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Introduction
Epidemic diseases have at least since the 19th century been seen as appropriate areas for public policy action that extends in many cases beyond issues of health into important related fields, such as public housing and water and sanitation. Examples of public policy to control the conditions in which epidemic diseases spread are common in the history of UK. Indeed a potent and powerful influence behind social investigations of poverty was to better understand the causal role that dreadful living conditions had in the spread of diseases such as cholera and smallpox, and to make the case for increased social investment that would protect everyone – including those with political and economic power. Inter-dependence of interests was thus seen as fundamental to a public policy response, and health was seen as a “public good” where everyone gained from effective responses. 

The concept of public good relates to the provision of a good or service that serves the common interest, but will not be provided or distributed if left to “the market” because of lack of incentives. Nationally, the production of public goods is usually assured by government intervention; at the global level where there is no sovereign global government to undertake that role, the concept of “global public goods” is not that straightforward and is still a relatively new process. Growing international pressures in recent years concerning the adverse consequences of globalization for poor countries, have increased the need for a public policy response to the challenges posed to international development by globalization. Today, the concept of global public goods relates to global issues which cover the broad spectrum of the sustainable development agenda. They include global environment, international financial stabilization, trade liberalization and market efficiency, knowledge, peace and security, human rights and health.

To a degree, health conditions in one country are independent of those in others, but this has never been absolute and epidemics have a long history of spread from one country to others, e.g. in the case of the bubonic plague. Economic activities have always linked countries and historically populations were to a limited extent mobile. But costs of transport and information deficiencies acted as barriers to the rapid transmission of disease from an epidemic “node” to other countries and regions. The limited capabilities of the state constrained effective responses where epidemics occurred, and in many cases epidemics simply worked there way through populations until natural factors brought the processes to an end. 

Largely because of the impact of globalization on international travel [increase in package tours and the advent of budget airlines] these conditions to a great extent no longer apply, and levels of interaction between populations in one country and populations elsewhere are such now as to create ideal conditions for the rapid transmission of epidemics such as HIV/AIDS. In part this is the result of the greater mobility of people both within and between countries, and the intensification of social and economic interaction that is reflected in vastly increased levels of trade and financial flows between countries.  The enormous increase in global economic activity over the past quarter-century has generated increasing inter-dependence of countries, and this has entailed also the risk of increased transmission of epidemic diseases such as HIV/AIDS across borders.

As will be shown in the following sections, the inter-dependence of economic and other interests which is what globalization is, carries not only risks which are health-related but also a threat to global population that threatens economic and social development and security. Globalization thus becomes a factor in the rapid transmission of epidemic diseases, and is itself threatened by the consequent economic and other consequences of epidemics. Globalization also paradoxically holds out the possibilities of effective responses to HIV/AIDS through the mobilization of financial and human resources, but for this to happen countries would need to recognize their common interest in a coordinated and effective global response. A global public policy approach will be required for addressing the growing globalization of health, from the unique perspective of the economic concept of public goods.

This recognition that epidemics threaten everyone, as in the case of HIV/AIDS, and that the consequences are much greater than those of public health alone, have been understood  in the case of HIV/AIDS albeit rather late in the day by global leaders. These delays in mobilizing resources for a global response to AIDS have not only contributed to a humanitarian disaster, especially in Africa, but have also made it much more difficult to control HIV transmission globally. HIV/AIDS is now widely accepted as an international public policy issue from several perspectives: public health, human rights, labour rights, sustainable development, etc. The international community and organizations have a vital role to play in assuring the provision of public goods that serve the common interest of both poor and rich countries by controlling the spread of the global HIV epidemic. This will require innovative mechanisms based on the principle of collective responsibility and principles that put people at the centre of equitable and sustainable development. 

The paper focuses the problems of sub-Saharan Africa where the HIV epidemic is most severe. The first part of the paper (Part A) outlines the conceptual foundation of global public goods and how it applies to relevant policy issues. The intention is to explore the public policy case for effective response to HIV/AIDS at national, regional and global levels, and to show that the process of public policy-making is key to managing globalization better in terms of greater economic well-being and social justice for all.  It is in no way intended as a description of the epidemic and its causes and consequences, but has the aim of identifying some of the factors that generate “spillovers” and generalized impacts of HIV/AIDS as part of the case for national, regional and global action.

The second part of the paper (Part B) looks at the impact of HIV/AIDS on the stock of human capital, which is of paramount importance for the future development of the poorest countries in Africa [and also in Asia]. Some of the consequences of attrition of human capital for sustainable development are identified, and examined in terms of the implications for public policy both at national and regional levels.

The third part of the paper (Part C) reviews the regional response to HIV/AIDS in Africa, both by regional organizations such as the African Union (and sub-regional economic communities such as SADC) and UN agencies. The efforts of these diverse organizations are assessed with reference to the economic, social and political dimensions important for securing a comprehensive and effective response to the HIV epidemics. A regional approach to the response also emphasizes the point that no one country on its own can successfully provide the necessary global public goods (knowledge, drugs and vaccine) to control the spread of HIV/AIDS, and neither can the global market place. Regional efforts to combat AIDS in sub-Saharan Africa reflect, in some ways, the increasing cooperation between the most advanced and the least developed countries in the world, as will be necessary to achieve global, regional and national objectives.
PART A: Understanding the Response to HIV/AIDS in Sub-Saharan Africa
1. HIV/AIDS as a development problem

In many countries in Africa the response to HIV and AIDS by governments and by other key stakeholders has been far from what is required. Clearly the threat posed by the epidemic for social and economic development is still not fully appreciated both regionally and at country level. The issue of how to ensure that HIV/AIDS policies and programmes reflect a coherent understanding of the epidemic as a development problem has still to be addressed. Although increasing numbers of countries in the region are engaged in the design of multi-sectoral programmes, there continues to be far too little commitment to comprehensive national and regional approaches to HIV/AIDS. 

