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Opportunities for
Presidential Leadership
on AIDS: From an
“Emergency Plan” to
a Sustainable Policy
Mead Over
The acquired immune deficiency syndrome, or AIDS, was
unknown as recently as the 1980s. Now this “syndrome” is
known to be caused by the human immunodeficiency virus,
or HIV, and is the most notorious disease in the world. In
the United States, children study the HIV/AIDS epidemic in
primary school and learn HIV-prevention methods in high
school.1 Among some poor, illiterate populations in the severely affected countries of Africa, more people correctly
identify sex as a means of HIV transmission than know that
mosquitoes transmit the ancient scourge of malaria, which
kills almost as many Africans.
The notoriety of the AIDS epidemic can be attributed to many factors. The fact that it first came to attention as a disease that primarily affected gay men in the
United States and other rich countries is certainly one
important reason; gay men proved to be extraordinarily
articulate in publicizing the ravages of the disease and
in lobbying for public resources to study and treat it. The
long incubation period of the virus allowed persons living with AIDS to speak and write about their suffering
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for years—possibilities that were less available to people suffering from
more quickly fatal illnesses.
The appearance in these personal narratives of both sex and death contributed to their fascination. HIV-infected blood supplies spread the disease
to many transfusion recipients in rich countries and led to scandals and more
publicity. The creation of a specialized international agency—called first the
Special Programme on AIDS, then the Global Programme on AIDS, and
currently the Joint United Nations Programme on HIV/AIDS (UNAIDS)—
provided salaried positions for people whose job it was to publicize this sole
disease. The novel challenges of research on what causes the disease, one of
a class of little understood pathogens called “retroviruses,” engendered enthusiasm in the medical and biological research communities. Based on this
rapidly evolving research, multinational pharmaceutical firms discovered
new drugs to combat the disease and profited from selling the drugs in rich
countries and sometimes in poor countries. And last, but not least, was the
fact that the virus and its consequences seemed to spread in many parts of the
world despite what seemed like the best efforts to control it.
Although the AIDS epidemic is no longer a growing public health problem in the United States or other rich countries, UNAIDS estimates that,
worldwide, the virus infects more than 33 million people and causes more than
2 million deaths each year.2 While the robust economic growth of heavily affected countries such as Botswana and South Africa suggests that AIDS does
not have immediately catastrophic impacts on economic growth,3 the fact that
it can reduce life expectancy by decades is itself a catastrophic impact on economic well-being and development. AIDS is decimating the professional classes of the worst-affected countries.4 Furthermore, the long-term impact of lower
life expectancy and high rates of orphanhood are still unknown. One study
has suggested that by the year 2080, orphanhood in South Africa might reduce
its income per capita to less than half its current level.5 Growing awareness of
these impacts of AIDS may have contributed to President Bush’s decision to
propose an initiative to combat AIDS in poor countries in the same 2003 State
of the Union address in which he announced his intention to invade Iraq.6

Origins of the President’s Emergency Plan for AIDS Relief

In response to President Bush’s proposal, the U.S. Congress launched the
Global AIDS Initiative by passing the U.S. Leadership Against HIV/AIDS,
Tuberculosis, and Malaria Act on May 27, 2003.7 The act required the president to establish the Office of Global AIDS Coordinator within the Department of State, rather than the U.S. Agency for International Development,
which had managed previous U.S.-funded AIDS assistance. The coordinator,
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Ambassador Randall Tobias, fulfilled his mandate to present to Congress the
Five-Year Global AIDS Strategy on February 23, 2004, titled “The President’s
Emergency Plan for AIDS Relief” (PEPFAR). This strategy establishes three
objectives: to encourage bold leadership at every level to fight HIV/AIDS; to
apply best practices within U.S. bilateral HIV/AIDS prevention, treatment,
and care programs; and to encourage partners to coordinate efforts to ensure
the most effective and efficient use of resources. The strategy proposed fifteen
“focus” countries for HIV/AIDS assistance (table 11.1).
As a result of PEPFAR, the United States became the largest single contributor in the struggle to control the international AIDS epidemic in 2006
and 2007.8 In 2006, the United States committed $2.6 billion for AIDS, which
was 47 percent of the $5.6 billion total from all donors, with the Netherlands
the second largest donor at 17 percent. The United States accounted for 41 percent of the $3.9 billion that was actually disbursed, with the United Kingdom
the second largest donor at 20 percent (figure 11.1). Most of this money was
channeled through PEPFAR, which can properly be described as the “largest
global health initiative directed at a single disease that any nation has ever
undertaken.”9 For comparison, in inflation-adjusted dollars, the United States
is spending more than 100 times as much per year now on AIDS in poor countries as it spent between 1967 and 1979 on the eradication of smallpox.10
The most remarkable achievement of the PEPFAR program has been its
contribution to the provision of AIDS treatment to more than 1.3 million patients in its fifteen focus countries by September 2007.11 Furthermore, PEPFAR
was able to accelerate constantly until March 2007, adding more patients in each
six-month period than it had in the previous six months (figure 11.2). However,
it is sobering to note that the number of new infections in this period in the focus countries averaged about 1.4 million each year—about three times the number of people who started therapy in the last year to which the data extend.
The U.S. Foreign Assistance Program, which funds PEPFAR, is also the
biggest single funder of the Global Fund to Fight AIDS, Tuberculosis, and
Malaria, and the second biggest funder (after the United Kingdom) of the
World Bank, two important multilateral sources of AIDS financing. In addition, U.S. tax laws favoring the creation and operation of philanthropic foundations have enabled U.S. foundations to dominate the world of foundation
giving to fight AIDS.

