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Observation one: Inherency and Harms 
Extremely drug resistant tuberculosis (XDR-TB) is spreading throughout sub-Saharan Africa—it risks combining with HIV to kill tens of millions of Africans. The status quo is doing nothing to solve it. 

Michael Wines January 28, 2007 Virulent TB in South Africa may imperil millions, experts warn Health emergency threatens millions http://www.iht.com/articles/2007/01/28/news/tb.php?page=1 acceded 07/25/2007

Several experts expressed concern at what they called South Africa's sluggish response to a health emergency that, left unchecked, could prove hugely expensive to contain and could threaten millions across sub-Saharan Africa. The director of the government's tuberculosis programs called those concerns unfounded and said officials were doing everything reasonable to combat the outbreak. The form of TB, known as XDR for extensively drug-resistant, cannot be effectively treated with most first-and second-line tuberculosis drugs, and some doctors consider it incurable. The threat is exacerbated by the prevalence of HIV, the virus that causes AIDS, in South Africa. Since it was first detected last year in the province of KwaZulu-Natal, bordering the Indian Ocean, additional cases have been found at 39 hospitals in South Africa's other eight provinces. In interviews, several epidemiologists and TB experts said the disease had probably moved into Lesotho, Swaziland and Mozambique — countries that share borders and migrant work forces with South Africa — and perhaps to Zimbabwe, which sends and receives hundreds of thousands of destitute refugees to and from South Africa each year. But no one can say with certainty, because none of those countries have the laboratories and clinical experts necessary to diagnose and track the disease. Ominously, none have the money and skills that would be needed to contain it should it begin to spread. Even in South Africa, where nearly 330 cases have been officially documented, evidence of the spread of the disease is mostly anecdotal, and epidemiological work needed to trace its progress is only now beginning. "We don't understand the extent of it, and whether it's more widespread than anyone thinks," Mario Raviglione, the director of the Stop TB Department of the World Health Organization in Geneva, said in a telephone interview. "And if we don't know what has caused it, then we don't know how to stop it." Cases of XDR TB do exist elsewhere, in countries like Russia and China where inadequate treatment programs have allowed drug-resistant strains of the disease to emerge. But the South African outbreak is considered far more alarming than those elsewhere because it is not only far larger, but it has surfaced at the center of the world's HIV pandemic. Although one-third of the world's people are infected with dormant tuberculosis germs, according to WHO estimates, the disease thrives when immune systems are weakened by HIV. At least two of three South African TB sufferers are HIV-positive. Should XDR TB gain a foothold in the HIV-positive population, it could wreak havoc not only among the five million South Africans who carry the virus, but the tens of millions more throughout sub-Saharan Africa. People without HIV have a far smaller chance of contracting tuberculosis, even if they are infected with the bacillus that causes TB. But because tuberculosis is spread through the air, anyone in close contact with an active TB sufferer is at some risk of falling ill. Most, if not all, of the 52 people who died in the initial outbreak of XDR TB at the Church of Scotland Hospital in a KwaZulu-Natal hamlet called Tugela Ferry in 2005 and early 2006 had AIDS. Most died within weeks of being tested for drug- resistant tuberculosis, a mortality rate that scientists called unprecedented. Since then, South African health officials say that they have confirmed a total of 328 cases of XDR TB, all but 43 in KwaZulu-Natal. Slightly more than half the patients have died. Those numbers are deceptive, however. The Tugela Ferry outbreak was reported in part because the hospital there was part of a Yale University research project involving HIV-positive patients with tuberculosis. Because South Africa's treatment and reporting programs for tuberculosis are notoriously poor — barely half of TB patients are cured — virtually all experts contend that the true rate of infection is greater. "We're really concerned that there may be similar outbreaks to the one in Tugela Ferry that are currently going undetected because the patients die very quickly," said Karin Weyer, who directs tuberculosis programs for South Africa's Medical Research Council, a semiofficial research arm of the government. Some other researchers and experts say that they share Weyer's concern. They say South African health officials have lagged badly in assembling the epidemiological studies, treatment programs and skilled clinicians needed to combat the outbreak, and they say the government has responded slowly to international offers of help. "It's an emergency," said Nesri Padayatchi, an epidemiologist for Caprisa, a consortium of South African and American AIDS researchers, "and we're not reacting as if it were an emergency."
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Current drug programs can’t stop XDR-TB from spreading throughout SSA

EMMA MARRIS 9/14/2006 (Emma Marris writes for Nature magazine) Extreme TB strain threatens HIV victims worldwide http://www.tballiance.org/newscenter/view-innews.php?id=622 acceded 07/25/2007
An outbreak of virulent and very drug-resistant tuberculosis in South Africans with HIV is horrifying health professionals and prompting the usually slow-and-steady field of tuberculosis medicine into emergency action. "This is the nightmare scenario of HIV-fuelled drug resistance," says Paul Nunn of the World Health Organization's (WHO's) Stop TB Partnership. The new strain, called extreme drug-resistant tuberculosis (XDR TB), is virtually untreatable. Neither the standard drugs nor at least three of the six classes of more toxic and less-effective backup drugs are effective. So far all those infected in the South African outbreak have HIV. Drug resistance is energetically costly for bacteria to maintain, and it may be that a strain resistant to so many drugs is not virulent enough to make healthy people seriously ill. But those with immune systems weakened by HIV are more susceptible to bacterial infections, and in populations with high concentrations of HIV, patients infected with XDR TB will pass it on to those around them. Delegates to an emergency conference in Johannesburg heard last week that more than 120 patients in 28 hospitals in rural Kwazulu Natal province, South Africa, had contracted this severe form of tuberculosis. Nearly all of those known to be infected are now dead, but many others may be carrying the bacteria. "There is no systematic survey, so this is just the tip of the iceberg," says Nunn. A survey released in March showed that XDR TB is a global phenomenon, with relatively more cases occurring in Eastern Europe and Western Asia. But until now, only isolated cases of XDR TB have been seen. The Kwazulu situation is the first outbreak of XDR TB. It was first reported at last month's International AIDS conference in Toronto, Canada, but the latest figures, from a wider area, give a clearer picture of the scope of the outbreak. The fear is that the disease could spread north where HIV levels are also high, if it hasn't already.
US must increase funding to fight XDR-TB

Heidi Topp Brooks (Staff Writer) June 14, 2007 “Commentary: TB emergency” The Albuquerque Tribune http://www.abqtrib.com/news/2007/jun/14/commentary-tb-emergency/ Accessed: 7/26/07

This disease is adapting and killing people, particularly AIDS patients and those in the developing world. Congress must act now to provide money for treatment and prevention Given the vast numbers of people carrying the TB germ - one third of all humanity - the burgeoning numbers of active TB cases - mostly in developing countries - and the inadequate treatment received by many patients around the globe, drug resistance was entirely predictable. In recent years, 450,000 people per year have developed drug-resistant strains of TB and 100,000 die from them. These deaths are just part of the 1.6 million caused by TB every year. XDR TB has been detected only in the last 15 months or so, but it, too, was a foreseeable consequence. Poor treatment and the biological adaptation of the TB bacillus has rendered more and more drugs ineffective. XDR TB is a strain known to be resistant to one first-line drug called isoniazid, a second-line injectable drug called rifampin, and at least one drug from an antibiotic class known as fluoroquinolones. While not absolutely incurable, XDR TB has a typical mortality rate of 85 percent. And frighteningly, it is almost 100 percent fatal for AIDS patients. Should we worry? Well here's what one of the world's top experts has to say. Developing a new arsenal to combat TB takes time and money. We are running dangerously short of time. We must come up with the money. To date, Congress has not provided any funding to address the global health emergency of XDR TB. Moreover, bilateral funding to address TB has been essentially flat-lined at a paltry $92 million. Congress should provide $450 million in the 2008 foreign aid spending bill for global TB efforts and $528 million for domestic TB control, with $110 million for the development of new tools and diagnostics. They support the Stop TB Now Act of 2007, which calls for the United States to commit the funds and put in place the policies necessary to achieve the Global Plan to Stop TB and cut TB deaths and disease in half by 2015.
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PLAN: The United States federal government should increase public health assistance to sub-Saharan Africa by funding the immediate research, development, manufacture and distribution of new drugs, vaccines and disease diagnostic methods to combat extremely drug resistant tuberculosis in sub-Saharan Africa. 
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Observation 2: Solvency 
Substantial increases in US funding for the development of new vaccines, drugs and disease diagnostics can combat XDR-TB
IDSA (Infectious Diseases Society of America) March 19, 2007 “Extensively Drug-Resistant Tuberculosis (XDR-TB): Immediate U.S. Action is Required” IDSA
http://www.idsociety.org/Template.cfm?Section=Home&CONTENTID=18254&TEMPLATE=/ContentManagement/ContentDisplay.cfm Accessed July 26, 2007 [BGB]
In the 1990s, Congress responded to the MDR-TB crisis by strengthening funding for TB prevention and control programs, laboratory infrastructure, and programs supporting adherence to therapy. These improvements led to a drastic reduction in domestic TB cases. A reinvigorated and sustained response again is urgently needed to strengthen: Research & development of countermeasures (vaccines, drugs, and rapid diagnostics): XDR-TB must become a funding priority under the new Biomedical Advanced Research and Development Authority within the Department of Health and Human Services. Further, $350 million in new funding is needed for CDC’s and the National Institutes of Health’s (NIH) research efforts to support preclinical and clinical evaluation of new vaccines, drugs and diagnostics as well as for operational, basic, translational, and clinical (TB Trials Consortium and TB Epidemiology Studies Consortium) research. TB control efforts within the U.S.: Funding for TB prevention and control must increase substantially in order to address this new, emerging threat. As a starting point, IDSA supports the ACET recommendation of $252.4 million for CDC’s Division of Tuberculosis Elimination. Global TB programs: $400 million is needed to scale up treatment efforts (especially in developing countries), strengthen laboratories and infection control practices, and provide access to drugs, commodities and services, via the U.S. Agency for International Development, CDC, WHO and the “Stop TB” initiative, and to support public-private partnerships working to develop TB diagnostics, drugs and vaccines. Furthermore, IDSA supports $275 million for the TB component of the U.S. contribution to the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM), and supports increased funding for the GFATM overall in part to help combat HIV-TB co-infection.
A new TB vaccine would solve XDR-TB and resolve the problem of HIV co-infection 
PR Newswire May 30, 2007 “New Tuberculosis Vaccines in Development Could Protect Against Deadly Drug Resistant Strains” PR Newswire Proquest Accessed July 26, 2007 [BGB]
New tuberculosis (TB) vaccines in development have the potential to provide protection against all strains of TB, including multidrug-resistant (MDR) and extensively drug-resistant (XDR) TB, Dr. Jerald C. Sadoff, president and CEO of the Aeras Global TB Vaccine Foundation, said here today at the International Conference on Global Health. Aeras, the only non-profit organization dedicated solely to creating new TB vaccines, is working to develop at least one new TB vaccine regimen for infants and one for adolescents within seven to nine years and to ensure they are available worldwide to all who need them. Aeras and its partners have the largest TB vaccine pipeline in the world with six vaccine candidates in or expected to be in Phase I-II trials in 2007. Dr. Sadoff cited the rise of the new, deadlier strains of TB -- including MDR and XDR -- which are spreading around the world, including to the United States. This week the U.S. Centers for Disease Control and Prevention (CDC) quarantined a patient in Atlanta who is infected with XDR, and who had been traveling on transatlantic flights. XDR TB is resistant to many of the first and second line drugs, severely limiting treatment options. At least 37 nations have reported cases of XDR. "TB is second only to HIV/AIDS as the world's most deadly infectious disease and is the leading cause of death among individuals infected with HIV. TB takes a victim every 20 seconds, which adds up to more than 1.5 million people every year," Dr. Sadoff said. "The rise of MDR and XDR TB, which has a particularly high fatality rate in people with HIV, makes our mission even more critical. The vaccines under development by Aeras and its partners are intended to protect against all strains of TB and to be safe for use in people infected with HIV." Dr. Sadoff noted that there has not been a new TB vaccine since the current vaccine, Bacille Calmette-Guerin (BCG), was developed more than 86 years ago. It provides some protection against severe forms of TB in children but is unreliable against pulmonary TB, which accounts for most TB worldwide. "New vaccines, along with new drugs and diagnostics, are essential to the elimination of TB as a public health threat," he said. "The work that we are doing will help save millions of lives." Aeras operates as a Product Development Partnership (PDP), developing candidate vaccines in its own laboratory and manufacturing facility and pursuing partnerships with public, private, academic and philanthropic sector organizations to promote rapid development and distribution of a more effective TB vaccine. It has a dual role -- to develop new vaccines and to ensure access to those around the world with the least ability to pay. Aeras' largest source of funding is the Bill & Melinda Gates Foundation. It also receives support from the Dutch Ministry of Foreign Affairs, the Danish International Development Agency, and the U.S. Centers for Disease Control and Prevention. This support has enabled Aeras to build a new facility in Rockville, MD, opened in 2006, that has the capacity to produce 150 million to 200 million vaccine doses a year of a modified BCG vaccine. Despite the very generous contributions from the Gates Foundation and others, considerably more funding is needed to create a vaccine and bring it to market, Dr. Sadoff said. The Global Plan to Stop TB puts the research and development costs of new vaccines, in 2006-20015, at $2.08 billion, with a current funding gap of $1.5 billion. The plan was created by the Stop TB Partnership, a network of more than 500 international organizations, countries, public and private sector donors, and nongovernmental and governmental organizations. "We still need help from governments, foundations, other philanthropic organizations and the private sector to put a stop to this terrible disease," Dr. Sadoff said. "This is a global issue and it's going to require a global commitment to solve it."
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US funding AND leadership is needed to stop TB