Part of the explanation for the lack of commitment by many African governments in responding to HIV/AIDS as a development problem lies in the rather narrow conceptualization of the problem by those involved. The issue has continued to be seen as one of health in most countries; even where comprehensive strategic plans have been developed, these have often not always received much political support and nor have most of their elements been operationalised. Indeed the current focus on increasing access to ARV therapy for those infected with HIV has, if anything, increased the degree to which the problems of HIV/AIDS are seen by policy-makers and others involved as largely about health and health infrastructure.

This is unfortunate in that effective responses to HIV/AIDS need to be located in a more general understanding of causes and effects, and of the bi-directional linkages between poverty and AIDS which exist in many African countries. An understanding of these linkages is necessary for making the case to address HIV/AIDS as essential for policies and programmes to reduce poverty. Furthermore, policies need also to be located in a space that is not simply national, but which recognizes the mutual benefits to be derived through regional coordination and regional action. 

Looking for an explanation as to why the response to HIV/AIDS in Africa has been limited itself raises a number of questions. Is it the quality and range of the evidence that has been marshaled by professionals that have failed to convince stakeholders of the importance of the epidemic as a problem? How it is that even under conditions of widespread morbidity and mortality which affect all social classes [for the epidemic is not confined to only the poorest in society], that stakeholders are still not addressing the problems of AIDS in a comprehensive way and with the urgency they deserve?  It was predicted that once the experience of the epidemic became more generalized that this would activate an expanded response, but why has this not happened in many cases? 

Part of the explanation must lie in the inadequacy of the general case that has been made by professionals working in the area of HIV and AIDS, and those working on development [Chambers, 1993]. In the case of the former group, the general case has been inadequate at best, and even where a broader based analysis has been presented of the impact of HIV/AIDS it has scarcely been convincing. An observation of the large number of economic impact studies that were made from the early 1990s showed that these were often based on methodologies that were questionable, and which seem to have been unsuccessful as instruments for increasing the commitment of countries and donor organizations [Cohen, 1992]. This is not to argue that they had no value at all, for they clearly did, but they were unable to generate a sustained and informed commitment by stakeholders to a set of policies and programmes that represented a well-funded comprehensive response to the epidemic.

In retrospect we should consider what was missing from the kind of arguments that have been presented in the past, and which still needs to be made if stakeholders are to respond more effectively. This is important because there are many countries in Africa and other regions that have a window of opportunity, in that HIV prevalence is still low and they can learn from the experience of others who now face much more mature epidemics. 

The elements of an effective response to HIV/AIDS in Africa are clearly linked to action that is comprehensive, multi-sectoral and regionally coordinated Underlying this is the fundamental point that unless relevant and effective policies and programmes are followed, many countries in the region will face social, economic and political consequences that will undermine sustained human development. But this is not inevitable and that there is good deal of evidence of successful policies and programmes now available globally and regionally on which to build effective responses. 

As already observed, it is also evident that effective responses in one country may have beneficial effects for others. Controlling the spread of HIV/AIDS and its devastating consequences, and the challenges they pose, is now a global public policy issue. In terms of a global public goods approach, there are thus mutually supporting arguments for funding and otherwise supporting responses between countries since there are “spillovers” or external benefits. Given that there are externalities [social benefits] from which all countries can gain, then a case can readily be made for subsidies/external transfers from richer nations so as to ensure that effective policies are put in place and implemented by those countries that are resource-constrained. 

The alternative for richer countries would be to face the probability of much higher economic and social costs, as a consequence of the spread of HIV infection to their own populations that would be more or less inevitable in a globalized world. Self interest would thus lead richer nations to seek to support through resource transfers the development of effective responses to HIV/AIDS in countries that are experiencing more mature epidemics. This would be a cost-effective response on their part and would at the same time yield benefits to those countries facing deep and intractable developmental challenges due to HIV/AIDS.
2. Why HIV/AIDS demands a  Public Policy Response 

There are four different but overlapping arguments that can be made for prioritizing the response to HIV and AIDS. These are as follows: 
· That the HIV epidemic is a threat to public health in that a deadly infectious disease can spread rapidly from any existing concentration in those with high risk behaviours to others in the general population. In African countries with mature epidemics this has already happened, with HIV prevalence rates in increasing numbers of countries in excess of 20% of the adult population. The result is pressure on public health resources, and increasing morbidity and mortality. 
To prevent this set of outcomes, what are needed are policies and programmes that increase public awareness through information and communication, screening of the blood supply to eliminate HIV-infected blood, improved control of Sexually Transmitted Infections [STIs], and access to HIV testing and counseling. Other policies may also be included along with epidemiological surveillance to track what is happening to the spread of HIV in the population. These health-related activities need to be supported by an extensive set of other programmes that address issues of prevention, care and support and access to treatment, together with actions to address the causal factors (e.g. poverty and gender inequality) that are operating to transmit HIV, and activities to mitigate the social and economic effects of the epidemic [WHO, 2004].  

