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17 years after HIV was identified, AIDS has finally seized
the attention of the international aid community. The
reasons for the sharp increase in attention to AIDS are
clear: worldwide, about 35 million people are now HIV
positive, and of those, 95% live in less-developed
countries, with most in sub-Saharan Africa.1 AIDS is
accomplishing a sweeping undoing of past human
development advances, especially in southern Africa. Life
expectancy has plummeted 20 years or more in heavily
affected countries (www.undp.org/popin/popdiv/hivmtg/
aidsrep.pdf, accessed Dec 21). In Zimbabwe and
Botswana, 70% or more of teenage children are forecasted
to die of AIDS.1 Education is being undermined, since
teachers in Zambia die of AIDS nearly as rapidly as they
can be trained.2 Even peace is threatened, as a future
generation of “AIDS orphans” mature without the
guidance of their parents to rebuild or fight over the
societies and resources of Africa.3

As the World Bank put it, “AIDS has already reversed
30 years of hard-won social progress in some countries”.4

It is now at the very centre of a global “development
crisis”, and one that is hitting the world’s poorest
countries the hardest.

Yet, while this pandemic has been unfolding, the fight
against AIDS has been substantially under-financed by
governments within the heavily affected regions, and by
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the donor community. It is hard to calculate the precise
donor sums that have been directed towards AIDS
control, since some broadly defined health-sector projects
have been used in part to support AIDS control efforts
without being designated as AIDS control programmes.
We do know, however, that programmes explicitly
designated by donors as AIDS control programmes
amounted to only about US$170 million annually, on
average, during 1996–98, with about $77 million going to
low-income countries, and about $69 million to sub-
Saharan Africa. For sub-Saharan Africa, this figure
amounts to about $3 per HIV-infected person in 1998.
The total amount of international aid to deal with the
pandemic in poor countries may have been up to twice
that reported amount: perhaps $150 million per year for
the low-income countries, but probably even less than
that. A bold increase in donor support is clearly needed,
and one larger and swifter than is underway.

Reporting methods
There are currently 22 wealthy donor countries and one
donor region (the European Union) represented in the
Development Assistance Committee (DAC) of the
Organization for Economic Cooperation and
Development (OECD), which is the global “club” for
donors of official development assistance (ODA).
Between them, the DAC donors committed about $52
billion of ODA in 1998 for all purposes. This amount
represents all aid to all of the traditional development
priorities, including governance, infrastructure,
agriculture, education, and health. It comprises aid
defined as both outright grants, and loans with below-
market interest rates for which the grant-like component
exceeds 25% of the face value of the loan.

It is possible to break down this total ODA into its
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interest that all of these criteria be right, if the donor is to
show results and not a failed or underperforming project. 

We therefore suggest that a “bottom-up” approach,
where recipient countries themselves propose the anti-
AIDS actions they want to do, is superior to a “top-down”
approach, where the donor sets the priorities. This is
because government and civil society based in recipient
countries are better placed than foreign donors to know
their cultural and social practices (major determinants in
AIDS control efforts) and also the limits of their
implementation capacity. Incorporating this knowledge ab
initio tailors the project more nearly to local needs and
abilities and helps secure political ownership, all of which
contribute to success. To ensure the resultant country-
driven proposals will actually be effective against AIDS if
funded we strongly urge that donors arrange under
UNAIDS auspices, for proposals to be reviewed by panels
of independent experts in AIDS control, much like peer
review in scientific research. The panels should have the
power to recommend projects to donors, or to encourage
countries to amend and improve a proposal (with expert
assistance if necessary), and should not typically reject
flawed proposals outright. Setting up this procedural
dialogue between an independent expert panel and the
recipient country can help steer funding in a way that
matches the course of the pandemic, and can accelerate
the use of promising new interventions shortly after their
discovery—useful fixes to the current aid system, which
too often subordinates scientific knowledge to other
matters in project design. As a precedent, we note that the
GPA incorporated both country-driven proposals and
systematic scientific review, and it worked with good
speed. 

We believe that these procedural changes will greatly
enhance the number and quality of AIDS control
proposals deserving of international aid. This is critical,
for if rich country taxpayers are to back a greatly expanded
AIDS control programme—and we believe that they
will—the public in those countries must be assured that
the resulting projects will be both politically and
scientifically likely to succeed. 

Also, since AIDS is hitting many of the poorest
countries in the world, we believe that any assistance to
control the disease in these countries should be provided
as grants, and not loans. The current drive to cancel the
debt of the world’s poorest countries reflects the truth that
they are not creditworthy and they should not be
burdened with new debt at a time when the economic
adversity of AIDS is undermining their capacity to
generate income. Yet donor nations have been slow to
incorporate this fact into AIDS policy, and when the
World Bank recently attempted the laudable step of giving
post-conflict African countries grants to fight AIDS,
certain wealthy governments required the World Bank to
withdraw those plans (www-wds.worldbank.org/pdf_
content/00009494600080305414991/multi_page.pdf,
accessed Dec 22). 

What seriously affected poor countries need are both
more grant finance assistance for projects against AIDS,
and different procedures to engage the full benefit of
scientific knowledge in those projects. Because of the
economic complexity, it is not yet possible to offer a
highly precise estimate of the total costs of a full
programme of HIV prevention, AIDS treatment, and
community support, supported by operational research on

an ongoing basis. UNAIDS has estimated that a
programme in Africa “just the most basic prevention and
care” necessitates $3 billion annually (www.unaids.org/
whatsnew/speeches/eng/durban_piot_100700.html,
accessed Dec 22). However, this figure excludes highly
active antiretroviral therapy (HAART), which we regard
as indispensable to help the millions already infected with
HIV. HAART would at once improve parental survival
and mitigate the crisis of AIDS orphans, and by
decreasing viral loads in the male and female genital tract,
it would probably slow the further sexual transmission of
the virus.13,14 Crudely assuming HAART and palliative
treatment for 5 million people at a reduced price of $500
per year, plus prevention for 500 million people at $10 per
year, a global budget of $7·5 billion annually seems
reasonable to aim for immediately and achieve in no more
than 3 years. This figure is about congruent with the
“African Consensus” of health ministers and heads of
state themselves at a sponsored Economic Commission
for Africa in December, 2000. And although the bill
seems large, it is under 0·04% of the combined GNP of
the DAC countries in 1998 ($21 trillion)—or just 4 cents
per every $100 of national income of the donor countries
(http://www.unaids.org/whatsnew/adf/files/ADF_Consens
us.doc, accessed Dec 22). In macroeconomic and not
impoverished public-health terms, this is eminently
affordable, as would be a similarly expanded effort for
other badly underfunded infectious diseases (AIDS is but
one example, and is almost certainly better funded than
others).15 Humanity demands it be done without delay. 
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