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Members of the European Parliament, Ladies, Gentlemen, Friends,

I would like to begin by thanking Mr. Paul Lannoye for gathering us all here today to discuss ways to remove one of the largest obstacles to development and the eradication of poverty in Africa – HIV/AIDS. It is an honour to be included in a programme filled with so many esteemed speakers.
We have all heard the statistics on AIDS in Sub-Saharan Africa. Nearly 27 million are now living with HIV, more than 15 million are already dead from AIDS, and more than 11 million children have lost at least one parent to the epidemic. Sometimes I think the numbers are simply too big to comprehend. It is like trying to imagine the true distance between the Earth and the Sun. 

But on the ground, one sees the human faces behind these statistics – the suffering. My job with UNAIDS requires me to regularly travel to the high-prevalence areas of Africa. When I see the faces of orphaned children, the broken families, the villages struggling to cope with a quarter of their adults sick and dying, the impact of AIDS and the plight of its victims are crystal clear. These experiences fill me with both anger and passion. Allow me to share some of this anger and passion today. 
Recently, in the Democratic Republic of Congo, I visited a blood centre struggling to mobilize enough resources to test donated blood in the war-ravaged country. Nearly 80% of the blood used in transfusions is currently untested. Seventy-five percent of this blood is injected into the veins of sick or wounded children. Adult HIV prevalence is about 5%, so every child in need of a transfusion is forced to play a game of Russian roulette with HIV infection. 
In October, I visited a hospital in Sudan’s southern city of Juba, where people can go for an HIV test. However, it takes eight to nine months to receive the results. Eight to nine months! Anyone who has taken an HIV test knows that it takes a lot of courage to do so. Can you imagine the torture of having to wait so long for the result? I am sure many never get the result at all. A basic tool of both prevention and treatment – knowing your serostatus – is dysfunctional. It is terrible.

In Uganda a few years ago, I met a young girl. She had been abducted by one of the country’s most brutal rebel groups, the LRA. She was repeatedly raped by these soldiers. One day, during a gun battle with the Ugandan army, she escaped. I met her in a Kampala hospital, pregnant and HIV positive. Back then discrimination against people living with HIV was even worse than it is today. She had been abandoned by her family and her friends. She asked me: “What did I do to deserve all this suffering?”
Many of the people I meet in Africa – both the victims and those who are supporting them – ask similar questions: Why has this virus been allowed to spread virtually unchecked? Why is Africa denied the medicines widely available in wealthier countries? Why does Africa still wait for adequate assistance from the developed world? 
In 2002, almost US$1 billion was spent to fight HIV/AIDS in sub-Saharan Africa.  This figure is a big increase compared to the US$400 million spent in 2000, but it is still only half of the US$2 billion that was needed for basic prevention and treatment services. In 2005, as the virus spreads farther and kills even more people, it is estimated that US$5 billion will be needed for basic services. While this financial gap is easiest to express in dollars, it is perhaps more appropriately expressed by the massive gap in prevention and treatment services. For example:

· The present supply of condoms in Africa, where the epidemic is overwhelmingly driven by sexual transmission, amounts to approximately three condoms per year for each adult male.  
· About 70,000 Africans – out of more than 4 million in need – have access to antiretroviral treatment.

· Only 1% of HIV-positive, pregnant African women receive treatment to prevent the spread of the virus to their unborn children.

As these statistics show, too many Africans are left exposed to HIV/AIDS. They do not have the education, they do not have the tools of prevention, they do not have the medicines. As a result, the epidemic is not levelling off, even in the most-affected countries. In Southern Africa, adult HIV prevalence in nine countries is more than 20%. In two countries – Botswana and Swaziland – it is nearly 40%. About 30% of people living with HIV/AIDS worldwide live in this sub-region, an area that is home to just 2% of the world’s population. There we can see clearly the parallel tragedies of AIDS. Our worst nightmares from just a few years ago are unfolding right before our eyes. The disease is not only crippling development, it is reversing development. In Botswana, where development efforts and a strong economy once pushed life expectancy over 65 years, adult HIV prevalence of nearly 40% has caused a plummet in life expectancy to about 40 years. The decline is much the same for Zimbabwe, Swaziland and Lesotho. AIDS is robbing an average of 25 years from people’s lives 