· That the epidemic is a threat to social and economic development. This argument for intervention is predicated on the impact of the epidemic on the level and distribution of savings and investment in the economy, where HIV and AIDS reduces the quantity available for productive use [and thus reduces the rate of economic growth that is achievable]. Furthermore, the epidemic also reduces the stock of human resources through its effects on the level of skills in the labour force and through its effects on morbidity and mortality – so that human capital is eroded. The above is significant, as studies of the causes of economic growth and development identify the stocks of savings and labour as being crucial for achieving economic and social goals. 
Thus the HIV epidemic will over time reduce the potential for improving living standards for the population as a whole, and on this basis it is worthwhile devoting adequate resources now to preventing a future lower level of GNP.

· That there is a moral case for public policy action which is independent of public health and economic justifications. Those who are infected by HIV and those who are affected [the close families, and especially children] are all entitled to access to public resources to enable them to cope with the effects of HIV and AIDS, independently of whether there are economic benefits/avoidance of economic costs or not. This case for public policy action is based on concepts of human rights, embedded in the UN Charter and similar global declarations, which state that everyone has a right to good health status [and thus access to quality public health services]. Related to this argument is the scale of the impact on those countries enduring mature HIV/AIDS epidemics in Africa, in that what they are currently facing amounts to a humanitarian disaster. 
This self-evidently requires the mobilization of global resources so as to contain the personal and societal distress that is affecting millions of the world’s poorest people.

· That there is as a basis of policy concern and programme provision, the concept of pure self-interest. This is often adduced by some social scientists, especially economists, as the underlying factor in motivating behaviour. Thus, in the case of HIV/AIDS, it can be argued that as individuals, rather than as a society, we have an interest in ensuring that HIV transmission is contained and the development impact mitigated; if it is not, then we will be affected in our normal social and economic lives. To avoid these effects then, public policies for prevention of HIV, care and support for those infected and affected, and policies to mitigate the social and economic impacts, are all required and justifiable on grounds of personal and family self-interest.

But arguments – as made above – are often insufficient to generate action, as is only too clear from examples that can be drawn from many countries. There continues to be a gap between cognition – recognizing that a problem exists – and engaging with the issue. This continues to be the case even in countries in sub-Saharan Africa where there is a daily toll of deaths from HIV-related illnesses. Everyone in countries experiencing a mature epidemic of HIV in sub-Saharan is affected by what is happening, and yet there is still insufficient response to the problem on the part of government and other stakeholders. This is in spite of advocacy for action that has characterized AIDS campaign in many countries over more than a decade, not just in Africa but also in other regions. 

Rich countries which also have populations that are infected with HIV, although at much smaller rates of HIV prevalence, have until recently to a degree sat on the sidelines as the epidemic has intensified in poor countries. This is remarkable given that there are a common set of interests that requires a coordinated and effective global response. An effective global response to a significant degree requires the financial resources and technology that are available in the developed world. Only very late in the epidemic have rich countries recognized the inter-dependence of interests – economic and social as well as health-related and humanitarian – that makes it essential that they respond to the needs of affected populations both at home and overseas [UNAIDS,2004]. 
3. Pareto Optimality – Why Everyone Gains from Effective Policies for HIV/AIDS

At the core of an effective response to HIV and AIDS are policies and programmes for those infected as well as those affected [but not infected] by the epidemic. This has not always been recognized as the case, and indeed in many countries is still not perceived as being essential if the epidemic is to be contained. Perceptions of the epidemic have thus shifted from one of blame and stigmatization of those affected by HIV, to one in which an effective response is built on understanding the causal conditions that lead to infection with HIV and support for those affected. 

The general case for multisectoral policies and programming depends on a set of crucial propositions that are derived from experience of public policies during the 1980s and the 1990s. First, that at the centre of an effective response to the epidemic are policies and programmes that strengthen community capacities to respond, and that these are themselves dependent on popular participation in the design and delivery of activities. Furthermore, that effective responses are those that deliver support to affected populations in ways that can be demonstrated as satisfying Pareto optimality, i.e. policies and programmes from which everyone gains and no one loses. 

It is possible to schematically represent the case for general support to both infected and affected populations as follows:
Individuals and Families Gains 

There are direct benefits to individuals and to their families from effective programmes of support – including access to basic health care [at the minimum], economic support for affected families [e.g. for children in the form of nutritional support, help with schooling costs etc], nutritional supplements for those living with HIV [this is known to considerably extend the lives of those living with HIV], psycho-social support, and so on. 

There are three separate important gains from this:
· Individuals living with HIV will remain productive and continue to work for longer – from which everyone gains – society in general as well as the individual and the family.

· Families gain – all dependents, both the young as well as the old – from the fact that income from work will still continue to be earned [and food put on the table, the house maintained, and children supported in going to school]. This not only benefits the household but also the state and others [charities, churches, relatives] who are relieved at least for a time of the problems of support for those affected by HIV and AIDS.

· Children gain in that they stay in school and continue to receive economic and social support through family structures rather than through alternative mechanisms, such as orphanages where these exist. This is very important, not least in that there is evidence that inter-generational poverty is an important factor in the processes that lead to infection with HIV in succeeding generations. 

The State Gains

People continue to work, pay taxes, support their families and do not draw down state support services [such as those needed for support to children and families]. Of course, there will be the need to ensure that adequate access is given to health services in respect of generic drugs for opportunistic infections [these are now generally not expensive], and that psycho-social support is provided for individuals and families. 

