HIV/AIDS in Africa: More action needed!

Background

Africa has come a long way in the fight against HIV/AIDS in the past five years. The ingredients of an effective response to the epidemic are in place and some exciting and encouraging examples of what works against the epidemic have been generated. Many countries now have in place in one form or another an AIDS council and strategic frameworks for the response. A partnership framework exists for the region (International Partnership against AIDS in Africa –IPAA) . There are commitments to action at the regional and global levels (Abuja Declaration and the UNGASS Declaration of Commitment on HIV/AIDS respectively). Funding for action against the epidemic has improved substantially. The Global Fund for AIDS, TB and Malaria (GFATM) has brought with it greater innovation in approach as well as scope for local level partnerships.  If there has been so much progress, what is the problem?

Despite being home to only 10% of the world’s population, Africa still has 70% or 29.4 million of 42 million people living with HIV/AIDS. Africa accounts for 3.5 million of 5 million new infections 2.4 million of 3.1 million AIDS-related deaths and more than 9 million orphaned children. What does this mean? 

· Africa has a large ill population of adults who should be at their most productive but their productivity is curtailed by illness and death (8.8% of the population in Sub-Saharan Africa and about 26% of the population in Southern Africa live with HIV/AIDS).

· The epidemic is a drain on productive capabilities and imposes huge financial burdens on households and countries with the overall effect of worsening poverty. As poverty worsens, risky behaviour increases and the chances of containing the epidemic diminish.

· Countries do not fully benefit from the investments they have made in their people.

· Health systems are stretched (in Southern Africa it is estimated that more than 60% of health expenditure is spent on HIV/AIDS related illness).

· HIV/AIDS is impacting heavily on the economies and curtailing their ability to provide social services

· In East and Southern Africa production losses among smallholder farmers are turning such households into buyers of food and worsening the effects of weather variations.

· An increasing number of young people are missing out on education as breadwinners are lost. Many of the Millennium Development Goals will be missed owing to the impact of HIV/AIDS.

Further, of 5 million new infections in 2002, 3.5 million were in Africa and largely concentrated among young people with young women disproportionately affected. Threats to peace and security on the continent are creating further opportunities for the epidemic to grow. 

Challenges for Africa

Problem 1 - Meet Commitments!
Despite the knowledge of what works and the expression of commitment, the commitments have not been followed by consistent action. Put, differently, promise and potential have not been harnessed and translated into action. In the Abuja Declaration of commitments to fight HIV/AIDS, Africa’s leaders pledged to increase health spending to 15% of budgets. At UNGASS among other pledges was a pledge to reduce infection among young people by 50% by 2005. Pursuit of the commitments remains weak. AIDS Watch Africa, a high profile group of leaders was tasked to monitor follow-up of the commitments. To date the extent to which AIDS Watch Africa is carrying out its mandate and informing the leadership on necessary actions remains unclear. 

Problem 2 – Treat AIDS as a Development Issue. Start with NEPAD!
 HIV/AIDS continues to be treated only as a health issue despite its developmental impact. The continent continues to hold on to the illusion of achieving growth and hoping that this growth will then lead to improvements in social conditions including health. Health systems are in a state of decay and with them the productive capabilities of the continent.

While Africa has actively engaged its development partners through NEPAD to foster economic development, it has done so in a way that confines HIV/AIDS to the health sector. Confining HIV/AIDS to the health sector means that Africa will miss out on opportunities to address HIV/AIDS as it relates to the various components of NEPAD. While Africa’s leaders acknowledge that HIV/AIDS is a development issue, they have not stated how it relates to the various components of the strategic plan and how in each of those components it will be tackled. The impression emerging from the NEPAD and the current implementation plans is that actions within the health sector alone will be sufficient. What will Africa do with those already infected – 29 million of them. While the plan may have suggestions on tackling their health needs, what will happen with their other needs? Is Africa going to launch large-scale welfare programmes? What is the history of such programmes and how can they be sustained where the proportion of poor households that need support exceeds by far the proportion of those that can contribute to finance such welfare schemes. Can the countries of Southern Africa afford to have more than 20% of their populations on an indefinite welfare system? Are there any opportunities within the various components of NEPAD to proactively tackle HIV/AIDS? The opportunities exist, the challenge is to take a wider perspective and revisit our planning processes.

