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ABSTRACT

HIV/AIDS policies have become a signiﬁcant and controversial issue
in Mozambique in recent years. The extent of the disease, along with a massive
involvement of the donor community and a committed response by
Mozambican authorities, are the main drivers of these policies. In the
framework of the new aid architecture, donors are expected to encourage
recipient country ‘ownership’ of development policies through new
aid instruments like budget support or sector-wide approaches. However,
HIV/AIDS policies in Mozambique are highly inﬂuenced by donors, because
an exceptionally high proportion of the ﬁnancial resources and policy
formation comes from them. In this article we assess the extent of HIV/AIDS
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and its effects in Mozambique, and analyse the successes and shortcomings
of the policies to ﬁght the disease, emphasising the role of donors. We end by
exploring possible ways to increase ownership and effectiveness.

INTRODUCTION

HIV/AIDS has been one of the most discussed issues in sub-Saharan
Africa (SSA) in recent years, not only from a medical perspective, but
also in terms of its effects on development. How the international aid
system has reacted to the emergence of HIV/AIDS within the context of
the global health agenda is a relevant and contentious issue. More than
two decades after the beginning of the epidemic in SSA, the latest
available ﬁgures show that today this is the world’s most affected region.
Exceptionally high rates of prevalence of the virus and its high rates of
mortality mean that the disease has become the main cause of death in
SSA. This has led to unprecedented falls in life expectancy in a number
of SSA countries.
As a result, the approach to HIV/AIDS in SSA countries has shifted
from seeing it principally as a health problem to seeing it as an obstacle
to development. It has signiﬁcant socio-economic effects on households and on a number of economic sectors, as well as on the supply of
and demand for basic public services. A particularly disturbing feature
is that as many as % of the infected population are women.
Consequently, the global ﬁnancial response to HIV/AIDS in Africa,
particularly Southern Africa, has been massive, leading to a complete
reconﬁguration of the aid industry in the region. Myriad well-funded
new actors and international initiatives, including The Global
Fund, have proliferated to deal speciﬁcally with HIV/AIDS. This
expansion in the number of actors involved in HIV/AIDS policies in
Southern Africa, together with other features of the global response
such as its top-down approach to policies, and its preference for
vertical targeting on just one disease or a handful of them, to some
extent contradict the Paris Agenda, one of the foundations of the new
aid architecture.
The Paris Agenda, set up in  and reinforced in  with the
Accra Agenda of Action, establishes four operating principles designed
to achieve greater effectiveness in aid delivery: ownership, alignment,
harmonisation and mutual accountability. However, serious shortcomings appear in applying its principles to global health issues.
Development agendas of recipient countries are highly inﬂuenced by
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donors, and instead of prioritising a horizontal development of public
health structures, these privilege vertical targeting centred on particular
diseases. This vertical approach deters alignment by donors to
recipients’ policies, as local structures are not ﬂexible enough to
relocate resources to combat just one or a few diseases. Vertical programmes also tend to create parallel structures, contributing to the
fragmentation of health resources and thus often to a decline in
equitable access to basic health services (Schreuder & Kostermans ;
Unger et al. , ). One proposed solution to this, harmonisation
(the establishment of common arrangements among donors), gives
the donors even more bargaining power, as they tend to set up
coalitions, like the International Health Partnership (known as IHP +),
established in  to increase inter-donor coordination (Sridhar :
).
It is important to understand why global health issues are addressed
mainly through vertical funds. Since the shift to a poverty-reducing
approach to aid policies at the end of the s, social issues have been
prioritised in the new aid architecture, as the Millennium Development
Goals show. Thus, donors need to measure progress in order to satisfy
taxpayers. But data collection mainly occurs in relation to diseasespeciﬁc causes of death, the empirical effects on life expectancy of
investing horizontally in public health systems are hard to observe, and
so vertical approaches have been favoured by donors (Sridhar :
). In addition, the growth of certain communicable diseases and
the World Bank’s strong inﬂuence on the approach to health policies,
based on cost-beneﬁt analysis and privatisation measures, also favour
vertical targeting. So does the assertive role of major donors, who see
this approach as producing faster results and fewer problems for
management, control and fundraising (Cueto ; Magnussen et al.
; Msuya ). In sum, the approach to the ﬁght against HIV/AIDS
is mainly vertical and highly controlled by foreign donors despite the
spirit of the Paris Agenda.
This is not to say that HIV/AIDS policies in SSA correspond only to a
Western agenda. The disease and its consequences are real (although
there are some deniers), and there is a genuine response from local
governments and civil society. But the inﬂuence of donors on the
formation of public health policies and in the prioritisation of public
health objectives in Southern Africa is strong. In this article we examine
the most recent trends and initiatives in HIV/AIDS policies in
Mozambique, and the inﬂuence of foreign development agencies in
these policies.
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THE BACKGROUND TO HIV/AIDS POLICIES IN MOZAMBIQUE

The tendency to see SSA as a whole can be misleading. It is necessary to
stress that detailed, disaggregated data show that there are signiﬁcant
differences between and within individual countries in SSA when it
comes to the impact of the disease. It is thus important to carry out case
studies because they shed more light on the key features of the impact of
HIV/AIDS, so that public policies can be better informed. Given that
Southern Africa is the region most affected in the world, most of the case
studies analysing the consequences of the HIV/AIDS pandemic and the
suitability of the policies implemented against it concentrate on this
region. Studies on Mozambique, however, remain scarce.
Although Mozambique is not one of the countries in the region with
the highest rate of prevalence, it does raise interesting questions for the
analysis of HIV/AIDS policies. For instance, the country is surrounded
by others with higher prevalence rates, with the result that there are very
high infection rates along cross-frontier transport corridors. After the
end of the civil war in October , when refugees started returning
from neighbouring countries, there was a sharp increase in the infection
rate. The fact that the epidemic developed later in Mozambique than in
many of its neighbours should have allowed the country to draw lessons
from them about how to ﬁght it. However, it is difﬁcult to judge the
success of the policies pursued up to now. In Mozambique, as in other
countries of the region, we ﬁnd a complex combination of negative and
positive features: on the one hand, the drastic extent and effects of the
disease and the structural problems which make it so hard to tackle; on
the other, the real progress which has occurred in recent years in a
variety of areas.
With a current Human Development Index of ·, Mozambique is
placed at  out of the  countries in the UNDP’s ranking, even
though its HDI score has steadily increased from · in  to ·
in  (UNDP ). Poverty is widespread: in  it was estimated
that ·% of the population lived below the national poverty line
(World Bank ). Mozambique is not classiﬁed as a fragile state by any
major international body, but it is certainly a weak post-conﬂict state,
which faces severe structural difﬁculties in providing basic social services.
Civil society in Mozambique is emerging, but still lacks the capacity to play
an active role against the pandemic in the short term. The lack of
provision of basic needs is especially notable in rural areas where ·%
of the population lives (estimates for ), and where infrastructure
and access to basic social services are severely limited (World Bank ).
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FIGURE 
HIV/AIDS-related ODA from DAC countries to Mozambique, –
Source : Made by authors based on OECD-DAC ().
Note : Figures are gross disbursements in constant  US$.

