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Prevention

The resources required for an expanded

response were estimated for each inter-

vention as the number of people in need of

the service multiplied by the coverage (the

percentage of the population receiving the

service) multiplied by the unit cost (the cost

to provide an individual service).

In the analyses for the project,

population numbers and unit costs for each

of the sub-regions of Africa were not varied

by scenario. Only coverage rates vary

between scenarios. Basically, the analyses

assumed rapid scale-up to full or nearly full

coverage under ‘Times of transition’. Scale-

up under ‘Traps and legacies’ is much

slower and less complete: per capita

coverage rates do not increase, programmes

expand only at the rate of population

growth. Expansion of coverage under ‘Tough

choices’ is at the mean level of coverage

each year that lies between ‘Traps and

legacies’ and ‘Times of transition’. The

prevention activities in this analysis consist of

18 specific interventions, detailed below.

Population sizes

The population in need is different for each

intervention. For some services the population

in need is a segment of the general population,

such as school children or pregnant women.

These populations are calculated from

demographic estimates and projections from

United Nations Population Division (2003)

World population prospects: The 2002

revision. These data are supplemented with

social and economic indicators, such as the

percentage of school age children in school

and the percentage of pregnant women

accessing antenatal care (World Bank (2004)

World development indicators).

The sizes of some special populations

(sex workers, men who have sex with men,

injecting drug users, prisoners, truck drivers,

and others) derive from recommendations

made by country specialists to a series of

UNAIDS regional workshops on costing of

HIV and AIDS programmes. The country HIV

prevalence, HIV incidence, and AIDS

mortality estimates and projections use the

end of 2003 latest available data from

UNAIDS/WHO (UNAIDS, 2004 global report

on the AIDS epidemic).

Coverage

The percentage of the population in need of

a service that receives it is estimated

separately for each intervention. Information

on coverage levels in 2003 is available for

most countries from a global survey of

coverage of essential interventions reported

in Coverage of selected services for

HIV/AIDS prevention, care and support in

low and middle income countries in 2003,

the Futures Group/POLICY Project, June

2004, available at

http://www.futuresgroup.com/.

Coverage targets for 2007 for each

intervention under the ‘Times of transition’

scenario are:

• 100% of those needing the service by

2007 in high-prevalence countries for

mass-media, education, post exposure

prophylaxis, and safe medical injections;

• 75% for harm reduction;

• 70% for prevention of mother-to-child

transmission;

• 60% for condom use when at least one

partner may have been exposed to HIV;

and

• 50% for workplace interventions,

voluntary counselling and testing, and

out-of-school youth.

In the case of universal precautions in health

care settings (i.e., gloves, gowns, etc.) and

safe medical injections only, the costs in those

countries with an adult HIV prevalence of over

1% are included as an HIV-related cost for the

purpose of this analysis. The country-specific

costs for safe medical injections are estimated

from previously published WHO estimates.

Resources required for orphan support

are estimated for orphanage support,

community support, and school fees.

Targets for 2007 are orphanage support for

5% of orphans, regardless of country HIV

prevalence level. Targets for community

assistance and school fee support vary by

prevalence setting, beginning at 5% of

orphans in low prevalence settings and rising

to 20% in high prevalence settings.

As described above, coverage for the

‘Traps and legacies’ scenario is assumed to be

at current levels, with provision expanding only

at the rate of population growth, and ‘Tough

choices’ is at the annual mean level between

‘Times of transition’ and ‘Traps and legacies’.

The 18 interventions included, and the

coverage and other assumptions associated

with them, are as follows.

General population interventions

• Mass media2

• Voluntary counselling and testing3.

Vulnerable populations

• Youth in school4

• Youth out of school5

• Sex workers6

• Men who have sex with men

• Injecting drug users

• Informal sector employees

• Special populations such as
prisoners, truck drivers, and
uniformed services personnel7

• People living with HIV8

Appendix 1:
Costing and

coverage
estimations

This appendix summarizes the

procedures used to estimate HIV and

AIDS spending under the scenarios that

support the project AIDS in Africa: Three

scenarios to 2025. For more details on

each of the 26 interventions analysed,

related documents are available1. The

text summarizes the approaches taken

for each of the areas of intervention:

prevention; care and treatment; and

orphans and vulnerable children support.
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Service delivery

• Condom distribution: public sector9

• Condom social marketing

• Blood safety10

• STI treatment11

• Prevention of mother-to-child
transmission12

• Post-exposure prophylaxis13

• Safe medical injections14

• Universal precautions15.

Unit costs

For most interventions, the unit costs are

taken from information provided by country

specialists in the series of workshops noted

above. These unit costs are used for all

years. They could change over time as

programmes expand. For example, unit

costs might decline as coverage expands,

due to economies of scale or new ways of

delivering services. However, this seems

unlikely for most prevention services. Some

services are already provided on a national

scale, such as school-based AIDS

education, condom provision, mass-media,

and blood safety. Some unit costs might

rise as populations that are more difficult to

reach begin to be covered. Finally, other

costs are based on outreach models (such

as sex workers programmes) or patient

visits (such as STI treatment) where there is

little reason to expect unit costs to change

with scale. Newer programmes, such as

voluntary counselling and testing (VCT) and

prevention of mother-to-child transmission

(PMTCT), could become more or less

expensive as service providers learn how to

best deliver services.

Unit costs for the provision of orphan

support are also derived from country-level

workshops and general literature, where

available. When these specific costs are not

available, regional averages are used.

Detailed descriptions of calculations for

each intervention are given on the companion

CD-ROM, available from UNAIDS.

Care and treatment

Under ‘Times of transition’, a high level of

HIV treatment coverage is achieved,

reaching 60% of those who need

antiretroviral therapy by 2013, and over

70% by 2025. Care and treatment

coverage is far lower under ‘Traps and

legacies’; coverage for these interventions

under ‘Tough Choices’ is intermediate

between the other two.

The cost estimation methodology is

presented in detail by Bertozzi et al16. 

Resources required for care and treatment

are estimated for the following five interventions:

• Palliative care17

• Diagnosis of HIV infection (HIV testing)18

• Treatment for opportunistic infections19

• Prophylaxis for opportunistic infections20

• Highly-active antiretroviral therapy

(HAART), which includes:

– Laboratory services for monitoring

treatment success/failure21

– Laboratory services for monitoring

toxicity

– Nutritional support for malnourished

patients

– Drug costs22.

The resources required for each intervention

are estimated by multiplying:

(i) The total population in need; by

(ii) The coverage (percentage of the

population in need that receives the

service); by

(iii) The unit cost of providing the service.

Population in need

The population in need is defined as those

HIV-positive individuals who show symptoms

of AIDS. As there is not an accurate registry

of this, the number is estimated based on

the assumption that, in the absence of

treatment with antiretroviral drugs, an

individual transitioning from HIV to AIDS in

the developing world has a life expectancy of

2 years. The WHO/UNAIDS country-specific

epidemiological models generate estimates

of the annual incidence of AIDS (in the

absence of antiretroviral drug treatment) and

those estimates were used here.

Coverage rates

The initial coverage rates for HAART,

prophylaxis for opportunist infections, and

testing for HIV were taken from AIDS-related

services coverage data published by WHO,

when available23. For those countries for which

all data were not available, the missing values

were imputed based on the available country

data and the data from the other countries. For

the countries for which no coverage data were

available, the regional average was used.

For palliative care, the initial coverage is

estimated as the median of the coverage of a

set of basic health services (antenatal care,

attended deliveries, DPT3 immunization

coverage, and coverage of directly observed

therapy for tuberculosis [DOTS]). For

treatment of opportunistic infections, the initial

coverage is estimated as a fraction of the

palliative care coverage.

For coverage rates in subsequent years

under ‘Times of transition’, the initial coverage

rate was increased using a growth rate24 that

is a function of the country’s wealth, adjusted

by the current burden of HIV (HIV prevalence)

and the country’s previously demonstrated

ability to increase health services coverage

(estimated as the difference between the

observed immunization coverage and the

coverage predicted by the country’s wealth).

The growth rate adjusts the coverage for each

year, adding a percentage (the growth rate) of

the uncovered population. Using this

methodology, coverage rates per intervention

per country per year were estimated. To

maintain consistency, a constraint was

imposed that the HAART coverage rate ≤

opportunistic infection (OI) prophylaxis

coverage rate ≤ OI treatment coverage rate ≤

palliative care coverage rate.

Per capita intervention costs

Per capita intervention costs use unit costs

for interventions that have been estimated in

the literature, adjusted by recent information

on new prices negotiated with providers of

drugs and diagnostics, in particular for

HAART treatment and laboratory monitoring.

Orphan care

A large number of children have been

orphaned in recent years. Many of these

children are cared for by family members, but

a significant number require some sort of

public assistance. Some children may be

placed in orphanages while others may be

offered assistance in the communities where

they live. This analysis considers three types

of orphan care: orphanage care, community

care, and subsidies for school attendance.

The number of orphans is estimated by

UNAIDS for each country on the basis of the

estimated number and pattern of adult

deaths. An orphan is considered to be a

child under the age of 18 who has lost one

or both parents due to AIDS or other causes.

In countries with high levels of HIV

prevalence, children orphaned by AIDS

account for a significant proportion of all

orphans, while in countries with low levels of

HIV prevalence most orphaned children will

have been orphaned due to other causes. As

with safe injection and universal precautions,

the costs of orphan care are included in this

analysis only for countries with national adult

HIV prevalence of 1% or greater.