Eliot Engel (Dem rep from New York) March 21, 2007 “TB Hearing” Subcommittee on Africa and Global Health http://foreignaffairs.house.gov/110/engel032107.htm Accessed: 7/26/07

Failing to improve our International TB control efforts will wield a devastating blow to our ability to manage what I believe is a mounting global health crisis. It is remarkable in this day and age, with treatment available, that TB is the biggest infectious killer of young women in the world. In fact, TB kills more women worldwide than all causes of maternal mortality. As you know, TB is also the biggest killer of people with AIDS worldwide. Someone in the world is newly infected with TB every second, and TB accounts for more than one quarter of all preventable adult deaths in developing countries. The statistics are simply staggering. I strongly believe that the global community, with the U.S. in the lead, must do more to adequately address this disease by investing in quality TB control programs, using the groundbreaking Global Plan to Stop TB as a guide. It is for that reason that I have introduced the bi-partisan Stop TB Now Act of 2007 with my colleagues Heather Wilson and Adam Smith which will set forth what we believe is the U.S. fair share towards achieving the goals of the Global Plan. The Stop TB Now Act will strengthen US leadership on international TB control by providing increased resources for the development of urgently needed new TB diagnostic and treatment tools to USAID and CDC.  My bill calls for a U.S. investment of $400 million for international TB control in FY08 and $550 million in FY09.  If we don’t make bold – and wise – investments in international TB control, not only will we fail to save millions of lives and miss out on the many accompanying benefits of controlling this killer, but this disease will also become far more difficult and costly to treat. 

New drug development with the TB Alliance could solve XDR-TB---US approval key 

NINA SCHWALBE AND HEATHER IGNATIUS 9/15/2006 (Global AIDSLink) New Drugs for TB - Past Time to Deliver accessed 07/25/2007
Tuberculosis (TB) is the leading infectious killer of people with HIV/AIDS.  In some countries of sub-Saharan Africa, more than 75 percent of patients with TB are HIV-positive (Global TB Control, WHO Report 2006) and 30 percent of people with HIV-associated TB disease experience mortality during treatment (Harries AD, et al, Lancet 2001; 357). Yet the standard regimen for treating TB relies on inadequate drugs that are 40 years old and interact adversely with some commonly prescribed antiretrovirals (ARVs).  Side effects from TB drugs are also more common in people living with HIV, especially those on ARVs (Reid A, Lancet Infect Dis 2006; 6). Although TB has been around for centuries, there has been little investment in new treatments since the 1960s when TB became less of a public health threat in the developed world.  However, particularly in regions of the world with high rates of HIV/AIDS, the epidemic has been growing.  People with latent tuberculosis who are HIV positive are at much higher risk of developing the active disease.  Further, HIV causes recent TB infection to progress more rapidly (Reid, 2006). Treatment of co-infection is lengthy and complicated.  Currently, TB is treated with multiple drugs to effectively target what are thought to be different subpopulations of the TB bacterium and deter development of resistance.  Four drugs (rifampin, ethambutol, isonaizid, and pyrazinamide) are used in the treatment, which takes a minimum of six months. These drugs were first introduced between 1944 and 1965 and are now more than 40 years old. The current regimen is not effective against some drug-resistant forms of the disease and is incompatible with certain HIV/AIDS treatments. Rifampin, a drug used in both the 2-month “intensive” and 4-month “continuation” phases of treatment, can cause drug-drug reactions when combined with commonly-used HIV treatment regimens containing nevirapine or certain protease inhibitors.  Rifampin induces an enzyme in the liver to metabolize some drugs, including certain AIDS medications, too quickly—reducing their potency and effectiveness. In addition to these challenges, the WHO-recommended six month practice of direct observation, part of the Directly Observed Therapy Short-Course (DOTS) program, imposes significant demands on health care systems that suffer from lack of adequate human resources.  Also, many people stop taking one or more of their medications when they feel better, potentially leading to the emergence of drug-resistant forms of TB.   Recent evidence cited at the 2006 International AIDS Conference, also suggests very high rates of transmission of drug resistant forms of the disease in areas of the world with a high prevalence of HIV (International AIDS Conference, Toronto, 2006). New Drugs Needed to Shorten and Simplify Treatment Saving lives of TB/HIV co-infected patients will require new drugs.   Because TB has primarily been a disease of poverty, until recently, there was little attention to improving therapy.  In the late 1980s and early 1990s it became clear that the epidemic was on the rise and that drug resistance and TB/HIV were becoming significant problems.  Realizing that the standard TB drugs were doing little to curb the epidemic, in 2000, key organizations in TB control, research and development met in Cape Town, South Africa to discuss concern over the lack of new drugs and established the Global Alliance for TB Drug Development (TB Alliance).  The mission of the TB Alliance is to accelerate the development of a shorter, simpler regimen for the treatment of TB.  It is important that new treatments are affordable, accessible, effective against drug-resistant strains and compatible with ARVs. As a not-for-profit product development partnership, the TB Alliance leverages its capabilities in TB with the know-how and technologies of partners from the public, private and philanthropic sectors.  Collaborators include pharmaceutical and biotechnology companies, academic laboratories, and multilateral institutions, advocates, and service providers. An example of this type of collaboration is a clinical testing program underway for the drug, moxifloxacin, that could reduce treatment time from six months to four months or less.  Working together with Bayer Pharmaceuticals, the patent-holder for moxifloxacin, and clinical researchers from academic and public research institutes, the TB Alliance is coordinating human testing and data collection with the aim of approval for use against TB by regulatory authorities such as the US Food and Drug Administration (FDA) and the European Medicines Agency (EMEA). The moxifloxacin program aims to replace one drug, but this substitution is just the start of shortening and simplifying treatment.  In order to significantly improve TB therapy for HIV-infected and other patients, all four drugs in the current regimen may need to be replaced. Given that attrition is inevitable in the drug development process, it is necessary to maintain a sufficiently large number of drug candidates to advance through development and replace the current outdated regimen. Over the last five years, the TB Alliance has developed a sizable number of potential drug compounds. This next generation of TB medicines are being tested for compatibility with ARVs and for TB patients co-infected with HIV/AIDS.  A new moxifloxacin-containing regimen may be available as early as 2010 and an entirely new regimen excluding rifampin could be available within the next decade. Because most of these compounds have novel mechanisms of action, that is, they work against TB in new ways, they will also be effective against resistant strains of the disease.
1AC

Advantage: Disease 

New drugs and diagnostics are needed to prevent the global threat of XDRTB

John G. Bartlett (MD, Professor of Medicine, Johns Hopkins University School of Medicine) April 2007
“MDR and XDR Tuberculosis Literature: Commentary by Dr. John G. Bartlett -- April 2007” 

http://www.medscape.com/viewarticle/555306  7/23/07 [LE]