With the end of the war, the government’s policy of greater
international openness was reinforced, and soon Mozambique became
a ‘donor-darling’ by virtue of its post-war situation and its engagement
with orthodox economic policies. These developments led to a high
level of dependence on the donor community. Public ﬁnance depended
on foreign aid, and policy making was increasingly inﬂuenced by donors
(Manning & Malbrough ). In particular, HIV/AIDS-related aid
increased dramatically in a very short period of time, in both absolute
and relative terms (see Figures  and ), thus deeply inﬂuencing public
health policies. Under such circumstances, channelling increased
amounts of aid through local health structures (‘alignment’, in the
jargon of the Paris Agenda) creates problems, because these structures
lack the ﬁnancial and technical ability to make good use of the money in
the short term.
The massive presence of development agencies has made it necessary
to have greater coordination of their frequently differing agendas
and strategies. Under the inﬂuence of the new aid architecture, many
development agencies have begun to change their modus operandi,
turning Mozambique into a ‘laboratory of international aid’.
The presence of global health issues in this ‘laboratory’, speciﬁcally
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FIGURE 
HIV/AIDS-related ODA from DAC countries as a percent of total ODA
from DAC countries to Mozambique, –
Source : Made by authors based on OECD-DAC ().
Note: Calculations made out of gross disbursements in constant  US$
million.

HIV/AIDS policies, is not as strong as it is in other neighbouring
countries, but it is signiﬁcant.

THE GOVERNANCE OF MOZAMBIQUE’S HEALTH SYSTEM AND
THE ROLE OF DONORS

After independence in , the Mozambique government’s commitment to improve basic public services led the health sector to be
considered one of the most advanced on the continent. Crucial ﬁnancial
support came from various friendly governments, and solidarity networks in Western countries. The – civil war, however, destroyed a
large part of the health infrastructure, both hard (facilities) and soft
(human resources), weakening the supply side. But demand grew due to
the serious deterioration in living conditions.
Post-conﬂict reconstruction included the health infrastructure
and the launching of measures to raise the number of medical and
paramedical staff, as well as the reinforcement of planning and
management capacities in the health sector. This plan also aimed to
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raise the quality of health care from its existing low level, and to extend it
territorially in order to reach the estimated % of the population
without any access to the health system, or whose health centres were
inadequate. Exclusion from the health system is signiﬁcant in rural
areas, where transport and communications infrastructures restrict
access to health facilities. Low levels of literacy, and local beliefs and
customs, cause people to ﬁrst seek help from traditional medicine
(MAEC ; UNDP ).
Mozambique’s health system was initially highly centralised, with low
ﬂexibility, and insufﬁciently dynamic to ensure that ﬁnancial resources
reached the geographically farthest points of the system where they were
most needed. In order to increase efﬁciency, the government has
recently begun a process of deconcentration of the structure of the
public sector, transferring the management of health services to the
provincial and district levels though without major decentralisation
of decision-making, planning and public ﬁnance management.
The Provincial and District Health Directorates are in charge of the
implementation of health plans and programmes, even though main
decisions about resource allocation or overall planning remain
centralised in the Ministry of Health (Ministério da Saúde, MISAU).
There is little consultation with local bodies. This centralisation causes
frequent ﬁnancial stress in these local bodies, due to delays in the
transfer of funds, and further worsening of the quality of services.
Despite these shortcomings, the country’s health system planning has
improved. MISAU has drawn up strategic plans for the health sector
(Plano Estratégico do Sector Saúde, PESS --), as well as national
strategic plans to combat HIV/AIDS (Plano Estratégico Nacional de Combate
ao HIV/SIDA, PEN I, PEN II and PEN III). Improvements have been
made in the management of donor contributions in the health sector by
means of using sector-wide approaches (SWAps). This has led in recent
years to a growth in the budgetary funds allocated to the health sector,
through the state budget, the Common Provincial Fund, the Common
Fund for Medicines and the General Common Fund PROSAUDE along
with other external forms of ﬁnancing (see Table ).
During the s, donors (both public and private) allocated their
health sector aid mainly by means of projects and vertical programmes,
which led to an absence of coordination between them in terms of
objectives and accountability standards. In order to increase efﬁciency,
donors began at the end of the s to introduce new forms of aid
in Mozambique, using what came to be called programme-based
approaches (PBAs). In particular, in  the ofﬁcial Swiss Agency for
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TABLE 
Selected indicators of health expenditure in Mozambique,
surrounding countries and sub-Saharan Africa
External resources for health as
% of total expenditure on health

General government expenditure on
health as % of total government
expenditure


·
·
·
·
·
·
·
·


·
·
·
·
·
·
·
·

Mozambique
Zambia
Swaziland
Malawi
Zimbabwe*
South Africa
Tanzania
Sub-Saharan
Africa

Source : WHO . Data for the aggregate ‘Sub-Saharan Africa’ includes all Africa except for
Morocco, Tunisia, Libya, Egypt, Sudan and Somalia.
* Data refer to  and are taken from WHO .

Development and Cooperation granted the MISAU the money to cover
sector costs, such as food and clothing in hospitals. The point was that
the money had to be managed through the budget of the MISAU. Since
the mid s Switzerland, Norway and the Netherlands have led the
process of shifting aid delivery from individual projects managed outside
the recipient country’s public budgets to public budgets managed by the
recipient government. For that purpose ‘common funds’ were created
to cover current spending in the health sector.
Since the Paris Declaration on Aid Effectiveness in , a growing
share of aid has been delivered through different kinds of PBA (mainly
general budget support and SWAps), and the ratio of aid disbursed
through PBAs should be a good indicator of alignment and harmonisation. In , % of the total aid received by Mozambique from
traditional donors was channelled through PBAs, and Mozambique
received the second highest percentage of aid through PBAs in Africa,
after Uganda (OECD : ).
At the end of the s decisive steps were taken to create a SWAp in
health between MISAU and the main donors. The signing of a Code of
Conduct (in ), and a Memorandum of Understanding applying to
PROSAUDE and the rest of the common funds (in ), allowed the
uniﬁcation of funds of different origin, the design of common
objectives, and the setting up of evaluation methods, using a set of
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FIGURE 
HIV/AIDS-related ODA to Mozambique: average gross disbursements,
–
Source : Made by authors based on OECD-DAC ().
Note : Figures are in constant  US$ million.