Policy, management,
administration, research,
evaluation, and monitoring

There are many support functions required

to implement an expanded response that

are not related directly to the number of

people receiving specific services. The cost

of these support functions is estimated as

5% of total requirements for prevention, care

and treatment, and orphan support.
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Training and infrastructure

Additional resources may be required for

training and infrastructure. For example,

training for teachers and system

strengthening for condom logistics and

PMTCT programmes are explicitly included

in the cost of prevention. For other

interventions (such as VCT, STI treatment,

and outreach programmes for vulnerable

populations) the costs of training and

facilities may be included in the unit cost.

The costs of training for health care workers

to provide advanced treatment are not

explicitly included, but should be small

compared to the overall costs of treatment.

Two types of training and infrastructure

costs are not included. One is degree

training for health personnel, such as

medical school for those training to become

physicians and nursing school for those

training to become nurses. Such training, if

started now, would have little effect on a

country’s ability to meet the coverage targets

by 2010, but would be crucial to achieve

longer-term goals. Similarly, these estimates

do not include the costs of expanding

infrastructure so that a larger percentage of

the population has access to schools and

health facilities. Such expansion would take

too long to have much of an impact in the

next four years, but would be crucial to

expanding services in the longer term.

10 The number of units of blood needing screening is

based on per capita transfusion rates from the WHO

reference blood safety database.
11 The need for STI treatment consists of men and

women with symptomatic STIs and access to health

care services plus the number of syphilis cases

among women that are detected through antenatal

screening. Access to health care in 2003 is defined

as the median of four indicators: the percentage of

pregnant women who had some antenatal care, the

percentage of births attended by health staff,

childhood immunization (the percentage of children

under the age of 24 months receiving a full course of

immunizations), and the percentage of the population

with access to Directly Observed Therapy Short-

Course (DOTS) for tuberculosis treatment (WHO).

Data are from the World Bank, World development

indicators, and WHO, Global tuberculosis control:

Surveillance, planning, financing, WHO report 2003.

Access increases in the future based on the ability of

a country to expand its health system rapidly given

political will and the necessary resources. For

coverage rates in subsequent years the initial

coverage rate is increased using a growth rate that is

a function of the country’s wealth, adjusted by the

current burden of HIV (HIV prevalence) and the

country’s previously demonstrated ability to increase

health services coverage (estimated as the difference

between the observed immunization coverage and

the coverage predicted by the country’s wealth). The

growth rate adjusts the coverage for each year

adding to the previous coverage a percentage (the

growth rate) of the uncovered population (100% = the

coverage rate in the previous year). Using this

methodology, coverage rates per intervention per

country per year are estimated.
12 Resources needed for PMTCT programmes include

the costs of counselling and testing for pregnant

women, the costs of strengthening antenatal and

delivery services to provide PMTCT, the costs of

antiretroviral therapy for those women who are HIV-

positive, and the costs of milk formula for those

women who choose not to breastfeed. The

programme used here is based on current WHO

recommendations which include counselling and

testing for pregnant women, antiretroviral therapy for

HIV-positive women (daily doses of AZT starting at 28

weeks plus a single dose of Nevirapine for the mother

at the onset of labour and a single dose for the infant

within 48 hours of birth), formula for those who

choose not to breastfeed, and family planning

counselling to allow couples to achieve their future

fertility intentions. Coverage rates are applied only to

women attending antenatal services to determine the

number of women receiving counselling and testing.

The estimated costs of system strengthening are

based on the number of HIV-positive women. The

acceptance of family planning is based on unmet

demand for family planning as measured by various

national surveys. Lack of availability is only one reason

that couples have an unmet need for family planning.

Therefore, it is assumed that 25% of those attending

PMTCT services with an unmet need for family

planning would accept it if family planning were easily

available at PMTCT sites.
13 Assuming every country would use at least 50 kits in

a year plus an additional kit for every million population.

1 For an intermediate-length treatment of the rapid

scale-up of interventions through 2007, see the

Futures Group and UNAIDS, Methods: Prevention,

Care and Treatment, and Orphan Support, available

through j.stover@tfgi.com.
2 The number of national campaigns needed per year

multiplied by the cost per campaign.
3 VCT services (not including diagnostic testing that may

occur as part of care and treatment services) assuming

annual testing for the highest risk populations (sex

workers, MSM, and IDU in countries where HIV

prevalence in these groups is 5% or greater); testing

every 10, 7, 3, or 2 years depending on the level of HIV

prevalence in the country for medium-risk populations

(sex workers, MSM and IDU in countries where HIV

prevalence in these groups is less than 5% plus all men

and women with multiple sex partners) and testing once

at age 20 for people in populations at lower risk.
4 The number of youth in primary and secondary

school is estimated as the population aged 6–11 and

12–15 multiplied by the primary and secondary gross

enrolment rate (World Bank, World development

indicators). The number of teachers required is

estimated by dividing the number of students by the

average number of students per teacher. The number

of teachers needing training in a given year is the total

number of primary and secondary school teachers

multiplied by the coverage and divided by the frequency

of training. It is assumed that teachers need to be

trained or receive refresher training every three years.
5 The number of youth out of school is the difference

between the total number of youth aged 6–11 and

12–15 minus those in school. These youth need to be

reached through peer counselling outreach programs.
6 For all vulnerable populations including sex workers,

men who have sex with men, and injecting drug users,

the number of people in the group is multiplied by the

coverage to determine the number receiving services

and by the unit cost to determine the resources

required. For sex workers and men who have sex with

men, we also calculate the number of condoms

required and the cost of providing those condoms.
7 Identified by country specialists for each country. No

estimates are made for countries not providing data on

special populations.
8 Only for those who are not in treatment, estimated as

the number newly identified as HIV-positive through VCT

(the number of people tested multiplied by the

prevalence rate) multiplied by the average time from VCT

until treatment is required (assumed to be three years).
9 Condoms may be provided through public sector

distribution programmes or through condom social

marketing. The need for condoms is the total number

of high-risk sex acts. High-risk sex acts are defined as

those involving sex workers and clients, men who

have sex with men, and casual partnerships, plus all

marital acts where one or both partners also have

outside partners. Data on men and women with

multiple partners are from MEASURE Demographic

and Health Surveys (http://www.measuredhs.org) and

the UNICEF Multiple Indicator Cluster Survey (MICS)

(http://www.childinfo.org) surveys. The need for

condoms is increased by 10% to account for wastage

and spoilage. Female condoms are assumed to

account for 10% of condoms distributed through

social marketing and 5% of condoms used in

commercial sex.
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14 Estimates of the number of unsafe injections and

the costs of making all injections safe have been

prepared by WHO (Dziekan G, et al (2003) The cost-

effectiveness of policies for the safe and appropriate

use of injection in health care settings, Bulletin of the

World Health Organization, 81(4):277–285). Unsafe

injections are estimated as total injections multiplied by

the regional estimates of the proportion that are

unsafe. The total number of injections is estimated

from the regional number of injections per capita

(including childhood immunizations) and the total

population of each country.
15 Calculated as an annual cost per hospital bed. Data

on the number of hospital beds per capita are from the

World Bank, World development indicators. As with

safe injections, the costs of universal precautions are

only included for those countries with national adult

prevalence of 1% or more.
16 Bertozzi S, et al (2004) Estimating resource needs

for HIV/AIDS health care services in low-income and

middle-income countries. Health Policy 69(2):189–200.
17 Palliative care is assumed to occur in the last two

years of life. In the event that the patient has access to

antiretroviral drugs, palliative treatment is postponed

until antiretroviral treatment fails.
18 Initial and confirmatory testing performed when

there is clinical suspicion of HIV infection.
19 The cost of treating opportunistic infections over the

lifetime of an HIV-positive adult. As with palliative care,

this is assumed to occur during the last two years of

life. HAART is not assumed to change the overall cost

of OI treatment, but rather to postpone it for the

incremental survival time conferred by antiretroviral

therapy. The cost of treatment postponed is

discounted with the result that the net present value of

OI treatment for a patient newly enrolling in HAART is

lower than for a patient who will not receive HAART.
20 Both the drug costs and the service delivery costs.

Half of the population on HAART is assumed to have a

sufficiently good immunological response to therapy to

be able to discontinue OI prophylaxis.
21 Assume cost reductions for CD4 and viral load tests

to the level negotiated with the diagnostics

manufacturers by PAHO for Latin America.
22 Differential pricing for antiretroviral drugs with the

minimum price applying to all low-income countries,

and the maximum price in the wealthiest middle-

income country, with a linear increase in price for the

other middle-income countries in proportion to their

GDP per capita. In addition, the minimum price was

applied to all middle-income countries with an HIV

prevalence in excess of 5% (i.e. South Africa and

Botswana). Cost of care for children living with HIV is

estimated to be 70% of the country-specific adult cost.
23 WHO (2002) Coverage of selected health services

for HIV/AIDS prevention and care in less developed

countries in 2001. Geneva.
24 Even without major changes in infrastructure, access

to HIV- and AIDS-related health services can grow within

the current constraints. The same installations and

personnel used to provide general health care can be

used for AIDS-related disease care. To model the

increase in coverage within the current constraints, a

growth rate was estimated for each country.
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Data

• HIV and AIDS programme data were

calculated and supplied by the Futures

Group (see Appendix 1 for

assumptions on programme

components). It was assumed that:

– Approximately 80% of the

programme costs would be likely to fall

under national health budgets, while

the remaining 20% would be split

between other ministries, with

education taking a large share.