The authors of the report summarized above emphasize 4 needs:  There needs to be better surveillance to determine the full extent of MDR and XDR tuberculosis in the areas with high prevalence rates of HIV; Treatment programs need to be strengthened to improve the rates of treatment including access to second-line drugs;  Infection control practices, especially those within healthcare settings, need to be enhanced with inclusion of protection of healthcare workers; and  There needs to be simpler and more aggressive testing to detect TB and drug resistance in resource-limited areas.  In a more recent editorial comment, Raviglione and Smith[3] call attention to the unique features of this epidemic that emphasize the important points noted previously. This includes the fact that most of the patients in KwaZulu-Natal province had never been treated, most had been hospitalized suggesting nosocomial acquisition, and all who were tested had HIV infection. XDRTB has been reported in at least 17 countries. Their conclusion is that the 'global threat of XDRTB has great significance for the public health field' and 'its very existence is a reflection of weakness in tuberculosis management.'
Without new drugs, African HIV infections will fast-track the XDR-TB pandemic globally  

Sydney Rubin September 7, 2006 TB Alliance Applauds Action on XDR-TB; Says More Resources are Needed http://www.tballiance.org/newscenter/view-brief.php?id=604 acceded 07/25/2007

"The TB Alliance and our partners are committed to the rapid development of new drugs to fight TB, and our battle assumes even greater urgency now," said Dr. Maria Freire, President and CEO of the TB Alliance. "The spread of XDR-TB reinforces the critical need to invest dramatically more to speed TB drug development and therapies that can be used specifically for this terrifying new mutation of the disease." In consultations today, the group in Johannesburg called for the further acceleration of research and development of new drugs to replace the 40-year-old regimen of treatment. The experts said that new anti-TB drugs are desperately required to treat XDR-TB patients and urged further investment by governments around the world to ensure an adequate number of new drugs are in the pipeline and in clinical trials. The health experts stressed that the real danger is that HIV infection will fast track the spread of XDR-TB into a truly global epidemic. The virulent form already is spreading across Southern Africa and has been found in other countries. XDR-TB is defined as resistance to at least three of the six commonly used second line drugs, in addition to resistance to rifampin and isonizid, two of the mainstays of first line treatment. The TB Alliance, with support from The Bill & Melinda Gates and Rockefeller Foundations and the UK, Dutch, Irish and U.S. governments, has nine TB specific development projects in its pipeline and in clinical trials. The Alliance’s goal is to create an entirely new package of drugs that dramatically reduce treatment time, improve adherence and curtail the incidence of drug resistant strains of TB. The first of these drugs could be ready by 2010. "We have made enormous progress in a very short time, but we need the G8 governments to follow through on commitments made last year to allow us to accelerate the development of drugs against TB strains resistant to all known treatment," Freire said.
Sub-Saharan Africa is the key internal link to a global pandemic 

Jerome Amir Singh, Ross Upshur, Nesri Padayatchi Jerome Singh and Nesri Padayatchi are at the Centre for AIDS Programme of Research in South Africa (CAPRISA), Durban, South Africa. Jerome Singh is in the Department of Public Health Sciences and Joint Centre for Bioethics, University of Toronto, Toronto, Ontario, Canada, and at the Howard College School of Law, University of KwaZulu-Natal, Durban, South Africa. Ross Upshur is in the Department of Family and Community Medicine and Joint Centre for Bioethics, University of Toronto, Toronto, Ontario, Canada, and at the Sunnybrook Health Sciences Centre, Toronto, Ontario, Canada. 2007 XDR-TB in South Africa: No Time for Denial or Complacency. PLoS Med 4(1): e50 doi:10.1371/journal.pmed.0040050 acceded 07/25/2007
South Africa is one of the world's fastest growing tourist destinations [5], home to millions of migrant labourers from neighbouring countries, and its ports and roads service several other African countries. Seroprevalence rates for HIV in South Africa, and in adjoining nations such as Lesotho and Swaziland, are very high. Cumulatively, these factors make for a potentially explosive international health crisis.
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The impact is a global apocalypse 

Stephanie Nebehay 2007-06-22 Reuters Up to 30,000 have new untreatable form of TB: WHO accessed 07/25/2007

GENEVA (Reuters) - A new, untreatable form of tuberculosis is striking up to 30,000 people a year, the World Health Organization said on Friday, and warned it could spark an "apocalyptic scenario" if unchecked.  The United Nations agency appealed for $2.15 billion to combat drug-resistant TB under a program which it said could save up to 134,000 lives over two years.  Extensively drug resistant TB (XDR-TB), a form virtually immune to antibiotics, has been reported in 37 countries in all regions since emerging in 2006, according to the WHO.  "There is somewhere between 25,000 and 30,000, we roughly estimate, cases of extensive drug resistant TB each year," Paul Nunn, coordinator of WHO's Stop TB Department, told a briefing.  "Ultimately, to face down this epidemic, we need new tools -- we need new drugs, we need new diagnostics," he added.  The recent case of an American man with XDR-TB who traveled abroad triggered an international health scare, highlighting the potential risks of rapid spread.  XDR-TB cases are particularly difficult to treat, and a patient could infect other people for years, according to Mario Raviglione, director of the WHO's Stop TB Department.  "That is the big threat here. If you have more and more of these cases, you will automatically magnify the problem by having transmission going on to other individuals ... Once they become infected they are sort of a time bomb," Raviglione said.  "If this is kept unchecked and goes on, then you may also see an apocalyptic scenario where the present epidemic of TB is replaced by an epidemic of TB which is now fully resistant to everything," he added.  "PRE-ANTIBIOTIC ERA"  Some 8.8 million people each year develop normal TB, a bacterial infection that usually attacks the lungs and which kills 1.6 million people a year, according to the WHO.  About 450,000 get a multi-resistant form (MDR-TB) each year, which resists the main first-line drugs, but XDR-TB occurs when there is resistance to even second-line drugs.  "The possibility is that you could replace that epidemic with a drug-resistant epidemic, in other words you could have 8 million cases of drug-resistant TB wandering around. And then you will be back to the pre-antibiotic era," said Nunn.  An outbreak in KwaZulu-Natal province of South Africa last year confirmed the WHO's fears about XDR-TB, which killed 52 of the 53 patients, mainly carriers of the HIV virus, he said.  "We really now have to focus on problems of infection control. We can't allow drug-resistant MDR or XDR to get into populations of HIV-infected people," he added.  Regular TB can be diagnosed with a microscope, but drug-resistant forms require laboratories that can do more sophisticated tests -- a capacity lacking in many poor countries, especially in sub-Saharan Africa, he said.
AND: this isn’t one of those Apocalypses with a happy ending, it results in extinction  

Steve Eckardt 1995 Steve, Z Magazine, January 1995, “Extermination neither fire nor water this time”

Today viruses of unprecedented virulence are poised to wipe out all human life.  That's the staggering message of this exquisitely-written, exhaustively-researched work by Richard Preston.  Forget Stephen King or Clive Barker; forget the pseudo-scientific doomsayings of the neo-Malthusian Limits to Growth crowd--this is the real thing. The Hot Zone is simply the most frightening work you have ever read.  Preston's writing may keep your heart in your throat--but it's the material's clear and awful truth that makes reading The Hot Zone like stalling in a railway crossing when the gates go down.  For this is no crackpot sensationalism. Preston (an award-winning science writer) is essentially just reporting facts--and his work has passed muster at the fastidious New Yorker, where a shorter version first appeared.  Truth is, there have already been dozens of outbreaks--including several in the United States--that were contained essentially by freakish luck. Of course that's not to mention one of the viruses--the slow-acting HIV--which, though early in its spread, has yet become the world's #2 cause of loss of life.  And it gets worse: there's not just a couple of super-pathogens, but dozens of them. And that number's almost certain to grow, because the conditions creating them are spreading like deforestation's daily 144,000 acres.  But the most compelling part is missing from this book, for even while Preston sounds the tocsin, he misses the freight train coming the other direction. In the face of the ultimate catastrophe, Preston is yet constrained by status quo politics, and so never delivers the final--and worst--part of the news.  And that information (we'll get to it) is why the emergence of super-pathogens, along with the real causes of HIV and its relatives, has virtually escaped public notice.  Instead, an uninformed public is transfixed by AIDS--itself unexplained--and is driven to seek answers outside the natural sphere. Rightists pose the vengeful Sword of God, while disoriented leftists blame allegedly escaped U.S. germ warfare agents.  But while conspiracy theories, scapegoats, and secret "cures" abound--straws grasped by those who can neither handle nor explain what is happening in the world--HIV deaths mount. (Preston cites the thinking of one leading epidemiologist,"that the death toll, in the end, could hit hundreds of millions--and that possibility had not sunk in with the general public.")  And at the same time, worse--much worse--organisms teeter on the edge of an international pathogenic Hiroshima.  Preston's and others' evidence suggest that the causes of both HIV and its more threatening cousins do indeed lie outside the realm of the normal ebb and flow of human pathogens.  These super-pathogens are not like especially nasty flus. These are organisms that the epidemiologists call "slate wipers" in regards to human life. They have mortality rates of up to 90%--and due to human social interdependence, 40% is considered sufficient for virtual extermination.
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Absent plan XDR-TB will undermine efforts to combat AIDS and regular TB in Africa 

Science and Development Network 24 July 2007 Gaps in HIV/TB research spell 'catastrophe' http://www.scidev.net/gateways/index.cfm?fuseaction=readitem&rgwid=2&item=News&itemid=3773&language=1 accessed 07/26/07 
Experts have warned of an impending catastrophe if critical gaps in the research and management of HIV/AIDS and tuberculosis are not urgently closed.  Tuberculosis (TB) kills about two million people every year, and is the leading cause of death in people with AIDS.  Today (24 July), at an international conference on HIV in Sydney, Australia, experts said poor countries are bearing the brunt of the twin epidemics.   TB cases have been rising in sub-Saharan Africa since 1990, said Stephen Lawn, a researcher from the University of Cape Town, South Africa.  The areas worst hit by both infections are southern and eastern Africa, he said, where half of all people newly diagnosed with TB already have HIV.  Lawn says studies in Botswana show the current WHO-approved TB treatment strategy called DOTS (Direct Observation and Treatment – Short Course) has not reduced TB in HIV-infected people. "DOTS alone does not work," he said.  And both epidemics are being made worse by the emergence of extremely drug-resistant TB. Gerard Friedland, director of the AIDS Care Programme at Yale University, said that in areas with high rates of TB and HIV infection, drug-resistant TB threatens the success of both the World Health Organization's (WHO) Stop TB initiative, and HIV programmes rolling out antiretroviral drugs.  Speakers at the sessions highlighted areas critically in need of research, including measuring more accurately the burden and impact of TB in HIV-infected people.  A 2006 survey by the WHO found that most countries facing an HIV epidemic are not reporting the increase in TB cases, and that HIV-infected people are not benefiting from access to TB screening and subsequent treatment services.  Research into finding new diagnostic, screening and intervention tools is also needed. Doctors in most parts of the world are using a diagnostic test that is over a century old, and whose sensitivity in patients with both TB and HIV infections is just 20 per cent. This is "wholly inadequate", says Lawn.