agreed indicators (Martínez ). MISAU took the lead in planning
and implementing health policies, so donors had to align their agendas
with MISAU’s. Apparently, the Mozambican government has widened its
policy-space and thus has more room to make decisions regarding the
use of resources provided by donors. Hence the resources should now
be more aligned with other government strategies and policies, and
more coordinated or harmonised among themselves. But a careful
analysis shows that the main donors have implicitly, and sometimes even
explicitly, acted as a cartel. Under the denomination of G-, the
nineteen general budget support donors in Mozambique (that is to say,
the main donors, except for the United States, Japan and the UN, which
remain as ‘observers’) are regrouped in what is called a Programme Aid
Partnership. This has reinforced harmonisation but, rather contradictorily, it also has limited the government’s policy-space because G-
has more bargaining power, and thus more room to have its views on
government policies heard (Di Renzio & Hanlon : –;
Handley : ). The ﬁnancial importance of the main donors in
the HIV/AIDS sector is shown in Figure .
The complex jigsaw of the health sector in Mozambique is completed
by the NGOs, most of them foreign. The traditional way in which
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NGOs, public sector and donors have worked together (and still do to a
great extent) has been mainly through micro-projects. To overcome the
lack of harmonisation in this approach, an increasing number of NGOs
work in a coordinated way with the local public sector, trying to avoid
overlapping and parallel structures.
Despite the expectations produced by the SWAps, there remains
considerable variation in the degree of engagement between different
bilateral and multilateral agencies. While most donors consider
Mozambique suited for PBAs, some crucial donors, such as USAID,
remain reticent about shifting decision-making power to recipient
governments or to sectorally coordinated groups of donors; and a
substantial number of donors in the health sector still prefer to channel
their resources outside the public budgetary framework. Lack of
absorptive capacity, public ﬁnance management capabilities and
transparency are the common arguments used against participation in
public budgetary arrangements. However, following the ‘learning by
doing’ logic, some important donors, including the World Bank,
have come to accept the usefulness of PBAs. The reason for the
growing support is that public sector ﬁnance management is gradually
improving and the ability to absorb aid is accordingly growing.
Greater efﬁciency has been achieved in recent years due to higher
decentralisation and improvements in planning and in putting policies
into operation.
Nonetheless, the limits to the state’s capacity still create problems for
the management of an increasingly complex international aid framework, which comes from a tradition of fragmentation and lack of
coordination, thus raising transaction costs for recipients. In addition,
there are also problems in establishing the indicators and yardsticks
needed to assess policies. Volatility, lack of predictability in the donors’
aid commitments, and the failure to transfer funds on time, also become
important handicaps that undermine efﬁciency. In spite of the fact that
the Paris Agenda set an objective of ‘mutual accountability’, there is
no tradition of accountability on the donor side, which may hinder
recipient countries’ efforts to increase efﬁciency.
THE HIV/AIDS EPIDEMIC IN MOZAMBIQUE: FACTS AND EFFECTS

Twenty-ﬁve years have passed since the ﬁrst cases of AIDS were
diagnosed in Mozambique in the later s. The diagnoses
coincided with the WHO’s recommendation that countries should
establish national committees to ﬁght the disease. The ﬁrst such
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structures in Mozambique were set up in  around the Instituto
Nacional de Saúde (INS), and these were then reorganised by the creation
of a National Commission to Fight AIDS within MISAU. This
Commission included representatives from other ministries and from
civil society but, due to civil war disruptions, it gradually became an
almost exclusive responsibility of MISAU.
The displacement of population because of the civil war and, above
all, the return home from neighbouring countries with higher rates of
infection at the end of hostilities contributed to the rapid spread of the
disease. Yet the priorities of the post-war period were more concerned
with the peace process, the removal of land mines, and the resettlement
or feeding of the former refugees and displaced people, while the
disease spread. Due to this prioritisation of resources, there was no
systematic epidemiological surveillance, nor any generalised prevention
activities, but some initiatives were launched. For instance, in Tete and
Chimoio MISAU launched an EU supported programme of HIV
surveillance in , only two years after the signing of the peace
agreement (De Hulsters et al. : ). HIV surveillance was also given
particular attention in the process of demobilisation of the armies of
both sides. Later on, the reactivation of the economy increased trading
activities in the transport corridors which connect the surrounding
landlocked countries to the main seaports, such as Maputo and Beira.
This contributed to a strong increase in prevalence rates in the
provinces crossed by these corridors.
Mozambique and Swaziland have been the last countries in Southern
Africa to stabilise their HIV prevalence rates. In Malawi, Zimbabwe,
Botswana, Zambia, Lesotho and South Africa, HIV prevalence began to
stabilise at the end of the s, and in some cases even declined
signiﬁcantly. The average adult prevalence in Mozambique rose from
the end of the s, reaching ·% in . Yet since  this ﬁgure
appears to have stabilised, and the number of new infections has actually
decreased since  (UNAIDS ). Although until recently the
prevalence rate in Mozambique continued to rise, some surrounding
countries still have higher rates of HIV prevalence (see Table ). When
considering the whole continent, Mozambique shares fourth place in
the ranking of absolute numbers of people living with HIV, with a
number similar to that in Tanzania, but lower than in South Africa,
Nigeria and Kenya (UNAIDS : ).
The average rate of HIV prevalence for Mozambique conceals large
internal differences between the northern provinces, with rates of about
% in Cabo Delgado and Nampula, and the central and southern
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TABLE 
Selected social indicators in Mozambique, surrounding countries and sub-Saharan Africa
Estimated people living
with HIV (a)
Mozambique
Zambia
Swaziland
Malawi
Zimbabwe
South Africa
Tanzania
Sub-Saharan Africa


,
,
,
,
,,
,,
,,
,,


,,
,
,
,
,,
,,
,,
,,

Prevalence%
(adults –)
(a)

·
·
·
·
·
·
·
·


·
·
·
·
·
·
·
·

HDI
(b)

Adult literacy
rate (%)
(c)

Gross National Income
per capita (constant 
PPP US$) (b)

Life expectancy
at birth (years)
(b)


