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Should the Wealthy Nations Promote 
anti-HIV/AIDS Efforts in Poor Nations? 

YES: Kammerle Schneider and Laurie Garrett, Council on
Foreign Relations

NO: Mark Heywood, AIDS Law Project

The worldwide devastation from AIDS is staggering—the World Health
Organization estimates that more than 25 million people have died of AIDS
since the early 1980s. Currently, more than 33 million men, women, and chil-
dren are infected with HIV (see figure 1); over 2 million individuals die annu-
ally of the disease (see figure 2), and even more contract it every year (see fig-
ure 3). There has been a steady increase in those living with HIV worldwide,
rising from approximately 8 million in 1990 to more than four times that num-
ber in less than twenty years. 

HIV/AIDS is thus a global killer whose effects are so overwhelming as to
have had substantial impacts on the overall demographic profiles of some
nations. For example, Swaziland—where the prevalence rate is 26 percent—
has the largest percentage of its population living with HIV, followed by
Botswana, where nearly one-fourth are infected. The average life expectancy
in Swaziland has dropped from fifty-seven to thirty-one years; in Botswana, life
expectancy fell from sixty-five to forty years in a single decade. 

Yet the devastation is not spread equally around the world, as is indicated
in figure 4. More than two-thirds of those living with HIV reside in sub-Saharan
Africa, where adult prevalence rates are 5 percent of the entire adult popula-
tion. (This figure compares with prevalence rates of 0.6 percent in the United
States, 0.3 percent in Europe, 0.1 percent in East Asia, and 0.8 percent
worldwide.) 

The impacts on nations such as Botswana and Swaziland extend far
beyond the individuals infected; they also contribute to social disturbances
and threats to government effectiveness. Family members forsake work to
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Figure 1

Estimated Numbers of Adults and Children Living with HIV Globally in
2007

Source: Joint United Nations Programme on HIV/AIDS (UNAIDS) and World Health Organization (WHO),
“AIDS Epidemic Update: December 2007,” 1.

3,000,000

2,250,000

1,500,000

750,000

0

Children under age 15
Adults

Figure 2

Estimated Numbers of Adult and Child Deaths due to AIDs Globally in
2007
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tend to the sick, children are orphaned—Swaziland alone has tens of thou-
sands of orphaned children, many left to fend for themselves—and govern-
ments struggle to cope with providing health care and other social services.
Hospitals are overrun with patients suffering from HIV-related diseases, and,
as a consequence, hospital workers, including mid-wives, are particularly sus-
ceptible to infection. 

In the United States in 2006, 49 percent of diagnosed AIDS cases were
found among African Americans (a group that makes up just 12 percent of the
population), 19 percent among Hispanics (who comprise 15 percent of the
population), and 30 percent among white, non-Hispanic residents (who com-
prise two-thirds of the population). And higher concentrations of the disease
are found in large states (California, Texas, Florida, New York), while more rural
states have lower rates. A recent CDC study suggests that AIDS cases are
substantially underreported in the United States.

To date, most of the immediate effects of AIDs have occurred nationally,
because few AIDs sufferers travel abroad. Consequently, efforts have focused
on treating patients and on containing the spread of the disease within coun-
tries, rather than across borders. A major problem—particularly in Africa—is
the lack of administrative and financial resources by the national govern-
ments. Foreign aid—from governments, international organizations, and pri-
vate foundations—has been solicited as a way to fill the void.
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Multiple strategies have been proposed and adopted for coping with the
disease and preventing its expansion. These approaches range from condom
distribution (which sometimes faces obstacles of local practice and custom);
to widespread HIV testing; to government-sponsored efforts that target highly
mobile populations, attempt to modify behavior, and provide anti-retroviral
drugs. The impact of these strategies has been mixed, and their reach has
been limited by the high costs of drug treatment. 

Yet, for all the recognition of its horrible impact around the world (and partic-
ularly in sub-Saharan Africa), AIDS is not the only deadly disease threatening
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populations globally. Another is tobacco use, which the World Health
Organization characterizes as the most preventable cause of death worldwide.
The basic provision of clean water would save millions of lives per year in
developing nations, and even modest immunization efforts would make signif-
icant public health inroads. Therefore, the articles that follow do not suggest
that HIV/AIDS is unimportant, but their authors take different sides on the rela-
tive importance of narrowly focusing public health efforts on this one disease
rather than adopting a more diversified approach. Kammerle Schneider and
Laurie Garrett argue that the current foreign aid approach to AIDS is insufficient
and urge a long-term global focus that recognizes needs “on the ground” and
aims to prevent new cases—that is, there is too much attention to treatment and
managing crises, while too little attention is paid to halting new cases. Mark
Heywood argues that Western attempts to address the problem have been
sorely inadequate and may eventually do more harm than good.

Discussion Questions

1. Should funding for anti-HIV/AIDS efforts be directed toward preven-
tion or toward treatment? What are the risks of inadequately funding
one or the other? 

2. The world is faced with many public health issues and diseases—
from HIV/AIDS to tuberculosis to malnutrition to unsanitary drinking
water—and finite resources to address them. As a policymaker, how
would you decide where to allocate resources? What criteria should
be used? 

3. Are wealthy nations responsible for alleviating suffering due to poor
health in developing nations? Are there moral arguments for or
against? What about economic arguments? What role does politics
play?

4. What is the distinction, made in both essays, between global health
and international health? Do the authors think a global health
approach or an international health approach is the best way to fight
the spread of HIV/AIDS? 

5. Kammerle Schneider and Laurie Garrett argue that the global
response to the HIV/AIDS pandemic has been inadequate, and they
call for a new global strategy. What are the five key components of
their strategy? What other additional components might you add? 

6. Mark Heywood makes a direct link between health and the economy
and health and politics. How does he see the economy and politics
influencing public health?
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YES: Kammerle Schneider and Laurie Garrett,
Council on Foreign Relations

The velocity at which HIV/AIDS has spread to every social stratum in every
country in the world is a testament to globalization and the increasing

interconnectedness of humankind. Over 11,000 people are infected with
HIV/AIDS each day, yet the only means of passing the virus are sexual contact,
needle-sharing, blood transfusions, and in utero transmission by an infected
mother. In no other period in history would it have been possible for an infec-
tious disease so comparatively difficult to transmit from person to person to
spread to more than 70 million people in a little over a quarter of a century.
The only disease comparable in magnitude to AIDS is the plague that ravaged
many parts of the world in the early fourteenth century—at a time when it
took over 365 days to circumnavigate the globe. Today, disease-infected goods,
animals, and people can be transported to nearly any location on the planet in
less than thirty-six hours, placing every nation at risk of the rapid spread of
infectious disease.