The budgetary benefits to the State are likely to be considerable and undoubtedly exceed the costs of the services that need to be made available [they are in general supposed to be there anyway in respect of access to health services and basic drugs]. Not least of the gains to the State is the fact that production is not disrupted in key sectors [such as commercial agriculture, mining and tourism that generate employment, foreign exchange and tax revenues], and that key public services such as education, health and law and order are also sustained. These sectors also have their share of those infected with HIV, and maintaining situations where personnel remain productive for as long as possible is absolutely essential and efficient. This is because these sectors have major roles in the national response to the epidemic as well as their other essential economic and social functions.

It should also be noted that the State is a primary source of employment in many African countries and, if anything, tends to hire very large numbers of those with higher-level skills. The State has undertaken in the past substantial investment in education and training, including on-the-job training, and thus has a major interest in keeping its labour force productive for as long as possible. It is extremely costly to replace such labour, and thus establishing conditions where workers can remain productive for as long as possible makes obvious economic sense [UNDP/Government of Malawi, 2002]. 

The Private Sector Gains

The private sector gains from the fact that work is sustained and the benefit from the ongoing availability of skills to the enterprise is maintained. This means that firms will face lower costs [with less absenteeism and disruption of work, lower retraining costs, and higher productivity across the enterprise, because skills and experience specific to the firm will remain useful for longer]. A good employer will understand this and will ensure that personnel policy and other support services are in place to keep HIV-infected and affected employees productive for as long as possible [Vass, 2005]. 

Integrating HIV and AIDS in the workplace makes good economic sense, given the identifiable impact of the epidemic on labour supply [and thus on costs of production and distribution]. This may not appear to be the case in the early stages of the epidemic, in that HIV infection in the labour force will initially be masked and only be apparent as workers become sick and subsequently die. What this means is that enterprises need to be proactive early in their response to the epidemic so as to establish effective programmes for HIV prevention, and subsequently to adjust working practices through management change and reasonable accommodation of those affected so as to alleviate the impact on costs of production. None of these is easy to achieve, but is important if the gains from effective policies and programmes for HIV are to yield their full benefits both for enterprises and more generally for the economy and society. 

Generalized Benefits: Everyone Gains

Just as it is in the interest of a single country to establish policies and programmes that reduce the social, economic and political costs of HIV/AIDS for reasons given earlier, there are global reasons for multi-country responses. Furthermore, effective activities by one country will have spillovers that generate positive benefits/avoidance of costs to other countries with which it has relations, as already noted.

Thus, for example, it is in the interest of mining companies in South Africa to retain their labour force through implementing effective programmes of prevention and care and access to ARV treatment, and this simultaneously benefits countries such as Lesotho, Swaziland and Mozambique that are usually the sources of the South African mining labour force. It does so in at least four ways: 

· Firstly, workers continue in employment in South Africa rather than being repatriated to their country of origin, where they would otherwise become an additional cost to their home governments and families [including health care costs and support for dependents]. 

· Secondly, there would continue to be repatriated earnings to the labour-sending country that generates both support for dependents and potential tax revenues on incomes and expenditures for the government. 

· Thirdly, mining companies benefit from retaining their skilled and experienced workers, and this is increasingly important once infection rates with HIV become high and recruitment of new labour costly and constrained by labour market shortages. 

· Finally, the inter-country transmission of HIV is undoubtedly reduced where workers and their families are provided with support and treatment by mining enterprises, rather than being repatriated to their homes where they would become an additional source of HIV infection. 

This example of effective response in one country generating benefits elsewhere can be extended to many other situations where there exist actual and potential contacts, through economic, social and political channels, among African countries and between countries in the region and the global economy. This evokes the generalized notion of a global public good whose benefits reach across borders, generations and population groups. In an increasingly globalized and inter-dependent world, the potential for spread of epidemic impacts is increased through labour migration and labour mobility, as well as through other channels such as the deployment of foreign military personnel in response to increased levels of national and regional political insecurity. The latter has consequences in terms of displaced populations that are often forced across national borders, and thus may become a vector for the spread of HIV and other diseases to hitherto unaffected populations.

PART B: How is the Stock of Human Capital Affected by HIV and AIDS?
1. The problem:  loss of human resource capacity 

One of the most serious consequences of HIV/AIDS for sustainable development in Africa is the impact of the epidemic on human capital [Cohen, 2004]. HIV prevalence is concentrated amongst those in their productive (i.e. of working age between 15–45 years) and reproductive prime, and in certain key social groups. There is evidence that in mature epidemics in many countries of sub-Saharan Africa (SSA), more women are infected than men and that young women get infected at earlier ages than young men and thus lose more years of healthy life. There is also evidence that at the early stages of the epidemic, the risk of HIV infection seems to be, if anything, greater for those in higher educational and occupational groups than the less affluent, with important implications for the maintenance of both the stock and the flow of those human resources that require substantial social investment [Shisana, 2005; and World Bank, 2005]. While HIV prevalence may be highest in urban areas, it is nevertheless the case that absolutely the largest numbers of those infected are in rural areas in sub-Saharan Africa. 

Rates of HIV prevalence amongst adults in many countries in SSA are now in the range 15-35%, with even higher rates in some locations and cities. The severity of the epidemic affects all social and occupational groups, including both men and women, those with higher level skills and experience and those who are supposedly “unskilled”. Amongst the latter category are most of the rural population who in fact have very valuable and hard to replace task-specific experience and skills (e.g. farming, fishing, traditional housing construction, etc). 