– The proposed HIV and AIDS

programme costs would be additional to

other national health commitments and

financial demands.

• Health spending data drew on the WHO

World health report (2004 report

containing 2001 data: available at

http://www.who.int/) providing

information for:

– Total expenditure on health as a

percentage of GDP;

– General government expenditure on

health as a percentage of total

expenditure on health;

– Private expenditure on health as a per-

centage of total expenditure on health;

– External resources for health as a

percentage of total expenditure on health.

• Economic data (GDP) for 2001 was

taken from the World Bank World

development indicators and used to

calculate monetary per capita amounts

for health sector expenditures (available

at http://www.worldbank.orgl).

– Economic growth—real gross

domestic product (GDP) growth—has

been calculated and expressed without

consideration of inflation, exchange rate

fluctuations, etc. The figures express

aggregate economic growth, not per

capita growth.

• Population growth data was based on

the medium variant projection of the UN

Population Division (see World

population prospects: the 2002 revision,

available at http://esa.un.org).

– Population data varies between the

scenarios, reflecting the impact of

proposed HIV and AIDS programmes

and the epidemic’s effect on the number

of deaths and births.

– ‘Traps and legacies’ shows the lowest

estimated relative population due to high

AIDS death rates and fewer births.

‘Times of transition’ has the highest

population, since more deaths are

prevented and more births registered.

The population numbers in ‘Tough

choices’ are between those of the other

two scenarios—higher death rates than

‘Times of transition’ are balanced by

successful efforts at prevention.

• From existing data, it is not clear how

HIV- and AIDS-associated health

expenses will be divided between

government, external, and private

contributors, as well as out-of-pocket

contributions, although some regional

and country-specific data can be

employed for making assumptions.

– Data from southern Africa1 (excluding

the Republic of South Africa) suggests

that 10–15% of total expenditure on HIV

and AIDS comes from core government

spending, with the rest from official

development assistance (ODA) sources.

Estimations from work in Senegal2

suggest that the population’s

contribution to total health spending is

approximately 10%, while data from

Rwanda suggests that over 90% of

spending on HIV and AIDS is private3.

– The working assumption for this model

was that, in aggregate terms, ‘Tough

choices’ and ‘Times of transition’ would

both see 10% of HIV and AIDS

programme spending coming from private

contributors, while in ‘Traps and legacies’

it would be higher—around 20%.

• In all three scenarios, in aggregate

terms, ODA is assumed to cover 80% of

HIV and AIDS programme costs in 2003

and gradually fall until 2025.

– In ‘Tough choices’ and ‘Times of

transition’, national health budgets grow,

sometimes as a result of government

budgets increasing, and ODA is gradually

reduced. Because the proposed HIV and

AIDS programme costs are additional to

basic health expenditures, ODA continues

to play a significant role in financing the

general health sector, as well as HIV- and

AIDS-specific programming.

– In ‘Traps and legacies’, the sluggish

economies fail to grow sufficiently to

continue taking over an increasing share of

the HIV and AIDS programme costs. ODA

and private expenditures continue to be

the main source for funding.

Handling the data and terminology

• The simple partial equilibrium model

developed for this project is not intended

to be exhaustive, and does not reach the

complexity and comprehensiveness

achieved with a general equilibrium model.

• The numbers described in each scenario

are the result of linear extrapolations of

trends within that scenario. They are to be

taken not as predictions, but as one,

plausible, attempt to model and explain

the cost of HIV and AIDS programmes in

each scenario.

• All resulting US dollar (US$) amounts are

expressed in terms of 2002 dollars, but

based on 2001 GDP data.

Appendix 2:
Modelling

assumptions
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Scenario and topic-specific assumptions are

indicated in the table above.

1 Martin HG (2003) A comparative analysis of the

financing of HIV/AIDS programmes in Botswana,

Lesotho, Mozambique, South Africa, Swaziland and

Zimbabwe. Research Programme on the Social

Economic
growth

Variable Baseline Assumptions and impact

Tough choices: 
Africa takes a stand

Traps and legacies: 
The whirlpool 

Times of transition: 
Africa overcomes
 

Per capita GDP has 
declined by around 
20% to around US$ 
460 per head in 
SSAa since 1990. 
It is less in W and E 
Africa and more in 
Central Africa.

2% mean GDP growth per 
annum, not taking into account 
inflation, population growth, etc.

GDP grows by 60%.

10% increase in per capita 
income in NA and SA, stagnation 
in per capita incomes in WCA, 
and loss of 10% in EA due to 
sustained population growth.

1.5% mean GDP growth per 
annum, not taking into account 
inflation, population growth, etc.

GDP increases by just under 40%.

Stagnation in per capita 
income in NA and SA, nearly 
20% per capita income loss in 
WCA and EA due to strong 
population growth.

4% real per capita growth per 
annum, not taking into account 
inflation, population growth, etc.

GDP grows by a factor of 2.5.

Per capita income grows by 70% 
in NA and SA and by about 40% 
in WCA and EA.

Modelling assumptions and their impactFigure

96

Growth in public 
expenditure

Currently 30% of 
GDP in EA, 20% in 
WCA, 24% in SA 
and 19% in NA.

0.75% annual increase in share 
of GDP.

(Public expenditure increases 
through public sector–led growth 
and some increases in aid.)

2025 levels:
EA 36.4% of GDP; WCA 23.9%; 
SA 28.5%; NA 22.5%.

Stagnation in share of GDP going 
to budget.

(Public expenditure remains a 
constant proportion of GDP.)

1% annual increase in share 
of GDPb in SA and WCA, 0.5% 
increase in EA, and 1.5% 
increase in NA until 2014, 
then 0.5%.

(Public expenditure increases 
through increased tax base, 
more aid, and more relaxed 
fiscal policy.)

2025 levels:
EA: 33.9% of GDP, WCA 24.8%; 
SA 29.5%; NA 22.1%.

Growth in 
domestically-
financed public 
expenditure on 
health

Public expenditure 
on health baseline 
as a percentage of 
government budget 
(aggregates):

EA: 6.55%
WCA: 9.46%
SA: 10.16%
NA 8.9%.

Share increases by 1% per 
annum from 2014 until health 
budget reaches 13.2% of 
government budget.

Share increases by 0.5% per 
year. Share of public expenditure 
to health increases to following 
percentage of public 
expenditure by 2025:

EA: 9.9%
WCA: 10.6%
SA: 11.3%
NA: 9.9%.

Share of public expenditure to 
health increases to 15% of public 
expenditure by increasing shares 
as follows:

EA: 1% until 2014, then 4%
WCA: 1% until 2014, then 3.5%
SA: 1% until 2014, then 3%
NA: 1% until 2014, then 3%.

Growth in 
externally financed 
public expenditure 
on health

aNote: EA: East Africa; WCA: West and Central Africa; SA: Southern Africa; NA: North Africa; SSA: sub-Saharan Africa.
b1% of baseline, not 1% of GDP.

Source: UNAIDS AIDS in Africa Scenarios Project.

External aid as a 
proportion of public 
health expenditure 
(aggregates):
EA: 51%
WCA: 46%
SA: 44%
NA: 12%.

Initial increase then decline for 
HIV- and AIDS-specific 
programmes. Gradual build-up 
post–2015 for interventions 
additional to HIV, e.g. malaria, 
childhood diseases, TB, etc.

Erratic. Initial growth and then 
decline. Increase in run-up to 
2015 then decline. Proportions 
of contributions in terms of 
percentage of GDP constant but 
decrease in US$ per capita terms 
as GDP fails to keep pace with 
population growth.

Rapid increase to 2015, then 
levels are maintained.

Aspects of HIV/AIDS and Health. Cape Town, Human

Sciences Research Council.
2 Vinard P, et al (2003) Analysis of HIV/AIDS

expenditures in Senegal: from pilot project to national

program. In: Agence Nationale de Recherches sur le

Sida (2003) Economics of AIDS and access to

HIV/AIDS care in developing countries, issues and

challenge, pp.459–482. Paris, France, ANRS.
3 Schneider P, et al (2000) Rwanda national health

accounts 1998. Technical Report No. 53, Partnerships

for Health Reform Project. Bethesda, MD, Abt

Associates Inc.
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Acquired immunodeficiency syndrome

(AIDS)

AIDS is a fatal disease caused by HIV, the

human immunodeficiency virus. HIV

destroys the body’s ability to fight off

infection and disease, which can ultimately

lead to death. Currently, medication can

slow down replication of the virus, but it

does not cure AIDS.

Adherence

The extent to which a patient takes his/her

medication according to the prescribed

schedule (also referred to as ‘compliance’).

Antiretroviral therapy (ART)

A treatment that uses antiretroviral drugs to

suppress viral replication and improve

symptoms. Effective antiretroviral therapy

requires the simultaneous use of three or

four antiretroviral drugs as specified in the

WHO ‘Guidelines for a public health

approach, scaling up antiretroviral therapy

in resource-limited settings’ (June 2002).

These guidelines (available at

http://www.who.int/) are intended to

support and facilitate proper management

and scale-up of antiretroviral therapy,

providing recommended first and second

line treatment for adults and for children,

reasons for changing ART, monitoring

patients, the side-effects of ART, and

specific recommendations for certain

patient subgroups.

ARV

Antiretroviral (drug).