AIDS causes extinction, sub-Saharan Africa is only the starting point
**Gender Paraphrased** 
Michael Kibaara Muchiri (Staff Member at Ministry of Education in Nairobi) 2000 “Will Annan finally put out Africa’s fires?” Jakarta Post; March 6; L/N
The executive director of UNAIDS, Peter Piot, estimated that Africa would annually need between $ 1 billion to $ 3 billion to combat the disease, but currently receives only $ 160 million a year in official assistance. World Bank President James Wolfensohn lamented that Africa was losing teachers faster than they could be replaced, and that AIDS was now more effective than war in destabilizing African countries. Statistics show that AIDS is the leading killer in sub-Saharan Africa, surpassing people killed in warfare. In 1998, 200,000 people died from armed conflicts compared to 2.2 million from AIDS. Some 33.6 million people have HIV around the world, 70 percent of them in Africa, thereby robbing countries of their most productive members and decimating entire villages. About 13 million of the 16 million people who have died of AIDS are in Africa, according to the UN. What barometer is used to proclaim a holocaust if this number is not a sure measure? There is no doubt that AIDS is the most serious threat to humankind, more serious than hurricanes, earthquakes, economic crises, capital crashes or floods. It has no cure yet. We are watching a whole continent degenerate into ghostly skeletons that finally succumb to a most excruciating, dehumanizing death. Gore said that his new initiative, if approved by the U.S. Congress, would bring U.S. contributions to fighting AIDS and other infectious diseases to $ 325 million. Does this mean that the UN Security Council and the U.S. in particular have at last decided to remember Africa? Suddenly, AIDS was seen as threat to world peace, and Gore would ask the congress to set up millions of dollars on this case. The hope is that Gore does not intend to make political capital out of this by painting the usually disagreeable Republican-controlled Congress as the bad guy and hope the buck stops on the whole of current and future U.S. governments' conscience. Maybe there is nothing left to salvage in Africa after all and this talk is about the African-American vote in November's U.S. presidential vote. Although the UN and the Security Council cannot solve all African problems, the AIDS challenge is a fundamental one in that it threatens to wipe out [humanity] man. The challenge is not one of a single continent alone because Africa cannot be quarantined. The trouble is that AIDS has no cure -- and thus even the West has stakes in the AIDS challenge. Once sub-Saharan Africa is wiped out, it shall not be long before another continent is on the brink of extinction. Sure as death, Africa's time has run out, signaling the beginning of the end of the black race and maybe the human race.This evidence is gender modified.
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Advantage: Poverty 

TB shrinks the global economy 

World Health Organization, 2007, “The burden of tuberculosis: Economic burden (2)”, http://www.who.int/trade/distance_learning/gpgh/gpgh3/en/index7.html Accessed 7/23/2007 

TB and poverty are closely linked. Malnutrition, overcrowding, poor air circulation and sanitation-factors associated with poverty-increase both the probability of becoming infected and the probability of developing clinical disease. Together, poverty and the tubercle bacillus form a vicious cycle: poor people go hungry and live in close, unhygienic quarters where TB flourishes; TB decreases people's capacity to work, and adds treatment expenses, exacerbating their poverty. Meanwhile, the poor receive inadequate health care , preventing even the diagnosis of their tuberculosis. Treatment, if received at all, is often erratic or simply incorrect.  The poor are also less likely to seek and receive care from medical practitioners when ill, and are two to three times more likely than other income groups to self-medicate. Self-medication encourages the emergence of drug-resistant TB strains, further increasing the impacts on the poor and the risks to others in society. The global burden of TB may be summed up in economic terms through a few brief computations. Given 8.4 million sick, according to the most recent WHO estimates, the bulk of them potential wage-earners, and assuming a 30% decline in average productivity, the toll amounts to approximately $1 billion yearly. Two million annual deaths, with an average loss of 15 years' income, adds an additional deficit of $11 billion. Every twelve months, then, TB causes somewhere near $12 billion to disappear from the global economy.
Shrinking the economy yields nuclear war
Mead, 92 [Walter Russel Mead, Senior Fellow in American FoPo @ the Council on Foreign  Relations, World Policy Institute, 1992]

Hundreds of millions, billions, of people have pinned their hopes on the  international market . They and their leaders have embraced market  principles and drawn closer to the west  because they believe the system  can work for them? But what if it can’t? What if the global economy stagnates or even shrinks? In that case, we will face a new period of international  conflict: North against South, rich against poor. Russia, China India, these  countries with their billions of people and their nuclear weapons will pose a  much greater danger to the world than Germany and Japan did in the 30s.

Disease, along with poverty, is the root cause of terrorism 

Sacramento Observer, December 7, 2005 “Tutu: We Must Address Root Causes Of Terrorism” http://80-proquest.umi.com.ezproxy.mnl.umkc.edu/pqdlink?did=982558441&sid=2&Fmt=3&clientId=45248&RQT=309&VName=PQD Accessed:7/25/07
Balearic Islands -- The world must first overcome poverty and disease before it can hope to deal with terrorism, Nobel Peace Prize winner Archbishop Desmond Tutu said recently, as he and some 20 experts gathered for the first meeting of the U.N.-sponsored Alliance of Civilizations. "I think we can never hope to overcome terrorism until we deal with its root causes, which are poverty and disease," Tutu told journalists. "Being humiliated, being marginalized, when people feel they are powerless ... it doesn't matter what color your skin is, when dignity is trampled under foot you want a way to restore it and I, myself, think ultimately good will prevail." 

Terrorism risk extinction

Alexander 2003 (Yonah prof and dir. of Inter-University for Terrorism Studies, Washington Times, August 28)
Last week's brutal suicide bombings in Baghdad and Jerusalem have once again illustrated dramatically that the international community failed, thus far at least, to understand the magnitude and implications of the terrorist threats to the very survival of civilization itself. Even the United States and Israel have for decades tended to regard terrorism as a mere tactical nuisance or irritant rather than a critical strategic challenge to their national security concerns. It is not surprising, therefore, that on September 11, 2001, Americans were stunned by the unprecedented tragedy of 19 al Qaeda terrorists striking a devastating blow at the center of the nation's commercial and military powers. Likewise, Israel and its citizens, despite the collapse of the Oslo Agreements of 1993 and numerous acts of terrorism triggered by the second intifada that began almost three years ago, are still "shocked" by each suicide attack at a time of intensive diplomatic efforts to revive the moribund peace process through the now revoked cease-fire arrangements [hudna].  Why are the United States and Israel, as well as scores of other countries affected by the universal nightmare of modern terrorism surprised by new terrorist "surprises"? There are many reasons, including misunderstanding of the manifold specific factors that contribute to terrorism's expansion, such as lack of a universal definition of terrorism, the religionization of politics, double standards of morality, weak punishment of terrorists, and the exploitation of the media by terrorist propaganda and psychological warfare. Unlike their historical counterparts, contemporary terrorists have introduced a new scale of violence in terms of conventional and unconventional threats and impact. The internationalization and brutalization of current and future terrorism make it clear we have entered an Age of Super Terrorism [e.g. biological, chemical, radiological, nuclear and cyber] with its serious implications concerning national, regional and global security concerns
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TB causes massive poverty  
JOANNE CARTER February 16, 2006 (legislative director for the non-profit grassroots organization, RESULTS. She also serves as chair of the Stop TB Partnerships’ Advocacy, Communications and Social Mobilization Working Group) Ask the Experts: Tuberculosis http://www.kaisernetwork.org/health_cast/uploaded_files/021606_ask_tb_transcript.pdf accessed 07/26/07
I may be saying on that a little bit broadly and then coming back to that issue, just organizationally we actually got involved in the TB issue really as a poverty issue because TB is a huge public health problem but it’s also a huge consequence of poverty in that it’s very poor people in poor countries who are particularly impacted by TB who also maybe the least likely to have access to health services but it’s also a huge cause of poverty because it will actually hit people in the ages between 15 and 45 in particular so it’s the breadwinners in families. It’s parents, and so it’ll really push people who maybe are just surviving, push them right over the edge into deeper poverty because they can’t work because they’re spending what money they do have to try to get healthcare even though in a lot of countries, TB treatment is actually free so it’s a really huge cause for poverty and it’s linked to that.
Combating African poverty is key to preventing terrorism

Africa-America Institute February 17, 2006 “Africa’s Response to Terrorism” The AAI Symposium http://www.aaionline.org/files/FullReportTerrorismSymposium2006.pdf Accessed: 7/24/07

In response to Professor Gambari’s remarks, it was noted that the role of poverty in Africa and the African burden of developmental inequality cannot be excluded from a broad definition of security. It was also noted that there are more Arabs in Africa than in the Middle East, and that for this as well as other reasons it is neither prudent nor strategic to take Africa for granted in combating terrorism. Ambassador Amanuel pointed out that although a context of poverty can lead to extreme frustration and make it easier for terrorists to find new recruits—especially among the young and urban poor—the actual leaders and masterminds of terrorist organizations are seldom poor themselves. Many of them are in fact very wealthy. Ambassador Amanuel also spoke about the need to strengthen both state institutions and cooperation between African states. He said that the idea of “denying terrorists the means to operate” goes hand-in-hand with developing and strengthening the institutions of the state, and that effective policing will never be sufficient by itself. At least in the Horn of Africa, the prevalence of bad relations between states—characterized by the mindset that “the enemy of my enemy is my friend”—is a strong enabling factor for terrorism. The Inter-Governmental Authority on Development was born not out of cooperation, Ambassador Amanuel said, but out of the need to create cooperation where there was hostility. Professor Gambari stressed that Africa must accept a dual role in combating terrorism: It must be an active contributor to the strategy as well as a beneficiary. He said that African UN member states must be more proactive on issues of governance, poverty and conflict resolution. Besides assisting African countries to build capacity, we must also reduce the hospitable environment for terrorists to recruit and thrive. Terrorists exploit and strike where they see opportunities and weak links. We must deal with the prevalence of poverty, economic distress, interlocking conflicts, poor governance, and criminal networks in the region, which are often exploited by terrorists—and which are addressed by other priorities of UN programs. In this regard, 34 out of the 50 Least Developed Countries are Africans. The internal and regional conflicts in Africa, poverty, under development, foreign occupation, bad governance and other factors, entail Terrorism. Africans and other populations do not engage in terrorism by vocation. The clear lack of future, the persistence of foreign occupation, the deprivation of elementary rights to a worthy life, are some elements which nourish frustrations. Poverty in Africa is a factor which facilitates the recruitment by Al-Qaida of extremists, particularly among African youth. 