Much like the fourteenth-century plague, HIV/AIDS is a disease that flour-
ishes among the poor; 95 percent of new HIV infections occur in low- and
middle-income countries.1 AIDS most severely affects regions already crippled
by other diseases, failing health systems, and political instability. The pandemic
is lowering child survival rates, significantly reducing life expectancy, debilitat-
ing already overburdened health care systems, breaking down family struc-
tures, and destroying a generation in the most productive years of their lives.
Poverty begets disease and disease begets poverty. Countries heavily burdened
by infectious disease are often those least able to fight back. Poor countries are
stranded in a deadly cycle, and it is the responsibility of the international com-
munity to help them to break this cycle—by providing resources to treat and
care for those already infected, and to prevent the transmission of millions of
new infections.

Over the past decade, the magnitude of the AIDS pandemic in poor coun-
tries has slowly captured the attention of leaders in the wealthy world who now
recognize that, beyond the humanitarian imperative, pandemic disease, wher-
ever it occurs, is a threat to their own security and to their economic and polit-
ical stability. We are only as strong as our weakest link, and diseases know no
borders. The debate today centers not on whether the wealthy world should
promote anti-AIDS efforts in poor countries—but on how to best use funds to
maximize efforts to curb the spread of the disease.
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In recent years we have seen an unprecedented change in the global health
landscape, which has been transformed by a sixfold increase in foreign aid
spending and private giving for global health.2 Far and away the largest pro-
portion of this windfall has been committed to the struggle against a single dis-
ease, HIV/AIDS, transforming what was once a paltry million-dollar effort into
a billion-dollar enterprise. With investment come expectations: political lead-
ers devise strategies so that quantifiable progress can be reported to con-
stituents before the next elections, religious leaders promote messages that
keep their congregations filling donation baskets, and members of the general
public in wealthy countries buy (Product) Red iPods to show their solidarity
with those inflicted with the disease. Such increased funding, advocacy, and
support can make a tremendous difference—as long as the political interests
and religious ideologies of the wealthy world do not trump the implementa-
tion of strategies that are based on scientific evidence and designed to meet the
needs of the people most at risk of infection.

Despite the expenditure of US$31 billion since 2003, HIV infection rates
continue to rise, in part because political agendas are tragically undermining
sound science.3 We are now at a critical moment in global health history: we
have the resources and the political support to make huge strides in the fight
against AIDS, but, if we continue down the same path, we face donor fatigue,
wasted resources, and millions of lives lost to preventable disease. Failure to
curb HIV infection rates, extend life spans, and alleviate poverty in poor coun-
tries can no longer be blamed simply on a lack of funding or political interest.

KICK-STARTING THE FIGHT AGAINST AIDS

Throughout the 1980s and early 1990s, the global response to HIV was charac-
terized by apathy and inaction. During that time, the developed world spent less
than $300 million annually on AIDS-related activities in developing countries.4

AIDS was essentially a death sentence, since the medical community had no arse-
nal to treat those already infected with the virus. In 1996, however, this dire prog-
nosis changed when researchers discovered a triple cocktail of anti-retroviral
therapy drugs (ARVs) that could slow the progression of the virus in infected
individuals. Although it was not a cure, this treatment, taken daily, proved to sig-
nificantly prolong the lives of HIV patients. At the International AIDS
Conference in Vancouver that year, Dr. Emilio Emini of Merck Pharmaceuticals
announced spectacular discoveries by a vast consortium of public- and private-
sector scientists. As the conference participants rejoiced, a Zambian mother
dying of AIDS took the stage and asked the question that would frame the

HIV/AIDS254
254

Uncorrected page proof. Copyright © 2008 by CQ Press, a division of SAGE. No part of these pages may be quoted, reproduced,
or transmitted in any form or by any means, electronic or mechanical, without permission in writing from the publisher.

895058_CQ1371_CH10_248_275  1/21/09  4:30 PM  Page 254



HIV/AIDS discussion for the next decade: “What does this mean for me?” The
wealthy world had yet to consider what ARVs—carrying a price tag of $16,000
per year for the drugs alone—would mean for the world’s poor, among whom
the lion’s share of new infections were taking hold.

Virtually overnight, HIV-positive individuals in wealthy countries started
using the new drug treatments, and by mid-1997 many of the visible horrors
of AIDS had disappeared from the United States and Europe. Yet treatment
remained out of reach for the majority of the world’s AIDS population. Such
clear inequities sparked vocal outrage from individuals around the world,
attracting the attention—and opening the pocketbooks—of many in the
wealthy world to the need to address the injustices of global health.

In June 2001, at the urging of United Nations Secretary-General Kofi Annan
and U.S. ambassador to the UN Richard Holbrooke, the UN General Assembly
Special Session on HIV/AIDS unanimously endorsed the concept of a Global
Fund to buy drugs at cost and make them available to the poorest people in the
poorest countries. The Global Fund to Fight AIDS, Tuberculosis and Malaria
operates as a financial instrument, not an implementing agency, with the goal
of attracting, managing, and disbursing resources to fight those three deadly
diseases.5

Meanwhile, in the United States, an unlikely alliance was being formed to
push for a response to the pandemic. U2’s Bono, leaders from the Evangelical
community, and ultra-conservative Senator Jesse Helms advised the Bush
administration that the United States had a moral imperative to stop the
spread of AIDS. In his State of the Union address in January 2003, President
Bush announced the largest financial commitment to a single disease in the
history of the world. The President’s Emergency Plan for AIDS Relief
(PEPFAR) initially consisted of a five-year, $15 billion global initiative to pro-
vide treatment, prevention, care, and support to HIV-infected individuals and
AIDS orphans in fifteen focus countries.6 As a result of PEPFAR, the United
States became the largest single contributor to the international HIV/AIDS
pandemic, contributing 47 percent of the $5.6 billion global total spent on the
disease in 2006.7 In August 2008, Congress reauthorized the program for five
years and increased its funding to $48 billion.

The combination of funding from multilateral and bilateral organizations—
including the Global Fund, PEPFAR, UNAIDS, the World Bank, the United
Kingdom’s Department for International Development (DFID); private enter-
prise; and new foundations—has put the fight against AIDS into another
league. The question now is how to curtail infection rates before the end of
project or funding cycles.
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LOSING THE NUMBERS GAME 

“We have emerged from the Age of Inaction to the Age of Ineffective Action,”
wrote economist William Easterly. “In Africa, AIDS is now a multibillion-dollar
industry . . . Unfortunately, these well-meaning efforts are badly weakened by
political agenda, misdirected priorities, ignorance, and plain incompetence.”8

Today, we have the money, political will, and public support, yet more than
twenty-five years into the fight we are still losing the numbers game. HIV con-
tinues to grow, as does the number of deaths due to AIDS. A total of 39.5 mil-
lion people were living with HIV in 2006—2.6 million more than in 2004.9

Young people (fifteen to twenty-four years of age) accounted for 40 percent of
new HIV infections in 2006.10 Every year, over 4.3 million more people are
newly infected with HIV, and more than 3 million people die of the disease.11

If current trends continue, it is estimated that 60 million more HIV infections
will occur by 2015, and the annual number of new HIV infections will increase
by 20 percent or more by 2012.12 Unless we devise strategies to sharply reduce
the number of new infections, global efforts to makes AIDS treatment univer-
sally available will become prohibitively expensive, and millions more people
will die as a result of preventable HIV infections.

