sev-
eral compounds in the lead optimization and pre-clinical stages from public, academic, biotech and phar-
maceutical institutions. We are moving technology and designing innovative agreements to ensure that
new drugs will be affordable in endemic countries. We believe that the dividends of such a new model
of doing ‘good business’ will translate into win-win results for both private and public players as well as a
quantum leap forward in global health.

DR MARIA C. FREIRE 
Chief Executive Office 

Global Alliance for TB Drug Development



“Scaling up the fight against AIDS means trimming down the time spent 
developing the tools needed to end the epidemic”

For the International AIDS Vaccine Initiative (IAVI), scaling up the fight against AIDS means trimming down
the time spent developing the tools needed to end the epidemic. Education and treatment must be pri-
orities. But the ultimate solution is the discovery and global distribution of preventive vaccines.

Despite the potential to save millions of lives, lack of focus and funding has slowed AIDS vaccine research
and development.With one new HIV infection every six seconds, we must make up for lost time.

Traditionally, industry drives vaccine development, based on anticipated profits. In the case of AIDS, where
impoverished countries constitute the largest market, returns would be small, and interest has lagged.The
public sector must step forward and create incentives to assure that AIDS vaccines are made and then
widely delivered.

Over the next five years, IAVI will invest US$ 500 million in public-private partnerships designed to speed
success by moving a dozen novel vaccine candidates into human testing in parallel. Complementing the
drive for rapid scientific advances, IAVI seeks to guarantee that adequate financing, manufacturing and
other infrastructure will be in place to rapidly provide vaccines to all who need them.

DR SETH BERKLEY
President

International AIDS Vaccine Initiative



“We must engage and enrage society to prevent further suffering from AIDS,
TB and malaria”

The global health disaster is of staggering proportions.Three diseases – HIV/AIDS, malaria and tubercu-
losis – kill six million people world-wide each year and continue to plunge millions of families into lives
of destitution. But even the most dispassionate observers can now agree: Investing in the minimal costs
to control these diseases now outweighs the consequences of losing healthy consumers, productive mar-
kets and stable societies. A healthy world is in everyone's interest.

A dynamic, innovative network is emerging to accelerate efforts against these diseases. The Massive
Effort Campaign is a new and impatient social movement using state-of-the-art communications, mar-
keting and advocacy strategies to promote the control of diseases that keep people in poverty. It is intent
on dramatically reducing deaths from AIDS,TB and malaria by the year 2010.

Immediate progress against these diseases can be made. It can be achieved with the involvement of new
activists and champions who support campaigns to increase healthy behaviour. It will succeed if we can
continue to “engage and enrage” society to provide simple medicines and health products – taken for
granted in wealthier communities – to people in poorer countries who are vulnerable to disease.

THOMAS W. KÄRCHER-VITAL
Board of Directors

Massive Effort Campaign



"The challenge is how fast this can happen and to the vast majority of the world's poor,
women and children"

Eradication of poverty remains the overarching goal of Bangladesh Rural Advancement Committee
(BRAC).To us, poverty is not only economic impoverishment but also a manifestation of wider depriva-
tions. For the past thirty years BRAC has been addressing these. Health is one such. Innovation and scal-
ing up of successful programmes are two of BRAC's distinguishing features. The knowledge about oral
rehydration therapy, for example, reached every household in the country and the recent drop in infant
and childhood mortality is largely attributed to this. The DOTS programme involving the village health
worker reaches thousands of Bangladeshi villages, in active partnership with government and donors.
HIV/AIDS remains a looming threat to Bangladesh's future, and the BRAC initiative to impart HIV/AIDS
knowledge to rural couples and adolescents is gaining momentum with the inclusion of new elements
like sexuality, gender and violence against women. Micro-finance now reaches 4.5 million families; 1.2 mil-
lion children, two-thirds of them girls. attend BRAC-run primary schools. 'Small is beautiful' but, to us,
large-scale is an imperative.We believe that change is possible; in fact it is inevitable.The challenge is how
fast this can happen and to the vast majority of the world's poor, women and children.