Build on the President’s Emergency Plan for AIDS Relief

President Bush’s AIDS policy established a record of success on AIDS treatment with which the actions of the next president will inevitably be compared. Presidential candidates choose to ignore AIDS policy at their peril.
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Table 11.1. Selected economic and health indicators of the President’s Emergency Plan for AIDS Relief focus
countries
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Figure 11.1. Donor-country disbursements for combating
AIDS, 2006
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Source: Kates, Izazola, and Lief 2007.

They can quietly continue the country on its present course. They can withdraw support from AIDS patients, risking a backlash of cynicism about the
country’s will to respect its commitments. Or, as outlined below, they can address the weaknesses of existing U.S. AIDS policy and, in so doing, strengthen the U.S. reputation for contributing to the solution of global problems.
The attempts to expand U.S. support for AIDS treatment during the Clinton administration were justified on national security grounds. An innovation
of the Bush presidency was to largely eschew national security as a justification
for PEPFAR; President Bush chose instead to use the program as the prime international exhibit for his presidency’s vaunted philosophy of “compassionate
conservatism.” As its name signifies, PEPFAR was originally justified primarily
as an emergency plan. However, PEPFAR is creating entitlements that cannot be
assumed by most of the recipient countries and are hard to justify on investment
grounds.12 These features of PEPFAR suggest that it is really an international
transfer program, comparable perhaps to U.S. food assistance.13 Programs to
redistribute resources from rich-country taxpayers to the poor in developing
countries constitute state-supported international welfare programs.
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Figure 11.2. Number of people receiving U.S.-supported AIDS
treatment in the focus countries
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Source: OGAC 2007.

Recommendations to the next president are grouped under three
headings:
• Managing the AIDS treatment entitlement.
• Preventing the future need for treatment.
• Ensuring the “AIDS transition.”