·
·
·
·
·
·
·
·


·
·
·
·
·
·*
·
·



,
,


,
,
,


·
·
·
·
·
·
·
·

Sources : (a) UNAIDS ; (b) UNDP ; (c) UNESCO .
* Datum year .
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provinces, but about % in Gaza, Maputo, Manica and Zambezia.
Similarly to SSA as a whole, present estimates for Mozambique show that
about % of HIV-infected adults are women. Disaggregating by sex
and age shows that from the beginning of sexual activity (the age group
–) prevalence rates rise rapidly, especially among women; in the
broader – age category women’s prevalence rate is three times
that of men. These data show the relevance of gender and age to
the design of effective strategies and policies to ﬁght the spread of
HIV/AIDS in the country (CNCS ; Tvedten et al. ; UNDP
; WHO & UNAIDS ).
In particular, improving the level of education for girls is of
outstanding importance for ﬁghting the disease more effectively.
Many studies have shown that access to formal schooling raises the ability
to access and assimilate the information provided by prevention
campaigns, thereby increasing the number of people who follow advice
about reducing risky practices which spread the virus. It also contributes
to empowering women, and allowing them to take greater control
of their lives in general and their sexual relations in particular
(Bidaurratzaga ).
As in other countries of the region, the epidemic has a wide range
of serious negative socio-economic consequences; these range from
implications for households and for the macro-economy, to impacts on
factors which are basic to promoting human development, such as
health and education. In households the disease has most effect on
those of reproductive age, those who are sexually and economically most
active. As a result, one of its main effects is to worsen the conditions in
which many productive activities – formal, informal and self-consumed –
are carried out. In both the minority formal sector and the informal
sector, absenteeism, the reduction in labour supply, falling productivity
and rising costs result in a decline in incomes from all economic activity
(Cohen ; ILO ; Isaksen et al. ; Sachs ). When those
affected by the disease are heads of families, the negative effects reach
other areas of daily life, such as the provision of care, nutrition, hygiene
and the schooling of children and other young people in their care,
particularly girls (UNICEF ).
HIV/AIDS also has a serious impact on the supply of schooling since it
affects teachers and reduces the already low quantity of qualiﬁed
personnel in the country. Although recent efforts to increase the
supply of schooling have compensated for this loss, shortcomings are
still present. The same goes for professionals in the health sector, with
the added point that their professional activity itself exposes them to a
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greater risk of infection by the virus. In this sector, the decline of
qualiﬁed human resources leads to a situation of scarcity which is
worsened by growing demand (Bidaurratzaga ).
In this regard, it was estimated in  that, among the more than
, people registered as working in the Mozambique health
sector, the HIV prevalence rate was %. The disturbing picture on
the demand side is that in the central hospitals of Maputo and Beira, and
equally the provincial ones of Tete and Marica, between % and %
of patients have HIV/AIDS-related illnesses. In recent years the gap
between demand and supply in the health sector has been widened
further by the growing availability of antiretrovirals, which for the sector
as a whole means an increase in the number of patients seeking
treatment and requiring check-ups, along with a series of other new
demands for which the present health staff have not been properly
trained (UNDP ; MISAU ).
POLICIES TO FIGHT HIV/AIDS IN MOZAMBIQUE: ACHIEVEMENTS
AND LIMITS