F. H. ABED
Founder and Chairperson

Bangladesh Rural Advancement Committee



“We will continue supporting Roll Back Malaria with concrete commitments in Nigeria 
and in other countries where we have operations”

Improving health and strengthening local health services have always been part of our commitment to
promoting the wellbeing of the communities with which we interact when performing our business oper-
ations.

We do this by assisting local authorities in building, restructuring and maintaining health facilities, supply-
ing medicines and hospital equipment, training medical and non medical personnel, and by carrying out
vaccination, health awareness campaigns and prevention and control activities for a range of infectious
diseases such as TB, hepatitis and especially malaria.

We also collaborate with international agencies and NGO’s in promoting programs and initiatives and
our involvement in the Roll Back Malaria Initiative since its launch in 1998 testifies to our awareness of
the importance of tackling this disease.

Moreover we are contributing to the Global Fund for Fighting AIDS,TB and malaria and, by participating
in the Global Health Initiative promoted by the World Economic Forum, are helping to raise greater pub-
lic awareness and support on these critical issues.

As we see investment in the communities we work in as key to a better future, we will continue sup-
porting Roll Back Malaria with concrete commitments in Nigeria and in other countries where we have
operations.

GIAN MARIA GROS PIETRO
Chairman

Eni



“Medvantis feels the responsibility to do whatever is needed to fight AIDS,
TB and malaria and will encourage others to do the same”

Every journey starts with a first step. AIDS,TB and malaria are a growing threat for the lives of people
and the social and economic development of their countries in many parts of the world.They hit hard-
est where they can be least afforded, striking down especially people in poor communities.

To successfully tackle these issues, the partnership that supports the health care system in these coun-
tries urgently needs rebuilding. But there is a shortage of local resources, so we in the rich world have
to step in and help.The task is not to reproduce the health services we have available to us, but rather
to produce a system that is appropriate to the needs of people where they live. Not to build a special-
ist hospital in a small village, but to help equip networks of health service providers with enough train-
ing, information and knowledge to meet the needs of the local population.

That is why in 2001 Medvantis started to support several health initiatives in different parts of the world,
such as an information and prevention project on AIDS,TB, malaria and diabetes in Kenya.Together with
other companies and organizations we helped found a new NGO to put the knowledge and the skills
of private and public partners together to make a difference.The Massive Effort Campaign focusses on
advocacy and health prevention initiatives and supports the UN,WHO and G8 in their fight against the
diseases of poverty.

Medvantis – as a health management company – feels the responsibility to do whatever is needed to
fight AIDS,TB and malaria and will encourage others to do the same.

THOMAS SCHÖNEMANN
Managing Director

Medvantis



“We will continue to work in partnership with all relevant stakeholders to 
pursue an effective global response to infectious diseases”

GlaxoSmithKline is committed to improving the health of the developing world in three key ways. We
are the only company involved in R&D into both prevention and treatment of HIV/AIDS,TB and malar-
ia. Our HIV and malaria candidate vaccines entered clinical trials in 2001. We are involved in the
Medicines for Malaria Venture (MMV), the International AIDS Vaccine Initiative (IAVI) and the Global
Alliance for TB Drug Development (GATB). We offer sustainable preferential pricing arrangements on
vaccines, antiretrovirals and anti-malarials to the poorest countries of the world.And through our Global
Community Partnership programmes we play a major part in community activities that promote health.
Established in1992, Positive Action is our international programme of HIV education, care and commu-
nity support.Additionally, GSK is a founding partner in the Global Alliance to Eliminate Lymphatic Filariasis
which includes what will become the world’s largest drug donation programme.

We will continue to work in partnership with all relevant stakeholders to pursue an effective global
response to infectious diseases.