Poverty causes conflict 

Susan E. Rice (Senior Fellow, Foreign Policy Studies) Spring 2006 “The Threat of Global Poverty” The National Interest http://www.brookings.edu/views/articles/rice/20060401.htm Accessed: 7/25/07
When Americans see televised images of bone-thin children with distended bellies, their humanitarian instincts take over. They don't typically look at UNICEF footage and perceive a threat that could destroy our way of life. Yet global poverty is not solely a humanitarian concern. In real ways, over the long term, it can threaten U.S. national security. Poverty erodes weak states' capacity to prevent the spread of disease and protect the world's forests and watersheds—some of the global threats Maurice Greenberg noted in the Winter 2005 issue. It also creates conditions conducive to transnational criminal enterprises and terrorist activity, not only by making desperate individuals potentially more susceptible to recruitment, but also, and more significantly, by undermining the state's ability to prevent and counter those violent threats. Poverty can also give rise to the tensions that erupt in civil conflict, which further taxes the state and allows transnational predators greater freedom of action. Today, more than half the world's population lives on less than $2 per day, and almost 1.1 billion people live in extreme poverty, defined as less than $1 per day. The costs of global poverty are multiple. Poverty prevents poor countries from devoting sufficient resources to detect and contain deadly disease. According to the World Health Organization (WHO), low- and middle-income countries suffer 90 percent of the world's disease burden but account for only 11 percent of its health care spending. Poverty also dramatically increases the risk of civil conflict. A recent study by the UK's Department for International Development showed that a country at $250 GDP per capita has on average a 15 percent risk of internal conflict over five years, while a country at $5,000 per capita has a risk of less than 1 percent. War zones provide ideal operational environs for international outlaws.
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African conflicts are the most likely scenario for a global nuclear war 

Deutsch 02 The Rabid Tiger Newsletter, Vol. II, No. 9 November 18, 2002 Dr. Jeffrey Deutsch Founder, Rabid Tiger Project, BA in Government from Cornell University, in Ithaca, NY, and an MA and PhD in Economics from George Mason University, in Fairfax, VA. http://www.rabidtigers.com/rtn/newsletterv2n9.html

The Rabid Tiger Project believes that a nuclear war is most likely to start in Africa. Civil wars in the Congo (the country formerly known as Zaire), Rwanda, Somalia and Sierra Leone, and domestic instability in Zimbabwe, Sudan and other countries, as well as occasional brushfire and other wars (thanks in part to "national" borders that cut across tribal ones) turn into a really nasty stew. We've got all too many rabid tigers and potential rabid tigers, who are willing to push the button rather than risk being seen as wishy-washy in the face of a mortal threat and overthrown.  Geopolitically speaking, Africa is open range. Very few countries in Africa are beholden to any particular power. South Africa is a major exception in this respect - not to mention in that she also probably already has the Bomb. Thus, outside powers can more easily find client states there than, say, in Europe where the political lines have long since been drawn, or Asia where many of the countries (China, India, Japan) are powers unto themselves and don't need any "help," thank you.  Thus, an African war can attract outside involvement very quickly. Of course, a proxy war alone may not induce the Great Powers to fight each other. But an African nuclear strike can ignite a much broader conflagration, if the other powers are interested in a fight. Certainly, such a strike would in the first place have been facilitated by outside help - financial, scientific, engineering, etc. Africa is an ocean of troubled waters, and some people love to go fishing.  Asia is a close second, due to the competition of major powers. For example, in an Indo-Paki confrontation, China may be tempted to side with Pakistan, since China and India are major nuclear powers sharing a long border. However, the Asian powers are basically stable internally, at least for now.  The things to watch for are domestic economic and political instability in a nuclear power, the spread of nuclear weapons to new countries and new national antagonisms and great-power ties either weak or nonexistent enough to enable opportunistic alliances and destabilization, or strong enough that the great powers feel compelled to follow their client states.
Poverty causes deforestation 

Africa News March 23, 2007 "Global Report Cites Progress in Slowing Forest lLosses"http://web.lexis-nexis.com.ezproxy.mnl.umkc.edu/universe/document?_m=3a35b02e21d590b1b3a8aef971be3a65&_docnum=21&wchp=dGLbVlz-zSkVA&_md5=18f11c7abefb760d551884fde94b9347 Accessed 7/23/07 (WR)

A number of regions of the world are reversing centuries of deforestation and are now showing an increase in forest area, according to FAO's State of the World's Forests report, released last week. The report, which was launched at the opening of the 18th Session of FAO's Committee on Forestry, underlines the positive effects of economic prosperity and careful forest management in saving forests, noting that over 100 countries have established national forest programmes. "Many countries have shown the political will to improve forest management by revising policies and legislation and strengthening forestry institutions. Increasing attention is being paid to the conservation of soil, water, biological diversity and other environmental values," said David Harcharik, FAO Deputy Director-General. "However, countries that are facing the most serious challenges in achieving sustainable forest management are those with the highest rates of poverty and civil conflict." 

Deforestation risks extinction 

Vicky Collins (Staff Writer).  March 21, 2006.  “Man Causing worst extinction since dinosaurs.”  The Herald. Online. http://www.lexisnexis.com/us/lnacademic/results/docview/docview.do?risb=21_T1751926169&format=GNBFI&sort=RELEVANCE&startDocNo=1&resultsUrlKey=29_T1751926172&cisb=22_T1751926171&treeMax=true&treeWidth=0&csi=142728&docNo=17. Accessed July 12, 2007
HUMANS are responsible for the worst spate of extinctions since the dinosaurs, according to a United Nations report published yesterday.  Deforestation, over-fishing and the destruction of habitats is continuing at an "alarmingly high rate", despite global commitments to slow biodiversity decline by 2010.  The UN Convention on Biological Diversity report, which was launched at the start of a meeting in Brazil, also warned human demand for resources now outstripped the earth's capacity to replenish these resources by 20-per cent. "In effect, we are currently responsible for the sixth major extinction event in the history of earth, and the greatest since the dinosaurs disappeared, 65 million years ago, " stated the 92-page report.
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Poverty causes bushmeat hunting  
Justin S. Brashares; Peter Arcese; Moses K. Sam; Peter B. Coppolillo; A. R. E. Sinclair and Andrew Balmford (University of Cambridge,Department of Environmental Science, Policy and Management, University of California, Berkeley,3Centre for Applied Conservation Research, University of British Columbia,Ghana Wildlife Division,Wildlife Conservation Society,Centre for Biodiversity Research, University of British Columbia,Percy Fitz Patrick Institute of African Ornithology, University of Cape Town) 11/12/2004 "Bushmeat Hunting, Wildlife Declines, and Fish Supply in West Africa." Science  Magazine ebscohost accessed 7/25/07 (WR)

Our results provide clear evidence to suggest that the outcomes of programs aimed at promoting economic development, food security, and the conservation of biological diversity in Ghana, and perhaps elsewhere in Africa, will be closely linked. First, the close correlation between hunting pressure, markets, and long-term trends in wildlife abundance suggests strongly that the persistence of the more than 400 species of terrestrial vertebrates that supply the bushmeat trade in West Africa will depend ultimately on the availability of affordable alternative protein sources for the region's growing human population. Second, our failure to conserve existing wildlife populations as core sources for managed, sustainable harvests could have serious deleterious effects on the stability of the long-term human food supply and the livelihoods of bushmeat hunters and sellers. Our findings and those of others suggest that the harvest of terrestrial wildlife can buffer the impact of environmental or other shocks by providing animal protein and income in times of economic hardship or food scarcity [ 2, 15, 16]. However, marked declines in large mammal abundance and marine and freshwater fish stocks documented in the region over the past 30 years now suggest that this buffer system can no longer be sustained [ 14, 17-20].
Bushmeat management is vital to check global biodiversity loss

Nielson – European Parliament - 3 January 2004 (Acc 6-25-07) http://www.europarl.europa.eu/sides/getDoc.do?pubRef=-//EP//TEXT+CRE+20040113+ITEM-007+DOC+XML+V0//EN Illegal trade in bushmeat (European Parliament Debates)

Nielson, Commission. Mr President, addressing the bushmeat crisis is of the utmost importance. As you know only too well, poaching and unsustainable levels of hunting threaten the existence of some of our closest relatives in the animal kingdom: the gorilla species, chimpanzees and other types of apes.  This matter is clearly of concern to the general public, as nearly two million signatures to the petition suggest. It is also a matter of great concern to the Commission, in line with the global commitment to stop biodiversity loss by 2010. We therefore welcome the report from Mr De Rossa, which I find balanced and to the point.  We are working to address the issue in a number of different ways, but I must first emphasise the need to distinguish clearly between the bushmeat crisis – which threatens certain species of animals – and the everyday consumption of wild meat, which forms an essential part of food security for poor people in the developing world.  We are well aware that there are several aspects related to bushmeat which go beyond the development agenda; these include health issues in Europe, some trade issues as well as scientific issues. But since most over-exploitation of bushmeat takes place in developing countries, the best solution is to provide support for these countries through our development cooperation efforts and address the bushmeat crisis at its origin.  This crisis can be taken up in the context of natural resources, rural development or governance issues, or as a cross-cutting issue to be addressed inter alia through Environmental Impact Assessments and Strategic Environmental Assessments. These assessments should identify risks and possible mitigation measures with respect to bushmeat for all development activities. In this respect, I am happy to inform you that the manual for ‘Integrating environment concerns into development and economic cooperation’ will be finalised and made operational during the first half of this year. The revised manual should go a long way to ensuring that proper attention is given to bushmeat issues in environmental assessments and therefore in all our relevant development activities. The mid-term reviews of our cooperation strategies this year will be used to strengthen the integration of environmental concerns, in particular through promoting a more systematic use of Country Environmental Profiles, Strategic Environmental Assessments and as previously mentioned, Environmental Impact Assessments. All this is fine; it may not constitute a very direct reaction but nonetheless provides the background necessary for proper consideration of the issue.  National ownership is very important. In fact, activities aimed at curbing over-exploitation of bushmeat mean nothing if the bushmeat countries themselves do not take the lead. We can help with appropriate support-building capacity and with injecting the views expressed when we are revising country strategies, but the ownership of the problem is crucial.  I would like to add a special point which is that peace is essential. If we look at the conflict in the DRC and in other countries in the region over the past 10 years, the reality is that these conflicts have been blocking any attempt to create even a minimum of governance in relation to the problem we are discussing. Soldiers and internally displaced people, refugees, have had no restriction, no incentive, no guidance, no punishment, no governance whatsoever on how to behave in this regard. It has been an area outside law and order and we have seen the terrible consequences. I would make this number one on the list of priorities and, in fact, I regard a peace dividend for the environment and for the bushmeat crisis as one of the many important aspects for securing peace in the DRC and elsewhere in the region
Biodiversity loss risks extinction 

Diner gender paraphrased 94
Military Law Review Winter 1994 143 Mil. L. Rev. 161 LENGTH: 30655 words ARTICLE: THE ARMY AND THE ENDANGERED SPECIES ACT: WHO'S ENDANGERING WHOM? NAME: MAJOR DAVID N. DINER BIO: Judge Advocate General's Corps, United States Army.