Epidemic

A disease that spreads rapidly through a

demographic segment of the human

population, such as everyone in a given

geographic area; a military base, or similar

population unit; or everyone of a certain age

or sex, such as the children or women of a

region. Epidemic diseases can be spread

from person to person or from a

contaminated source such as food or water.

Epidemiology

The branch of medical science that deals

with the study of incidence, distribution and

control of a disease in a population.

Faith-based organization (FBO)

A term to describe organizations such as

churches and other religious organizations.

Gross domestic product (GDP)

The value of all final goods and services

produced in a country in one year (see also

gross national income). GDP can be

measured by adding up all of an

economy’s incomes—wages, interest,

profits, and rents—or expenditures—

consumption, investment, government

purchases, and net exports (exports minus

imports). Both results should be the same

because one person’s expenditure is

always another person’s income, so the

sum of all incomes must equal the sum of

all expenditures.

Gross national income (GNI)

Previously known as ‘gross national

product’, ‘gross national income’ comprises

the total value of goods and services

produced within a country (i.e., its ‘gross

domestic product’), together with the total

income received from other countries

(notably interest and dividends), less any

similar payments made to other countries.

Highly active antiretroviral therapy

(HAART)

The name given to treatment regimens

recommended by leading HIV experts to

aggressively suppress viral replication and

progress of HIV disease. More recently,

drugs have been developed to prevent the

virus from entering the cell. The usual

HAART regimen combines three or more

different drugs, which may be combined into

a single ‘fixed-dose combination’ (FDC)

formula. These treatment regimens have

been shown to reduce the amount of virus

so that it becomes undetectable in a

patient’s blood (although they cannot yet

completely remove the virus from the body

and are thus not a ‘cure’ for HIV).

HIV incidence

HIV incidence (sometimes referred to as

cumulative incidence) is the proportion of

people who have become infected with HIV

during a specified period of time. UNAIDS

normally refers to the number of people (of

all ages) or children (0–14) who have

become infected during the past year.

HIV-infected

As distinct from HIV-positive (which can

sometimes be a false positive test result,

especially in infants of up to 18 months of

age), the term HIV-infected is usually used to

indicate that evidence of HIV has been found

via a blood or tissue test.

HIV prevalence

Usually given as a percentage, HIV prevalence

quantifies the proportion of individuals in a

population who have HIV at a specific point in

time. UNAIDS normally reports HIV prevalence

among adults, aged 15–49.

Human immunodeficiency virus (HIV)

The virus that weakens the immune system,

ultimately leading to AIDS. Since HIV means

Appendix 4:
Glossary
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‘human immunodeficiency virus’, it is

redundant to refer to the HIV virus.

Opportunistic infections

Illnesses caused by various organisms,

some of which usually do not cause disease

in persons with healthy immune systems.

Persons living with advanced HIV infection

may suffer opportunistic infections of the

lungs, brain, eyes, and other organs.

Orphans

In the context of HIV and AIDS, it is

preferable to say ‘children orphaned by

AIDS’ or ‘orphans and other children made

vulnerable by HIV and AIDS’. In this

publication, the term is used to describe a

child that has lost either one or both parents.

Official development assistance (ODA)

In the context of this book, the following

definition applies:

Grants or loans to countries and territories

on Part I of the Development Assistance

Committee List of Aid Recipients (developing

countries) which are: (a) undertaken by the

official sector; (b) with promotion of

economic development and welfare as the

main objective; (c) at concessional financial

terms [if a loan, having a grant element of at

least 25%]. In addition to financial flows,

technical cooperation is included in aid.

Grants, loans, and credits for military

purposes are excluded. Transfer payments

to private individuals (e.g., pensions,

reparations or insurance payouts) are in

general not counted.

Pandemic

A disease prevalent throughout an entire

country, continent, or the whole world.

Preferred usage is to write pandemic when

referring to global disease and epidemic at

country or regional level. See EPIDEMIC.

Quality-adjusted life year (QALY)

A quality-adjusted life-year (QALY) takes into

account both the quantity and the quality of

life gained through health care interventions. It

is the arithmetic product of life expectancy

and a measure of the quality of the remaining

life-years. If a person’s life is shortened or

affected by ill health (such as AIDS) that could

be avoided or ameliorated through adequate

treatment, the QALY provides a certain

measure of the value of the treatment in terms

of improved years of life.

Scenarios

A scenario is a story that describes a

possible future. It identifies some significant

events, the main actors and their

motivations, and conveys how the world

functions. Scenarios always come in sets of

more than one to express the uncertainty of

the future. Scenarios are not stories about

what should happen, but describe what

might happen. They are not predictions,

projections, or extrapolations of the present.

Good scenarios are plausible, internally

consistent, and both relevant and

challenging. A set of scenarios is a tool that

can be used to improve decision-making by

confronting assumptions, recognising

uncertainty, widening perspectives, and

addressing key dilemmas and conflicts.

Surveillance

The ongoing and systematic collection,

analysis, and interpretation of data about a

disease or health condition. The diagnostic

study of blood samples for the purpose of

surveillance is called serosurveillance.

Vaccine

A substance that contains antigenic

components from an infectious organism. By

stimulating an immune response—but not

the disease—it protects against subsequent

infection by that organism. There can be

preventive vaccines (e.g. measles or mumps)

as well as therapeutic (treatment) vaccines.

Developing countries

Fight against AIDS

High(er) risk groups

HIV/AIDS

HIV/AIDS

HIV/AIDS epidemic

HIV/AIDS prevalence

HIV/AIDS prevention

HIV/AIDS testing

Most vulnerable to 
infection

People living with 
HIV/AIDS

Prevalence rates

Vulnerable groups

PreferredOld

Low- or middle-
income countries

Response to AIDS

Key populations at 
higher risk

HIV and AIDS

HIV disease or AIDS

AIDS epidemic

HIV prevalence

HIV prevention

HIV testing

Most likely to be 
exposed to HIV

People living with HIV 
and AIDS

Prevalence

Most likely to be 
exposed to HIV

Old usages and current 
preferred usages

AIDS Book Proof 8  21/2/05  10:00 am  Page 213



9

214

A
ID

S
in

A
fr

ic
a

A
p

p
en

d
ic

es

• AbouZahr C et al. (2003) Antenatal care in

developing countries: Promises,

achievements and missed opportunities. An

analysis of trends, levels and differentials,

1990–2001. New York/Geneva,

UNICEF/WHO. Available at:

http://www.childinfo.org

• Adam I (2004) Ghana to blacklist NGOs.

BBC News. Available at:

http://www.news.bbc.co.uk

• Africa All Party Parliamentary Group (2004)

Averting catastrophe: AIDS in 21st century

Africa, A report from the Africa All Party

Parliamentary Group. London, Africa All Party

Parliamentary Group/The Royal African Society.

• Afrobarometer (2004) Afrobarometer

media briefing and summary of findings.

Press release, April 2004. Available at:

http://www.afrobarometer.org

• Afrobarometer (2004) Public opinion and

HIV/AIDS: Facing up to the future, Briefing

Paper No. 12, April 2004. Available at:

http://www.afrobarometer.org

• Amuyunzu-Nyamongo M, Karusa K

(2003) Gender Roles and Sexual Behaviour

in Africa. Project paper.

• Anderson A (2001) Global pentecostalism

in the new millennium. Aarhus, The

Charismatic Movement and the Churches

Centre for Multireligious Studies.

• Anderson A (2001) Pentecostals in Africa

The shape of future Christianity? Aarhus,

Centre for Multireligious Studies.

• Anderson E, Chaplin H, coordinated by

Wiggins S with assistance from Cromwell E,

Farrington J, Harvey P, Tripp R (2003) How

will Africa feed itself in the year 2025, under

the three different scenarios? Overseas

Development Institute. Project paper.

• Appadurai A (2004) The capacity to

aspire: Culture and the terms of recognition.

In: Rao V, Walton M, eds. Culture and Public

Action: A Cross-Disciplinary Dialogue on

Development Policy. Palo Alto, Stanford

University Press.

• Arhin-Tenkorang D, Conceicao P (2003)

Beyond communicable disease control:

Health in the age of globalisation. In: Kaul I

et al. Providing global public goods:

Managing globalization. New York, Oxford

University Press. Available at:

http://www.undp.org

• Ashford L (2000) Social marketing for

adolescent sexual health: Results of

operations research projects in Botswana,

Cameroon, Guinea, and South Africa.

Washington DC, Population Reference Bureau

and Population Services International.

• Attawell K, Mundy J (2003), Provision of

antiretroviral therapy in resource-limited

settings: a review of experience up to

August 2003. Prepared by the Health

Systems Resource Centre for the UK DFID in

collaboration with WHO. London, DFID.

• Avrett S (2003) HIV vaccines: Exploring

future scenarios in Africa. Project paper.

Bachmannand MO, Booysen FLR (2003),

Health and economic impact of HIV/AID on

South African households: A cohort study.

BMC Public Health, 3:14–21.

• Bale H E, Gajewski M (2003) The

pharmaceutical industry’s role in fighting the

AIDS pandemic in Africa. Project paper.

• Barnett T, Blaikie P (1992) AIDS in Africa:

Its present and future impact. New York,

Guilford Press.

• Barnett T, Whiteside A (2002) AIDS in the

21st century: Disease and globalisation.

New York, Palgrave-Macmillan.

• Baylies C, Bujra J (2000) AIDS, Sexuality

and gender in Africa: Collective strategies

and struggles in Tanzania and Zambia.

London/New York, Routledge.