DR JP GARNIER
Chief Executive Officer
Glaxo-SmithKline



“We will give sustained support to public/private partnerships 
in this critical field”

ExxonMobil teams are working with host governments and national Roll Back Malaria campaigns in
Angola, Cameroon, Chad, Equatorial Guinea and Nigeria to identify where the company can make the
greatest difference to malaria prevention and control. Country programs are primarily focussed on these
key activities:

• Distribution of bed nets impregnated with insecticides to villagers in the areas of our operations;

• Training of nurses and village health workers on malaria treatment and prevention;

• Printing and distribution of posters and health education materials to help educate the local popula-
tion on malaria prevention.

At the village level in Nigeria, ExxonMobil is also supporting the New Nigeria Foundation as it sets up
health clinics in nine Delta States, including four clinics in the two states where ExxonMobil affiliates oper-
ate.

This initiative reflects ExxonMobil's commitment to public health in our communities, and to working
with local public partners to strengthen health care capacity. Health is a cornerstone of opportunity.We
will give sustained support to public/private partnerships in this critical field.

LEE R RAYMOND
Chairman and Executive Officer

ExxonMobil



“Our commitment does not just involve making a financial contribution but also entails
playing an active part”

If the health crisis currently facing the world is to be tackled successfully, there must be a completely new
and carefully targeted alliance between government, business and society as a whole. That is why
Winterthur Insurance, a Credit Suisse Group company, has taken the lead in supporting Kofi Annan’s ini-
tiative for a Global Health Fund for Fighting HIV/AIDS,TB and malaria.

We hope that we will act as a catalyst, encouraging other companies to take a new look at the problems
facing the world and to become involved in finding solutions to them. Neither Winterthur Insurance nor
any other global company in the business community can afford to stand by and watch, or allow itself to
hope that the efforts of others will provide a solution to this problem.

This is not simply a question of charity or of a large company giving money to those who are less well-
off. It is also a decision based on an economic analysis of the problems that exist. From a health insur-
ance perspective, we firmly believe that higher quality health care not only benefits the customer, but also
reduces health costs in the long run.There is now strong evidence to suggest that this principle does not
apply solely to health insurance, but that investments in health also benefit the community, as well as a
country’s economy and ultimately also the global economy, as has been shown by the WHO
Commission’s report on macroeconomics and health.

We are committed to supporting the fight against diseases resulting from poverty. Our commitment does
not just involve making a financial contribution but also entails playing an active part e.g. in supporting the
‘Massive Effort Campaign’ which aims to apply the skills and expertise of the private and public sectors
in a new and truly unified global attempt to fight HIV/AIDS,TB and malaria.

THOMAS WELLAUER
Chief Executive Officer 

Credit Suisse Financial Services



“Tackling complex global health crises will require a massive effort as outlined in Scaling
Up the Response to Infectious Disease:A Way Out of Poverty”

With a long-standing commitment to global health, Merck continues to work in partnership with multi-
national organizations and other stakeholders to address the impact of HIV/AIDS and other diseases.
Merck is encouraged by the efforts of the World Health Organization (WHO), the World Bank,
UNESCO, UNFPA, UNICEF, and UNAIDS to "scale up" the global response to infectious disease. We
share in their commitment to support public health programs and advocate good health as an essential
foundation of economic development.

We welcomed the Commission on Macroeconomics and Health's (CMH) report and its findings sup-
porting greater investment in health as a path to development.We stand ready to join with WHO and
other stakeholders in the global alliance against poverty and disease. A key theme of the CMH report
is partnership - and partnerships remain a crucial strategy to the improvement of health around the
world.These partnerships lead to a coordination of efforts between the public and private sectors, draw
on the complementary expertise of all stakeholders, and help put the systems and infrastructures in place
to ensure long-term access to care and treatment. Tackling complex global health crises will require a
massive effort as outlined in Scaling Up the Response to Infectious Disease: A Way Out of Poverty.This doc-
ument represents an important step toward translating the findings of the CMH report into concrete
actions that will help to overcome the global health challenges still faced by billions of people around the
world every day.