1. Managing the AIDS treatment entitlement
The term “entitlement” applies to a government expenditure program that
engenders the expectation that current beneficiaries will continue to receive
funding in future years. The expectation is created partly by the language
of the authorizing legislation, which typically endows beneficiaries with the
“right” to a continued flow of payments, and partly by the perception that
the beneficiaries are vitally dependent on continuation of the funding. The
domestic U.S. program that is most commonly described as an “entitlement”
program is Social Security, any reduction of which entails a grave reputational and political risk for the politicians who propose it. Because the beneficiaries of PEPFAR’s treatment component are foreign nationals, they are
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endowed legally with neither the right to continued funding nor the right to
vote against U.S. politicians who would reduce their benefits. Nevertheless,
because these beneficiaries are vitally dependent on continued AIDS treatment and linked to an international network of articulate AIDS treatment
advocates, any withdrawal of treatment funding that threatens their lives will
expose the U.S. government to reputational risk at home and abroad and may
threaten U.S. politicians at the ballot box.
To avoid the reputational risk of failing to support AIDS treatment, the
next president must wisely manage the treatment entitlements inherited from
the current administration. This chapter recommends four ways to do so:
• Maximize the success of ongoing treatment.
• Reduce the cost of treatment.
• Limit the expansion of AIDS treatment entitlements.
• Support the creation of a Global Health Corps.
Maximize the success of ongoing treatment. As an assistance program expands and matures, it can become encumbered by leaks and inefficiencies. In
the case of AIDS treatment, these problems can mean loss of patient life, increased resort to second-line therapies, and increased transmission of drugresistant strains of HIV. To prevent U.S.-funded AIDS treatment from suffering this fate, the United States must ensure the effective supervision of AIDS
treatment personnel and supplies in the focus countries. Furthermore, the
United States should provide small startup funds for the formation of patientmanaged adherence support organizations.14 Such groups could help slow the
development of drug resistance not only for antiretroviral medications but
also for medications against malaria and tuberculosis, and even for antibiotics. Such demand-side mechanisms can help ensure quality treatment in the
private sector, where command and control supervision does not reach.
Reduce the unit costs of treatment. Although the continuing drive to extend
treatment to almost all who need it will drive up unit costs, U.S. support for
AIDS interventions should work to bring these costs down in other ways.
The new president should collaborate with the program of the World Health
Organization to certify generic versions of antiretrovirals for use in PEPFAR
countries, and also cooperate with the Clinton Foundation’s efforts to lower
drug prices through long-term contracts for large quantities. (See box 11.1
for a suggested pilot initiative to administer cheap palliative drugs in poor
countries.) As a last resort, when patent holders fail to sufficiently reduce
their prices for poor countries, the United States should support compulsory
licensing of AIDS drugs by poor countries and by third-party countries, such
as Canada, which can then export them to poor countries. The United States
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Box 11.1. A promising technical option for fulfilling the
President’s Emergency Plan for AIDS Relief’s original goal to
provide palliative care
Those who have experienced the extreme pain of cancer or the terror associated with
severe lung congestion, either personally or vicariously through the illness of a patient
or loved one, well understand the benefits of palliation. Pain relief benefits not only the
patient but also the patient’s family. It diminishes the stigma with which sick people
might otherwise be regarded and frees both the patient and the patient’s supporters to focus on their overarching challenges, such as maximizing the effectiveness of
treatment, maintaining the functions of the household, or, in cases where treatment
has failed, coming to terms peacefully with end-of-life issues such as leave-taking and
inheritance.
In recognition of the importance of pain relief, the original President’s Emergency Plan
for AIDS Relief (PEPFAR) legislation mandated that a portion of each country’s allocation
be spent on palliative care. But in attempting to fulfill this mandate, PEPFAR has been
handicapped by precautionary rules established in poor countries to prevent the diversion of medicinal opiates and analgesics toward the illegal drug trade (Koshy and others
1998; Rhodes and Grossman 1997).
A technical innovation that is close to approval offers the hope of dramatically improving pain relief for cancer and AIDS patients in poor countries without running the risks
of diversion that are inescapable with liquid morphine and other potent opiates.
The breakthrough comes in the form of a small ceramic tablet (the size of a shirt button), impregnated with hydromorphone (a potent morphine derivative), that can be
implanted beneath the skin of a patient (Lesser and others 1996). By properly matching
the geometric construction of the tablet to the pain relief requirements of the patient,
it is possible to alleviate most pain for thirty days, when a new tablet can be implanted.
The technology of constructing the tablets and impregnating them with hydromorphone is so simple and fast that pain relief can be provided as cheaply by this method
as it could by morphine injections. The cost is expected to be only a few dollars for a
thirty-day tablet.
We recommend that renewal of U.S. support to AIDS treatment and care include explicit provisions for piloting the distribution of pain management medication, including
these hydromorphone impregnated tablets, which can be prescribed and administered
in a controlled setting in each of the fifteen focus countries. Based on the results of
these pilot programs, each country could then propose a plan for scaling up the distribution of analgesics, so that no one suffering from extreme pain is deprived of relief.
—Mead Over, Center for Global Development; Stuart Grossman, The
Sidney Kimmel Comprehensive Cancer Center at Johns Hopkins University;
and Julette-Marie F. Batara, Philippines Institute of Neurosciences
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should cease using bilateral trade agreements to constrain the use of compulsory licenses for treating diseases that are specific to poor countries (see
chapter 8 by Fink and Elliott).
Limit the expansion of AIDS treatment entitlements. In view of the reputational risk to the United States associated with AIDS treatment entitlements,
the new president should moderate the expansion of entitlements to new beneficiaries, while upholding and strengthening existing ones. Several strategies
for limiting the imprudent expansion of entitlements are available. First, the
president should resist any pressure to expand the number of focus countries
targeted by PEPFAR. This group of countries already accounts for almost half
of existing AIDS cases and more than half of new cases worldwide. The United States should concentrate on doing a good job in these countries at least
through the next two presidential terms, leaving the remaining countries to
be dealt with by other donor countries, the Global Fund, and other mechanisms.15 If the United States and its partners succeed in reducing the impact
of AIDS in the fifteen focus countries, spillovers to other countries would
benefit the rest of the world, whereas poor performance in these countries
would cast a shadow on AIDS control efforts everywhere. Examples of benefits that would spill over from focus countries to their neighbors include low
generic drug prices, lessons about what works in treatment and prevention,
reduced stigma for AIDS patients, and safer norms of sexual behavor.
Limiting the expansion of AIDS treatment in the fifteen focus countries
to the rate of increase that PEPFAR has achieved up to now would require the
AIDS treatment budget to grow to about $5 billion a year in 2016 and $7 billion a year in 2020 (figure 11.3a). This rate of expansion saves from $7 billion
a year in 2016 to $10 billion per year in 2020, compared with the aggressive
uptake scenario (figure 11.3b)—money that can be spent on urgently needed
HIV prevention and on strengthening the health care systems of the recipient
countries.16
The two right panels of table 11.2 present the numerical projections
under historical and rapid uptake, assuming incidence declines at 5 percent
a year. Over the five-year period of the proposed PEPFAR reauthorization
(2009–13), AIDS treatment expenditures are predicted to total $25.8 billion.
Congress has recently authorized that 80 percent of $50 billion, or $40 billion, be spent on AIDS, of which more than 20 percent ($8 billion) should be
spent on HIV prevention and another substantial portion on care and support for patients and their orphaned children (box 11.2). Furthermore a large,
but unknown, proportion of the $40 billion would flow to the Global Fund for
AIDS, Tuberculosis, and Malaria. Thus $25.8 billion represents up to 25 percent more AIDS treatment expenditure than has yet been authorized. These
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Figure 11.3. Projected cost of AIDS treatment and funding gap,
2006–2020
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Table 11.2. Projected annual costs of AIDS treatment in the focus
countries by uptake and prevention scenarios (in 2006 $ thousands)
Cost at historical uptake
and 90 percent reduction
in incidence each year
1st line

2nd line Total cost

Cost at historical uptake
and 5 percent reduction
in incidence each year
1st line