As emphasised in the literature, success in ﬁghting the spread of
HIV/AIDS crucially requires an early recognition by the political
authorities of the seriousness of the epidemic. Also crucial is their
genuine willingness to lead the ﬁght against it (UNAIDS ). In
Mozambique the political response was late, mainly because the disease
took off during the civil war, when government priorities were deeply
dependent on the evolution of the war, and public ﬁnances were in a
state of stress, likewise because of the war. There was also a signiﬁcant
shortage of trained epidemiologists and specialised medical staff.
This is why the ﬁrst steps taken by the government of Mozambique
were timid, though there was a response, which followed the WHO
recommendations at the Bangui meeting in , when affected
countries were advised to set up ‘national committees’ to deal
adequately with the emerging new needs. Thus, as early as , when
the ﬁrst cases were diagnosed in the country, a Comissão Nacional da SIDA
was set up to advise MISAU. Later on, in , a slightly more ambitious
Programa de Combate ao HIV/SIDA was established, as well as the Centro de
Coordenação da SIDA, intended as a body to implement the activities of
the programme, with limited funding and results (Matsinhe : ).
In  the Programa de Combate ao HIV/SIDA merged with the
Programa Nacional de Controle das DTS to form the Programa Nacional de
Controle das DTS/HIV-SIDA. But it was not until  that the
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government set up a meaningful structure, through the approval of the
Plano Estratégico Nacional de Combate às DTS/HIV/SIDA –,
known as ‘PEN I’. Out of PEN I emerged the Conselho Nacional de
Combate ao HIV/SIDA (CNCS), established by ministerial decree in
. The creation of the CNCS, headed by the Prime Minister and
with members from various ministries and from civil society, was based
on the conviction that a medical response had to be accompanied by a
multisectoral approach, linking social, cultural, economic and political
factors. The main purpose intended for this new ad hoc body was the
coordination of this approach.
Along the same lines, the government signed the  Abuja
Declaration (in which African governments agreed to allocate % of
their budgets to improving the health sector), and promised to provide
the resources for the CNCS to undertake the necessary multisectoral
approach. This was also the year of the Declaration of Commitment on
AIDS, signed by the government in the framework of a special session of
the General Assembly of the United Nations on HIV/AIDS. This
document recommended strong government leadership with the
support of civil society in the ﬁght against the epidemic.
HIV/AIDS became a crucial point in the government’s agenda,
and was emphasised in a large cross-section of development plans and
policies. But the ﬁrst really decisive treatment of HIV/AIDS appeared
in the Economic and Social Plan (PES) of , within the context of
government activities to reduce poverty. The PES also established
budget support for prevention, treatment and care. In the next
two years HIV/AIDS became a dominant topic of the corresponding
PES, clarifying previous state policies, in particular with regard to the
ﬁnance of antiretroviral treatment and programmes for prevention of
mother-to-child transmission. A second strategic document on the
struggle against poverty (PARPA II), approved by the Council of
Ministers in , also made a speciﬁc call for better multisectoral
coordination of different activities against the disease, emphasising the
need for an appropriate equilibrium between prevention and treatment
(UNDP ). PARPA III, approved in May , continues to
emphasise the commitment to better multisectoral coordination.
Since its inception, the CNCS has been somewhat controversial. First,
there was some lack of enthusiasm for it on the part of MISAU because it
received a growing amount of funding from the international donor
community. Other critical voices questioned whether it made sense to
create a virtual ‘Ministry of AIDS’ when other administrative structures
already existed in MISAU. More recently, when CNCS’ functions in the
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ﬁght against HIV/AIDS have been deﬁned and relations between the
two organisations have improved, a more general criticism drew
attention to the absence of effective coordination between the multiple
organisations involved in the ﬁght.
Following the rise in international aid funds allocated to global health
issues, donors, both bilateral and multilateral, have been crucial to the
funding of many of the projects and activities developed by the CNCS.
The creation of a Common Fund to Combat HIV/AIDS, with initial
contributions from the bilateral aid agencies or embassies of Ireland,
the UK, Denmark, Canada and Sweden, along with the World Bank and
the Global Fund, has been a fundamental factor. In particular, the
participation of the World Bank and Global Fund in this Common Fund
has been remarkable, since Mozambique is one of the very few countries
where this has occurred, even though it is expected to become a more
widely used feature of the new instruments in the health sector. The
resources which ﬂow from the Common Fund cover HIV/AIDS activities
by means of sub-projects executed by national and foreign NGOs,
popular community organisations, religious and other organisations in
both the public and the private sector. Other multilateral agencies
such as UNICEF and UNDP, or bilaterals like USAID, directly ﬁnance
the development and institutional training programmes of the CNCS
(Dickinson et al. ).
PEN I was approved at a critical moment in the international debate
about prevention and treatment, especially regarding the production,
availability and cost of antiretrovirals. This is why PEN I chose to
prioritise measures in the area of prevention and to concentrate less
on patient care and treatment, receiving support for this policy from a
signiﬁcant number of local and foreign actors. Although these
prevention measures contributed to raising the level of knowledge and
consciousness about the disease, they were during the ﬁrst phase
sporadic and uncoordinated. Awareness has remained low and changes
of attitude and improvements in risk behaviour continue to be limited.
With the launching of PEN II for the period –, and then PEN III
for –, the CNCS has experienced a rapid expansion of activities
as a result of the strong increase in the funds channelled by the main
donors to these sub-projects.
Given the inadequate ﬁnancing and coverage of the country’s health
centres, the government ﬁrst, in PEN I (–), argued that a policy
of universal availability of antiretrovirals was impracticable. In  a
number of pilot projects on prevention of mother-to-child transmission
and on treatment were tested by foreign NGOs. By the mid s, as a
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result of the sharp drop in world prices, antiretrovirals became much
more accessible to poor countries such as Mozambique. In parallel, a
number of new bilateral and multilateral initiatives, such as the Global
Fund, the President’s Emergency Plan for AIDS Relief (PEPFAR), the World
Bank’s Multi-Country HIV/AIDS Program for Africa (MAP) and the
Clinton Health Access Initiative (Clinton Foundation), started to fund
antiretroviral treatments. It was in this context that PEN II (–)
accelerated the work of prevention and incorporated care and
treatment into the national strategy against HIV/AIDS. So at the end
of  MISAU and a number of foreign NGOs were providing
treatment to , people, a ﬁgure which rose rapidly to , in
; this meant that the percentage of adults and children with
advanced HIV infection receiving antiretroviral therapy rose from % to
% between  and  (CNCS : ; WHO & UNAIDS
).
One of the most successful areas has been the prevention of vertical
(mother-to-child) transmission. The programme set up in  by
MISAU, with the participation of bilateral and multilateral aid agencies
and foreign and national NGOs, was crucial to this success. Given
Mozambique’s lack of resources, this was felt to be one of the areas in
which a comparatively simple intervention, easier to generalise than
others, could make a real difference. In the period – the number
of HIV positive pregnant women receiving antiretrovirals to prevent
vertical transmission rose from , to ,. Today, the programme
covers more than half of HIV positive pregnant women. As a result, in
 the number of new child infections started to decline (UNAIDS
). Despite the rapid improvement in the prevention of mother-tochild transmission, the solution to the problem of treatment depends
not only on the availability of drugs, but also on structural factors such as
the horizontal coverage of the country’s health services and their
efﬁcient provision, and the availability of sufﬁcient human and material