• BBC News (2004) Polio vaccination

boycott spreads. BBC News, Tuesday, 24

February.

• Bennell P (2003) HIV and the education

sector. Project paper.

• Berman D (2002) Supply crisis of BMS

ARVs in Kenya. E-drug. Available at:

http://www.essentialdrugs.org/edrug/

• Berthélemy JC, Söderling L (2001) Will

there be new emerging countries in Africa by

the year 2020? Conference on Development

Policy in Africa: Public and Private

Perspectives Oxford University, CSAE,

29–31 March 2001.

• Bloom D, Canning D, Jamison D (2004)

Health, Wealth, and Welfare. Finance &

Development, March:10–15.

• Boerstra L (2003) What are and might be

the implications of the interaction between

HIV and Malaria infection? Project paper.

• Bollinger L, Cooper-Arnold K, Stover J

(2004) Where are the gaps? The effects of

HIV-prevention interventions on behavioural

change. Studies in Family Planning,

35(1):27–38.

• Bond P (2002) The new partnership for

Africa’s development: Social, economic 

and environmental contradictions. CNS,

June, 13(2).

• Bond P (2003) Africa in a responsible

global village? Project paper.

• Bond P (2003) African access to global

markets? Project paper.

• Bonnel R (2003) HIV/AIDS and economic

and social development. Project paper.

• Bonnel R (2003) Debt burden and

structural adjustment. Project paper.

• Booth D (2003) Introduction and overview.

Development Policy Review, 21(2):131–159.

• Brody S, Potterat JJ (2003) Assessing the

role of anal intercourse in the epidemiology

of AIDS in Africa. International Journal of

STD and AIDS, 14(7):431–436.

• Bryant M, Mugyenyi P, Whalen C (2003) Is

widespread resistance to anti-retroviral

Appendix 5:
Bibliography
Hundreds of documents were

consulted in the course of this

project. The full bibliography is

available on the project website

(http://www.unaids.org/aidsscenarios)

and on the companion CD-ROM

(available from UNAIDS). Listed

here are documents that were

particularly useful, together with

reference material, and the papers

that were specifically

commissioned by the project.

AIDS Book Proof 8  21/2/05  10:00 am  Page 214



9

215

A
ID

S
in

A
fr

ic
a

A
p

p
en

d
ic

es

agents inevitable in Africa? (Abstract) For the

131st Annual Meeting of the American

Public Health Association (APHA), 15–19

November. Washington DC, American Public

Health Association. Available at:

http://www.apha.confex.com

• Burton I, Kates RW, White GF (1993) The

environment as hazard, 2nd ed. New York,

Guilford Press.

• Caraël M (1997) Urban-rural differentials in

HIV/STDs and sexual behaviour. In: Herbst

G, ed. Sexual cultures and migration in the

era of AIDS: anthropological and demographic

perspectives. Oxford, Clarendon Press.

• Castleman T, Seumo-Fosso E, Cogill B

(2003) Food and nutrition implications of

antiretroviral therapy in resource limited

settings. Washington DC, Food and Nutrition

Technical Assistance Project, Academy for

Educational Development. Available at:

http://www.fantaproject.org/

• CBC (2003) Enabling corporate citizenship

for sustainable development: Joint action

plan for business and governments (draft).

Submission by the Commonwealth Business

Council to the Commonwealth Business

Forum and Commonwealth Heads of

Government Meeting, December 2003.

• Centre for Health and Gender Equity

(2004) Debunking the myths in the U.S.

global AIDS strategy: An evidence-based

analysis. Maryland, USA, Centre for Health

and Gender Equity.

• Clemens MA, Kenny CJ, Moss TJ (2004)

The trouble with the MDGs: Confronting

expectations of aid and development

success. Economics Working Paper

(0405011) archive at WUSTL. Available at:

http://www.ideas.repec.org

• Commission on Capital Flows to Africa

(2003) A ten-year strategy for increasing

capital flows to Africa. Available at: 

http://www.iie.com

• Creese A et al.(2002) Cost-effectiveness

of HIV/AIDS interventions in Africa: a

systematic review of the evidence. The

Lancet, 359:1635–1642.

• Daley P, Brockington D (2003) HIV/AIDS

and migration. Project paper.

• Daniels N (2004) How to achieve fair

distribution of ARTs in “3 by 5”: Fair process

and legitimacy in patient selection. For the

Consultation on Equitable Access to Care for

HIV/AIDS, 26–27 January. Geneva,

UNAIDS/WHO.

• Darkoh E (2004) Challenges and insights

from Botswana’s national anti-retroviral

programme. AIDS Analysis Africa, 14(4).

• Day, J. H. et al. (2003) Attitudes to HIV

voluntary counselling and testing among

mine works in South Africa: Will availability of

antiretroviral therapy encourage testing?

AIDS Care, 15(5):665–672.

• De Cock K et al. (2003) UNAIDS scenario

on voluntary counselling and HIV testing.

Project paper.

• De Waal A, Abdul Raheem T (2004) What is

the value of NEPAD? Africa Analysis, 441, 20

February. Available at: http://www.sarpn. org

• De Zoyza I (2003) Scenarios for the

future: Prevention of mother-to-child

transmission of HIV. Project paper.

• Decosas J (2002) The social ecology of

AIDS in Africa (draft). Prepared for the

UNRISD project, HIV/AIDS and

Development. Geneva, UNRISD.

• Decosas J (2003) Community cohesion.

Project paper.

• Department of Health (2002) The impact

of HIV on the health sector. Cape Town,

HSRC Publishers. Available at:

http://www.hsrcpublishers.ac.za

• Devarajan S, Dollar D, Holmgren T (2001)

Aid and reform in Africa: Lessons from ten

case studies. Washington DC, The World Bank.

• Devlin R, Castro L (2002) Regional banks

and regionalism: A new frontier for develop-

ment financing. Prepared for the Conference

on Financing for Development: Regional

Challenges and the Regional Development

Banks at the Institute for International

Economics, February 19, 2002. Available at:

http://www.iadb.org

• DFID (2002) What are we doing to tackle

world poverty? A quick guide to the

Department for International Development.

DFID, London. Available at: 

http://www.dfid.gov.uk

• DFID (2004) The causes of conflict in sub-

Saharan Africa. London. Available at:

http://www.dfid.gov.uk

• Dodson B, Crush J (2003) Mobile

‘deathlihoods’: Migration and HIV/AIDS in

Africa. Project paper.

• Draxler A (2003) Education and HIV/AIDS:

Will the circle be vicious or virtuous? Project

paper.

• ECI Africa Consulting (2003) Impact of

OVCs on fiscal systems & governance.

Project paper.

• Epstein H (2003) AIDS in South Africa:

The invisible cure. The New York Review of

Books, 50(11), 17 July.

• Foss AM et al. (2003) Shifts in condom

use following microbicide introduction:

should we be concerned? AIDS,

17:1227–1237.

• Foster M, Keith A (2003) The case for

increased aid. Final report to the Department

for International Development, Volume 1: Main

Report. Essex, Mick Foster Economics Ltd.

• Francois J F (2003) Trade modelling.

Project paper.

French K (2003) Impact of the HIV/AIDS

epidemic in Russia and Eastern Europe,

India and China. Project paper.

• Gausset Q (2001) AIDS and cultural

practices in Africa: The case of the Tonga

(Zambia). Social Science and Medicine,

52(4):509–518.

• Gayle Martin, H (2003) A comparative

analysis of the financing of HIV/AIDS

programmes in Botswana, Lesotho,

Mozambique, South Africa, Swaziland and

Zimbabwe. Prepared for the Social Aspects

of HIV/AIDS and Health Research

Programme of the Human Sciences

Research Council (South Africa). Available at:

http://www.hsrcpublishers.ac.za

• Gbodossou EVA et al. (2003) The role of

traditional medicine in the fight against

HIV/AIDS in Africa. Project paper.

• German T, Randel J (2002) Never richer,

never meaner. In: The reality of aid 2002,

Manila, Reality of Aid. Available at:

http://www.devinit.org

• Gillson I et al. (2004) Understanding the

impact of cotton subsidies on developing

countries (Working Paper). London,

Overseas Development Institute.

• Global HIV Prevention Working Group

(2002) A Blueprint for Action, July. Seattle,

Washington, The Bill & Melinda Gates

Foundation.

• Global HIV Prevention Working Group

(2003) Access to HIV prevention: Closing the

gap. May. Seattle, The Bill & Melinda Gates

Foundation.

• Graham W and Hussein J (2003)

Measuring and estimating maternal mortality

in the era of HIV/AIDS. Workshop on

HIV/AIDS and adult mortality in developing

countries (UN/POP/MORT/2003/8). New

York, Population Division of the Department

of Economic and Social Affairs of the United

Nations Secretariat.

• Graham Y (2003) Africa in 2023:

Reducing marginalisation and enhancing the

quality of integration into the global

economy. Project paper.

• Gray PB (2004) HIV and Islam: Is HIV

prevalence lower among Muslims? Social

Science and Medicine 58:1751–1756.

• Green E (1994) AIDS and STDs in Africa:

Bridging the gap between traditional healers

and modern medicine. Oxford/Boulder, Co.,

Westview Press.

• Greenhill R, Sisti E (2003) Real progress

report on HIPC. London, Jubilee 2000

Research. Available at: 

http://www.jubilee2000uk.org

• Hargreaves JR et al. (2002) Socioeconomic

status and risk of HIV infection in an urban

population in Kenya. Tropical Medicine and

International Health, 7(9):793–802.