2nd line Total cost

2006

529,785

191,727

721,512 2006

529,785

191,727

721,512

2007

673,329

201,623

874,952 2007

673,329

201,623

874,952

2008

874,949

227,439

1,102,388 2008

874,949

227,439

1,102,388

2009

1,093,394

274,306

1,367,700 2009

1,093,394

274,306

1,367,700

2010

1,303,451

353,146

1,656,597 2010

1,316,705

353,146

1,669,851

2011

1,493,607

474,165

1,967,772 2011

1,537,707

474,165

2,011,872

2012

1,659,169

645,144

2,304,313 2012

1,752,010

646,776

2,398,786

2013

1,799,050

871,376

2,670,426 2013

1,956,904

879,399

2,836,303

2014

1,914,054 1,155,985

3,070,039 2014

2,150,721 1,179,388

3,330,109

2015

2,005,932 1,500,249

3,506,181 2015

2,332,462 1,553,030

3,885,492

2016

2,076,820 1,903,999

3,980,819 2016

2,501,578 2,005,589

4,507,167

2017

2,128,992 2,324,288

4,453,280 2017

2,657,823 2,493,208

5,151,031

2018

2,164,638 2,756,281

4,920,919 2018

2,801,161 3,012,715

5,813,876

2019

2,185,840 3,195,719

5,381,559 2019

2,931,717 3,560,905

6,492,622

2020

2,194,497 3,638,869

5,833,366 2020

3,049,732 4,134,636

7,184,368

Total

Least costly
24,097,507 19,714,316 43,811,823 Total

28,159,977 21,188,052 49,348,029

By presidential term
2009–2012 5,549,621 1,746,761

7,296,382 2009–2012 5,699,816 1,748,393

7,448,209

2013–2016 7,795,856 5,431,609 13,227,465 2013–2016 8,941,665 5,617,406 14,559,071
Cost at rapid uptake and
90 percent reduction in
incidence each year
1st line

2nd line Total cost

Cost at rapid uptake and
5 percent reduction in
incidence each year
1st line

2nd line Total cost

2006

529,785

191,727

721,512 2006

529,785

191,727

721,512

2007

1,635,364

201,623

1,836,987 2007

1,635,364

201,623

1,836,987

2008

2,307,005

227,439

2,534,444 2008

2,307,005

227,439

2,534,444

2009

2,970,273

335,242

3,305,515 2009

2,970,273

335,242

3,305,515

2010

3,528,288

537,685

4,065,973 2010

3,604,610

537,685

4,142,295

2011

3,989,774

857,925

4,847,699 2011

4,206,920

857,925

5,064,845

2012

4,366,528 1,308,550

5,675,078 2012

4,775,381 1,317,404

6,092,785

(continued)
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Table 11.2. Projected annual costs of AIDS treatment in the focus
countries by uptake and prevention scenarios (continued)
Cost at rapid uptake
& 90% reduction in
incidence each year
1st line

2nd line Total cost

Cost at rapid uptake
& 5% reduction in
incidence each year
1st line

2nd line Total cost

2013

4,669,214 1,896,367

6,565,581 2013

5,308,801 1,935,101

7,243,902

2014

4,907,290 2,624,207

7,531,497 2014

5,806,506 2,727,520

8,534,026

2015

5,089,106 3,491,710

8,580,816 2015

6,268,233 3,708,719

9,976,952

2016

5,222,058 4,496,040

9,718,098 2016

6,694,088 4,890,296 11,584,384

2017

5,312,678 5,530,143 10,842,821 2017

7,084,481 6,156,945 13,241,426

2018

5,366,727 6,583,190 11,949,917 2018

7,440,050 7,500,065 14,940,115

2019

5,389,291 7,645,843 13,035,134 2019

7,761,645 8,911,297 16,672,942

2020

5,384,857 8,710,115 14,094,972 2020

8,050,268 10,382,518 18,432,786

Total

60,668,238 44,637,806 105,306,044 Total

Most costly
74,443,410 49,881,506 124,324,916

By presidential term
2009–2012 14,854,863 3,039,402 17,894,265 2009–2012 15,557,184 3,048,256 18,605,440
2013–2016 19,887,668 12,508,324 32,395,992 2013–2016 24,077,628 13,261,636 37,339,264
Source: Author’s calculations based on assumptions in Over (2008).

projections include estimates of the variable cost per patient in each country,
but do not include any fixed cost per country or per treatment site. See Over
(2008) for more details on the projections.
A second strategy open to the president for limiting the growth of U.S.
entitlements is to increase the proportion of U.S.-financed AIDS funding that
passes through multilateral institutions, including the Global Fund and the
World Bank. Not only does this strategy shift the entitlement from the U.S. government to the multilateral institution, it can also benefit the recipient nations
and patients by stimulating competition on the ground among institutions providing AIDS treatment and prevention. The ongoing HIV/AIDS Monitor project of the Center for Global Development, which compares the performance of
the three largest AIDS funders in three countries, already shows how recipient
countries benefit when evaluators can compare the funders to one another.17
Figure 11.4 shows the percentage of AIDS financing that passes through
the Global Fund for each of the donor members of the Organisation for Economic Co-operation and Development. The United States is ranked sixth in
the group, passing only about 17 percent of its resources through the Global
Fund. There is room for substantial expansion here.
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Box 11.2. How do the president and Congress think the President’s
Emergency Plan for AIDS Relief should be restructured?
The law creating the President’s Emergency Plan for AIDS Relief (PEPFAR) gave it legal
authority for a five-year period that expires at the end of 2008. With that date quickly
approaching, Congress is expected to reauthorize the AIDS initiative for another five
years. A variety of stakeholders have offered recommendations on how PEPFAR should
be reformed. The views of two particularly important and influential actors—President
Bush and the U.S. Congress—are summarized below.
President Bush
In May 2007, President Bush announced his support for $30 billion in funding for the
next phase of PEPFAR. He also proposed a set of goals for “PEPFAR II” that would place
greater emphasis on prevention than PEPFAR I did, and would slow the rate at which
PEPFAR was enrolling new patients for treatment. Specifically, he has called for PEPFAR
II to support treatment for 0.5 million additional people, prevention of 5 million new
infections, and care for 2 million people. The relative weighting of these goals is consistent with the recommendations in this chapter, although the prevention target is less
ambitious than the proposal here.
President Bush has also called for the U.S. government to sign agreements called
“partnership compacts” with countries receiving PEPFAR funds in order to ensure that
governments are investing their own resources in AIDS programs; formalize the relationships between PEPFAR and other stakeholders such as the government, other donors, civil society, and the private sector; and implement AIDS programs in a way that
supports broader development objectives, including gender equality and economic
growth. The executive branch has not yet offered more details about how these partnership compacts will be implemented or which countries will be asked to sign them.
U.S. Congress
The House and Senate have both drafted bills that call for $50 billion in funding for
AIDS, tuberculosis, and malaria over the next five fiscal years. Most of that money—
roughly 80 percent—would go for AIDS programs. The Global Fund would receive up
to one-fifth of the total, $10 million over five years. The remaining bilateral AIDS funding
would largely be free of the type of funding directives (“earmarks”) that were mandated
in the first five years of PEPFAR.
Congress has accepted President Bush’s proposed targets for prevention and care, but
they have changed the treatment target to 1 million and have added a new target—
train 140,000 health workers. The Senate bill also includes targets on preventing mother
to child transmission and pediatric AIDS treatment.
The bills to reauthorize PEPFAR emphasize the importance of prevention more than the
original bill did. The original bill called for PEPFAR to spend 20 percent of its funding
on prevention; the new PEPFAR bills stipulate that 20 percent should be the minimum
(continued)
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Box 11.2. How do the president and Congress think the
President’s Emergency Plan for AIDS Relief should be
restructured? (continued)
spent on prevention. Both bills have also increased the prevention target—which has
gone from preventing 7 million infections to preventing 12 million infections—more
significantly than the treatment target, which has changed from treating 2 million people to 3 million people. Whereas the first phase of PEPFAR included a provision stating
that two-thirds of sexual prevention funding had to be used for abstinence and be
faithful activities, the current bills have no such provision, but they do call for half of
sexual prevention funding to be used for “behavior change” programs—a term that has
not yet been clearly defined but clearly includes abstinence and be faithful activities.
As recommended in this chapter, the two bill calls for more funding for operations research and an increased emphasis on strengthening health systems. The Senate bill also
mandates that PEPFAR conduct an impact evaluation to examine the effect of PEPFAR
programs on indicators like incidence, prevalence, and mortality. Other key features of
the two bills include a clear recognition that PEPFAR must address the special vulnerabilities of women and girls, and better integration of nutrition and HIV programs.
—Michael Bernstein, HIV/AIDS Monitor team, Center for Global Development

