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y Opportunities for Presidential Leadership on AIDS:

From an “Emergency Plan” to a Sustainable Policy
by Mead Over

U.S. spending on global AIDS is widely seen as a significant

foreign policy and humanitarian success. But this success

contains the seeds of a future crisis. Treatment costs are set to

escalate dramatically, mainly due to two factors: antiretroviral

drugs have prolonged the lives of AIDS patients who require

life-long treatment, and new HIV infections continue to

outpace the number of people receiving treatment, due to

inadequate prevention.

As a result of these trends, U.S. international AIDS spending—

now $2 billion each year—could grow to $12 billion by 2016,

consuming half the foreign assistance budget and squeezing

out U.S. spending on other needs, including other health issues

(see Figure 1). An increasing proportion of these expenditures

will support patients on expensive “second line” therapy, which

is administered when the AIDS virus becomes resistant and the

cheaper first-line antiretroviral (ARV) drugs no longer work.

The United States has also unwittingly created a new global

“entitlement” for countries receiving U.S. funds to fight AIDS—

that is, an open-ended commitment that would be very

difficult to halt. Any interruption in U.S. assistance now would

mean certain death for funded patients and harm the

reputation of the United States. The list of countries with

entitled patients includes the fifteen “focus” countries where

the President’s Emergency Plan for AIDS Relief (PEPFAR)

operates, and which depend almost exclusively on the United

States for external AIDS assistance (see Figure 2).

Three bad options thus loom ahead for U.S. foreign policy:

indefinitely increasing foreign assistance spending on an

entitlement, eliminating half of other foreign aid programs, or

withdrawing the medicine that millions of people depend

upon to stay alive.

Figure 1. Projected cost of treating AIDS in the fifteen PEPFAR countries
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The White House and The World
Each day brings fresh evidence

that Americans’ well-being is

linked to the lives of others

around the world as never

before. Accelerating advances

in technology and the creation

of new knowledge offer

undreamed-of opportunities.

Yet global poverty, inequality,

disease and the threat of

rapid climate change

threaten our hopes. How will

the U.S. president elected in

November 2008 tackle these

global challenges?

TheWhite House and the

World:A Global Development Agenda for the Next U.S.

President shows how modest changes in U.S. policies could

greatly improve the lives of poor people in developing

countries, thus fostering greater stability, security, and

prosperity globally and at home. Center for Global

Development experts offer fresh perspectives and practical

advice on trade policy, migration, foreign aid, climate

change and more. In an introductory essay, CGD president

Nancy Birdsall explains why and how the next U.S.

president must lead in the creation of a better, safer world.

TheWhite House and theWorld Policy Briefs present key

facts and recommendations drawn from the book in a

succinct form designed for busy people, especially senior

policymakers in the executive and legislative branches of

government. This brief is drawn from “Opportunities for

Presidential Leadership on AIDS: From an ‘Emergency Plan’

to a Sustainable Policy”by CGD senior fellow Mead Over.

TheWhite House and theWorld Policy Briefs were made

possible by the Connect US Fund of the Tides Foundation,

by Edward Scott Jr., the chairman of CGD’s board, and by

others whose unrestricted funding makes such

collaborative and cross-cutting work possible.

A global “AIDS transition”
The solution to this dilemma for the United States and for the

world lies in the achievement of a global “AIDS transition,”

similar to demographic and epidemiological transitions that

occurred in the past. The goal in this case would be to sustain

the reduction in AIDS deaths while also preventing almost all

new HIV infections, so as to gradually reduce the number of

people needing AIDS treatment.

The importance of HIV prevention—as both a public health and

fiscal imperative—cannot be overemphasized. Yet despite

including prevention in its mandate, PEPFAR reduced prevention

spending in nine of the fifteen focus countries and reduced total

prevention spending by 9.3 million dollars in 2006, the latest

year for which PEPFAR has released detailed spending data

(see Figure 3).

A restructuring of PEPFAR to boost prevention is urgently

required to change today’s reality, where for each new individual

on treatment there are four or five new infections. It is

Figure 2. Countries depend heavily
on PEPFAR for AIDS funding
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depressing and even scandalous to see that after more than

twenty years of donor-funded prevention efforts, so few of

them have been rigorously evaluated.1 PEPFAR should establish

firm numerical objectives for reducing the number of new

cases of HIV infection in each focus country.2 Five neglected

prevention strategies that could help achieve prevention

objectives in PEPFAR countries are discussed below.

Five prevention strategies to
strengthen PEPFAR
1. Target HIV-prevention efforts to hot spots
Focusing prevention efforts on places frequented by those at

most risk of contracting and transmitting the infection is

clearly an effective strategy. But the data to determine such

spots and choose the most appropriate intervention is often

lacking. According to the Institute of Medicine, “PEPFAR and

[previous] US government-funded programs have supported

the collection, analysis and appropriate application of both

sentinel and behavioral surveillance data in many of the focus

countries. . . . However, only a few of the countries have

conducted behavioral surveys focused specifically on high-risk

populations.”3

The great success of the 100 percent condom program in

Thailand in the 1980s was predicated on the fact that brothels

provided an easily identifiable focus for an effective prevention

campaign.4 A technique called the “PLACE Method” to determine

local hot spots through street interviews was also developed in

the last decade.5 Although the formative research to develop this

technique and field test it in a dozen African cities was funded

by the United States Agency for International Development

(USAID), neither that agency nor PEPFAR has attempted to

evaluate the approach using rigorous methods or to scale up its

implementation in order to saturate any region of any African

country with prevention messages and condoms.