HIV/AIDS may be the most formidable virus ever encountered. It is the ulti-
mate chameleon: it reproduces at a rate of 10 billion copies per day and mutates
rapidly as it reproduces. There are multiple strains of HIV globally, within coun-
tries, and even within an individual. Within days of infection, HIV begins to
destroy critical immune cells, rendering the body powerless to fight off infection.
Finally, HIV inserts itself into the DNA of human cells, where it can remain
undetected indefinitely by the body’s immune system. Even with extended drug
therapy that reduces viral loads (measured as the quantity of viruses found in a
milliliter of blood) to undetectable levels, HIV is never completely eradicated
from the body. Although extensive research has not given us a “magic bullet” vac-
cine to end the pandemic, it has equipped us with a toolbox of effective preven-
tion strategies that can slow the spread of the virus. Still, proven prevention
strategies such as condom distribution, needle exchanges, and basic education
about the disease reach less than 15 percent of the population.13

MEDICALIZATION VERSUS PUBLIC HEALTH

Since we have become better at treating the virus, a new temptation has
emerged to dwell on qualitative aspects of HIV management and complex
algorithms of anti-retroviral therapy that are labor-intensive and require sub-
stantial amounts of money and donors’ time. The wealthy world has dedicated
its resources and energies to treatment and has left prevention efforts, compar-
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atively, by the wayside in pursuit of quick fixes and easily measurable treat-
ment outcomes. With increased funding and commitment, the world has 
made progress toward the goal of universal access to treatment, as the num-
ber of people on ARVs has increased from 2 percent to 28 percent from 2003
to 2007.14

But treatment does not come without a cost. Treating AIDS requires the
daily delivery of medications as well as the clinical management of patients—
for the rest of their lives. If treatment is effective, those lives will be extended
for decades to come. Anti-retroviral medications can help to control the dis-
ease, but they do not cure it, and treatment roll-out can never meet the pace of
new infections—for every one person who goes on treatment, six more con-
tract the virus.15 More problematic yet, stopping treatment once started pro-
motes the emergence of resistant strains of the virus, making halfway programs
hazardous to public health. The sheer volume of health workers needed to
tackle HIV disease—and of the health systems to support their work—is off
the scale of any previous public health campaign. For international donors,
making a commitment to provide treatment comes with a great deal of respon-
sibility and a huge price tag.

Further exacerbating the difficulties of treating HIV and scaling up preven-
tion efforts is the current state of health systems and capacity in the countries
hardest hit by the pandemic. Decades of neglect have rendered hospitals, clin-
ics, laboratories, and health care staffs dangerously deficient. Worse yet, local
doctors and nurses often grow so exasperated by their dysfunctional health
care systems that they apply for higher paying jobs abroad, thus accelerating a
“brain drain” at home. There is also an internal brain drain within countries,
as local doctors and nurses leave public hospitals and health centers for more
lucrative jobs in clinics run by foreign NGOs, bilateral donors, and faith-based
organizations.

According to the World Health Organization’s World Health Report 2006,
there is a shortage of more than 4 million health care workers in fifty-seven
developing countries. One-quarter of physicians and one-in-twenty nurses
trained in Africa currently work in thirty industrialized countries that are
members the Organization for Economic Cooperation and Development
(OECD). Although sub-Saharan Africa carries 24 percent of the global disease
burden, it has only 3 percent of the worldwide health care workforce and
accounts for less than 1 percent of global health care spending. By comparison,
the Americas shoulder 10 percent of the global disease burden but attract 37
percent of the health care workforce, and more than half of global health care
spending. Many experts identify a shortage of health care workers in the devel-
oping countries that are most affected by HIV/AIDS as the biggest challenge
facing efforts to combat the disease.16
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FAILURE TO FOLLOW THE EVIDENCE

HIV/AIDS was, and continues to be, an intensely hot-button issue in countries
throughout the world. The basic ways in which it spreads from one person to
another force societies to confront the most uncomfortable issues: unprotected
sex and illicit drug use. The individuals with the highest risk of contracting
HIV are unfortunately those with the least access to basic prevention tools
because these populations are often invisible, even to HIV prevention plan-
ners.17 Because of its means of transmission, HIV/AIDS has not been treated
like other infectious disease agents, such as measles, to which governments and
multilateral agencies respond in an evidenced-based manner. Instead, the
response to AIDS has been characterized by a mixture of political interests, ide-
ologies, and (only thirdly) science in the search to find a way to combat the dis-
ease. Despite their promise and evidenced-based success rates, prevention
efforts have received short shrift in the global response to HIV. The same reli-
gious and moral ideologies that contributed to galvanizing funds to fight AIDS
are ever-present in the design of anti-AIDS programming.

Abstinence-until-Marriage 

The United States often describes its global HIV-prevention strategy with the
acronym ABC, which stands for Abstain until marriage, Be faithful, and, when
these fail, use Condoms. Prevention programs are designed for specific groups:
Abstinence is for unmarried young people, Being faithful for married people,
and Condoms for high-risk persons such as sex workers and people living 
with AIDS. In 2003 Congress authorized PEPFAR spending, but mandated that
33 percent of all money allotted to prevention activities must be spent on
abstinence-only programs that encourage teenagers to delay their sexual debut
and not have multiple partners after they begin sexual activity.18

In 2006 the U.S. General Accounting Office, an independent agency that
audits U.S. government programs, released a stinging indictment of U.S. pre-
vention policies that prioritize sexual abstinence and being faithful to an HIV-
negative partner over scientifically proven methods of reducing the tide of
infections. The GAO report charged that legislative earmarks for abstinence-
only programming were impeding the ability of PEPFAR country teams to
devise prevention programs that meet national needs.19 The Institute of
Medicine, a nonprofit organization that provides U.S. government agencies
with scientifically informed analysis to improve health programs, stated in its
2007 report on PEPFAR that is was “unable to find evidence for the position
that abstinence can stand alone (as a prevention message),” yet in fiscal year
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2006, 11 million of the people reached by PEPFAR’s prevention programs
received only abstinence information, and an additional 29 million received
only abstinence and be-faithful information.20

Such policies have a dramatic effect on countries receiving U.S. foreign aid
to fight AIDS. For example, in Uganda, a country that has high HIV/AIDS
prevalence rates and is a major recipient of PEPFAR funding, the abstinence
approach has had a detrimental effect on prevention efforts among teenagers.
More than 50 percent of Ugandan girls have sex by the age of seventeen, usu-
ally with older men, yet “abstinence only” programming does not teach
Ugandan teens about how to use condoms, nor are condoms made readily
available for their use. Unfortunately, abstinence is simply not an option for
many girls who live in poverty and have little control over their own bodies or
sexual decision making. Continued spending on prevention strategies that
have been scientifically proven to be ineffective not only wastes precious
resources but also costs lives: each day 6,000 young people between the ages of
fifteen and twenty-four will become infected with HIV.21

Sex Workers 

Preventing infections among marginalized populations such as women and men
involved in prostitution can play a significant role in stemming the spread of HIV.
Sex workers have some of the highest HIV infection rates in the world—50 per-
cent prevalence in South Africa, 27 percent in Guyana, 33 percent in St. Petersburg
(Russia), and 73 percent in urban areas of Ethiopia—yet fewer than 20 percent of
sex workers globally had access to HIV prevention services in 2005.22 Not only are
sex workers and their clients at high risk of secondary HIV infection, but their
clients’ spouses and/or future partners are at increased risk as well.