Support the creation of a Global Health Corps. As the United States continues
to extend AIDS care in the PEPFAR countries, the burden on the existing
health care systems will grow increasingly onerous. From the current levels of
more than $10,000 per physician, expansion will soon require expenditures
of up to $100,000 per physician each year. This additional burden, on top of
existing health care needs, threatens to divert resources away from patients
suffering from other health problems.18
One obvious answer to this problem is for the United States to support
general health system strengthening such as that documented in Rwanda by a
presentation at the Institute of Medicine, but more is needed.19 The president
should support the creation and deployment of a Global Health Corps such
as that proposed in box 1.3 of chapter 1 by Levine. A key feature of this corps
would be to go beyond providing AIDS treatment and offer to address the
most serious gaps in the health care needs of the host country. By responding
to requests to send U.S. health care personnel to PEPFAR countries, the president would demonstrate the willingness of the United States to engage its
most valuable resource—its own people—in the struggle against the health
problems of the PEPFAR countries.

2. Preventing the future need for treatment
The old proverb that an ounce of prevention is worth a pound of cure has
never been more true than it is now with the AIDS epidemic.20 The president
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should propose a dramatic new objective: prevention of 90 percent of annual
infections in the focus countries by the year 2012. Given the current number
of new infections each year in the PEPFAR countries at about 1.4 million,
this goal would commit the United States to reducing this number to about
140,000 by the year 2016. Establishment of such a goal recognizes the superior cost-effectiveness of prevention in the long run and commits the United
States to developing and applying interventions and measurement tools that
would advance the prevention agenda and measure its progress.21
Because every new HIV infection adds to the AIDS treatment burden
within five to ten years, it is becoming a fiscal imperative to slow the progress
of HIV infection. Figure 11.3 above showed how the treatment burden would
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grow under two different uptake scenarios if HIV infection rates fell by only 5
percent each successive year. Figure 11.5 shows the effects of a more dramatic
decline of 90 percent each year. If the United States is able to help the focus
countries to slow the growth of HIV by this much starting in 2008, and the
rate of treatment uptake is maintained at 18 percent of unmet need each year,
by 2020 the cost of treatment will be smaller by about $1.4 billion a year—
releasing resources for discretionary foreign assistance objectives.22
The imperative to strengthen HIV-prevention programs is reinforced not
only by the cost of treatment but also by the possibility that access to treatment
may, in itself, speed infection. Free access to widely available and demonstrably
effective treatment can engender complacency leading to the disinhibition of
risk behavior among those who are not yet in treatment or even HIV-infected.
Following the Hippocratic injunction to “first, do no harm,” the United States
must strengthen HIV prevention programs at least in the focus countries.
A possible unintended consequence of the rapid and effective rollout
of antiretrovirals in PEPFAR countries may be to attract immigration from
neighboring countries where AIDS treatment is less accessible. PEPFAR
should, therefore, contribute to prevention programs in these neighboring
countries to eventually slow any influx into PEPFAR countries.
Much has been written about prevention strategies and this is not the
place to review all the options. It is depressing and even scandalous that after
more than twenty years of donor-funded prevention efforts, so few prevention interventions have been rigorously evaluated.23 Five neglected prevention strategies that seem both technically and politically feasible, based on
current knowledge, deserve particular attention in PEPFAR countries:
• Improved targeting of prevention efforts in places frequented by
those at most risk of contracting and transmitting the infection.
• Mobilization, for HIV prevention, of the people who receive U.S.funded AIDS treatment.
• Expansion of access to male circumcision.
• Integration of family planning services with HIV testing and AIDS
treatment.
• Reorientation of HIV testing toward in-home services for couples,
rather than facility-based testing of individuals.
Target HIV-prevention efforts to hot spots. The first step in a successful prevention campaign is to gather the epidemiological data to determine where
and among whom HIV infections are spreading most rapidly. As the Institute
of Medicine points out in its assessment of PEPFAR’s implementation, PEPFAR has never done the basic survey work that would be required to monitor
its own progress on prevention:
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Figure 11.5. Projected cost of AIDS treatment and funding gap
with a 90 percent reduction in new infections, 2006–2020
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PEPFAR and other U.S. government-funded programs before
it 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. Without behavioral data on
these populations, it is difficult for countries and donors to
know what specific factors are driving each epidemic and what
particular interventions would be the most successful for each
country in preventing further spread of HIV.24
A variety of techniques are available for reaching high-risk populations
with the interventions needed to promote and distribute condoms and train
people in their effective use. Unfortunately, few of these techniques have benefited from the rigorous impact evaluation focused on treatment interventions.25 The great success of the 100 percent condom program in Thailand in
the 1980s was predicated on the existence of brothels, which provided an easily identifiable focus for an effective prevention campaign.26 A technique called
the “PLACE Method” was developed in the past ten years to achieve the same
objective in African epidemiological contexts.27 The method uses interviewers’ contacts with taxi drivers, market women, and other people in the street to
identify the so-called hot spots in town where people gather to look for a date.
Although the formative research to develop this technique and field-test it in a
dozen African cities was funded by the U.S. Agency for International Development, 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.
We recommend that PEPFAR support the initiation of government programs in the fifteen focus countries to map the hot spots in their major cities
and towns, and to develop and launch plans to reach 90 percent of those locations with preventive behavioral interventions.
Mobilize AIDS patients for HIV prevention. It is easy to misunderstand the
intent of this suggestion. Doctors could well argue that they are already counseling their patients in safe-sex methods and that involving AIDS patients in
advocacy programs could put others at risk. However, we know from recent
biological studies that patients who are effectively adhering to antiretroviral
medication are at very low risk of transmitting the disease. The challenge lies
elsewhere.
Patients who, thanks to their precise adherence to their medication regime, are in good health can be an important channel for reaching out to
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the larger population whose risk behavior can lead to infection. With proper
training, motivation, and monitoring, patients can also work to ensure that
AIDS treatment does not engender complacency and disinhibition, but instead encourages sharp reductions in risk behavior.
One way to encourage advocacy by patients is to build on the adherence support organizations mentioned above. When several such organizations exist in a community, they can be judged against one another not only
on their success at maintaining adherence among their members but also on
their efforts to reach out to nonmembers with HIV-prevention interventions.
Organizations that do well only on adherence would not lose their funding
(since reducing funds could 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,
through a process of muted “evolutionary” competition among treatment
support organizations, treatment subsidies would also be leveraging prevention efforts.
Expand access to male circumcision. The evidence that male circumcision
protects men from HIV infection has accumulated from both observational
and experimental studies. The first observational study was a cross-country
regression that showed a remarkable association between male circumcision
prevalence and HIV prevalence.28 Skeptics expressed doubt about the causal
link because male circumcision prevalence was correlated with religious affiliation, which might be directly responsible for differences in sexual mores.
For example, one cross-section study of HIV prevalence found that prevalence
of male circumcision was statistically insignificant when percent-Muslim
and seven other socioeconomic variables were controlled for.29 However, in
the past few years, randomized controlled trials in Kenya, South Africa, and
Uganda have confirmed that the association between male circumcision and
HIV is indeed causal.30 In fact, the ethical review process actually halted the
Kenyan trial after observing that only 22 of the 1,391 circumcised men became HIV infected, compared with 47 among the 1,393 in the uncircumcised group. Since the risk of becoming infected during the trial period was
53 percent smaller for the circumcised, the researchers concluded that male
circumcision is comparable to a 50 percent-effective vaccination. Circumcision seemed to be equally protective in Uganda (a 51 percent reduction in
risk) and perhaps even more so in South Africa (a 60 percent reduction in
risk).31 Furthermore, the studies found little evidence that circumcised men
might be “disinhibited” and increase their risky behavior, which would offset
some of the advantage of the circumcision.