Since HIV is concentrated amongst working people, most of whom also have important social roles (i.e. family support and socialization of children in particular), then there are bound to be effects both on this generation and on subsequent generations. It follows that not only is the structure within families changed by its experience of the epidemic, including gender roles, but that there are also very important issues to do with maintaining households as productive units. 

What can be concluded from the losses of human resources that are critical for regional and national development? 

Most obvious are the losses of human capital due to the epidemic – skilled, educated, unskilled men and women, in both urban and rural locations. An important concern therefore is how to sustain production in circumstances of high morbidity and mortality across wide swathes of the active labour force. Effective responses to HIV/AIDS in the region will have to deal with this fact: how can production be maintained in the face of ongoing and often severe losses of labour? Human capital losses can be particularly disruptive to development efforts, precisely because they are not confined to categories of labour that may be “easily” replaceable but also affect many categories of scarce supply of labour including supervisory and managerial [ILO 2004].
2. Public policy implications and the need for action
Losses of human capital due to AIDS present public policy-makers both at national and regional levels with a formidable development challenge. This implies, first and foremost that development strategies have to address the maintenance of productive capacity across many sectors of production in both formal and informal productive organizations – in both urban and rural locations. There are also effects at the micro level which have implications for public policy. Because households are integrally affected both as economic units as well as ones with important social functions, there is a need to sustain their capacity in the face of erosion of their economic base through losses of labour and reduction of productive assets. Furthermore, households are the primary organization for the socialization and care of children, and anything that erodes their ability to perform these roles will have effects that are inter-generational – on levels of poverty and on the skills and education of the future labour force.

But the effects on development are unfortunately not limited to the above, and there are at least three other main channels through which capacity is undermined by the epidemic and which have implications for public policy. These are as follows:
· The public sector in most African countries is the main supplier of essential goods and services, such as education and health, transport and communications infrastructure, police and military security, law and order, welfare services, etc. But since public administration and public enterprises will also lose human resources due to HIV and AIDS, the capacity to sustain production of public sector goods and services   will be undermined. The challenge then is how to maintain production under conditions of losses of organizational and human resource capacity? 

· Equally important are the general effects of the epidemic on fundamental conditions relating to security and law and order, including the maintenance of political authority and the functioning of associated organizations. It is unclear what the effects will be either directly though losses of human resources and indirectly through changes in capacity to deal with intensifying economic, social and political problems. In other words, one of the outcomes of the epidemic will be a loss of political authority and a further undermining of the capacity to address mounting problems.

· There is widespread evidence that the HIV epidemic has significant effects on the internal matrix of relations within social and economic organizations – at the level of households, private formal and informal enterprises, and the public sector. In part, this is due to the extremely disruptive effects on productive factors and relations caused by morbidity and mortality; these reflect losses of experience, management capacity and task-specific skills. In part, it is also the result of changes in morale within productive organizations due to the mounting level of mortality. The resulting outcome for many organizations – social and economic – is greater dysfunctionality allied to a greater inability to address and solve problems.  

Finally, there is the aggregation of all of these effects on development capacity, since these will in total be more than the sum of the individual components. This is the simple result of applying the concept of synergy in understanding and measuring the impact of the epidemic in total. HIV/AIDS undermines the efficiency of parts of the social and economic system, which in turn disrupts planning and production in other parts of the system. In the aggregate, the impacts are multiplied because of these “systemic” effects – including further reductions in capacity throughout the social and economic system. The implications of the foregoing for sustainable development are obvious [Cohen, 1998, 1999]. 
Not only are the kinds of projects and programmes to be implemented changed so as to meet the new priorities of countries that are deeply affected by the epidemic, but public policy-makers have now to deal with issues of how to maintain capacity in the face of multiple forces that are systematically reducing existing capacity. This is occurring in conditions, where as noted above, the capacity to address and solve problems is itself diminished by the losses of human resources and the associated reduction in problem-solving capacity. 

The magnitude and complexity of the development challenge posed by HIV/AIDS for individual African countries highly affected by the epidemic underline the case for greater regional cooperation in policy and action against AIDS. The following section provides an overview of regional responses to the epidemic in Africa over the past two decades, and assesses the extent to which these have been useful – both in terms of coordinating national efforts and mobilizing global support for regional and national action that are crucial for effective responses to HIV/AIDS in Africa.
PART C: Regional Responses to HIV/AIDS in Africa

With the greatest concentration of the global HIV/AIDS epidemic (over 70 per cent of the global infections), the situation in sub-Saharan Africa has occupied the attention of public policy-makers, the private sector and civil society at national and regional levels. African regional organizations and public institutions in the political, economic and social spheres have taken steps to respond to the epidemic, mainly by highlighting the negative impact on development objectives and targets and by committing member states to take action. 
The African Union
 Various declarations of commitment and plans of action to fight HIV/AIDS  have been adopted by the African Union (and its predecessor, the OAU) at its annual Assembly of Heads of State and Governments and special Summits since 1990: the Kampala Declaration (1990), Dakar Declaration (1992), the Tunis Declaration (1994), the Yaoundé Resolution (1996), the Lome Declaration (2000), the Ouagadougou Commitment of Action adopted by a special session of OUA Health Ministers (2000), the Abuja Declaration (2001) and the Maputo Declaration  (2003),  all  recognized the danger of HIV/AIDS and its devastating impact on African livelihoods and socio-economic development.