Problem 3 - Mobilise More Money for the GFATM: Not only do lives depend on it, but also our independence as Africa!
Funding for the HIV/AIDS response remains inadequate. Financing of the GFATM remains at a small fraction of the estimated level of need. While the US Government has expressed an intention to spend USD15 billion on HIV/AIDS in 12 countries in Africa and 2 in the Caribbean over a five year period, not more that 1 billion of this will go through the GFATM owing to a provision that US funding to the GFATM should not exceed a third of total GFATM funding. To realise the potential US input into the GFATM, there must be a flow of funds from others donors and this will not occur unless there is substantial pressure.

With so much US funding why should we worry about securing more funding? Well, if the US funding was largely through the GFATM, it would follow a process of decision that would be more supportive of existing structures that offer scope for coordinated effort. It would also reduce the vulnerability of recipient countries to political manipulation. Current plans are that part of the US funding will go towards treatment. While the idea is welcome, Africa must be concerned because the direct US funding will account for 2/3 of all people requiring treatment and will account for anything up to 90% of HIV/AIDS treatment availed on the continent. The long-term nature of treatment provision will give the US unprecedented leverage on the continent. The US will hold power over the lives of 2 million people in the recipient countries.

Problem 4 – WTO and Access to medicines: Focus on the big picture! 

While the intended US financing of HIV/AIDS is welcome, it has significant implications for the WTO Ministerial Negotiations in Cancun in September 2003. Developing countries have been pushing for an intellectual property rights regime that is sensitive to the needs of developing countries. Access to medicines has been a major area in these discussions. The US and pharmaceutical companies have largely opposed the introduction of clauses that would allow countries to take decisions that would allow them to meet the health care needs of the populations – the demands of developing countries are seen as threatening the profits of the large pharmaceutical companies. The position of the US has been one that favours granting of exemptions to specific countries and for specific diseases. While such solutions are attractive in the short-run, they would call for new negotiations each time a new epidemic emerges or a ‘new’ country is affected. There are no agreements even on basic things such as what constitutes an emergency. 

Under current provisions, countries can import generic drugs or issue compulsory licences. The option of importing cheaper generic drugs will fall away in 2006. Local manufacture is likely to be uneconomical for many small countries (and in the short-term drugs produced locally are unlikely to out-compete the subsidised patented drugs from the large firms). The injection of US funding into treatment will expand access to treatment from the current less than 1% to about 60%. With countries manufacturing under compulsory licence unable to export, the US funding will go to support the large pharmaceutical companies market guaranteeing them a substantial and unchallenged dominance of the market in the funded countries. The 12 African countries that will receive funding will feel they have less reason to push hard for the position of developing countries on access to medicines in Cancun. However, if they go with this attitude they will find themselves constrained in responding to other health crises and will find themselves faced with the same challenges of access to medicines for HIV/AIDS when the five year funding comes to an end. The net effect of the US funding is that it will divide African delegates in discussing access to medicines and trade-related intellectual property rights (TRIPS). By offering funding for treatment, the US is diverting focus away from the rules to the practicalities of delivering cheap drugs – subsidised drugs without authority to make independent decisions. At Cancun, the US will occupy the higher moral ground on access to treatment for HIV/AIDS. All others will be derided as discussing theoretical possibilities rather than focusing on practicalities. 

Problem 5 – Access to Treatment: It is a human right and needs a plan!
Few African countries have developed treatment plans and made substantive progress towards availing treatment. Treatment remains the preserve of the well-off. Millions on the continent go without treatment for opportunistic infections. HIV/AIDS is rapidly translating into an inability for the person living with HIV/AIDS to contribute to the well-being and development of their family and country.   

Problem 6 – Programme Money is Available. Where is the strategic leadership and focus on capacity to use the money?