AIDS is also leaving these countries more exposed to natural disasters – droughts, floods and famine. In Southern Africa in 2002 and 2003, we have seen how coping strategies to periodic drought that have developed over hundreds of years are now being rendered useless. Food crises and famines usually claim the very young and the very old as their primary victims. But HIV infects and weakens the heads of farming households – fathers, mothers, young men and young women who are in the prime of their productive lives. When faced with food shortages, the drop in nutrition causes the progression from HIV to full-blown AIDS to quicken. A farming family’s chief producer falls ill just he or she is needed most. The rest of the family is forced to invest its scarce resources and time treating and caring for the individual. When death inevitably occurs, orphans are left to struggle alone or are cared for by grandparents and extended families. Dependence increases. Vulnerability increases. The food crisis deepens. The entire agricultural backbone of the affected country weakens and threatens to break.

The effect of AIDS on health, education and governance is similar. In South Africa, an estimated 17% of primary health-care workers are infected with HIV, according to a recent study. In Swaziland, the ministries of Finance, Economic Planning and Development expect to lose one-third of their staff to AIDS by 2021.  And in many high-prevalence countries of Africa, it has been demonstrated that teachers are dying faster than they can be trained, and that children orphaned by AIDS are less likely to stay in school. Basic social services are crumbling right in front of our eyes. It is impossible to build a nation when the farmers, teachers, doctors, business managers and civil planners die before they can achieve a critical mass of productivity and experiences to be passed on to the next generation.

This is the exceptionalism of AIDS. By selectively killing young adults, AIDS removes the keystones of developing societies. The surviving children are less likely to be well-nourished, to have access to proper sanitation, to attend school. These conditions make these children even more vulnerable to HIV infection. The vicious cycle not only continues; it builds momentum. Most diseases and natural disasters create their own brutal equilibrium, a self-regulating mechanism that eventually allows societies to develop coping strategies. But not AIDS. Virtually all its impacts serve to weaken our defences and accelerate its spread. 

This exceptional disease requires an exceptional response. We can no longer embark on development or humanitarian assistance that does not mainstream HIV/AIDS prevention and treatment. During the 2002 food crisis in southern Africa, the Regional Inter-Agency Coordination and Support Office, also known as RIACSO, effectively coordinated the humanitarian work of nine UN agencies and massively increased the UN system’s understanding of the role HIV/AIDS plays in increasing vulnerability to crisis. For example, a vulnerability assessment in Zambia showed that farming families with a chronically ill head of household planted 53% fewer crops than healthy families. When one considers that one in every five Zambian adults is infected with HIV, the importance of mitigating the impact of AIDS and preventing new infections as the overall food shortage is dealt with is crystal clear. Sadly, the donor response to the UN Consolidated Appeals for the region in 2002 and 2003 was overly focused on meeting the food needs, rather than addressing the underlying causes of the crisis. Unsurprisingly, the food crisis is being steadily contained, but the long-term AIDS and development crises remain. 

Ladies and Gentlemen,

This business-as-usual approach must come to an end! I am pleased say that the entire UN system has come to this realization and has pledged to act. In July, the directors of UN agency regional offices in southern and eastern Africa pledged in writing to embark on a major intensification of UN support to national HIV/AIDS responses in the sub-regions. The World Food Programme recently became the ninth Cosponsor of UNAIDS, and WFP Executive Director James Morris later announced that the organization is shifting its aid efforts in Southern Africa from providing traditional emergency food aid to providing HIV/AIDS-related assistance.

And last month, the chief executives of UN agencies met in New York and endorsed a strategy paper that outlines five fundamental ways the UN can rapidly improve its response to the triple threat of HIV/AIDS, food insecurity and weakening governance capacities in southern and eastern Africa. Allow me to quickly highlight these five points:

· First, place households and communities at the centre of research and analysis, as well as programme design, implementation and evaluation.