By far the most far reaching of these declarations was the Abuja Declaration on HIV/AIDS and Plan of Action which was the outcome of a special OAU Summit on HIV/AIDS in May 2001. At this Summit, which was held a month before the UN General Assembly Special Session on HIV/AIDS (UNGASS) and, as such, served as a forum for articulating a common African on position on the epidemic for the UNGASS, African leaders expressed serious concern about the impact of HIV/AIDS on “our socio-economic development, cultural practices, political stability, family structure, survival of our civilization, and …[particularly] in the context of globalization”, and  committed  resources  in the form of  a minimum spending target on heath by member states:

WE COMMIT OURSELVES to take all necessary measures to ensure that the needed resources are available from all sources and that they are efficiently and effectively utilized. In addition, WE PLEDGE to set a target of allocating at least 15 per cent of our annual budget to the improvement of the health sector. WE ALSO PLEDGE to make available all necessary resources for the improvement of the comprehensive multisectoral response, and that appropriate and adequate portion of this amount is put at the disposal of the National Commissions/Councils for the fight against HIV/AIDS .
The Abuja Framework Plan of Action identified 12 priority areas, including poverty, human rights, resource mobilization, leadership, partnerships, research and development, within which interventions should be made to control its spread on HIV/AIDS and mitigate its impact. It also included as annexes guidelines and mechanisms for implementation and for monitoring and reporting. Clearly, the approach of the Abuja Plan was comprehensive and multisectoral, and the Plan reflected the need for coordination at the national and regional levels.  African Heads of State and Government at their Summit in Lusaka in July 2001 recognized the Abuja Framework, together with the Millennium Summit Declaration and the UNGASS HIV/AIDS Declaration, as the key elements of a “strategic [HIV/AIDS] plan of action for the continent” which they mandated the OAU Secretariat to prepare. Out of this has now emerged the “African Union Commission HIV/AIDS Strategic Plan 2005 – 2007”.

The outline of this Plan which was finalized by the African Union Commission in December 2004 stressed that HIV/AIDS was a “continental emergency” and called for “accelerated action”. It emphasized harmonization and coordination of policies and action within the general framework of regional integration, and recognized the need to intensify resource mobilization, build global partnerships and strengthen human and institutional capacity in order to ensure an effective response across the continent. According to the outline, the AU Commission will assume the role of a “continental authority on HIV/AIDS”, with responsibilities for coordinating policy and implementation and carrying out monitoring. This leadership role is particularly challenging for the nascent AU Commission [inherited from the OAU Secretariat which was well known for its limited capacity]; in recognition of this, there is provision in the draft Strategic Plan for capacity strengthening within the Commission itself. As of now, the status of the Plan as an official AU blueprint and a basis for action is unclear, although it was stated that in the outline that a detailed budget for the three-year implementation period was under development. What is clear from the draft is that this latest effort at a continental plan of action to combat HIV/AIDS is again affected by delays, resource constraints and the weakness of policy. 
NEPAD

The New Partnership for Africa’s Development (NEPAD), which was launched in 2001 as an initiative by African leaders to promote sustainable growth and development in the continent, has health as one of its priority areas in the context of poverty reduction. Initially, not much attention was given to HIV/AIDS within the original “Health Strategy of NEPAD” drawn up in September 2003, which is quite surprising at a time when over 25 million Africans were living with HIV, about 3 million were newly infected annually and close to 2.5 million were dying of AIDS each year. It is hard to understand how NEPAD could remotely aim to achieve its development goals without adequately and strategically addressing the epidemic. AIDS is now the leading cause of death in sub-Saharan Africa, and the economic and social costs of the epidemic are hampering development efforts. As the major regional initiative to reduce poverty, with the recognition by the G8 and Africa’s main development partners as such, NEPAD should mainstream HIV/AIDS into programmes to address the epidemic not only as a health issue but as a development problem. 

Specific policies and targeted programmes will be required to make sure that HIV/AIDS is not peripheral to the sectoral priorities of NEPAD. Recent G8 Summits and the UK Africa Commission have highlighted the serious threats posed to African development by HIV/AIDS, and  their interactions with NEPAD (e.g., through the African Partnership Forum) have contributed to more attention now being given to AIDS in a developmental context by NEPAD. There is still, however, the issue of the institutional relationship between the NEPAD Secretariat and the AU Commission, which needs to be clarified with respect to the planning and coordination of HIV/AIDS policies and programmes; otherwise, there could be costly overlaps and duplication of efforts and even conflicts. This situation should, hopefully, be resolved with the proposed absorption of the NEPAD Secretariat into the AU Commission.