Current U.S. law requires that any organization receiving U.S. government
funding prohibit the use of funds for promoting, supporting, or advocating the
legalization or practice of prostitution. This policy runs contrary to best prac-
tices in public health and undermines efforts to stem the spread of HIV and
human trafficking. For example, the Sonagachi Project in Calcutta, India, has
reached more than 30,000 people working in the commercial sex trade who are
at risk of HIV. Sonagachi’s peer educators work to stop the spread of HIV
among women and men in prostitution by offering programs designed to earn
their trust, reduce their social isolation, increase their participation in public life,
and confront stigma and discrimination.23 Sonagachi’s work has received strong
positive evaluations from both UNAIDS and the World Bank, and the project
has been cited by UNAIDS as a “best-practice” model of working with women
and men in prostitution.24 Although these initiatives focus on protecting the
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fundamental human rights and health of sex workers, they do not equate to the
promotion of prostitution. Yet valuable programs such as those run by
Sonagachi, and organizations like it, are exactly the ones threatened by current
U.S. laws and policies.

Injection Drug Users

Injection drug use is a highly efficient route for HIV infection because of the
practice of sharing needles, and it accounts for one-third of new infections
outside of sub-Saharan Africa.25 Individuals infected in this way may then, in
turn, infect their sexual partners. Despite the fact that the World Health
Organization holds needle exchange to be a public health best practice for HIV
prevention among injection drug users, only 8 percent of such users have
access to HIV prevention services, including access to clean needles and con-
doms.26 Instead of pursuing public health approaches for drug users, many
countries have chosen a criminal justice approach. Where needle possession is
against the law, individuals run the risk of arrest merely by participating in a
needle-exchange project. Expansion of prevention services for drug users is
particularly needed in Eastern Europe and Central Asia, where over 80 percent
of new HIV infections are the result of needle-sharing.27

In the mid-1980s, HIV was spreading rapidly among drug addicts in cities
throughout the United Kingdom, where in less than eighteen months the
prevalence rate among this group jumped from 0 to 56 percent. In 1986 Health
Minister Sir Norman Fowler convinced the government to authorize needle-
exchange programs. Today, clean needles are distributed throughout the UK,
where, by late 2007, transmission from injection drug use accounted for only
5.2 percent of HIV infections.28 By contrast, in the United States, where federal
funding for needle-exchange programs is prohibited, injection drug use was
responsible for 25 percent of new infections in 2005. The U.S government con-
tinues to prohibit the use of foreign spending for needle exchange, embracing
an ideological rather than an evidenced-based approach to the spread of HIV
through injection drug use.

Our failure to fund and implement evidenced-based programs to combat
the spread of HIV/AIDS among all groups at risk drains critical resources,
exhausts donor support when results are not achieved, and put the lives of mil-
lions of people in peril.

FAILURE IN FOREIGN AID ARCHITECTURE 

According to public health epidemiologist James Chin, “In recent years, a
distinction has been made between global versus international heath.
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International health focuses on providing aid to countries, while global health
relates to health issues that transcend national borders. A global approach is
needed to respond to the AIDS pandemic, but we have primarily an interna-
tional response.”29 The response to the HIV/AIDS pandemic thus far has been
an extension of short-term, results-oriented, unsustainable foreign aid giving
that reflects the wealthy world’s values and priorities, rather than a much-
needed global strategy based on the situation on the ground combined with a
long-term focus on preventing the occurrence of new infections.

Short-Term and Disease-Specific Commitments 

Investment in strong health care systems is the key to curtailing the spread of
infectious disease in any country. Success is measured by the number of infec-
tions prevented and the number of lives saved. Because these preventative
effects are difficult for donors to quantify and report to constituents, there has
been a focus, instead, on targeting foreign aid to fund easily measurable
advances in specific attention-grabbing diseases, such as the number of people
provided with AIDS treatment. The difficulty of HIV prevention is that it
forces political leaders to think in the long term, not in relation to their own
personal term limits.

There are great dangers in funding only disease-specific initiatives and not
integrating them into wider-ranging programs to meet the public health needs
on the ground. For example, Rwanda is a country with a relatively low rate of
HIV/AIDS (about 3.1 percent) but with high infant- and child-mortality rates.
Yet, in 2005 almost three-quarters of all donor assistance for health care in
Rwanda was reserved for HIV/AIDS, while only 2 percent of the aid was dedi-
cated to health care services for child illness; also, more than half of the donor-
funded health projects there are financed for less than twelve months.30 Child-
mortality rates are now increasing in many countries, as highly coveted health
care funding is dedicated to HIV/AIDS, regardless of epidemiological data.
Providing treatment for specific diseases without corresponding investments
in access to clean water, waste disposal, and health facilities is like putting a
Band-aid on a gaping wound.

Donor Priorities vs. Needs-based Measures

Foreign aid spending tends to reflect the priorities of the donors’ country. On
a global basis, recent estimates reveal that AIDS accounts for less than 4 per-
cent of the deaths of children up to fourteen years of age, while diarrheal
diseases, malaria, measles, whooping cough, and tetanus account for close to 
60 percent of deaths in that age group.31 Effective and relatively inexpensive
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preventive measures and/or treatments are available for these infectious dis-
eases. But the decision to provide funding to save children suffering from
whooping cough rather than providing treatment for someone dying of AIDS
should not be an either/or proposition. Rich countries have enough money to
fund both efforts—what is required now is political commitment and prioriti-
zation so that the aid dollars committed can be spent most efficiently to
upgrade the overall health and well-being of societies.

GLOBAL SOLUTIONS

The excitement, energy, and resources now mobilized in the wealthy world to
address the problem of HIV/AIDS in the poorer world is historic in scale; it
may well represent the single greatest achievement to date in the Age of
Globalization. But as grand as it is, throwing money at the HIV pandemic—
particularly without effectively slowing spread of the virus—is simply not suf-
ficient. We must take a deep breath, rethink both strategy and tactics, and
imagine a new world.