• Harsch E (2004) Agriculture: Africa’s ‘engine

for growth’: Small-scale farmers hold the key,

says NEPAD plan. Africa Recovery, 17(4):13.

• Heald S (2002) It’s never as easy as ABC:

Understandings of AIDS in Botswana.

Journal of Aids Research, 1(1):1–10.

• Heald S (2003) An absence of anthropology:

AIDS Book Proof 8  21/2/05  10:00 am  Page 215



9

216

A
ID

S
in

A
fr

ic
a

A
p

p
en

d
ic

es

Critical reflections on anthropology and AIDS

policy and practice in Africa. In: Ellison G,

Parker M, Campbell C, eds. Learning from

HIV/AIDS: a biosocial approach. Cambridge,

Cambridge University Press.

• Heald S, Segobye A (2003) Cultural and

religious values. Project paper.

• Held D (2004) Globalisation: the dangers

and the answers. Available at:

http://www.openDemocracy.net

• Heller P (2003) The debt problem of 

low-income countries: The challenge of

achieving debt sustainability. Project paper.

• Hogle JA, ed. (2002) What happened in

Uganda? Declining HIV prevalence,

behaviour change, and the national

response. Project Lessons Learned Case

Study, September. Washington DC, USAID.

• IDRC (ongoing) Acacia Initiative:

Communities and the Information Society in

Africa Program Initiative. Available at:

http://www.web.idrc.ca

• International Crisis Group (2004) Northern

Uganda: Understanding and solving the

conflict. Africa Report 77, 14 April.

• International Labour Organization (2003)

Migration and HIV/AIDS, Challenges for dignity

and governance in Africa. Project paper.

• International Labour Organization (2004) A

fair globalisation: Creating opportunities for all.

Report of the World Commission on the Social

Dimension of Globalization. Geneva, ILO.

• International Organization For Migration

(2003) Scenarios for the future: Migration.

Project paper.

• Isbell M (2003) Prevention summary.

Project paper.

• Islamic Medical Association of Uganda

(2001) Jihad on AIDS: Self discipline using

Allah’s guidance. 1st International Muslim

Leaders’ Consultation on HIV/AIDS. 1–4

November. Kampala, Uganda.

• Jacobson JL (2003) Bush global AIDS

plan: Long on rhetoric, short on science and

solutions. “Smoke and mirrors strategy” fails

to meet needs of women and girls. Maryland,

Centre for Health and Gender Equity.

Available at: http://www.genderhealth.org

• Josephine SK, Agapit AY, Komla TA

Churches and the HIV/AIDS pandemic.

Analysis of the situation in 10 West/Central

African Countries. World Council of Churches

and World Alliance of YMCAs, March 2001.

• Kambou S (2003) The gender imperative:

Evolving gender roles and the HIV and AIDS

epidemic in Africa. Project paper.

• Kasilo OMJ et al. (2003) Traditional herbal

medicines for HIV/AIDS. Project paper.

• Kaul I et al. eds. (2003) Providing global

public goods: Managing Globalisation. New

York/Oxford, UNDP/Oxford University Press.

• Keen D, Lee V (2003) Human and

physical security in the context of HIV/AIDS:

Some trends. Project paper.

• Kelly M (2003) The role of religion in the

HIV/AIDS epidemic (with special reference to

Christianity and Islam). Project paper.

• Kilby JM, Eron JJ (2003) Novel therapies

based on mechanisms of HIV-1 cell entry.

New England Journal of Medicine, 29

May:2228–2238.

• King R (2002) Ancient remedies, new

disease: Involving traditional healers in

increasing access to AIDS care and

prevention in East Africa; Collaboration with

traditional healers for AIDS prevention and

care: A literature review. Geneva, UNAIDS.

• Kirby A (2004) World ‘going too slow on

poverty’, BBC News. Available at:

http://www.news.bbc.co.uk

• Koenig MA et al. (2004) Coercive sex in

rural Uganda: prevalence and associated risk

factors. Social Science and Medicine

58(4):787–798.

• Kramer S (2003) Ability and propensity to

change behaviour. Project paper.

• Krebs G, Stein A, T. Rochat (2003)

Maternal health and child development:

Applying what we know to the context of

HIV/AIDS. Project report.

• Kull S, Hetherington L (2004) New poll

finds Africans favorable toward

globalisation, but think rich countries are

not treating them fairly. June. Toronto,

Globescan Media Release.

• Kyegombe N with Anderson E, Booth D

(2003) Poverty. Overseas Development

Institute. Project paper.

• Le Blanc M, Meintel D, Pich_ V (1991)

The African sexual system: Comment on

Caldwell et. al. Population and Development

Review, 17(3):497–505.

• Le Pere G (2003) National and ethnic

differences. Project paper.

• Leclerc-Madlala S (2002) Silence, AIDS

and sexual culture in Africa. AIDS Bulletin,

September.

• Liese B, Blanchet N, Dussault G (2003)

Background paper: The human resource

crisis in health services in sub-Saharan

Africa. Washington DC, World Bank.

• Lockwood M (1995) Structure and behaviour

in the social demography of Africa. Population

and Development Review 21(1):1–32.

• MacPhail C, Campbell C (2001) ‘I think

condoms are good but I hate those things’:

Condom use among adolescents and young

people in a southern African township.

Social Science and Medicine 52:1613–1627.

• Macklin R (2004) Ethics and Equity in

Access to HIV Treatment – 3X5 Initiative. For

the Consultation on Equitable Access to

Care for HIV/AIDS, 26–27 January. Geneva,

UNAIDS/WHO.

• Mahal A (2003) The aids epidemic and

public service delivery in the health and

education sectors in Africa: An assessment.

Project paper.

• Manning R (2004) Development 

co-operation 2003 report: Organisation for

Economic Co-operation and Development.

The DAC Journal, 5(1).

• Marcus R (1993) Gender and HIV/AIDS in

sub-Saharan Africa: the cases of Uganda and

Malawi, Report No. 13. September. Prepared

for Centre for Development Studies.

Swansea, University College of Swansea.

• Marsden D (2003) Rights, culture and

contested modernities. Keynote paper for

Intrac 5th International Evaluation

Conference, 31 March, Amsterdam.

• Masson P, Milkiewicz H (2003) Regional

monetary integration and NEPAD:

Complementary ways for Africa to gain from

the global economy. Project paper.

• Mazrui A (1986) The Africans: A triple

heritage. London, BBC Productions.

• McLellan F (2001) Human rights: a critical

framework for the response to HIV/AIDS.

The Lancet, 358:144. Available at:

http://www.thelancet.com

• Mhone G (2003) Labour markets and

employment in southern Africa – The

employment, poverty and development nexus

(draft report). Report and Recommendations

of the Expert Group Meeting, 3–6 February.

Lusaka, UNECA, Southern Africa Office

(ECA/SRDC/SA/EGM/2003/07).

• Mills A, Shillcutt S (2004) Challenge paper

on communicable diseases. Copenhagen

Consensus. Available at:

http://www.Copenhagenconsensus.com

• Mulindi S (2003) The impact of HIV/AIDS

in Africa: Future directions for research.

Project paper.

• Mutua M (2000) The African human rights

system: A critical evaluation. Available at:

http://www.undp.org

• Mutume G (2004) Women break into

African Politics. afrol News, 10 May.

Available at: http://www.afrol.com

• Navario P (2003) Position paper:

Resource mobilization. Project paper.

• Obbo C (2003) Cultural and religious

sensibilities and behaviour change. Project

paper.

• Obermeyer C (2000) Sexuality in Morocco:

changing context and contested domain.

Culture, Health and Sexuality, 2(3): 239–254.

• Okaalet P (2002) The role of faith-based

organisations in the fight against HIV and AIDS.

Statement before the US Senate Foreign

Relations Committee, 13 February 2002.

• Oxfam (2002) Rigged rules and double

standards: Trade, globalisation, and the fight

against poverty. London, Oxfam.

• Parker W (2003) Behaviour change: 

A review. Project paper.

• Parry CDH, Abdool-Karim Q. (2000).

Substance abuse and HIV/AIDS in South

Africa. In NIDA, eds. (1999) Proceedings of

2nd Global Research Network Meeting on

AIDS Book Proof 8  21/2/05  10:00 am  Page 216



9

217

A
ID

S
in

A
fr

ic
a

A
p

p
en

d
ic

es

HIV Prevention Drug-Using Populations,

Atlanta, pp.81-88. Washington, DC, US

Department of Health & Human Services.

Citing Morojele NK (1997) Preliminary findings

of a qualitative investigation of drug use:

perceptions of drug users and key informants.

• Pearson M (2003) Review of human

resources in the health sector. Project paper.

• Pearson M (2003) To what extent will the

MDGs be achieved, particularly the poverty

MDG? Project paper.

• Pecoul B (2003) Development of and acc-

ess to HIV research products. Project paper.

• PhRMA (2003) Researchers are testing 83

medicines for HIV/AIDS; progress being

made in developing vaccines. In: Medicines

in Development for HIV/AIDS 2003 Survey,

Washington, Pharmaceutical Research and

Manufacturers of America. Available at:

http://www.phrma.org

• Piot P (2003) AIDS: The need for an

exceptional response to an unprecedented

crisis. A Presidential Fellows Lecture by Dr

Peter Piot, Executive Director of UNAIDS.

Preston Auditorium, World Bank, 20

November. Available at: http://www.unaids.org

• Putzel J (2003) Institutionalising an

emergency response: HIV/AIDS and

governance in Uganda and Senegal. May.