 [*173]  Biologically diverse ecosystems are characterized by a large number of specialist species, filling narrow ecological niches. These ecosystems inherently are more stable than less diverse systems. "The more complex the ecosystem, the more successfully it can resist a stress. . . . [l]ike a net, in which each knot is connected to others by several strands, such a fabric can resist collapse better than a simple, unbranched circle of threads -- which if cut anywhere breaks down as a whole." n79  By causing widespread extinctions, humans have artificially simplified many ecosystems. As biologic simplicity increases, so does the risk of ecosystem failure. The spreading Sahara Desert in Africa, and the dustbowl conditions of the 1930s in the United States are relatively mild examples of what might be expected if this trend continues. Theoretically, each new animal or plant extinction, with all its dimly perceived and intertwined affects, could cause total ecosystem collapse and human extinction. Each new extinction increases the risk of disaster. Like a mechanic removing, one by one, the rivets from an aircraft's wings, n80 [hu]mankind may be edging closer to the abyss.
Inherency
XDRTB patients are lacking quality care and require new methods of treatment and prevention.

Irish Times April 24, 2007 “Calls for new steps to tackle TB” http://web.ebscohost.com/ehost/detail?vid=5&hid=101&sid=4311bf7c-44e0-4530-83cb-2895f4ad64d1%40sessionmgr106  Access Date July 23, 2007
He believes TB will never be eliminated unless new thinking and practices are introduced into detection and control methods - such as DNA fingerprinting techniques which can pinpoint the exact source of the infection, for example, a particular pub or swimming pool. Bredin highlights what he says is the need for dedicated TB clinics around the State - similar to those at St Vincent's in Dublin and the Mater - where public health doctors, consultant respiratory physicians and microbiologists all work together, leading to better detection and treatment as well as better medical intelligence about the disease. The HSE has announced that all babies will be routinely offered the BCG vaccine against TB from October 2007 after a 35-year absence, but Bredin says routine vaccinations are not the answer. He is also calling for the reopening of the TB labs at Cork University Hospital which were closed earlier this year. Dr Joan O'Donnell, specialist in public health medicine with the Health Protection Surveillance Centre, explains that there has been a slight increase in TB rates in Ireland since 2001, with provisional data for 2005 showing 461 cases that year at a rate of 11.8 per 100,000 population. "The current rates are nowhere near the rates of the past, but we still need to remain vigilant, particularly with globalisation because we do not want them to rise any further. It's important that cases are recognised and diagnosed early and that treatment commences as early as possible because TB is a curable and treatable disease," she comments. In the early 1990s, the rates of TB in Ireland were 14-18 per 100,000 falling to a low of 9.7 per 100,000 (381 cases) in 2001. There were 432 cases of TB reported in Ireland, a rate of about 11 per cent compared with the overall European rate of 12.6 per 100,000 that year. O'Donnell explains that the overall European rate for 2005 is 18 cases of TB per 100,000 but this increase can be accounted for by the fact that Romania and Bulgaria joined the EU in 2005. The TB rates in Russia are as high as 109 per 100,000 population, in eastern Europe they are 44 to 73 per 100,000 population and in sub-Saharan African and India (where there are no current figures available), are probably in excess of 100 per 100,000 population. Consultant clinical microbiologist at the Mater hospital in Dublin, Dr Margaret Hannon, points out that the rise in TB levels in Ireland over the past five years - which appears as a U-shaped curved on a graph - indicates that TB is being transmitted in the population. "This curve indicates that we are either at the beginning of a rising problem or is a very important marker of poor or inadequately controlled TB in the population." As well as genetic fingerprinting and the need for a national sanatorium to replace Peamount Hospital in Dublin which closed in 2004, Hannon highlights the need for a DOTs programme of directly observed therapy for TB patients in Ireland as recommended by the WHO to control spread of the disease. "The DOTs programme involves directly observing patients taking their medication over six months, making sure they have somewhere to live and that they are eating properly while on treatment. A significant proportion of TB patients are from lower socio-economic groups including immigrants, prisoners, the homeless and those with HIV. They are the ones who may abscond from their treatment and not finish the medication which means they can go on to infect others," she explains. A member of the national TB advisory clinic, Hannon says the lack of isolation facilities here is a serious deficiency. Patients may need to be isolated for six months to two years if they have a more serious drug-resistant strain and since Peamount was closed, there is nowhere to send patients for such a length of time. St James's Hospital in Dublin was designated as a replacement but that has not transpired, according to Hannon.

Inherency
Containment and prevention are key to keeping XDRTB from spreading
Seattle Times, The (WA) March 6, 2007 “The true fight in Africa” http://web.ebscohost.com/ehost/detail?vid=12&hid=101&sid=4311bf7c-44e0-4530-83cb-2895f4ad64d1%40sessionmgr106   Accessed July 23, 2007

Congress must heed a public-health warning about an extremely lethal strain of tuberculosis called XDR-TB.

An early outbreak of XDR-TB occurred last summer in South Africa, killing within weeks 52 of the 53 people who contracted it. At least 400 cases of XDR-TB are estimated in South Africa. The public-health implications raised by a strain of tuberculosis, an airborne disease, are horrific. Closer to home, the Pentagon's planned African Command on that continent raises significant health implications for U.S. troops. Deadly strains of TB must be contained and prevented from spreading throughout the world. The best line of attack is the TB-control programs in Africa. Drug-resistant forms of TB are often the result of poor medical treatment: Either patients cannot access or do not follow the full treatment regimen, which can last six months. Public-health efforts include ensuring that TB patients take the appropriate drugs for the duration of therapy. Congress can make this happen by adding $300 million in emergency spending to the $100 billion defense supplemental bill. Less than 0.3 percent of the bill's total, this modest investment could have a huge payoff for public health and for our troops. The supplemental defense spending is for military efforts in Iraq and Afghanistan; however, a U.S. presence in Africa means taking steps to ensure the health of our troops there. The size of our presence in Africa is beside the point; TB is a disease that can be contracted simply by breathing. Congress can't afford to be penny wise and pound foolish. A TB outbreak in New York City in the early 1990s cost $1 billion to get about 300 cases under control. That strain of TB, MDR-TB, was treatable. The XDR-TB emerging in Africa is currently incurable.
$2.1 billion  is needed in the next to years to stop the spread of XDRTB

Anita Manning, USA Today Staff writer, June 6, 2007 “Scare over drug-resistant TB brings calls for more funding” http://web.ebscohost.com/ehost/detail?vid=5&hid=112&sid=f4f4fa6b-13a6-4b4e-9d86-d67c818b5d79%40sessionmgr108 Accessed  July 25, 2007

Paul Nunn, coordinator of WHO's anti-TB-drug-resistance team, said about $900 million is needed this year and $1.2 billion next year to help stop the spread of drug-resistant strains of TB. Not only are more cases occurring, he said, but "what is also clear is the probability of dying from a case that is drug-resistant is increasing." Drug-sensitive TB, when properly treated, is curable. But in cases of XDR-TB, the cure rate is below 30%, he said, and much lower when patients also are infected with HIV. WHO will launch a global plan this month to respond to drug-resistant TB, he said, with guidelines for countries that include strengthening HIV/AIDS control, improving infection-control measures and beefing up lab capacity.
The CDC Desperately Needs Funding to Combat XDR-TB

IDSA (Infectious Diseases Society of America) March 19, 2007
“Extensively Drug-Resistant Tuberculosis (XDR-TB): Immediate U.S. Action is Required” IDSA
http://www.idsociety.org/Template.cfm?Section=Home&CONTENTID=18254&TEMPLATE=/ContentManagement/ContentDisplay.cfm Accessed July 26, 2007 [BGB]
The Infectious Diseases Society of America (IDSA) and the HIV Medicine Association (HIVMA) are gravely concerned over the recent emergence of strains of so-called “extensively drug resistant tuberculosis,” or XDR-TB. Transmitted through the air, these strains are resistant to nearly every TB drug. The World Health Organization (WHO) has called XDR-TB “virtually untreatable.” First documented in 20061, XDR-TB now has been found in 28 countries including the United States.2 There are few committed resources to track its spread globally. In the early 1990s, New York City spent approximately $1 billion to quell an outbreak of multi-drug resistant tuberculosis (MDR-TB) in that city. The United States once again is at serious risk and, at present, is particularly vulnerable to an XDR-TB outbreak due to recent 14 percent funding cuts at the Centers for Disease Control and Prevention’s (CDC) Division of TB Elimination. These funding cuts have been passed on to state and local TB programs, placing fragile community initiatives in grave jeopardy. CDC-funded TB clinical research consortiums also have been impacted. At highest risk are populous, TB-endemic nations such as China, India and the Russian Federation, as well as impoverished nations including those of Sub-Saharan Africa. 