Targeted, Evidenced-based Interventions

Prevention measures that are already in existence could significantly slow, and
perhaps reverse, the dire projections for the worsening of the HIV epidemic.32

HIV/AIDS programs need to develop specific public health interventions for
each means of infection, based on local surveillance of the patterns and preva-
lence of these risk factors and risk behaviors.33 By appropriately allocating pre-
vention measures to those who need it, we could prevent half of the infections
projected for 2015.34 This effect would then begin to snowball, resulting in 4
million fewer infections each year thereafter.35

Existing successful models (Brazil, Thailand, and Uganda) all exhibit the fol-
lowing traits: sufficient funds; political support; evidence-informed action;
media coverage and other methods of raising awareness of HIV/AIDS and sex-
ually transmitted infections (STI); promotion of prevention technologies such
as condoms; community involvement; and anti-stigma efforts.36 Each pre-
vented infection not only saves the life of the protected individual but also has
positive benefits for the entire society. For example, every dollar invested in
Thailand’s HIV prevention program saved $43 in future treatment costs.37

Mitigation of Gender Inequities 

In sub-Saharan Africa, women are disproportionately affected by HIV/AIDS.
For every ten adult males living with HIV, fourteen adult women are infected.
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In South Africa, women fifteen to twenty-four years of age are four times as
likely as men of the same age to become infected.38 The “feminization” of AIDS
is a stark reminder that gender inequity and violence against women fuel the
epidemic in much of the world. Life-saving drugs that prevent mother-to-
child-transmission of the disease have been available to only 11 percent of
pregnant women in low- and middle-income countries.39 “If we’re serious
about saving lives, we need to face the realities and meet people with options
that are realistic for their life circumstances,” commented Dr. Helene Gayle,
executive director of CARE.40

We must focus on strategies that mitigate gender inequities and increase
women’s access to health services, education, and economic livelihoods. In
many countries, micro-credit programs—which offer poor women small loans
for self-employment projects that generate income—are touted as an effective
means of raising women out of extreme poverty and empowering them with a
sense of self-worth that helps to combat the underlying power inequities that
can make women more vulnerable to sexual violence or necessitate exchanges
of sexual favors for food or shelter. Investing in women has also proven to be
one of the surest ways to ensure the health of the family. An educated woman,
for instance, is 50 percent more likely than an uneducated one to have her chil-
dren immunized.41

Sustained Investment in Health Care Systems

Strengthening health care systems and management capacity requires a sus-
tained, long-term investment. Innovative solutions are needed to solve the
shortages of health care workers. Some promising partnerships do exist to
increase the number of trained health care workers in developing countries.
For example, in Bangladesh, BRAC University’s new School of Public Health
aims to train experts from the developing world for service in the developing
world, while drawing upon the expertise of wealthy-world institutions such as
Harvard’s School of Public Health and Sweden’s Karolinska School. The crucial
element for the success of such initiatives is that wealthy countries support
measures to limit the poaching of foreign-trained doctors to fill their own
shortages of medical professionals.

Integrated Approach

AIDS treatment and prevention activities cannot be pursued in a vacuum: they
have to be integrated into a larger functioning public health system in order to
destigmatize the disease and create sustainable structures. This integration is of
growing importance with the advent of extremely drug resistant tuberculosis
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and other opportunistic infectious diseases that take advantage of the weak-
ened immune system of HIV/AIDS patients. HIV/AIDS services must also be
merged with reproductive and maternal health services so that women are
more readily diagnosed and treated, and mother-to-child transmission of the
disease is prevented.

Expanded Research 

The only way to curb the rate of infection and seal the bottomless pit of spend-
ing is by developing and implementing new prevention technologies, such as
microbicides, male circumcision, post-exposure prophylaxis, and HIV vaccines.
Beyond the humanitarian imperative, better prevention technologies such as
these are critical to capping costs. A safe, effective, globally accessible, inexpen-
sive HIV vaccine remains our best hope to control and, ultimately, end the pan-
demic. In addition to basic clinical, prevention, social, and policy research, we
must identify which approaches are effective in the field, which are not, and why.

“We can’t win anymore. There’s no way we can win. The death toll is already
at a high. But what we can do is we can mitigate the disaster because through
mitigating the disaster, we can show our humanity. Beating HIV? HIV’s going to
be with us for a generation or more,” commented Zachie Achmat, South African
activist and founder and chairman of Treatment Action Campaign (TAC).

THE NEW WAY

Despite massive advocacy efforts, reenergized political will and significant
increases in financial support, the global response to the AIDS epidemic has
been sorely inadequate, focusing more on treatment and crisis management
than on the prevention of new infections. Health care economist Mead Over
warns that U.S. global AIDS spending, now largely considered a foreign policy
and humanitarian success, “contains the seeds of a future crisis.” He continues:

Life-long treatment costs are increasing as those on treatment live longer,

and the number of new HIV infections continues to outpace the number

of people receiving treatment. Escalating treatment costs coupled with

neglected prevention measures threaten to squeeze out U.S. spending on

other global health needs, even to the point of consuming half of the

entire U.S. foreign assistance budget by 2016.42

We are at a historic moment in the battle against HIV—we have both the
will to fight and the armory to do so. Unless we come together as a global com-
munity to support evidenced-based treatment and prevention strategies, how-
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ever, we risk losing hard-won momentum, and we face global resignation to
the preventable deaths of millions of people.

NO: Mark Heywood, AIDS Law Project

Wealthy nations do have a legal and moral responsibility to promote anti-
AIDS efforts in poor countries. However, arguments touting these

moral and legal responsibilities often have fatal flaws: they overlook the role of
AIDS activists in bringing about a truly global response to the problem and the
role they must continue to play, and they pay insufficient attention to the pol-
itics of health in developing countries and therefore to the reasons for the evo-
lution of what is frequently called a “vertical” response—one that channels
resources directly to the problem, in this case HIV, rather than through the
expansion and strengthening of existing health systems. Finally, they oversim-
plify the reasons why HIV treatment programs have been able to deliver more
tangible benefits than HIV prevention.

My argument, therefore, focuses on what “promoting anti-AIDS efforts”
actually entails, as well as how. Schneider and Garrett see the “excitement,
energy, and dollars” mobilized in the wealthy world to address HIV/AIDS as
“possibly the single greatest achievement to date in the Age of Globalization.”
But the reality is that the wealthy world’s response to HIV has been ad hoc, pre-
scriptive, paternalistic, and, at times, contradictory. If this approach continues,
it may ultimately do more harm than good.

IS THERE A NEW COMMITMENT TO GLOBAL HEALTH?