London, DFID.

• Putzel J (2004) Effective governance

regarding HIV/AIDS in Africa. Project paper.

Rockefeller Foundation (2002) Microbicides

for HIV prevention: the power to protect. The

Rockefeller Foundation Microbicide Initiative

http://www.rockfound.org

• Reality of Aid (2002) Political overview:

The reality of aid 2002, Conditionality and

ownership. In: The Reality of Aid 2002.

Manila, Reality of Aid. Available at:

http://www.realityofaid.org

• Rodrik D (2002) Feasible globalizations.

New York, Harvard University.

• Rodrik D (2004) Getting institutions right.

New York, Harvard University.

• Sachs J (2004) Millennium development

compact. Commissioned by the UN Secretary

General and supported by the UN

Development Group as part of the Millennium

Project. Washington DC, Communications

Development Incorporated. Available at:

http://www.unmillenniumproject.org

• Sachs J (2004) Small amounts spent on

promoting Africa’s economy can save billions

and make the West more secure. The

Economist, 22 May.

• Sachs JD et al. (2004) Ending Africa’s

poverty trap. Boston, Harvard Medical School.

Available at: http://www.med.harvard.edu 

• Seckinelgin H (2003) Paradoxes of civil

society and government relations: The fight

against HIV/AIDS epidemic in Africa. Project

paper.

• Sherr L (2004) The psychological impact

of the AIDS epidemic – Concerns for Africa.

Project paper.

• Situmbeko LC, Zulu JJ (2004) Zambia:

Condemned to debt: How the IMF and

World Bank have undermined development.

London, World Development Movement.

Available at: http://www.wdm.org.uk

• Smith R (2003) European settings and

response to the Black Death and AIDS

scenarios in Africa: Some brief reflections.

Project paper.

• Smith S with Booth D, Rogerson A (2003)

The future of aid. Overseas Development

Institute. Project paper.

• Stein D, Olley B (2003) AIDS in Africa –

Scenarios for the future: A psychosocial

perspective. Project paper.

• Stein J (2004) The impact of antiretroviral

provision on perceptions of HIV/AIDS risk and

patterns of sexual risk behaviour. Project paper.

• Stover J et al. (2002) Can we reverse the

HIV/AIDS pandemic with an expanded

response? The Lancet. New York. 360:73.

Available at: http://www.thelancet.com 

• Stover J et al. (2002) The epidemiological

impact of an HIV/AIDS vaccine in developing

countries. A product of the World Bank

Public Services, Development Research

Group, and part of a joint research project

with the European Commission on “The

Economics of AIDS Vaccines in Developing

Countries.” Available at:

http://www.worldbank.org 

• Stover J, et al. (2004) Epidemiological and

costings estimates. Prepared for the project.

• Swart-Kruger J and Richter LM (1997)

AIDS-related knowledge, attitudes, and

behaviour among South African street youth:

reflections on power, sexuality and the

autonomous self. Social Science and

Medicine, 45(6):957–966.

• Szabo R and Short RV (2000) How does

male circumcision protect against HIV

infection? British Medical Journal,

320:1592–1594.

• Te Velde D W (2003) Access to global

markets by African countries. Project paper.

• Teh R (2003) Access to global markets.

Project paper.

• Ten Brummelhuis H, Herdt G, eds. (1995)

Culture and sexual risk: Anthropological

perspectives on AIDS. Amsterdam, Gordon

and Breach Publishers.

• The Pew Global Attitudes Project (2003)

Views of a changing world: How global

publics view: War in Iraq, democracy, Islam

and governance, globalisation. June.

Washington DC, The Pew Research Centre

For The People & The Press. Available at:

http://www.people-press.org

• Topouzis D (2003) Challenges for

agricultural and rural development policy and

programming in countries affected by

HIV/AIDS. Project paper.

• Tumushabe J (2003) Famine and food

insecurity in Africa: Scenarios for the future.

Project paper.

• Ugah N (2004) Nigeria: The odds against

women politicians. All Africa, 9 April 2004.

Available at: http://www.allafrica.com

• UNAIDS (1999) Sexual behavioural

change for HIV: Where have theories 

taken us? Geneva.

• UNAIDS (2002) AIDS epidemic update,

December 2002. Geneva, UNAIDS/WHO.

• UNAIDS (2003) Progress report on the

global response to the HIV/AIDS epidemic,

2003: Follow up to the 2001 United Nations

General Assembly Special Session on

HIV/AIDS. Geneva.

• UNAIDS (2003) Stepping back from the

edge: The pursuit of antiretroviral therapy in

Botswana, South Africa and Uganda.

UNAIDS Best Practice Collection. Geneva.

• UNAIDS (2004) 2004 report on the global

AIDS epidemic: 4th global report. Geneva.

Available at: http://www.unaids.org 

• UNAIDS (2004) Global context of women

and girls with regard to AIDS. Presentation

on the Global Coalition on Women and

AIDS. Geneva. For more information, see:

http://www.unaids.org

• UNCTAD (2003) Economic development

in Africa: Trade performance and commodity

dependence.UNCTAD/GDS/AFRICA/2003/1.

For more information, see:

http://www.unctad.org

• UNCTAD (2004) The least developed

countries report 2004: Linking international

trade with poverty reduction. Geneva.

• UNCTAD and The Commonwealth

Secretariat (2001) Duty and quota free

market access for LDCs: An analysis of

Quad initiatives. UNCTAD/DITC/TAB/Misc.7.

Available at: http://www.unctad.org

• UNDP (2003) The impact of AIDS.

Geneva, Population Division of the

Department of Economic and Social Affairs

of the United Nations Secretariat. Available

at: http://www.undp.org

• UNDP (2001) World urbanization

prospects: The 2001 revision. Geneva.

• UNDP (2003) Understanding the link

between development planning and

HIV/AIDS in sub-Saharan Africa, Regional

Project on HIV and Development Concept

Paper 2, July. Lusaka.

• UNDP (2003) UNDP Southern Africa

capacity initiative: Meeting the challenge of

capacity erosion in Southern Africa in an

HIV/AIDS war. New York. Available at: 

http://www.undp.org

• UNECA (2003) Economic report on Africa

2003: Accelerating the pace of development.

Addis Ababa (E.03.II.K.1). Available at:

http://www.uneca.org

• UNECE/UNCTAD/UNESCO/ITU/OECD/

Eurostat Statistical Workshop: Monitoring the

AIDS Book Proof 8  21/2/05  10:00 am  Page 217



9

218

A
ID

S
in

A
fr

ic
a

A
p

p
en

d
ic

es

Information Society: Data, Measurement and

Methods. Benchmarking Connectivity in

Africa: Towards Effective Indicators for

Measuring Progress in the Use of ICTs in

Developing Countries. For more

information:http://www.itu.int

• UNEP (2002) African environmental

outlook: Past, present and future

perspectives. Geneva, Earthprint.

• UNICEF/UNAIDS/WHO (2002) Young

people and HIV/AIDS: opportunity in crisis.

New York/Geneva. Available at: 

http://www.unicef.org

• USAID (2003) Research: Male circumcision

and HIV prevention. Factsheet, August. For

further information: http://www.usaid.gov

• USAID (2004) The President’s emergency

plan for AIDS relief: US five-year global

HIV/AIDS strategy. Office of the United

States Global AIDS Coordinator.

• Van Binsbergen W (2003) Challenges for

the sociology of religion in the African

context – prospects for the next fifty years.

Paper read at the Social Compass 50th

Anniversary Session, XXVIIth Conference of

the International Society for the Sociology of

Religion ISSR, Turin, Italy, 21–25 July 2003.

• Van de Walle E, Van de Walle F (1988),

Birth spacing and abstinence in sub-Saharan

Africa. International Family Planning

Perspectives, 14(1): 25–26.

• Van der Satraten A et al. (1998) Sexual

coercion, physical violence and HIV infection

among women in steady relationships in Kigali,

Rwanda. AIDS and Behaviour 2(1):61–73.

• Vandemoortele J (2003) The MDGs and

pro-poor policies: can external partners

make a difference? Poverty Group,

December. New York. Available at:

http://www.sarpn.org.za

• Vandemoortele J, Delamonica (2000) The

‘education vaccine’ against HIV. Current issues

in Comparative Education, 3(1):1 December.

Available at: http://www.tc. columbia.edu

• Vidal J, Velasquez G (2003) Trading public

health. A dangerous step forward. Project

paper.

• Wade R (2003) What strategies are viable for

developing countries today? The World Trade

Organization and the shrinking of ‘development

space’. Working Paper No.31. Development

Research Centre, DESTIN (LSE). Available at:

http://www.crisisstates.com

• White H (2003) Debt, adjustment and

HIV/AIDS: What are the links? Project paper.

• Whiteside A (2002) The causes and

consequences of the AIDS crisis in Southern

Africa, Presentation for the Health

Economics and HIV/AIDS Research Division.

Durban, University of Natal. Available at:

http://www.nu.ac.za

• Whiteside A et al. (2003) What is driving

the HIV/AIDS epidemic in Swaziland, and

what more can we do about it? April.

Swaziland/Geneva, NERCHA/UNAIDS.

Available at: http://www.nu.ac.za

• WHO (2003) Improving health workforce

performance, Issues for discussion: Session 4. 

• WHO (2003) Harmonisation and MDGs: A

perspective from Tanzania and Uganda. 