Harms 

Without new drugs the global health infrastructure cannot stop XDR-TB’s mass death

Doctors Without Borders October 30, 2006 (DWB treats 17,000 patients with TB in over 94 projects in 44 countries and is seeing an increasing number of cases of multi-drug resistant TB) XDR-TB Emergency Will Require New Strategies and New Tools: Business As Usual Would Be Fatal New MSF analysis shows greater investment required to make TB history http://www.doctorswithoutborders.org/pr/2006/10-30-2006.cfm accessed 07/26/07
New York/Paris/Geneva, October 30, 2006 — Relying on the standard World Health Organization (WHO) TB strategies in the face of extensively drug resistant tuberculosis (XDR TB) will be fatal, the international medical humanitarian organization Doctors Without Borders/Médecins Sans Frontières (MSF) warned today. To respond to the XDR-TB outbreak, WHO will need to get newer drugs to patients as soon as possible by ensuring accelerated development of new drugs already in clinical trials. Existing TB drugs and diagnostics are not adequate to combat the disease, and a new analysis being released by MSF as the 37th Union World Conference on Lung Health begins this week in Paris shows that none of the TB drugs currently in development, however promising, will be able to drastically improve TB treatment in the near future. WHO must take the lead in ensuring there is major reprioritisation and increased funding of TB research. With 450,000 new cases of drug resistant TB globally each year, resistance to drugs is a problem that is growing at a rapid pace. People with XDR-TB are resistant to both of the first-line antibiotics used to treat TB as well as to two classes of second-line drugs, making treatment with existing drugs virtually impossible. XDR-TB is particularly alarming in the context of HIV, as people who are co-infected with HIV/AIDS could die before test results can confirm their drug resistance. Using standard drugs to treat XDR-TB without knowing whether there is drug resistance could effectively condemn a patient to death. MSF doctors have been struggling to treat TB with the tools available today, a matter which is exacerbated by the HIV pandemic. "Business as usual would be a disaster when it comes to treating XDR-TB," said Dr. Françoise Louis, MSF TB and HIV/AIDS advisor. "XDR-TB has the potential to be devastating in places where HIV/AIDS is widespread. But trying to treat XDR-TB with the tools we have today would be like trying to put out a forest fire with a garden hose." To respond to the XDR-TB outbreak, WHO will need to get newer drugs to patients as soon as possible by working with regulatory agencies and pharmaceutical companies to ensure fast-track clinical development and availability of new drugs for "compassionate use." The organization will also need to push to accelerate the development of more easy-to-use tests. This will require WHO to take a lead and not simply delegate responsibility to product development partnerships. The emergence of XDR-TB is a reflection of how the WHO approach to TB has failed, particularly by neglecting research and development into urgently needed new drugs and diagnostics that could help reduce the nearly two million TB deaths each year. The drugs in today's standard TB treatment were developed in the 1950s and 1960s and the most commonly used TB test was developed over a century ago and manages to detect TB in only about half of the cases. In addition, existing TB drugs and tests are even less adapted for use in people who also have HIV/AIDS. "The XDR-TB outbreaks in southern Africa should sound the alarm for what's going on with TB on a larger scale," said Dr. Tido von Schoen-Angerer, director of MSF's Campaign for Access to Essential Medicines. "We're still simply not seeing the necessary urgency and major investment into research and development that is needed to make sure the basic science of TB gets translated into newer drugs that can shorten and improve treatment, and diagnostic tests that can be used in resource-poor settings."
Harms

US funding for new TB research is key to prevent a global XDR-TB epidemic that would kill all it comes in contact with 

Adriana Stuijt 6-13-07 Global XDR TB – An 'Untreatable, Unstoppable Calamity' Rense.com http://www.rense.com/general76/untret.htm accessed 07/26/07
SEATTLE, WASHINGTON -- The Seattle Times in the USA has published an editorial -- co-authored by United States Democratic congressman Adam Smith (of Tacoma), a co-sponsor of the Stop TB Now Act of 2007; as well as by Dr. David R. Park and Dr. James K. O'Brien, co- chairmen of the Washington State TB Advisory Council -- warning that: "unless steps are taken now to strengthen (TB) control efforts at home (in the USA); in Africa and throughout the world, these deadly Extremely-Drug-Resistant Tuberculosis strains will continue to spread and multiply. The resulting global XDR-TB epidemic will be an untreatable and unstoppable calamity."   'XDR-TB ... the public health crisis of 2007'   Congressman Smith, Drs. Park and O'Brien warn in their editorial that in South Africa, 100 patients had recently fled a hospital after paramedics wearing head-to-toe protection brought in eight people with the same contagious infection.   "This very real and very lethal disease is the same disease that has made headline news recently - it is a new form of tuberculosis called "extensively drug-resistant TB," or XDR-TB," they write. "No one is safe from XDR-TB. As if to highlight the point, the widely publicized travels of (Atlanta attorney) Andrew Speaker remind us all that exposure to tuberculosis, and XDR-TB, can occur anywhere and at any time. Just recently, King County (i.e. Seattle) reported that TB cases have doubled in the county compared with the same period last year. And while extremely drug-resistant TB hasn't arrived here yet, it is shaping up to be the public health crisis of 2007...." they warned. XDR-TB is shaping up to be the public health crisis of 2007...   "The deadly strain has been identified in 28 countries on five continents. It kills almost everyone it touches (up to 85 percent) with remarkable speed. In the first large outbreak in South Africa, 52 of 53 patients died within 14 days of diagnosis (in October 2006).   "The (grossly-understated) official SA death rate thus far this year is 600 people - in all of the country's provinces. And while Extremely drug-resistant TB hasn't arrived here in Seattle yet, it is shaping up to be the public health crisis of 2007," they warned.   "Most people with the latent form will never experience symptoms, but TB thrives in those with weakened immune systems. The combination of TB and HIV/AIDS in sub-Saharan Africa is particularly explosive. TB is the biggest killer of people with AIDS. But while international attention has focused on preventing and treating HIV/AIDS, inadequate funding for TB control has allowed the disease to grow unchecked and mutate into frightening forms," they also warned.   * (Note by Adriana Stuijt -- In South Africa, 61 percent of the more than 250,000 people diagnosed each year (and rapidly dying of ) Tuberculosis each year are also co-infected with the human- immune deficiency virus which leads to Aids and thus become untreatable with any known medicines, i.e. such patients rapidly die of XDR-TB. Since the year 2000, World Health Organisation records also show, at least 2,6-million South Africans have already died of this uncurable TB+Aids coinfection, according to Dr De Cock, head of the HIV-Aids department of the World Health Organisation in Geneve, Switserland.)   Seattle... struggles to treat the growing number of TB-infected people here...   The Seattle editorial continues that funding for elimination of (TB) in the U.S. has plummeted so low that the Centers for Disease Control can no longer fulfill its mandated task to eliminate the disease. Meanwhile, King County (Seattle, Washington State) is struggling to screen and treat the growing number of infected people here".   "... our inability to protect our population against this deadly strain..."   They quote Dr Paul Nunn, the World Health Organisation's coordinator of HIV- and drug-resistant tuberculosis programs, as saying: "It is here, it is really scary, and it is an emergency." They also noted that the U.S. Centers for Disease Control's Advisory Council for the Elimination of Tuberculosis has warned that "unless we take immediate measures, we as a nation will be forced to confront the inability to protect our population against this deadly strain."   "Unless steps are taken now to strengthen control efforts at home, in Africa and throughout the world, these deadly strains will continue to spread and multiply. The resulting global XDR-TB epidemic will be an untreatable and unstoppable calamity.   Start funding solutions...   "It's time for the world - including the U.S. - to stop manufacturing dangerous forms of TB and to start funding solutions. The "Stop TB Now Act of 2007" aims to do just that by supporting the Global Plan to Stop TB 2006 - 2015. If funded and implemented, the plan will cut TB deaths in half by 2015 and ultimately eliminate TB as a global health problem by 2050. Through the Stop TB Now Act, the U.S. would help to create the first new TB fighting drugs in nearly 50 years, the first new diagnostic test in over 100 years, and the very first effective vaccine," the writers concluded.
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XDR-TB is untreatable with current drugs—this is a major public health threat in sub-Saharan Africa 

World Health Organization, September 5th, 2006, “Emergence of XDR-TB; WHO concern over extensive drug resistant TB strains that are virtually untreatable”, http://www.who.int/mediacentre/news/notes/2006/np23/en/print.htmlAccessed 7/25/07
The World Health Organization (WHO) has expressed concern over the emergence of virulent drug-resistant strains of tuberculosis (TB) and is calling for measures to be strengthened and implemented to prevent the global spread of the deadly TB strains. This follows research showing the extent of XDR-TB, a newly identified TB threat which leaves patients (including many people living with HIV) virtually untreatable using currently available anti-TB drugs.  Later this week, WHO will join other TB experts at a two-day meeting in South Africa (7-8 September) to assess the response required to critically address TB drug resistance, particularly in Africa, and will take part in a news conference scheduled for Thursday, 7 September in Johannesburg.  MDR-TB (Multidrug Resistant TB) describes strains of tuberculosis that are resistant to at least the two main first-line TB drugs - isoniazid and rifampicin. XDR-TB, or Extensive Drug Resistant TB (also referred to as Extreme Drug Resistance) is MDR-TB that is also resistant to three or more of the six classes of second-line drugs.  The description of XDR-TB was first used earlier in 2006, following a joint survey by WHO and the US Centers for Disease Control and Prevention (CDC).  Resistance to anti-TB drugs in populations is a phenomenon that occurs primarily due to poorly managed TB care. Problems include incorrect drug prescribing practices by providers, poor quality drugs or erratic supply of drugs, and also patient non-adherence.  What is the current evidence of XDR-TB? Recent findings from a survey conducted by WHO and CDC on data from 2000-2004 found that XDR-TB has been identified in all regions of the world but is most frequent in the countries of the former Soviet Union and in Asia.  In the United States, 4% of MDR-TB cases met the criteria for XDR-TB.  In Latvia, a country with one of the highest rates of MDR-TB, 19% of MDR-TB cases met the XDR-TB criteria.  Separate data on a recent outbreak of XDR-TB in an HIV-positive population in Kwazulu-Natal in South Africa was characterized by alarmingly high mortality rates.  Of the 544 patients studied, 221 had MDR-TB. Of the 221 MDR-TB cases, 53 were defined as XDR-TB. Of the 53 patients, 44 had been tested for HIV and all were HIV-positive. 52 of 53 patients died, on average, within 25 days including those benefiting from antiretroviral drugs.  Scarce drug resistance data available from Africa indicate that while population prevalence of drug resistant TB appears to be low compared to Eastern Europe and Asia, drug resistance in the region is on the rise.  Given the underlying HIV epidemic, drug-resistant TB could have a severe impact on mortality in Africa and requires urgent preventative action. What action is required to prevent XDR-TB? XDR-TB poses a grave public health threat, especially in populations with high rates of HIV and where there are few health care resources. Recommendations outlined in the WHO Guidelines for the Programmatic Management of Drug Resistant Tuberculosis include: strengthen basic TB care to prevent the emergence of drug-resistance, ensure prompt diagnosis and treatment of drug resistant cases to cure existing cases and prevent further transmission, increase collaboration between HIV and TB control programmes to provide necessary prevention and care to co-infected patients,  increase investment in laboratory infrastructures to enable better detection and management of resistant cases. The Expert Consultation on Drug Resistant TB, hosted by the South African Medical Research Council with support from WHO and CDC, takes place in Johannesburg, 7-8 September.A news conference will be held at 12.30pm, Thursday, 7 September, at the conference venue: Sunnyside Park Hotel, Parktown, Johannesburg.
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XDR-TB will devastate sub-Saharan African nations co-infected with TB and AIDS 