Something is happening around the issue of health care, but is it froth or some-
thing more fundamental? Since the late 1980s, the HIV/AIDS epidemic has
forced Third World health back onto global political agendas. The death of
millions of poor people, mostly in Africa, is seen as a morally repugnant blight
that, in the words of a former UN Special Envoy for AIDS in Africa, Stephen
Lewis, “shames and diminishes us all.”1

Initially in the United States, and later within the UN, AIDS activists have
pressured  politicians to open up new resources and commitments for tackling
neglected diseases, including malaria and tuberculosis, around which there had
been decades of fatalistic resignation and inertia. Significantly, the demands of
AIDS activism evolved from advocacy for equal rights and nondiscrimination
for people in the United States with HIV in the 1980s and 1990s to calling for
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action on social and economic rights for people in the Third World. At the
beginning of the new century, activist campaigns were mainly about the right
of access to affordable medicines. But, increasingly, they demand investment in
health systems and health workers. It was a direct result of these campaigns
that anti-retroviral (ARV) drug prices were made affordable to developing
countries, and that bodies such as the Global Fund on AIDS, TB and Malaria
(GFATM) were established.

Activist pressure also re-ignited debates about health governance. The 2002
appointment, by the UN Commission on Human Rights, of a Special
Rapporteur on the right of everyone to the highest attainable standard of phys-
ical and mental health, and the establishment in 2005 of the Commission on
the Social Determinants of Health (CSDH) were positive signals. So, too, are
signs that a number of developing-country governments have begun to accept
and assert their duty to protect and fulfill the human right to health, particu-
larly when it comes to the clash between intellectual property law and the
affordability of essential medicines.

Those wanting to claim that there is a commitment to global health will also
point to a number of bi- and multi-lateral governmental initiatives around the
issue of health. For example, in March 2007, the governments of Brazil, France,
Indonesia, Norway, Senegal, South Africa, and Thailand issued a statement
describing health as “one of the most important, yet still broadly neglected,
long-term foreign policy issues of our time,” and promising henceforth “to
make impact on health a point of departure and a defining lens that each of
our countries will use to examine key elements of foreign policy and develop-
ment strategies.”2

Another feature of the past decade has been the emergence of a range of gov-
ernance institutions and vertical health programs that aim to staunch aspects
of the health hemorrhage. Mechanisms such as the GFATM and the U.S.
President’s Emergency Program for AIDS Relief (PEPFAR) have stepped into
the breach created by state and multilateral failures around issues of health. On
July 30, 2008, President Bush signed a congressional authorization of $48 bil-
lion for PEPFAR.3 Side-by-side with these mechanisms are the global health
programs of late-in-the-day philanthropists such as Bill and Melinda Gates
and Bill Clinton.

These initiatives have a positive impact on millions of lives, but they entail
risks. By tacitly accepting developing-state failure in relation to health, they
fragment and further weaken national health systems. In some cases, they even
compound the crisis by sucking scarce health workers out of public health
systems—an effect that was contemplated in a recent article analyzing PEPFAR:
“The effect on the wider health care system of funding a disease-specific pro-
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gramme is harder to quantify.”4 This mixed result is why global and national
health programs must be judged not by surface impressions or wishful think-
ing but by critical analysis.

These developments beg some questions. Why, despite the centrality of
health to the Millennium Development Goals (MDGs), and the flurry of new
health initiatives, is health aid declining?5 Why are African governments not
meeting their own pledges to increase spending on health as a percentage of
total expenditures?6 Why are First World governments not fixing their own
health systems, given that the doctor/nurse shortage in poor countries is
directly linked to their diversion to rich countries that are not training enough
of their own health care workers? 

These questions force us to face a sober reality: much as we may be inclined
to misty-eyed approval of the contributions wealthy nations and wealthy indi-
viduals make to the fight against HIV/AIDS, we must ask (a) whether those
contributions are sustainable for the millions of people whose lives now
depend on them, and (b) whether they will bring about any change in the abil-
ity of governments to promote and protect health at a national level—or in cit-
izens’ power to demand the right to health and health care services. The answer
to the first question is uncertain, particularly in the context of a global finan-
cial crisis. The answer to the second is “maybe—maybe not.”

Morally and legally, wealthy nations do have a duty in relation to HIV/AIDS.
But realpolitik and the future of public health require that we do more to ascer-
tain the political and economic factors that are determining of health. In this
way we may begin to shape a global response to health care issues, including
better guidance to maximize the potential outcomes from the giving habits of
wealthy nations.

FROM STATE TO NONSTATE

Health care has made itself global because disease has gone global, as evi-
denced by HIV. But this situation in itself is not new. Throughout history, eco-
nomic expansion has spread disease; indeed, the notion of public health arose
from the need of the state to prevent and treat this phenomenon. Protecting
armies, navies, settler populations, and the aristocracy from being wiped out
by “foreign” diseases about which there was no knowledge—or for which peo-
ple had no immunity—was a necessity both for the “progress” of colonialism
and for the expansion of national economies. Over time, this necessity led to
vaccination campaigns, investment in water and sewerage systems, public
health legislation, and the creation of rudimentary public health services.
Growing state involvement with health led to declines in mortality.
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But if such engagement was once the case, it is so no longer. Something has
changed. Today, there is a deficit of coordination, investment, and planning in
health care. Ironically, however (as we see later), the explanation for this health
care deficit may still rest in the relationship between national governments and
economic expansion. Many governments now neglect key functions of the
state, such as health care and education—as is illustrated by the changing pat-
tern of research and development of new medicines. At the start of the twenti-
eth century, governments of industrialized countries—particularly those in
Europe—invested heavily in research, which contributed significantly to such
medical breakthroughs as the treatment of TB. However, since the early 1990s,
there has been a dramatic decline in medical innovation that has been attrib-
uted, at least in part, to declining investments by European governments in
pharmaceutical research, development, and application.7

Except in times of crisis or threat, the dominant politics of health care today
seems to be one in which responsibility for the protection, maintenance, and
improvement of public health is being separated from the state. In the so-called
First World, this privatization movement is driven by a complacent assump-
tion that infectious disease has largely been conquered.

GLOBAL DISEASE THREATS: SELF-INTEREST FIRST

Following upon the advent of neoliberal economic policies in the 1980s,
wealthy countries underwent a transition away from proactive, state-driven
strategies in public health, adopting instead a largely passive and technical
approach that aims to manage the maintenance of health systems and infra-
structure, while avoiding periodic disease outbreaks. The consensus is that, as
long as major public health threats are held at bay or contained in developing
countries, the actual health of their citizens—who are getting less healthy, but
no longer primarily as a result of communicable disease—is of less concern to
the state.

Thus, within developed countries, but to significantly varying degrees, the
state supports health systems that maintain a high standard of health care “at
home,” such as the National Health System (NHS) in England or Medicaid in
the United States. Compared with health systems in the Third World, these sys-
tems offer an undreamt-of standard of care. However, they, too, have been sub-
ject to attacks by government that have reduced the quality of care and, in
countries such as the United States, have left millions of people uninsured and
grossly disadvantaged in access to decent health services.

But even the praiseworthy parts of these state-run health systems overlook
how infectious and communicable diseases take advantage of the explosion of
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inter- and intra-national travel to move pathogens swiftly, from causing local-
ized to generating globalized epidemics. Most wealthy governments seem to
believe that their duty to provide health care and their budgetary responsibili-
ties and health policies end abruptly at national boundaries. What happens on
the other side of these porous borders is not the responsibility of health depart-
ments but of “development aid.”