Few African nations are increasing in real terms their expenditures on the health sector despite the commitments made in Abuja. The lack of urgency among African leaders is costing Africa. The continent’s partners are following the lead of Africa’s leaders and hence delivery of commitments and their translation into resources and action has been limited. Available resources are not releasing the potential they bear. While programme resources are increasingly made available, there has been inadequate focus on capacity to deliver programmes. The failure to focus public resources on capacity building has seen ‘alternative’ capacity being built outside the public sector and led to a reconstitution of public sector service provision as services provided by NGOs. Governments are abdicating their responsibilities. 

Problem 7 – Where is the pro-activity in regional institutions? Whose analysis is informing Africa’s Plans and Actions? 

Africa’s institutions, from regional economic groupings to NEPAD and the AU, appear trapped in a slow track response to the epidemic. Despite the huge losses of life and the impact of the epidemic on the continent, it seems While Africa bears the worst brunt of the epidemic, African analysis of the epidemic, responses and strategies remains invisible. A few institutions dominate policy formulation in the region, how are the perspectives of ordinary people and the experiences of those that live with the problem being captured? Where is their voice? 

Recommendations:

1. Leadership and delivery: 

a) Africa’s leaders need to rededicate themselves to the commitments made in Abuja in 2000 and deliver on the commitments including intensifying efforts to protect young people and increase spending on health.

b) The AU must establish a task force or unit to monitor and report on the implementation of the Abuja and UNGASS commitments on HIV/AIDS. Civil society representation and participation must form part of the terms of reference of such a task force/unit.

c) AIDS Watch Africa must be required to report to the AU on progress in implementing the Abuja and UNGASS commitments.

c) Access to treatment must be recognised as a right and national plans to expand access to treatment developed with clear targets, timeframes and budgetary commitments.

2. Funding the response through the GFATM

a) Africa should intensify pressure on its development partners (particularly the rich countries) to deliver on the commitments they have made and increase the volume of money flowing through the Global Fund for AIDS, Tuberculosis and Malaria (GFATM). Parallel to these efforts should be efforts for the US government to request from its treasury a larger contribution to the GFATM for 2004. The upper limit for the request is US 1 Billion of which only US200 million has been requested.

b) Africa must insist on the US making a greater share of the funding for HIV/AIDS available through multilateral institutions and the GFATM in particular.

c) In accepting US bilateral funding African countries must insist on the US not using the funding to subsidise US companies to sell to Africa and undercut local production efforts (already such efforts are underway in Uganda, Namibia and South Africa). The funding earmarked for HIV/AIDS treatment must in part go towards strengthening local capacity either on a national or regional basis.

3. HIV/AIDS as a development Issue
Africa must within the framework of NEPAD revisit the relationship between HIV/AIDS and the various pillars of NEPAD to identify positive ways in which each pillar can contribute to addressing vulnerability to HIV/AIDS infection and/or the impact of the epidemic. A multi-sector task force or working group should be established as a starting point. 

4. Maintaining focus at WTO 

a) Africa’s trade delegates to the WTO Ministerial Meeting in Cancun must maintain a long-term focus and insist on implementation of the Doha agreements without conditions and resist interpretations that are restrictive in addressing public health crises.

b) Among the priorities for the African delegates to WTO must be an insistence that the 2006 deadline for countries producing and exporting generic drugs to cease exports should be moved to 2015 and that acceptance of this date be conditional on the extent to which local capacities will have been built in developing countries.

c) African delegates to Cancun closely examine the issue of subsidies in the north and recognise the similarity of effect whether these are in agriculture or in addressing health crises. The current dominance of a few pharmaceutical firms has created much of the challenge faced in implementing the Doha agreement. Subsidies (whether given directly to firms or indirectly through recipient countries) will further strengthen the grip of the pharmaceutical firms and serve to postpone the bigger fight, that of self-determination and dismantling global monopolies. 

5. Addressing the Impact of HIV/AIDS

Africa’s leadership needs to recognise and act on the impact of the epidemic, particularly the worsening poverty and food insecurity and the increasing number of children who are not accessing quality education (both through exclusion from the education system and from declining quality of education due to loss of teachers to the epidemic). 

6. Listening to local voices

African institutions should be given a greater role in undertaking analysis and formulating policy and strategies than has hitherto been accorded to them. meaningful participation of people living with HIV/AIDS should be an integral part of analysis, planning and monitoring processes.