2. Mobilize AIDS patients for HIV prevention
AIDS patients who are in good health thanks to their precise

adherence to their medication regime can be an important

channel for reaching out to people whose risk behavior can

lead to infection. With proper training, motivation and

monitoring, patients can work to ensure that AIDS treatment

does not engender complacency and disinhibition among non-

patients but instead encourages reductions in risky behavior.

One way to enlist AIDS patients in prevention advocacy is to

build on the structure of the adherence support organizations.

When several such organizations exist in a community, they

can be judged against one another not only by their success in

getting members to take their medicine regularly but also on

their efforts to reach non-members with HIV-prevention

interventions. Organizations that do well only on adherence

Figure 3. PEPFAR spending on prevention declined between
2005 and 2006 in nine of its fifteen focus countries
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would not lose their PEPFAR funding (since reducing funds

might disrupt the treatment of their members), but neither

would they receive funding to enroll additional members.

Organizations that excel at both adherence support and

outreach prevention would, on the other hand, be rewarded

with funding for additional members. In this way, treatment

subsidies could be made to leverage prevention efforts.

3. Expand access to male circumcision
Evidence that male circumcision protects men from HIV

infection has accumulated now from both observational and

experimental studies.6 Furthermore, none of the studies found

any evidence that circumcised men increase their risky behavior,

which would offset some of the advantage of the circumcision.

Researchers have now turned from the question of efficacy to

that of feasibility. Small-scale, non-random studies have

generally supported the feasibility of scaling up access to male

circumcision among the general population in Africa.7

Building on these research results, PEPFAR should now allocate

a substantial portion of its discretionary resources to making

clean and safe circumcision at least as easily accessible as

antiretroviral therapy in all the PEPFAR countries.

4. Integrate family planning with AIDS treatment
Another key strategy to prevent infections that has not been

sufficiently deployed is family planning. Although programs to

prevent mother-to-child transmission of HIV are having

increased success, they remain complex and uncertain. Given

the private and social cost incurred for each HIV-infected child,

AIDS treatment programs and family planning programs

should join forces to ensure that every HIV-positive woman has

free and easy access to the birth control method of her choice

without fear of stigmatization. Unfortunately, due to the lack

of integration of family planning with AIDS treatment, there

appears to be substantial unmet need for contraception

among HIV-positive women.

As early as 1993, a study found that 60 percent of HIV-positive

women would prefer not to have more children.8 Several

studies have found that family planning efforts are more cost-

effective than interventions to prevent mother-to-child

transmission once pregnancy has occurred.9 Three of the

authors of these studies have pointed out that the existing

levels of contraception in sub-Saharan Africa have probably

prevented 173,000 HIV-positive births each recent year and

that providing family planning services to those with unmet

needs would avert an additional 160,000 HIV-positive births

every year.10

5. Reorient HIV testing toward couples
As a supplement to testing initiated by health providers,

PEPFAR should evaluate the feasibility and effectiveness of

wide-scale couple counseling in the home. Such counseling

has been found to be effective with discordant couples (where

one party is HIV-positive) and even more promising with

concordant-negative couples (where neither person is yet

infected).11 Furthermore, some studies suggest that people are

more likely to accept couple counseling in their homes than at

health care facilities.12 When couples learn each other’s HIV

status as well as their own, and receive counseling about the

dangers of unprotected sex outside their partnership, they may

increase condom use with other partners and even reduce the

frequency of such partnerships. Thus, couple counseling,

especially in the home, might discourage the practice of having

multiple concurrent partnerships, which are thought to be a

major contributor to the epidemic in Africa.13

Conclusion
President Bush’s “emergency” AIDS assistance program to

fifteen of the countries very badly affected by the epidemic is in

the best, generous traditions of American foreign assistance.

PEPFAR has already prolonged the lives of more than a million

people, provided care and support for orphans and other

vulnerable children, and prevented many cases of HIV

infection. Although the evidence on the program’s effects on

the health care systems of all recipient countries is not yet in,

some national systems seem to have benefited from positive

spillover effects from PEPFAR. Together with the Millennium

Challenge Account, PEPFAR is arguably the Bush

administration’s most notable foreign policy success.

However, as the number of people needing treatment rises,

and as more of them require expensive second-line ARV

therapy, it will become increasingly difficult for the United

States to meet its implied commitment to current and future

AIDS patients in PEPFAR target countries. Unless the United

States acts to help recipient countries greatly reduce the

number of new infections, President Bush’s initial success will

metamorphose into a shameful example of American over-

reaching. We argue that the next president can build on

PEPFAR in such a way as to prevent this scenario. If, in the

fifteen PEPFAR countries, the next administration can

effectively manage the current AIDS treatment entitlement,

prevent the future need for treatment, and help ensure the

AIDS transition to the point that the disease becomes a

manageable chronic condition rather than a fatal one, then the

next president will deserve a full measure of credit for the

long-run benefits of PEPFAR—credit equal to or greater than

that due to President Bush for launching the program.
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