· Second, embark on simultaneous humanitarian and development action to address both the short-term shocks and the long-term challenges.

· Third, accelerate capacity development in a broad range of government and non-government sectors.

· Fourth, scale up programming targeting women in acknowledgement of the fact that African women are disproportionately affected by HIV/AIDS.

· Fifth, adopt a livelihoods approach that address the root causes of vulnerability in countries with generalized HIV/AIDS epidemics.

The UN is committed to changing the way it approaches high-prevalence countries. Now we need the donor community to follow suit. Last year, the scale of the crop failure caused donors to place southern Africa on their priority list, and they were able to access funds from their humanitarian aid budgets.  But now the food crisis has been contained and donor interest this year is falling off. AIDS is being allowed to fester. I fear the scale of the next food crisis in the region could be cataclysmic. We must not allow the fate of the international response to AIDS to be a tragic case of too little, too late. Certainly too little has been done in the past, but it is not too late. 
Africa herself has proven that she is ready to scale up the AIDS response. The successes of Uganda and Senegal are being emulated in many more countries. Thirty-four percent of HIV-positive pregnant women in Botswana now receive prevention and treatment services.  National policy and community-based programmes across Malawi are confronting the issue of children orphaned by AIDS.  Cameroon has used debt relief funds to rapidly increase the provision of antiretroviral treatment from just a few hundred people to more than 7,000.  South Africa has recently taken the courageous decision to begin public provision of antiretrovirals. In Eritrea, uniformed services are not only learning HIV prevention, they are also teaching their communities about prevention.  And across the continent, civil society is provoking fundamental changes in the AIDS response.  
These advances fill me with hope.  They reaffirm my faith in Africa’s ability to overcome AIDS. 
African efforts – on the streets, in homes, in ministries and Parliaments – are smashing the old myths: the myth that there is no capacity for change; the myth that more resources cannot be absorbed; the myth that investing in treatment is throwing good money after bad; and the myth that behaviour change will never work.













I am very enthusiastic, but I am also wary. With the advent of the Global Fund, the increased UN system attention to AIDS and the sharp – and hopefully sustained – rise in bilateral assistance, 

harmonization of our activities and joint accountability has never been more important. Vertical, piecemeal approaches waste precious resources. It is time for donors of all types – multilateral, bilateral and philanthropic – to formally agree to work together under national leadership. In this respect, UNAIDS, with the help of its major multilateral partners and African AIDS officials, has identified three principles that we feel must be adhered to as international support to national AIDS responses expands:

· One agreed HIV/AIDS Action Framework – a national strategic plan – that drives alignment of all partners.

· One national AIDS authority, with a broad-based, multi-sector mandate.

· One agreed country-level monitoring and evaluation system.
These “Three Ones”, as we call them, are the foundation of constructive coordination. One plan, one national authority, one system to monitor and evaluate the progress of our coordinated efforts to carry out the plan. One of our big challenges in the next two years will be the coordination of the WHO and UNAIDS campaign known as 3 by 5. The challenge will not only be the equitable provision of treatment to 3 million people in low- and middle-income countries by the end of 2005. The challenge will also be ensuring that prevention efforts are scaled up alongside the 3 by 5 campaign. Some say that 3 by 5 means we are turning our back on prevention. Of course, we cannot forget about prevention!  Prevention and treatment are two sides of the same coin.  Prevention slows the spread of HIV, and antiretroviral treatment blunts the impact of AIDS. Only the rapid scale up of treatment will allow the countries of southern and eastern Africa to prolong the lives of enough teachers, doctors, civil servants and political leaders to not only ensure that these people pass their skills on to the next generation, but that the next generation receives enough education, guidance and love from its parents to give it a real chance to avoid HIV infection. The downward spiral of deepening sickness and deepening poverty can be broken. Africa, however, needs our help to do so.

Thank you.
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