The health services of wealthy nations are not linked to an integrated global
strategy that recognizes the transnational nature of both good and bad health.
Although the world has acknowledged the impact of health on development—
and vice versa—there is still no globally agreed political strategy on states’ duty
to tackle health care issues or the interventions and standards that will be
required to achieve the MDGs. Thus, although funding for health programs,
including the prevention and treatment of HIV/AIDS, represents a growing
portion of development aid, such efforts continue to be implemented through
vertical programs that often ignore or work around the larger political paraly-
sis on health care.

Consequently, foreign assistance for health is rarely driven by precisely iden-
tified and quantified local needs, but is instead determined by what wealthy
nations consider those needs to be. New imbalances and inequalities arise
because donor funds end up being transferred only to those organizations in
recipient countries that have the capacity to design and (usually) implement
these programs. This situation leads to further distortions and imbalances
between urban and rural areas or between developing countries. A symptom of
the want of coordination in the financing of health care is the lack of funding
for TB, which derives from the fact that HIV may have initially squeezed out
this less prominent disease in the “competition” for donor funds.8 Given that
TB is now the primary cause of death in people with HIV in developing coun-
tries, this distortion is particularly grotesque.

The wheel has come full circle. A century ago, the state actively intervened to
improve public health. Today, in both the industrialized and the developing
worlds, it is the lack of action that influences patterns of disease. This is the
politics that needs to be addressed both in relation to funding from wealthy
nations and to cooperation by the citizens of developing countries.

DEVELOPING COUNTRIES: HEALTH AT THE MARGINS

Schneider and Garrett call for “investment in strong health systems” and for a
stepping-up of “targeted evidence-based” prevention interventions to replace
the “religious and moral ideologies . . . that are ever-present on the design of
anti-AIDS programming.” They are right to make these demands. But they
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overlook the lassitude of the governments of developing countries toward
health and HIV, as well as the realities of what has happened to our health care
systems over the past few decades.

In this context, it is unfortunate but relevant that the largely laissez-faire
approach to health care adopted by industrialized-country governments has
been mimicked by the governments of most developing countries. The rot
started under the old policies of the International Monetary Fund and the
World Bank, which in the 1980s and 1990s required cuts in social investment
and in public goods, including health care. But today, the neglect of health
takes place not under the whip of international financial institutions but as a
voluntary policy of government. Many developing countries replicate the First
World approach to health care policy by attempting to maintain expensive but
still underfunded tertiary-care systems in urban centers (which are wrongly
considered to be the template of a health care system), while throwing in an
ingredient of what some describe as “selective primary health care” in rural and
peri-urban districts.9 In the spaces that public health should occupy, there have
arisen large and profitable private health care sectors that cater to the health
needs of the wealthy and the employed.

It is an unpalatable fact that public health is rarely regarded as a political pri-
ority by developing-country governments. Planning to improve health is not
integrated into development or economic planning, or vice versa. For example,
in South Africa, the media statements that are released after government cabi-
net meetings reveal no record of discussions of health broadly. Although there
are discussions about HIV/AIDS, generally they have taken place only in
response to activists’ criticism of the country’s response to that particular
problem. Despite a burgeoning AIDS epidemic, former South African Presi-
dent Mbeki’s annual State of the Nation speech to Parliament, given in Febru-
ary each year, often barely touched on health. Indeed, in 2004 and 2005, the
issue of health occupied only a fraction of the time given to matters of econ-
omy, international affairs, and poverty.

This low priority of public health issues is borne out by the way in which, in
many countries, poor performance and corruption are tolerated from health
ministers and their departments. As a rule, developing-country governments
approach health reactively rather than proactively. Their passive attitude is evi-
denced by the almost complete dependence of many African governments on
wealthy nations for health investment; the absence of serious and consistently
driven public health strategies; the acceptance of very high rates of maternal
mortality; the neglect of primary health care; and the failure to control infec-
tious diseases. The failure therefore is not limited to the “foreign aid architec-
ture” around health funding that is referred to by Schneider and Garrett, but is
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also found in the domestic architecture. The two constitute a vicious and
mutually reinforcing circle.

HEALTH AND UNDERDEVELOPMENT: GLOBALIZATION AND
ITS CONSEQUENCE FOR PUBLIC HEALTH

Developing-country governments cannot feign ignorance about the linkages
between politics, health, and development. A succession of commissions—
notably, the WHO’s Commission on Macro Economics and Health (CMEH
2002) and its Commission on Social Determinants of Health (CSDH 2008), as
well as the United Kingdom–sponsored Commission on Africa (2005)—have
drawn attention to the linkages. For example, the report of the CMEH offers
the following warning:

As with the economic well-being of individual households, good popula-

tion health is a critical input into poverty reduction, economic growth, and

long-term economic development at the scale of whole societies. This point

is widely acknowledged by analysts and policy makers, but is greatly under-

estimated in its qualitative and quantitative significance, and in the invest-

ment allocations of many developing country and donor governments.10

Why then, in the face of this repeatedly restated evidence, is health care fail-
ing so signally in so many countries? Why are U.S. donor dollars—which by
March 2008 claimed to be keeping alive 1.7 million people with HIV—not
altering the underlying determinants of health? Is there an explanation other
than the wiles of politicians? Why has a period in history that has seen the
advance of democracy been accompanied by declines in health? Why have the
citizens of the new democracies not forced health issues into greater focus? 

Modern health care, or the want of it, is rooted in economy and politics, as
is population vulnerability to disease. Since the late 1980s, there have been
rapid and important changes in economy and society. Improvements in tech-
nology and communications have been the primary drivers of a new phase of
economic globalization and integration. What Karl Marx called “the means
of production” (factories and technology) have become more and more
capital-intensive—and less and less dependent on labor. Linked to this evo-
lution—and enabled by it—were profound political developments, notably
the end of the so-called Cold War and the collapse of “communism,” which
opened new markets for economic expansion, especially in Asia. New tech-
nologies have been introduced to new and old markets, creating new con-
sumption “needs.” These new commodities depend less on the labor of
human beings to produce them—making them cheaper. Yet they can be

NO: MARK HEYWOOD 271

Uncorrected page proof. Copyright © 2008 by CQ Press, a division of SAGE. No part of these pages may be quoted, reproduced,
or transmitted in any form or by any means, electronic or mechanical, without permission in writing from the publisher.

895058_CQ1371_CH10_248_275  1/21/09  4:30 PM  Page 271



enormously profitable, by virtue of new economies of scale unleashed by the
global economy.