• WHO (2003) Resources, aid

effectiveness and harmonisation, Issues for

discussion: Session 2. 

• WHO (2003) Strategic directions for

improving the health and development of

children and adolescents.

• WHO (2004), The world health report 2004:

Changing history. Geneva. Available at:

http://www.who.int

• Wilkinson A, Elahi S, Eidinow E (2003)

Special issue: Riskworld. Journal of Risk

Research, 6(4–6): 289–579.

• Wood K, Aggleton P (2003) HIV-related

stigma and discrimination. Project paper.

• World Bank (2003) Africa development

indicators. 

• World Bank (2003) Global economic

prospects – Realizing the development

promise of the Doha Agenda. 

• World Bank (2003) Global development

finance – Striving for stability in

development finance.

• World Bank (2004) Development aid is

melting away: Wolfensohn. World Bank

Press Review, May 12, 2004.

• World Council of Churches (2001)

Increased partnership between faith-based

organizations, Governments and inter-

governmental organisations. Statement by

faith-based organisations facilitated by the

World Council of Churches for the UN

Special Assembly on HIV/AIDS, June 25–27.

Refer to http://www.wcccoe.org

• World Council of Churches (2001) Plan of

action: The ecumenical response to

HIV/AIDS in Africa. Global Consultation on

the Ecumenical Response to the Challenge

of HIV/AIDS in Africa. Nairobi, Kenya, 25–28

November 2001.

• Yamson I (2003) Creating an enabling

environment for corporate citizenship and

sustainable development: Key roles for

business and governments. From

conference A New Agenda for Corporate

Citizenship, 2 July. London, Commonwealth

Business Council.

• Zulu EM et al. (2004) Urbanization, poverty

and sex: roots of risky sexual behaviours in

slum settlements in Nairobi, Kenya. In:

Kalipeni E et al., eds. HIV & AIDS in Africa:

Beyond epidemiology. London, Blackwell.

• Zuma K et al. (2003) Risk factors for HIV

infections among women in Carletonville,

South Africa: Migration, demography and

sexually transmitted diseases. International

Journal of STD and AIDS 14(12):814–817.

AIDS Book Proof 8  21/2/05  10:00 am  Page 218



9

219

A
ID

S
in

A
fr

ic
a

A
p

p
en

d
ic

es

Exercise 1: Short overview
presentation of the scenarios

A short presentation will need to touch

upon the scenario method and the five

driving forces, along with an introduction

to the scenarios themselves and a short

summary of each. It can be helpful to

break up each scenario presentation with

a discussion to help the audience

assimilate and orient themselves in each

scenario future. After each scenario, ask

participants to discuss the scenario by, for

example: asking what key words they

might use to describe this future; what

they like or dislike about this future. Invite

the participants to share the outcome of

their discussions in plenary before moving

to present the next scenario.

Time needed: At least 20–30 minutes.

Materials: Microsoft PowerPoint

presentations on the companion 

CD-ROM, available from UNAIDS.

Exercise 2: Telling your own
stories

Ask participants to write stories about

particular characters, or about themselves,

as if they were living within different

scenarios. This can increase their awareness

of the factors, drivers, and fundamental

uncertainties (and the systemic relationship

between them) that determine the future of

HIV and AIDS. Because the exercise

demands that people think about living

within a scenario, it will deepen their

understanding of the threats and

opportunities that each future may present.

By sharing the stories, this can lead a group

to articulate, share, and map their

individually-held or group-held expectations

about the future of HIV and AIDS, and can

increase mutual understanding between

various stakeholders.

At the Affirmation Workshop in

Johannesburg, the participants created a

number of stories, describing people’s lives

in each of the scenarios. The people they

wrote about represented a wide range of

different social groups. They described

their lives over the course of each

scenario, starting from the present. They

provided details of important events within

their characters’ community or country,

within Africa or within the world that

affected the lives of their characters. Each

story ended with a description of what their

character was thinking about his or her

future. These stories are on the companion

CD-ROM, available from UNAIDS.

Exercise 3: Developing
country-specific scenarios

The process that was used to create the AIDS

in Africa scenarios can also be employed to

build scenarios for a particular country. Country-

specific scenarios can help in the development

and testing of national policies and plans. The

scenario-building process was as follows.

• Step 1: Explore different perspectives

to determine what really matters

The aim of this first step is to explore the range

of issues relevant to the future of HIV and AIDS

in a country, using open-ended interviews,

meetings, and a workshop process with key

decision-makers and opinion-formers. It is also

important at this stage to identify what time

horizon this project needs, that is, will the new

scenarios look out across 10 or 20 years?

Using the five key drivers of change

identified by the initial project can help the

participants identify the critical issues

relevant to the future of HIV and AIDS in a

particular country. The range of relevant issues

is likely to include many different areas. It is

important to consider influences that are both

domestic and foreign or international in origin.

Develop a synthesis of the issues that

surface in the preliminary interviews and

meetings. This will provide the process with

a solid foundation for future research,

establishing what really matters. In addition, a

start can be made on thinking about how each

issue might play out. The interviews can also

prove invaluable for helping to identify workshop

participants and key expert perspectives.

• Step 2: Identify important and

uncertain factors

Bearing in mind the range of key relevant

issues that have been identified, this step

focuses on identifying the key factors that will

shape each of these issues. Clustering these

key factors can help to reveal the forces

driving change. Are any key issues or

perspectives still missing? (Figure 97).

Appendix 6
Exercises 

to support 
the scenario

process

Exploring what matters mostFigure

97

Source:   Shell International Limited.

High

High

Low Importance/impact
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Of the important factors (or 
themes) of the future, which ones 
are important and unpredictable.   

Factor 1 Factor 3

Factor 2
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Identifying optionsFigure

98

Source:   Shell International Limited.

High

High

Low Difficulty
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If time
permits

Obvious
priorities

No action 
now, but 
keep under
review

Analyse
further

• Step 3: Identify predetermined and

critical, but uncertain, driving forces

Explore two key questions:

• Which key forces are ‘predetermined’—

that is, are relatively immutable and

carry a clear impact?

• Which key forces will both carry most

impact and are most uncertain?

A matrix can be used to classify and

prioritize the key driving forces in terms of

their impact and uncertainty.

• Step 4: Characterization of 

driving forces

This step explores how the driving forces might

play out. For each driving force, it is important

to identify both the current situation and how it

might change in the future. What are the

different alternatives that can be envisaged and

what is the range of possibilities? By the end of

this step the scenario builders should have

reached agreement on the set of key outcomes

(both predetermined and uncertain) that need

to be reflected in the final set of scenarios.

• Step 5: Develop sketch scenarios

Create two or three sketch scenario stories,

setting out how the driving forces could play

out, as well as how they could interact.

Describe the logic of each scenario—this will

provide an outline of the events that make up

that story; the driving forces that are crucial to

making those events happen; and the roles of

particular players. Establish the branching

points that differentiate the scenarios—what

are the crucial differences between the

scenarios that cause them to develop

differently? The participants should find

memorable names for the scenarios that

resonate with meaning for them and

encapsulate the essence of the stories. This

step can be carried out by getting different

groups to develop sketch scenarios in parallel,

before presenting and combining their outputs.

• Step 6: Agree scenarios

Develop a common set of scenario stories

by sharing, comparing, and contrasting the

scenarios developed by different groups.

Compare the final stories to the issues raised

at the beginning of this process—are they

relevant? In addition, the stories should be

plausible and internally consistent. If

necessary, further discussion and analysis

can be used to improve the plausibility,

challenge, and relevance of the individual

scenarios and the scenarios as a set.

• Step 7: Explore implications

Once the stories are agreed, they can be

explored: users can reflect on the

opportunities, constraints, and threats that

each scenario presents.

Exercise 4: Test or challenge
a vision or strategy

• Step 1: Present the existing strategy

Present and discuss the strategy in

question: this will ensure that everyone is

familiar with its details. It is critical to

explore the assumptions that underpin

this strategy.

• Step 2: Present the AIDS in Africa

scenarios

Using the five key forces driving change that

were identified during the AIDS in Africa

project, explore the strategy in question and

how it might play out.

Present the scenarios: discussions

should follow the presentation of each

scenario. Workshop participants may want

to consider how the threats and

opportunities presented in each scenario

would affect their existing strategy. After

each discussion, try to reach agreement on

the set of key issues for that scenario.

• Step 3: Agree a list of issues across

the three scenarios

Reflect on the issues that have emerged in

discussion and consider if any additions or

changes need to be made. Sort the list of

issues into those that are common to all

scenarios and those that are specific to a

particular scenario or pair of scenarios.

The threats and opportunities that are

common across all the scenarios are likely to

represent issues that must be addressed

whichever future unfolds. The issues that are

specific to one scenario or a pair of

scenarios represent strategic options—

choices that may need to be made,

depending on the risks they represent.

• Step 4: Prioritize strategic issues

and decide what to do

Prioritize the issues based on how difficult

they will be to tackle and how urgently they

need to be addressed (Figure 98). Those

issues that are both most urgent and most

difficult to deal with will require further

analysis. If they are common to all three

scenarios, then they represent fundamental

challenges to the existing strategy. If they are

specific to one scenario then they represent

a strategic option (as before).

In the case of issues specific to one

scenario that are both very urgent and very

difficult, the participants will need to

explore possible responses, and then rank

them according to preference and what

can be done. Identifying barriers that might

block progress in acting on each response

will help to establish the role that other

stakeholders might play.
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