resources. Territorial issues are also relevant, since these shortages are
more acute in rural areas and in the most isolated districts and
municipalities.
With every increase in the number of people receiving treatment,
the demands on the local health system also grow, since both new
and existing patients need follow-up attention of reasonable quality.
This rising demand for medical attention falls on health staff, who are illprepared for it, frequently overworked and lacking in motivation,
leading to a deterioration in the supply of all medical services related to
the disease. Mozambique has one of the lowest physician-to-population
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ratios (· per , inhabitants), and one of the worst nursing and
midwifery personnel-to-population ratios (· per , inhabitants)
in Africa (WHO ). Besides, some estimates state that as many as one
third of the  doctors in the country are foreigners (UNDP ;
WHO ). For this reason MISAU adopted a Human Resources
Development Plan for the period –, which aimed to train ,
middle and low-level professionals to cope with the growing demand
produced by the epidemic (UNDP ).
This and other short-term initiatives also require medium and longterm plans which can maintain the sustainability of the health system as
a whole. Thus, the above mentioned plan for the uniﬁcation and
predictability of external funds, as part of the agenda of the government
and other local agents, will be of great help. It will make it possible to
plan the budgetary resources to pay decent salaries, which are essential
to prevent the departure of its health professionals from the public
sector or even from the country.
Despite recent improvements in the relationships between foreign
and local organisations, in terms of ownership, harmonisation, alignment and accountability procedures, there is still much to be done to
meet the main principles of the Paris Agenda. Agencies such as PEPFAR,
the World Bank and the Global Fund show some of the obstacles
now faced in Mozambique to increasing effectiveness in HIV/AIDS
policies. PEPFAR, for example, one of the main providers of funds,
makes payments unilaterally to meet its own requirements, minimising
the transfer of resources to the Mozambique government, and ﬁnancing
activities of US NGOs with funds managed by US government
personnel. The World Bank, as part of its support of national programmes, transfers funds to the government; but the money is used in
accordance with the spending and accountability requirements of the
Bank, thus producing an overload of work on government ofﬁcials. The
Global Fund transfers money to governments which is spent according
to locally designed procedures, sometimes leading to bottlenecks due to
the insufﬁcient management capacity of the recipient institutions
(Ooman et al. ). Hence, there is still signiﬁcant room for more
and better coordination between donors and for alignment towards
local institutions and their policies, as well as for improvement in the
capacities and implementation of the local institutions.
Regarding the on-going debate about vertical vs horizontal approaches to health policies, the pragmatic position adopted by the
WHO in terms of maximising positive synergies tries to reconcile two
contrasting visions about how to deal with the HIV/AIDS pandemic in
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countries in which very basic material and human resources are
lacking in the health sector. The evidence shows, however, that the
patterns are varied and the results are mixed. The main argument of
the WHO is that positive synergies are generated by vertical targeting
of health initiatives, because such targeting leads to the provision of
new material and human resources and therefore strengthens the
whole national health system (WHO , ). Nevertheless, even
accepting the argument in favour of some of these synergies, there is
still a clear need to adapt selective interventions against particular
diseases to the national health systems, in order to avoid possible
distortions and overlapping (Magnussen et al. ; Unger et al. ,
).
Thus, more focus, effort and resources should be oriented towards
the integration of vertical programming and building or strengthening
the current health system in Mozambique, restoring the ‘health for all’
spirit of the Alma-Ata Declaration. That would help to make the system
more capable of facing this or any other epidemic, but should be based
on a broad supply of basic services and the universal provision of quality
Primary Health Care (PHC) as a precondition for appropriate and
effective health interventions (Bidaurratzaga ).
In the midst of the torrent of external funds now available for
antiretroviral treatment, an ever-growing number of voices have warned
about the dangers of relaxing concern about prevention, now that AIDS
diagnosis is no longer seen as an automatic death sentence. In this sense,
in addition to recognising the rights of infected people for care and
treatment, and not to suffer discrimination, it is still necessary in the area
of prevention to emphasise the responsibilities of seropositive people to
make a contribution to restricting the spread of the pandemic, insisting
particularly on the vulnerability of women.
The approach to prevention includes facilitating access to information, and also inducing change in sexual behaviour. More and more
informed people, conditioned by multiple socio-economic and cultural
factors, do not change their habits in the face of the epidemic. The
higher incidence of HIV among women makes it necessary to strengthen women’s ability to control their sexual relations and the terms on
which these take place. Therefore, the focus of prevention campaigns
should be open enough to include the putting in place of speciﬁc
policies on a wide range of questions, from education to the ownership
of land and other vital resources, since it is mainly socio-economic
inequalities and differences of power which cause women to be more
vulnerable to the pandemic. Given the poor results of prevention
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policies up to now, the methods and messages of the campaigns should
be re-examined, especially by some of the foreign actors, with a view not
only to changing the patterns of behaviour of the population, but also
taking into account the concrete context in which they exist, especially
the socio-cultural factors which determine sexual relations in the
country and its different regions.
With regard to these issues it is important to assess the role of
traditional healers as many people, especially poor people in rural areas,
are accustomed to consult and follow the advice of these healers as a
complement or an alternative to biomedicine. MISAU argues that, with
the appropriate training, which is already occurring, they can crucially
contribute to stem the transmission of HIV. However, there is strong
reluctance on the part of traditional healers to be absorbed or
inﬂuenced by biomedical structures. Civil society organisations in
Mozambique, especially seropositive groups, with appropriate funding
and training, also have an important role to play in the area of
prevention (UNDP ).
Since it is in rural areas and isolated communities where the
resources needed to combat the spread of HIV/AIDS are hardest to
ﬁnd, it is important to expand the geographic coverage of HIV/AIDS
policies. The on-going process of deconcentration and decentralisation
of the public sector to the level of provinces or municipalities could
also help to increase coverage and efﬁciency in the use of resources.
This is essential to improvements and extensions to public health
services which would allow faster access to human and material
resources and give greater opportunity to public authorities and public
servants to implement changes. Decentralisation would also help the
development of joint activities by other relevant actors (local and
foreign NGOs, communities, groups of people with HIV, etc.), thereby
deepening the participation of civil society and the accountability of
local authorities (Kaarhus & Rebelo ; ODI ; WHO-Africa
).
Finally, among other promising ways of promoting national autonomy
(ownership) in Mozambique’s health policies, partnerships with other
developing countries should be considered more seriously. A factory for
antiretroviral drugs built in Matola (near Maputo), thanks to a Brazilian
grant in the framework of an strategic cooperation agreement signed
in  between the two lusophone countries, is a good example of
such partnerships. At a cost of US$ million, the factory is %
publicly owned by the government through the Sociedade Moçambicana de
Medicamentos. The programme includes transfer of technology and
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expertise, very much needed in Mozambique (ABC : ; Fiocruz
; Sridhar : –).
:

:

:

As in other Southern African countries, the debate about the most
appropriate policies to ﬁght HIV/AIDS in Mozambique is certainly
relevant, given that the epidemic constitutes a real obstacle to the
promotion of development in the country in general, and in speciﬁc
areas or among particular population groups. There has been a massive
response in ﬁnancial terms from the donor community, and also a
progressive and genuine engagement of the Mozambican authorities
and civil society, to combat the disease and alleviate its social impact.
In areas such as the expansion of antiretroviral treatments for those
infected, and the prevention of mother-to-child transmission of HIV,
success is real and has contributed to improving the quality of life of a
considerable number of Mozambicans. Success in preventing new
infections through awareness campaigns is more modest, due to
anthropological factors which are not yet well managed by donors, the
authorities, or by other actors, local and external. Certainly more work
needs to be done in this area.
Although the Paris Agenda encourages PBAs to channel resources,
and the use of general budget support (GBS) or SWAps by donors in
Mozambique has increased in recent years, ownership, alignment and
coordination fall still short of expectations. Donors still inﬂuence public
health policies strongly, including HIV/AIDS policies, and major donors
such as PEPFAR and the Global Fund continue to favour vertical
programming because quick results in relation to one speciﬁc target can
often be more easily achieved, and control over ﬁnance and operations
remains largely in the donors’ hands.
This vertical approach to public health policies, in spite of some
positive synergies indirectly generated, is not the best option for
strengthening the national health system and expanding basic health
services in a country in great need of them. HIV/AIDS cannot be
successfully fought in the absence of sufﬁcient primary care to permit
adequate prevention, follow-up during treatment and care of the
patients. So, in addition to concrete initiatives which make a difference
in the short term, there is a growing need, in order to cope with this or
any other health emergency, for wider improvements in the public
health system. Human and material resources need to be built up and
kept stable, and their services need to be made more effective. The ﬁght
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against HIV/AIDS requires a more integrated and horizontal structure
for public health in place of the previous vertical one in which the
epidemic could easily be compartmentalised.
Both approaches, vertical and horizontal, can be compatible, at least
provisionally, as long as the absorptive capacity of the host countries is
limited, and emergency action is designed to help build the public
health system as a whole. But in the present conditions of a growing
response to HIV/AIDS in Mozambique it is time to progressively
abandon the old logic of individual projects, vertical funding, shorttermism, high indirect costs and frequently scarce coordination and
alignment. The alternative should be a logic which places more
emphasis on long-term sustainability, on strengthening the health
sector, and on the disbursement of aid as budget support, in which
local actors, especially in the public sector and civil society, are trained
and provided with the opportunity to lead the process. It is also
important to improve the performance of the system as a whole, through
the extension of PHC services to the most isolated zones and the most
vulnerable groups, such as women and girls in rural areas. In terms of
efﬁciency in the use of resources, higher deconcentration and
decentralisation are also advisable, allowing the provincial and local
levels of the public health system to have better access to existing health
resources, and to adapt local policies to local realities.
In short, HIV/AIDS policies in Mozambique have up to now achieved
a measure of success. However, the intense donor inﬂuence in policy
formation in the health sector and the extensive use of vertical
programming are partly in conﬂict with the main principles of the
Paris Agenda and hinder a more comprehensive and balanced
upgrading of the national health system. More emphasis should be
given to African ownership, and the harmonisation of external actors
who are willing to back up those developmental processes with
sustainable and predictable resources. Bilateral and multilateral aid
agencies from the traditional donor community, emerging partners
from other developing countries, local and foreign NGOs working in the
country, and different components of civil society, all still have an
important role to play in helping to fulﬁl the objectives of this redeﬁned
agenda for international aid and cooperation.
NOTES