318

The White House and the World

As the encouraging results on male circumcision have accumulated,
researchers have increasingly turned from the question of efficacy to that of
feasibility. Small-scale nonrandom studies have generally supported the feasibility of scaling up access to male circumcision among the general population
in Africa.32 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 to men as antiretroviral therapy in
all the PEPFAR countries. Scale-up should be accompanied by monitoring to
ensure that the extent of any resulting behavioral disinhibition does not approach the levels that would offset the benefits of the intervention.
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. Every child who is
infected despite such prevention efforts will be costly to treat for his or her
entire life. Furthermore, these children stand a greater than average chance
of becoming orphans, despite the efficacy and increased availability of AIDS
treatment for their parents.
In view of 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, because of the lack of integration of family planning and 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. 33 Several
studies have found that family planning efforts are more cost-effective than,
or equally as cost-effective as, interventions to prevent mother-to-child transmission once pregnancy has occurred.34 Three of the authors of these studies
have pointed out that the existing low levels of contraception in Sub-Saharan
Africa have probably prevented only 173,000 HIV-infected births each recent year and that provision of family planning services to those with unmet need could avert an additional 160,000 HIV-positive births every year.35
The version of PEPFAR authorization currently being proposed in Congress
explicitly excludes support for family planning; the next president will have
an opportunity to improve the U.S. AIDS program by simply proposing the
removal of this exclusion.
Reorient HIV testing toward couples. As a supplement to health provider–
initiated testing, PEPFAR should evaluate the feasibility and effectiveness of
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wide-scale couple counseling in the home. Such counseling has been found to
be effective with discordant couples (where one party is HIV-positive),36 and
it has an even more promising role for concordant-negative couples (where
neither person is yet infected). Furthermore, some studies suggest that people
are more likely to accept couple counseling in the home than at health care
facilities.37 When couples learn each others’ HIV status as well as their own,
and receive counseling about the dangers of unprotected sex outside their
partnership, such knowledge may increase condom use with other partners
and reduce the frequency of such partners. Thus couple counseling, especially
in the home, might be the intervention that would achieve Helen Epstein’s
elusive “invisible cure” by discouraging the practice of multiple concurrent
partnerships, which are thought to be a major contributor to the epidemic.38