SADC
The Southern African Development Community (SADC), which was set up to promote trade liberalization and economic integration among its member states, covers  the region that is most highly affected by HIV/AIDS  in Africa and in the world. The epidemic threatens the development gains of regional integration and progress toward sustainable growth in the SADC region, and its leaders as a group seem to understand the need to integrate HIV/AIDS in the core objectives and programmes of SADC – as witnessed by public statements and commitments. In calling for action at the regional level, the Council of SADC reported that: “member States also recognized and appreciated that HIV/AIDS represent a major threat to the objectives of SADC” and “therefore agreed that combating of HIV/AIDS … should be included in SADC priorities”. 
SADC’s “Strategic Framework and Programme Action, 2000-2004”evolved from “the deepening concern within SADC at the scale and impact of the epidemic on all aspects of social, economic and political life, and the need to respond  strategically and multisectorally at regional level”,  but the Plan did not address the problem in a comprehensive manner and as a development issue. This realization led the subsequent development of another “Strategic Framework and Plan of Action for 2003-2007”, which was adopted at a special Summit on HIV/AIDS in Maseru, Lesotho, in July 2003. The new Strategic Framework was seen by SADC leaders as a response to the development challenge of HIV/AIDS in an era of rapid globalization. It identified what can best be done at the regional level in terms of harmonization and coordination of policies and technical cooperation, and emphasized that effective regional cooperation resulted in economies of scale that facilitated the achievement of public goods in areas such as training, codes, information dissemination, project design, mobilization of resources and capacity development and access to ARV drugs.

The aim of action by SADC at the regional level is not to supplant action at national level, but rather to provide support for national response in a coordinated and harmonized manner. The approach of the SADC strategy is to convince member states that HIV/AIDS is a development challenge, and to make them understand the important causal determinants and adverse consequences of the epidemic in terms of its linkages with structural conditions of poverty, income and gender inequality, etc. These are the conditions which also constrain the ability of countries to respond effectively to the epidemic at all levels. Insofar as the epidemic is undermining the achievement of sustainable development in the SADC region, the adverse consequences will intensify in the coming years unless policies and programmes are put in place to mitigate the impact of AIDS on poverty, economic growth and social progress.
African Development Bank

As a major regional development finance institution, the African Development Bank (ADB) has been conspicuously absent from regional efforts to fight HIV/AIDS. Whatever funds that have been come from the ADB to fight HIV/AIDS in the region have been in the form of loans to member States under the Bank’s Health Sector lending programme. There is no special HIV/AIDS regional initiative or project within the Bank’s operational programme, even though its region of operation has the greatest concentration of the epidemic in the world and some of its member States are among the worst affected globally. Even in addressing in HIV/AIDS within its health sector programme, the ADB has not made put forward policies and guidelines for linking loans to effective responses or policies to mitigate the impact of the epidemic on development, through issues more broadly related to health outcomes such as poverty and nutrition. What is needed by the ADB, even in the narrow context of addressing HIV/AIDS as a purely health sector concern, is an ability to relate health outcomes to development performance and to identify lessons of effective performance, in order to better guide the work of the Bank in the area of health and development.

Regional responses to HIV/AIDS in Africa, as summarized above, indicate that there is sufficient awareness among African leaders that the epidemic has the potential to disrupt the smooth functioning of economics and social systems in ways that could hold back sustainable growth and development. What so far has been crucially lacking in these regional responses is the actual commitment and action by governments to address HIV/AIDS as an emergency and in a comprehensive and strategic manner, as called for in various regional declarations and resolutions which they had endorsed. In addition, many governments in the region still do not recognize the mutual benefits to be derived through regional coordination of HIV/AIDS policies and plans; this is all the more important, given the global nature of the epidemic and its regional concentration within the African continent.

Lack of effective response may not be due only or mainly to lack of political will and commitment to act urgently and strategically. As already outlined in Part B, the impact of the epidemic on human resources in Africa is severe and this is creating a capacity problem. The epidemic is reducing the stock of human capital (trained professionals, skilled and unskilled workers), as well as reducing the capacity to maintain the flow of those with needed skills and training through its impact on the education sector. There is mounting evidence within African countries hard hit by the epidemic of a lack of capacity to develop and implement comprehensive and multisectoral responses, as called for in resolutions and declarations of regional bodies and as is necessary for integration of HI/AIDS within national development plans and programmes. There is the problem of financial resource constraint, which affects the ability to respond effectively to HIV/AIDS at all levels in Africa. UNAIDS has estimated that Africa would require 7 to 10 fold the resources currently available for HIV and AIDS in the region annually to be able to control and halt the spread of the epidemic by 2015 as targeted in the Millennium Declaration.
UN Agencies
Regional response to the epidemic in Africa has been supported by contributions from UN agencies mainly through UNAIDS Secretariat and its co-sponsors including the World Bank, WHO, UNDP, UNICEF and ILO. This support has taken the form of specific Africa regional HIV/AIDS initiatives and partnerships with African regional organizations. UNAIDS  has cooperated with the OAU/African Union to establish first the “International  Partnership against AIDS in Africa” and, more recently, the “AIDS Watch Africa”: both of these initiatives were designed to serve as mechanisms for promoting greater coordination among countries and to provide technical assistance with capacity strengthening at country level and in regional institutions. The UN Economic Commission for Africa (ECA)) which was mandated to set up a Commission on HIV/AIDS and Governance in Africa (CHGA), which has just finished its work.
The ILO has collaborated with its tripartite constituents (governments, employers and workers) in Africa to address HIV/AIDS as a workplace issue and, as such, a development challenge. The impetus for the ILO’s Global Programme on HIV/AIDS and the World of Work came from a special meeting of its African constituents in Namibia in 1999   on the impact of HIV/AIDS on employment and the labour market. Since then, ILO has provided technical assistance to OAU/AU Labour and Social Affairs Commission on an ongoing basis, and to SADC and ECOWAS for the development of guidelines (based on the ILO Code of Practice on HIV/AIDS) to manage HIV and AIDS in the workplace, focusing on the problems of discrimination and stigma, employment security and access to treatment for workers. Following a resolution on HIV/AIDS adopted at the 10th ILO African Regional Meeting in Addis Ababa in 2003, sub-regional HIV/AIDS workplace specialists based have been recruited to serve in the region and provide technical assistance to the tripartite constituents in Africa. HIV/AIDS is now mainstreamed into all major ILO programmes and activities both at headquarters and in the field
The WHO “3 x 5” global treatment initiative has a particular significance for Africa, since this is the region that has the greatest difficulty to access AIDS treatment. Many African countries are included in the “3 x 5” initiative, and the WHO is paying particular attention to the issue of the recruitment and retention of health sector workers in African countries as an integral part of the initiative. There is a need for more financial resources for the “3 x 5” to meet the pressing demands from African countries for help with accessing treatment. So far, it seems that WHO has to compete for resources with other international institutions and global health initiatives – some of whom are less able and competent to address access to treatment for poor countries. The technical competence and mandate of the WHO, as the premier global heath body with over fifty years of experience in health and related development fields, suggest that steps should be taken to ensure that HIV/AIDS initiatives by the WHO are not starved of resources.
The World Bank’s “Multi-Country AIDS Program for Africa” (MAP) was developed in partnership with UNAIDS in 2000, with the goal of providing financial support to national HIV/AIDS programmes. MAP is a partnership between the Bank and African countries. The programme provides money and technical assistance to address the entire spectrum of interventions from prevention through ARV treatment to care and support, with emphasis on a multisectoral response and the strengthening of capacity and knowledge exchange. Over 25 African countries have been approved for MAP funds, with the bulk of financial commitments going to the SADC region. However, actually disbursement has been rather slow, mainly due to a combination of bureaucratic constraints [on the part of the Bank] and lack of capacity in affected countries. The World Bank also provides grants to low-income countries in Africa to combat HIV/AIDS; most of this is through the Bank’s concessionary lending facility, IDA. In addition, IDA has provided a substantial grant to establish a regional health sector capacity-building programme in HIV/AIDS prevention, treatment and care (ARCAN). This programme supports a network of sub-regional “learning sites” to expand training of healthcare practitioners in African countries.