. Estimates indicate that almost % of the adults (– years) and % of the children
infected with HIV live in SSA, and more than % of AIDS-related deaths occurred in SSA (own
calculations, data from UNAIDS ); AIDS is the main cause of cause-speciﬁc mortality in the
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region ( deaths per , population on average), above tuberculosis among HIV-negative
people and malaria (ﬁfty-two and ninety-four respectively on average) (WHO ). In cases such as
Botswana, Zimbabwe, Swaziland and Lesotho, life expectancy fell by ﬁfteen years or more in the
period –, largely as a consequence of the pandemic. In recent years, though, there has
been a moderate recovery: Botswana (–./–./–.); Zimbabwe (–./
–./–); Swaziland (–./–/–); Lesotho (–./–
./–.) (UNDP ).
. Own calculations, data from UNAIDS .
. Known as The Global Fund, its complete name is The Global Fund to Fight Aids, Tuberculosis
and Malaria. The Global Fund is a powerful public–private partnership, whose stakeholders are
NGOs, governments, multilateral development agencies, companies (some from the pharmaceutical
sector) and individuals. See www.theglobalfund.org.
. The Paris Declaration on Aid Effectiveness was issued in March  as a result of the second
High Level Forum on Effectiveness which gathered together the main actors of the aid industry,
including recipient countries. Later, in September , the Third Forum issued the Accra Agenda
for Action, which emphasised that greater country autonomy over health policies had to be
strengthened. See www.aideffectiveness.org, for accessing all these ofﬁcial documents.
. See www.internationalhealthpartnership.net.
. In particular, targets a and b of the Millennium Development Goals explicitly set
quantitative objectives to reduce the spread and the effects of HIV/AIDS.
. See Morﬁt  for a highly interesting case study on Malawi.
. The prevalence rate among the adult population (– years) varies considerably, ranging
from less than % in some West African and Sahel countries, to over % in most southern African
countries, with some even higher than %, and in the case of Swaziland over .%, the highest
prevalence rate in the world (UNAIDS : ). In  Southern Africa accounted for one third
of new infections and of deaths from AIDS in the world (UNAIDS ).
. Small, informal self-help organisations, set up to meet social and economic basic needs and
without many external resources, constitute the bulk of the civil society organisations (CSOs) in
Mozambique. In general terms, civil society in Mozambique has a weak structure due to the limited
resources (human and ﬁnancial) available to CSOs (UNDP-Mozambique ).
. The high level of aid compared with Mozambique’s GDP or public revenue has been noted by
the specialised literature as a problem, both for its effect on dependency, vulnerability and lack of
sustainability, and for its contribution to corruption and the misuse of resources transferred from the
donor community (Di Renzio & Hanlon ; Hanlon ).
. Mozambique has only  doctors and , nurses and midwifes (WHO ). That means
less than . doctors per , inhabitants, one of the world’s lowest ratios; this ratio falls to about
 per , in the poorest and most isolated regions (UNDP ).
. The terms ‘decentralisation’ and ‘deconcentration’ must not be confused, since the former
refers to shifting the decision-making power to the periphery, while the latter refers only to shifting
responsibility for implementation to the periphery, while the centre keeps the control of main
decisions. In Mozambique deconcentration has received more attention than decentralisation.
Nevertheless, in recent years some initiatives supported by donors began to strengthen local
capacities in planning and public ﬁnance management, ﬁrst in Nampula, then in Cabo Delgado and
Gaza, and later in other provinces (UNCDF ; UNDP-Mozambique ).
. These problems have been partially solved by projects undertaken by NGOs or by ofﬁcial
budgetary aid at the provincial level (MAEC ).
. Between  and , per capita government expenditure on health increased from US$
to US$ (PPP). External resources for health as a percentage of total expenditure on health
increased from . to .. However, general government expenditure on health as a percentage of
total government expenditure fell from . to . (WHO ).
. Aid delivered through PBAs can take several forms, but the two main ones are general budget
support (GBS), where aid is channelled to the government budget and treated like tax or any other
income, and SWAps, where the money is also channelled to the government budget, but allocated to
a speciﬁc, previously agreed, sector. In , US$ million out of US$ million received
through a PBA by Mozambique arrived in the form of GBS (OECD : ).
. Both the Provincial Common Fund (substituting for the former Common Fund of Current
Expenditures, which, in addition to current expenditures, covers wages and small investments) and
the Common Fund for Medicines and Medical Supplies are intended to be integrated in the
PROSAUDE fund.
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. The G- is composed of sixteen bilateral agencies (Austria, Belgium, Canada, Denmark,
Finland, France, Germany, Ireland, Italy, the Netherlands, Norway, Portugal, Spain, Sweden,
Switzerland and the United Kingdom), and three multilateral donors (the European Commission,
the African Development Bank and the World Bank). In March  the second Memorandum of
Understanding was signed between the government and the G-. The ﬁrst had been signed in April
. See www.pap.org.mz.
. More than a hundred foreign NGOs work in Mozambique, ﬁnancially or functionally linked to
the almost thirty bilateral and multilateral aid agencies from the main donor countries (Pita ).
See also www.odamoz.org.mz.
. USAID, the single largest donor in Mozambique, remains voluntarily outside the G-, citing
corruption and lack of accountability in public resource management as reasons (USAID ).
. It is estimated that about % of the resources of the health sector are channelled off-budget,
thus making it difﬁcult for the government to plan (UNDP ).
. The health sector spent % of its planned expenditure in , while in  this ratio was
% (UNDP ).
. The experience of some East African countries (e.g. Uganda and Kenya) in relation to the
improvement of sectoral approaches via decentralisation could provide interesting lessons (Elsey et al.
).
. Joint work by different donors has contributed to a decline in the number of actors in the
SWAps since collaborating countries send a common delegation to meetings. For instance, the
Finnish and UK delegates attend meetings on health and education respectively, in each case
representing both countries.
. The ﬁrst diagnosis was of a foreign citizen in ; in , ﬁve Mozambique citizens were
diagnosed and then the number of cases rose every year to reach forty-one in mid . These
ﬁgures are obviously very far from being a real measure of the epidemic (UNDP ).
. The presence of Zimbabwean troops in the Beira and Tete corridors is considered another
source of early spread of the disease (Collins ).
. In Mozambique the prevalence among males aged ﬁfteen to twenty-four was .% in ,
while for females the rate was .% (UNAIDS : ).
. Empirical evidence in different parts of SSA suggests that there is a direct relation between the
risk of death related to HIV/AIDS and years of formal education among young women (UNICEF
).
. On this topic see also: Cohen ; ILO , ; Smith & Cohen ; SARDC ;
UNAIDS ; World Bank .
. In Mozambique in  there were estimated to be about , orphans who have lost one
or both parents to AIDS (UNAIDS : ).
. According to some estimates, by  about , teachers would have died as a consequence
of the disease in Mozambique (UNDP ). In this context, while a wide range of measures to ﬁght
AIDS are needed, so is a greater effort to increase enrolment in tertiary education. In the case of
Mozambique, one of the African countries with the lowest rate of enrolment in tertiary education,
there has been a signiﬁcant recent improvement (Sender et al. ; ADEA ).
. On this topic see also Bennell ; Cohen ; Coombe ; ILO , ; UNAIDS
.
. This is the case in Uganda, where the reduction in prevalence rates began to appear in the
middle s as a result, in part, of the active attitude on the part of the government in putting into
practice a multisectoral approach towards ﬁghting the disease.
. DTS stands for Doenças de Transmissão Sexual, ‘Sexually Transmitted Diseases’.
. The Executive Secretariat of CNCS and everything to do with its functioning, wages,
investments etc. is ﬁnanced from the State Budget. The internal structure of the CNCS consists of
twelve Provincial Centres (one per province plus one for the capital Maputo), charged with
distributing funds for the local beneﬁciary organisations, collecting information about what each of
these is doing, and coordinating and supervising the various activities. But civil society organisations
and state institutions, not the CNCS, implement the anti-HIV/AIDS projects ﬁnanced through
donations from bilateral and multilateral donor agencies.
. Actually, the PARPAs (I, II and III) are designed and implemented on behalf of the World
Bank and the IMF to provide debt reductions in exchange for comprehensive poverty reduction
plans, the so-called PRSP. So the PARPAs are the Mozambican PRSPs.
. Mozambique was the ﬁrst country in which the Global Fund ﬁnanced a common fund for
budgetary support, speciﬁcally the PROSAUDE (Martínez ).
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. During the ﬁrst phase the role of actions and actors apart from MISAU and CNCS (then
neither well coordinated nor well matched) should be emphasised: the prevention work of Fundação
para o Desenvolvimento da Comunidade (FDC), one of the main local NGOs; the work on mitigation of
the ﬁrst association of seropositive people, Kindlimuka; domestic care and psychological support
from local NGOs such as Kubatsirana and Kubatana in Manica; the work on the social marketing of
condoms by the US NGO Population Services International; the interventions in other areas of
international NGOs such as World Vision and Save the Children, among others; involvement of UN
agencies such as UNFPA and UNICEF; and the partnership with MISAU on issues of vertical
transmission and antiretroviral treatment of foreign organisations including Santo Egidio, Doctors
without Borders, Harvard School of Public Health AIDS Initiative, and the Clinton Foundation
(UNDP ).
. Some recent estimates show that the proportion of the population between ﬁfteen and twentyfour which has correct information about how to avoid infection is %; the proportion which used a
condom the last time they had sexual relations with a non-regular partner was .% (UNAIDS
).
. This sharp drop derives from the Declaration on the TRIPS Agreement and Public Health,
issued in November  as a result of the WTO meeting in Doha (Qatar). In this statement
(promoted by Brazil and India), it is recognised that the Agreement on Trade-Related Aspects of
Intellectual Property Rights (the TRIPS Agreement) ‘does not and should not prevent Members
from taking measures to protect public health. Accordingly, while reiterating our commitment to the
TRIPS Agreement, we afﬁrm that the Agreement can and should be interpreted and implemented in
a manner supportive of WTO Members’ right to protect public health and, in particular, to promote
access to medicines for all’ (WTO ). In , a concrete agreement was reached in the WTO,
under which the manufacturers of antiretrovirals from developing countries exporting to Least
Developed Countries do not have to request and pay for a licence to the owners of the patents. Thus
prices dropped signiﬁcantly and the availability increased for countries like Mozambique.
Nevertheless, this ﬂexibility in the application of the TRIPS rules is not fully exploited by HIV/
AIDS-affected developing countries (UNAIDS et al. ).
. An initiative promoted by President George W. Bush in .
. Some of these pioneer NGOs lobbied the government for a rapid extension of antiretroviral
treatment to the whole country, calling into question the political legitimacy of a government which
was not capable of meeting the short-term challenges which the HIV/AIDS epidemic was creating.
. Among the various case studies in Africa, Ethiopia, Malawi and Rwanda have been highlighted
because of the improvements reached in the following areas: new investments in equipment for the
entire health system, access to other services not related to HIV/AIDS such as prenatal care, and
more funds to train and expand the existing health workforce (WHO ). In other countries, such
as Uganda, Tanzania, Ghana and Cameroon, various negative outcomes have also been noted (WHO
).
. According to statements by the Mozambique Health Minister, Alexandre Manguele, at the
beginning of  more than half of the funds of the health budget were swallowed up by the ﬁght
against HIV/AIDS (AIM ). This proportion seems to be too high and unbalanced for a country
with limited resources and a wide range of unsatisﬁed needs in its whole health sector.
. Sociological and anthropological contributions to understanding this reality are still very
marginal to prevention policy formation but could acquire considerable importance. Interestingly, in
Peiffer & Boussalis  a cross-country study examines the impact of HIV/AIDS foreign aid on
policy outcomes, and two main conclusions emerge: there are signiﬁcant effects on a country’s
treatment coverage rates (as Mozambique conﬁrms), and the level of traditionalism (proxied by the
share of women in the paid workforce) has a negative impact on HIV education outcomes.
. See Ayisi  for an interesting story on this conﬂict.
. See the Sociedade Moçambicana de Medicamento website: www.far.ﬁocruz.br/farmanguinhos/
smm/index.php.
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