3. Ensuring the AIDS transition
Just as there have been demographic transitions and epidemiologic transitions in the past, the world can aspire to accomplish an “AIDS transition” in
the next few decades.39 What would such a transition encompass?
In the epidemiological dimension, an AIDS transition would see the
growth of the number of people on treatment exceed the growth in the number of people infected with HIV. Even with the enormous progress of the
past few years, the number of people placed on treatment worldwide in 2007
was only one-fourth to one-fifth the number of new HIV infections that year.
Accomplishing the AIDS transition will require both accelerated treatment
access and greatly reduced rates of new infections.
For PEPFAR, the AIDS transition can mean the program’s gradual
transformation from a predominately bilateral program to a more multilateral one. If the prevention part of the AIDS transition is to succeed in PEPFAR countries, the millions of people receiving AIDS treatment must be used
as a force for the dramatic expansion and improved effectiveness of prevention programs.
More generally, the AIDS transition must mean refocusing the rhetoric,
goal setting, and results orientation that is gaining force in AIDS treatment
to also target AIDS prevention. The next U.S. president should ensure that the
successor to two World Health Organization programs—the unsuccessful “3
by 5” program to expand treatment to 3 million by 2005, and the current
“Towards Universal Access by 2010”—will be a program aimed at preventing
90 percent of current annual infections by 2012. Such a program should use
all the means available, including schools, adherence support groups, and local governments. Measures of success must go beyond self-reporting and use
biological markers of risk behavior, such as pregnancy, HIV infection, and
infection with another sexually transmitted infection.
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The most forward-looking part of the AIDS transition will be to broaden U.S. research funding on AIDS. Because the mandate of the National Institutes of Health is to focus on biomedical research, the critical operational
questions of institutional mechanism design—how to efficiently scale up
treatment programs and improve the effectiveness and reach of prevention
programs—are under-researched.40 The next U.S. president should ask Congress to channel 10 percent of all AIDS research funding through the National Science Foundation to examine how HIV/AIDS prevention and treatment
services can best be delivered in a manner that complements, rather than
undermines, other locally needed health care services.
President Bush’s “emergency” AIDS assistance program to fifteen of the
countries 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
is not yet in on the program’s effects on the health care systems of all recipients, some countries’ systems seem to have benefited from positive spillover
effects from PEPFAR. Together with the Millennium Challenge Account (described in chapter 5 by de Tray and Moran), PEPFAR is arguably the Bush
administration’s most notable foreign policy success.
However, the research and analysis presented in this chapter suggest
that the potential for several serious failures lies hidden within this apparent
success. If the U.S. is seen to renege on its implied commitment to existing
AIDS patients or if it is thought to have allowed treatment quality to degrade
over time, failed to prevent new cases of HIV infection from swelling the
ranks of those needing treatment, harmed the health care of patients who
do not have AIDS, or facilitated the emergence and spread of drug-resistant
forms of HIV, President Bush’s initial success will metamorphose before our
eyes into a deadly and shameful example of overreaching American incompetence—to be blamed inevitably on the new president. We argue that the
next president can build on PEPFAR in such a way as to prevent these worstcase scenarios. If, in the existing fifteen PEPFAR focus countries, the next
government 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, 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. This chapter has suggested some of the specific ways
that the new president can avoid the worst-case scenarios and assure this desirable outcome.
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HIV is the acronym for the human immunodeficiency virus, which causes the
acquired immune deficiency syndrome, or AIDS.
UNAIDS 2007.
For an opposing view on the economic benefits of AIDS treatment, see Ventelou and others 2008.
Hamoudi and Birdsall 2004.
Bell, Devarajan, and Gersbach 2004.
See Radelet 2003 for a discussion of the shifting politics of Bush’s foreign aid
policy.
For more detail, see Institute of Medicine 2007, p. 24.
Kates, Izazola, and Lief 2007, p. 10.
PEPFAR 2007.
The United States is estimated to have contributed about $25 million over the
twelve years of the smallpox eradication campaign, or an average of about
$2.5 million a year (Levine 2004). In current dollars this would be about $5 million a year, which is less than 1 percent of the U.S. expenditure on AIDS in 2006.
Of the 1.358 million individuals receiving treatment, PEPFAR provided treatment directly to about 1 million, and indirect support for the treatment of an
additional 350,000 patients (OGAC 2008).
Although there is a growing literature on the investment benefits of programs
to combat AIDS, there is only weak support for the proposition that subsidized
AIDS treatment for poor patients will stimulate national growth—except in the
health sector, where the policy is rumored to have substantially augmented the
incomes of those who provide AIDS treatment.
The U.S. constituency for food aid is a coalition between supporters of altruistic aid to hungry people in developing countries and U.S. farmers who benefit
when the United States buys food to be donated overseas. The U.S. constituency for the PEPFAR program has analogously consisted of a coalition between