The Global Fund to Fight AIDS Tuberculosis and Malaria (GFATM) is a global public-private partnership established as a G8 initiative in 2002. It is dedicated to raising and disbursing large amounts of additional finance by countries in the region to prevent and treat HIV/AIDS (and the other two pandemics). Africa has been a major “recipient” of Global Fund money for HIV/AIDS, but the impact on effective response has so far been minimal for a number of reasons. The Global Fund has hardly been involved in the planning, execution and monitoring of projects that it funds, and this contributed to the current situation in Africa wherein many grant approvals have not progressed beyond the preparatory phase. Furthermore, the Global Fund’s procedures are cumbersome and protracted, and do not reflect the emergency nature of the HIV/AIDS problem in many African countries. There are now indications of some improvement in the added value of Global Fund’s support to African countries, partly as a result of changes in the Global Fund’s policy and operational modality [to pay more attention to capacity and institutional issues vital to the execution and monitoring of projects] and partly due to demands by African countries to have more say in the planning and managing of disbursements.
Conclusion
The overall aim of this paper has been to show how a public goods approach to an epidemic such as HIV/AIDS helps in understanding how extensive are the costs to individuals and to societies of public policy failure to respond in a timely and effective way. While HIV/AIDS is concentrated in the poorest regions of the world, and these are the countries most constrained by lack of resources in responding comprehensively, it is also the case that largely marginalized populations in rich countries are also experiencing higher levels of HIV-related illnesses [and the related personal and socio-economic costs]. There exists, therefore, a common set of interests, and very belatedly the rich countries have seen how important it is that they provide increasing levels of resources to countries and regions most affected – primarily Africa and Asia. But all regions are affected to some degree by the epidemic of HIV.

In a globalized world everyone gains from effective policies and programmes that deal with the causes and the consequences of epidemics, and everyone loses when conditions for the transmission of HIV remain largely uncontrolled. The costs of inactivity are not confined to deteriorating states of health nationally, regionally and globally, but through economic and other channels can generate significant generalized impacts for everyone.  Thus globalization not only intensifies the conditions under which epidemics can thrive, especially through its effects on poverty and unemployment and through related higher levels of labour mobility, but it also ensures that the impact spreads far and wide throughout the world. Hence the need for global responses to the multi-faceted impacts of HIV/AIDS. 

Africa has borne the brunt of the impact of HIV/AIDS and countries have struggled to develop and implement effective policy responses. In part the public policy delays have reflected resource constraints, but the weakness of policies and programmes have also had their origins in failures of perception – an unwillingness to accept that everyone is affected by HIV/AIDS and that everyone gains where development is sustained. What we now witness, as is shown in Part C of the paper, is a recognition that global support for regional and national action is central to effective responses in Africa. Responses from which everyone gains – both rich and poor countries – the classic case of Pareto optimality.
The experience of African countries in fighting AIDS has also shown that there is a need for “constructive regionalism”, first, in the sense of Africa engaging with other parts of the world as mutually-benefiting partners, and second, in the sense of Africa developing and strengthening its regional structures and institutions which will serve as building blocks for participating effectively in a global framework of cooperation. But it is important also that cooperation at international and regional levels should be accompanied by a good governmental framework, sufficient commitment and adequate capacity at national level, so that African countries can benefit from the provision of global public goods and opportunities created by globalization.
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