How does this economic revolution relate to health? It has diminished the rel-
ative importance of human labor (and thus humans) to the production of wealth:
more profit can now be made by fewer and fewer workers. In many emerging
markets—including India, China, and South Africa—this devaluation of the
human factor has left an enormous surplus population, who have little prospect
of ever getting gainful employment. These people have no role in the formal
economy. In South Africa, for example, despite a decade of rapid economic
growth, unemployment remains at 40 percent. High and permanent unemploy-
ment will be a feature of the twenty-first-century economy. Thus, inadvertently
perhaps, it is the health of the few—those who produce wealth—that matters in
the modern economy, rather than the health of the population as a whole.

Because the health of poor people has been delinked from productivity and
profit, developing-country governments behave as if they no longer have an
economic interest in using the state’s resources and power to improve public
health. Investments in AIDS prevention and treatment have rarely been volun-
tary decisions of government—generally, they have been decisions taken under
the pressure of local and international activists. Countries such as Botswana
and Uganda, where political leadership has been more far-sighted, are the
exception, not the rule. And even in these countries, AIDS programs and pub-
lic health continue to exhibit enormous deficiencies and inequalities.

The past two decades have taught governments and capitalists that it is pos-
sible to sustain economic growth while generally ignoring general population
health—a lesson in neglect that is also applicable in education and other areas
of social welfare. This sorry spectacle seems to confirm the arguments of those
political economists who claim that capitalism “generates economic growth,
prosperity, employment as side-effects. It also causes much misery and de-
struction in its tendency towards incessant change.”11

Thus, the same economic logic that discourages private investment in the
research and development of new medicines for the poor because their sale will
yield no profitable return works to deny public investment in population
health—which is also thought to have no direct benefit to the state or the econ-
omy. Health may be a social necessity, but it is not necessarily an economic one.

IS HEALTH AN ECONOMIC NECESSITY—
OR JUST A HUMAN RIGHT?

Failure to recognize the reality of governmental neglect may be the fatal flaw in
the recommendations of commissions such as the CMEH and the CSDH,
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which may be astute and accurate but do not take sufficient account of, or
speak honestly about, how national politics and economics influence health. In
its executive summary, for example, the CMEH relays this finding:

We estimate that approximately 330 million DALYs [disability adjusted

life years] would be saved for each of the 8 million deaths averted.

Assuming, conservatively, that each DALY saved gives an economic bene-

fit of 1 year’s per capita income of a projected $563 in 2015, the direct eco-

nomic benefit of saving 330 million DALYs would be $186 billion per

year, and plausibly several times that.12

This perceived benefit would seem to provide a huge incentive for govern-
ments to invest in health care. The problem is that it does not, because most of
those ill or at risk of illness are outside the modern economy. Influenced by
economists such as Amartya Sen, the CMEH’s recommendations assume that
governments attach an economic value to sick people who could be healthy,
and that most of the people who are healthy but poor will be able to find a
place in the modern economy. Neither assumption may prove true. If eco-
nomic growth can be achieved by relatively small segments of the population
utilizing increasingly capital-intensive technologies for ever-larger markets,
then these assumptions are mistaken.

Crudely put, illnesses such as those caused by the HIV/AIDS epidemic,
while causing widespread suffering and social dislocation, do nothing to
further economically disable those segments of the population that are
already socially disabled by the fact that there is no place in the modern econ-
omy for them.

The lack of a purely economic motive for investment in health care is fur-
ther compounded by the fact that in many developing countries the financial
cost to the state of treating illness is avoided because the collapse of health serv-
ices means that most people die at home—burdening their families, but not
necessarily requiring public expenditure. In South Africa, for example, as illus-
trated by table 1, there has been a dramatic rise in mortality, most of it caused
by HIV/AIDS and TB.13 But despite this trend, as seen in table 2, there was an
overall decline in hospital admissions between 2001 and 2007.

This discrepancy suggests several things: that hospitals are saturated; that
people are being admitted for longer periods (because they are sicker); and that
many people are bypassing the lower rungs of the health system in order to
access tertiary care. However, the net effect is that a large portion of the grow-
ing burden of disease is displaced onto the families of poor people—reports
show that nearly 50 percent of deaths occur at home. This pattern probably
exists in many other developing countries with high HIV prevalence.
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CONCLUSION

I have drawn a rather pessimistic and tragic picture in response to Garrett
and Schneider’s affirmation that wealthy nations should promote anti-AIDS
efforts in developing countries. I have done so because, while there must be no
doubt that wealthy nations have a moral and legal duty to promote such
efforts, more is required than just throwing money or medicines at the prob-
lem. It is incumbent on wealthy nations to take steps and adopt policies that
aim to resuscitate global health.

The vertical response to HIV and treatment for AIDS, which is criticized by
Garrett and Schneider as the “pursuit of quick fixes and easily measurable
treatment outcomes,” was necessary initially because AIDS presented the
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Deaths as % of Deaths as % of
Year Deaths total population uninsured population

1997 316,507 0,8% 0,9%
1998 365,053 0,9% 1,0%
1999 380,982 0,9% 1,1%
2000 414,531 1,0% 1,2%
2001 453,404 1,0% 1,2%
2002 499,925 1,1% 1,3%
2003 553,718 1,2% 1,4%
2004 572,350 1,2% 1,4%
2005 591,213 1,3% 1,5%

Source: Statistics South Africa

Table 1

Mortality Trends in South Africa, 1997–2005

2000/01 2001/02 2002/03 2003/04 2004/05 2005/06 2006/07

District 1,624,425 1,593,010 1,524,585 1,513,924 1,529,946 1,600,115 1,439,544
Regional 1,388,042 1,545,566 1,487,031 1,518,548 1,463,930 1,507,511 1,327,711
Central and

tertiary 568,585 603,677 612,556 599,796 610,344 572,943 698,518

Total 3,581,052 3,742,253 3,624,172 3,632,268 3,604,220 3,680,569 3,465,773

Reclassification in Eastern Cape for 2006/07 accounts for changes between regional and central.

Table 2

Hospital Admissions in South Africa, 2000–2007
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global system with a disease emergency that was unprecedented in modern
times. HIV arrived at a time when the health systems of poor countries were
dilapidated and without capacity to generate their own effective response. An
externally driven, vertical response was necessary to save lives.

But developing countries are now in a catch-22 situation. Donor funding
remains necessary to save millions of lives, but it fuels a vicious circle: because
of the collapse of “horizontal” health systems, there is often no alternative
other than the vertical funding streams. But funding health in this way further
weakens the local base of health systems.

Reviving the world’s failing health systems will require that health care
reform and investment be demanded and driven by a recognition of legal
duties that arise from the international human rights framework. Such an
understanding should form the foundation of the efforts of wealthy nations to
address the problem of HIV/AIDS.

In this respect, it is worth drawing attention to a proposal made by health
law scholar Larry Gostin, who has argued for a Framework Convention on
Global Health, which would set global norms and standards of health, as well
as seeking to calculate the investment that is necessary for both health systems
and priority-disease programs.14 It is necessary to recognize in practice (and
not just in prayers) the interconnectedness of developing- and developed-
country health—a lesson that the AIDS epidemic has made glaringly apparent.
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