supporters of altruistic treatment for AIDS patients and U.S. multinational
pharmaceutical manufacturers who benefit when the United States buys their
products for donation overseas. The recent shift of U.S. policy toward approval
of the purchase of generic drugs from non-U.S. sources weakens but does not
completely vitiate this analogy.
Such organizations can include tuberculosis (TB) patients, because HIVpositive patients more easily contract TB and become carriers that can pass the
disease to others. Adherence to TB medication is an important public health
issue whether or not one has AIDS, and inclusion of TB patients in the group
might reduce the stigma for AIDS patients. To the author’s knowledge, no such
group has been subjected to rigorous impact evaluation, which is urgently
needed. The potential cost-effectiveness of such groups has been estimated for
Thailand (Over and others 2007).
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15. Because Congress has authorized an increase in the annual funding level of
PEPFAR to $50 billion over the next five years, there is discussion of whether
to expand the number of focus countries. Proponents of expansion argue that
the absorptive capacity of the original fifteen countries is limited and may not
accommodate such a large increase in funding, while substantial expansion of
treatment coverage can be achieved more easily in other countries not currently included, such as Lesotho or Malawi. However, while the goals of universal
treatment access and reduced incidence of new cases are far from met in the
original fifteen countries, the United States will better manage its entitlements
by channeling any funds not usable in those countries through the multilateral
AIDS funding agencies—especially the Global Fund.
16. The two right panels of table 11.2 present the numerical projections under
historical and rapid uptake, assuming incidence declines at 5 percent a year.
Over the five-year period of the proposed PEPFAR reauthorization (2009–13),
the table predicts that AIDS treatment expenditures will total $25.8 billion.
As reported in box 11.1, Congress has recently authorized that 80 percent of
$50 billion, or $40 billion, be spent on AIDS, of which more than 20 percent
($8 billion) should be spent on HIV prevention and another substantial portion
on care and support for patients and their orphaned children. Furthermore
a large, but unknown, proportion of the $40 billion would flow to the Global
Fund for AIDS, Tuberculosis, and Malaria. Thus $25.8 billion represents up to
25 percent more AIDS treatment expenditure than has yet been authorized.
These projections include estimates of the variable cost per patient in each
country, but do not include any fixed cost per country or per treatment site. See
Over 2008 for more details on the projections.
17. Center for Global Development 2007.
18. Piller and Smith 2007.
19. Price and others 2007.
20. This proverb suggests that the benefit-to-cost ratio of prevention might be 16
to 1, but the Thailand calculations cited earlier suggest a ratio of 43 to 1. In the
AIDS epidemic, 1 ounce of prevention is thus worth more than 2.5 pounds of
cure.
21. This goal is consistent with the president’s call to avert 5 million new infections over the next five years. However, calculating averted infections requires
estimating the number of infections there would be in the absence of U.S.
effort—a tricky exercise. A preferable approach is to set a ceiling for the maximum absolute number of new infections at 90 percent lower than the estimated
current level. Note that women, who now bear a disproportionate share of the
burden of the epidemic, would reap most of the benefits of a vigorous prevention campaign. Thus there is no need to establish separate objectives regarding
prevention among women.
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22. This figure of $1.4 billion is the difference between $7.18 billion and $5.83
billion, the figures for 2020 “Total cost” in the top two panels of table 11.2. At
rapid uptake, the saving in 2020 would be $4.34 billion, more than twice as
large. This figure is the difference between the 2020 “Total cost” in the bottom
two panels of table 11.2.
23. Wegbreit and others 2006.
24. Institute of Medicine 2007, p. 133.
25. Wegbreit and others 2006.
26. Ainsworth and Over 1997.
27. Weir and others 2002; Weir and others 2003, 2004.
28. Bongaarts and others 1989.
29. Over 1998. A more recent cross-section analysis found a statistically significant
impact of male circumcision but did not control for socioeconomic variables
(Drain and others 2006).
30. For the Uganda trials, see Gray and others 2007; for the South Africa trials, see
Auvert and others 2005; and for the Kenya trials, see Bailey and others 2007.
31. However, the confidence intervals overlap.
32. Whether this would be true in South Asia, where the foreskin is a distinction of
Muslim men, is a separate and potentially more difficult question.
33. Allen and others 1993.
34. Reynolds and others 2006; Stover and others 2003; Sweat and others 2004.
35. Reynolds and others 2005. This estimate rests on the assumption that the
proportion of unwanted pregnancies is similar between HIV-positive and HIVnegative women. This assumption finds support in a recent working paper on
Lesotho that found no statistically significant difference in desire for children
with respect to known HIV status (Adair 2007).
36. Allen, Serufilira, and others 1992; Allen, Tice, and others 1992; Allen and others 1993; Padian 1993; Roth and others 2001.
37. Farquhar and others 2004; Matovu and others 2002; Were and others 2003.
38. Epstein 2007; Halperin and Epstein 2004; Morris and Kretzschmar 1997.
39. For a detailed discussion of the implications of an AIDS Transition, see Over
2004.
40. Institute of Medicine 2007; Klag 2007.
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