RAYMOND V. GILMARTIN
Chairman, President and Chief Executive Officer,

Merck & Co., Inc.



“We will leverage our local infrastructure, marketing expertise and be an advocate 
for workplace policies”

The unprecedented health crisis the world faces today threatens human welfare, development and social
stability.While leadership from governments and the international community is crucial, the effort cannot
and must not be theirs alone. Business has a role to play.

The Coca-Cola Africa Foundation has heeded the call to help safeguard the future of Africa in the fight
against HIV/AIDS and Polio. We will leverage our local infrastructure, marketing expertise and be an
advocate for workplace policies.

Under the “Kick-out Polio in Africa” programme, we are leveraging our local infrastructure and market-
ing expertise for National Polio Initiatives.To date, we have assisted in the immunization of over 130 mil-
lion children.

Every business has a role to play. We must collectively continue to contribute, in partnership, our time,
expertise and resources to help maintain sustainable communities.

ALEXANDER B. CUMMINGS 
Chairman, Board of Trustees 

The Coca-Cola Africa Foundation



“De Beers is actively engaging stakeholders such as NGO’s, organised labour, regional 
and local governments, and similar businesses in order to pool our thinking and share 

best practices”

Studies carried out during 2001 across our operations indicate that approximately (15%) of De Beers
Group southern African workforce (including Debswana and Namdeb) is infected with HIV. De Beers is
aggressively fighting the disease on many fronts, with the objective of reducing the infection rates and
providing care and support for those already infected. The initiatives recognise the need to empower
people through education and understanding of the disease and its consequences in order to effect a
behavioural change.

A wellness programme has been established to keep individuals in good health whether HIV positive or
not.The programme provides, amongst other things, the ongoing training of peer educators and coun-
cillors, the provision of voluntary counselling and testing at all of our operations either through the on-
site medical centres or local clinics. De Beers has employed social workers in a number of communities
to educate sex workers in safer sex practices. De Beers is actively engaging stakeholders such as NGO’s,
organised labour, regional and local governments, and similar businesses in order to pool our thinking and
share best practices.

N.F. OPPENHEIMER
Charman

De Beers
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AIDS: Acquired Immunodeficiency Syndrome
AMREF: African Medical Research Foundation
ARI: Acute Respiratory Infections
ARV: Antiretrovirals
BRAC: Bangladesh Rural Advancement Committee
DFID: Department for International Development (UK)
DOTS: Directly Observed Treatment Short-Course
EPI: Expanded Programme on Immunization
GAVI:The Global Alliance for Vaccines and Immunisation 
GDP: Gross Domestic Product
GATB: Global Alliance for TB Drug Development 
HIPC: Highly Indebted Poor Countries Initiative 
HIV: Human Immunodeficiency Virus
IAVI:The International AIDS Vaccine Initiative
IFRC: International Federation of Red Cross and Red Crescent Societies
IMCI: Integrated Management of Childhood Illness
IPPA:The International Partnership against AIDS in Africa 
ITN: Insecticide Treated Nets
MEC: Massive Effort Campaign 

MMV: Medicines for Malaria Venture 
NGO: Nongovernmental Organization
ORT: Oral Rehydration Therapy
PHC: Primary Health Care
RBM: Roll Back Malaria
SEAMEO:The Southeast Asian Ministers of Education Organization
STI: Sexually Transmitted Infections
STB: Stop TB Initiative
TB:Tuberculosis
UN: United Nations
UNAIDS: Joint United Nations Programme on HIV/AIDS
UNDP: United Nations Development Fund
UNESCO: United Nations Educational, Scientific and Cultural Organization
UNICEF: United Nations Children's Fund
UNFPA: United Nations Population Fund
USAID: United States Agency for International Development
WB:World Bank
WHO:World Health Organization
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