World Health Organization, September 5th, 2006, “Emergence of XDR-TB; WHO concern over extensive drug resistant TB strains that are virtually untreatable”,  http://www.who.int/mediacentre/news/notes/2006/np23/en/print.html Accessed 7/25/07
The World Health Organization (WHO) has expressed concern over the emergence of virulent drug-resistant strains of tuberculosis (TB) and is calling for measures to be strengthened and implemented to prevent the global spread of the deadly TB strains. This follows research showing the extent of XDR-TB, a newly identified TB threat which leaves patients (including many people living with HIV) virtually untreatable using currently available anti-TB drugs.  Later this week, WHO will join other TB experts at a two-day meeting in South Africa (7-8 September) to assess the response required to critically address TB drug resistance, particularly in Africa, and will take part in a news conference scheduled for Thursday, 7 September in Johannesburg.  MDR-TB (Multidrug Resistant TB) describes strains of tuberculosis that are resistant to at least the two main first-line TB drugs - isoniazid and rifampicin. XDR-TB, or Extensive Drug Resistant TB (also referred to as Extreme Drug Resistance) is MDR-TB that is also resistant to three or more of the six classes of second-line drugs.  The description of XDR-TB was first used earlier in 2006, following a joint survey by WHO and the US Centers for Disease Control and Prevention (CDC).  Resistance to anti-TB drugs in populations is a phenomenon that occurs primarily due to poorly managed TB care. Problems include incorrect drug prescribing practices by providers, poor quality drugs or erratic supply of drugs, and also patient non-adherence.  What is the current evidence of XDR-TB? Recent findings from a survey conducted by WHO and CDC on data from 2000-2004 found that XDR-TB has been identified in all regions of the world but is most frequent in the countries of the former Soviet Union and in Asia.  In the United States, 4% of MDR-TB cases met the criteria for XDR-TB.  In Latvia, a country with one of the highest rates of MDR-TB, 19% of MDR-TB cases met the XDR-TB criteria.  Separate data on a recent outbreak of XDR-TB in an HIV-positive population in Kwazulu-Natal in South Africa was characterized by alarmingly high mortality rates.  Of the 544 patients studied, 221 had MDR-TB. Of the 221 MDR-TB cases, 53 were defined as XDR-TB. Of the 53 patients, 44 had been tested for HIV and all were HIV-positive. 52 of 53 patients died, on average, within 25 days including those benefiting from antiretroviral drugs.  Scarce drug resistance data available from Africa indicate that while population prevalence of drug resistant TB appears to be low compared to Eastern Europe and Asia, drug resistance in the region is on the rise.  Given the underlying HIV epidemic, drug-resistant TB could have a severe impact on mortality in Africa and requires urgent preventative action. What action is required to prevent XDR-TB? XDR-TB poses a grave public health threat, especially in populations with high rates of HIV and where there are few health care resources. Recommendations outlined in the WHO Guidelines for the Programmatic Management of Drug Resistant Tuberculosis include: strengthen basic TB care to prevent the emergence of drug-resistance, ensure prompt diagnosis and treatment of drug resistant cases to cure existing cases and prevent further transmission, increase collaboration between HIV and TB control programmes to provide necessary prevention and care to co-infected patients,  increase investment in laboratory infrastructures to enable better detection, and management of resistant cases. The Expert Consultation on Drug Resistant TB, hosted by the South African Medical Research Council with support from WHO and CDC, takes place in Johannesburg, 7-8 September.A news conference will be held at 12.30pm, Thursday, 7 September, at the conference venue: Sunnyside Park Hotel, Parktown, Johannesburg.
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XDR-TB is spreading rapidly through sub-Saharan Africa

Kaiser Network, Tuberculosis, XDR-TB Likely Has Spread to South Africa's Neighboring Countries, Experts Say, Jan 29, 2007 http://www.kaisernetwork.org/daily_reports/rep_index.cfm?DR_ID=42545

Extensively drug-resistant tuberculosis, TB that is resistant to first- and second-line drugs, likely has spread to countries surrounding South Africa, where it first emerged, and urgent action is required to prevent the disease from spreading to millions of people in the region, experts said recently, the New York Times reports. TB experts and epidemiologists on Friday said XDR-TB probably has spread to Lesotho, Mozambique, Swaziland and Zimbabwe. Those countries lack the laboratories and clinical experts required to diagnose and track the disease, so it is unclear how far the disease has spread, the Times reports. In addition, none of those countries has the money and skills necessary to control the disease if it emerges. "We don't understand the extent of it and whether it's more widespread than anyone thinks," Mario Raviglione, head of the World Health Organization's Stop TB Department, said. Karin Weyer, TB research director for the South African Medical Research Council, said there are concerns that similar outbreaks to the one in South Africa's KwaZulu-Natal Province are "going undetected because the patients die very quickly." In addition, if XDR-TB "gain[s] a foothold" in South Africa's HIV-positive population, the disease could "wreak havoc" among HIV-positive people in South Africa and throughout sub-Saharan Africa, the Times reports. According to Raviglione, South African health officials are working together on controlling the outbreak, and WHO officials are scheduled to arrive in the country soon to discuss installing a group of global TB experts.

XDR-TB is a major problem in the South African Region

CBS 3, Associated Pres. Health, New TB Strain In South Africa A Concern, Apr 5, 2007, 

http://cbs3.com/health/health_story_095024226.html
(AP) JOHANNESBURG, South Africa The extent of the deadly new strain of tuberculosis in South Africa and the region is not known and is cause for concern, an international health expert said Wednesday. Dr Fabio Scano, a TB expert from the World Health Organization in Geneva, has been sent to South Africa at the request of the government to assist with the outbreak of the extensively drug-resistant tuberculosis strain, or XDR-TB. "We don't know the extent of multiple drug resistant and extreme drug resistant TB in sub-Saharan Africa and the southern African region. There is not yet the capacity to test in these countries," Scano said at a news conference. 
South Africa has reported 352 cases of the virulent strain since it was discovered last year in the eastern KwaZulu-Natal province. There have been 221 deaths and concerns have been raised about the strain spreading across the region.
Insufficient TB treatment is the cause of the new XDR-TB strain

The East African Standard, (Associated Press), March 26, 2007, "HIV-Fuelled TB a Hard Nut for Drugs to Crack", AllAfrica, Inc. Lexis7/25/07

Dr Mario Raviglione, the head of the World Health Organisation's TB Department, admitted to the New York Times: "We don't understand the extent of it, and whether it's more widespread than anyone thinks. And if we don't know what has caused it, then we don't know how to stop it." It has been widely acknowledged that the new deadly TB strain may have developed because of insufficient medication or patients missing some treatment. This ignores the many factors known to have major impact on treatment adherence. These include social and economic factors as well as weaknesses in the healthcare system itself - all widespread in Sub-Saharan Africa. This means that even compliant patients are at high risk of TB recurrence as well as developing and transmitting drug-resistant strains
Generic TB Harms

SSA has the greatest TB problem in the world

Glenn Thomas, Communication Officer, 2007, Tuberculosis, World Health Organization

http://www.who.int/mediacentre/factsheets/fs104/en/ Accessed 7/24/07
The World Health Organization (WHO) estimates that the largest number of new TB cases in 2005 occurred in the South-East Asia Region, which accounted for 34% of incident cases globally. However, the estimated incidence rate in sub-Saharan Africa is nearly twice that of the South-East Asia Region, at nearly 350 cases per 100,000 population. It is estimated that 1.6 million deaths resulted from TB in 2005. Both the highest number of deaths and the highest mortality per capita are in the Africa Region.
TB in Africa is still rising

Glenn Thomas, Communication Officer, 2007, Tuberculosis, World Health Organization

http://www.who.int/mediacentre/factsheets/fs104/en/Accessed 7/24/07
In 2005, estimated per capita TB incidence was stable or falling in all six WHO regions. However, the slow decline in incidence rates per capita is offset by population growth. Consequently, the number of new cases arising each year is still increasing globally and in the WHO regions of Africa, the Eastern Mediterranean and South-East Asia.

TB Causes AIDS

TB Increases Spread of AIDS

DNS (The Necessary Teacher Training College) No Date
“Malaria – a disease of poverty - closely connected to the spread of the AIDS epidemic” DNS.org
http://www.dnsdk.dk/Article.asp?TxtID=639&SubMenuItemID=157&MenuItemID=9
Accessed July 25, 2007 [BGB]
Tuberculosis (TB), malaria, worms, STDs and poor nutrition are fuelling the HIV epidemic. It has been shown scientifically, that in people infected with chronic worm infections the CD4 cells (a cell that plays a crucial role in our immune system), are chronically activated and very susceptible to the HIV virus compared with people without chronic worm infection, where the CD4 cells are at rest. In other words, a chronic infection or an untreated infection in combination with risky behavior changes the transmission rate of HIV completely to being extremely easy. In Sub-Saharan Africa where the majority of people have untreated or chronic infections, HIV spreads like a fire. Chronic or frequent infections, no treatments together with poor nutrition increase the epidemic. Poverty leads to AIDS, high transmission rates and fast track deaths.

Will go global
XDR-TB could spread globally: South Africa’s tourism business makes this a global crisis 

Stephan Leahy, (Science and Environmental Correspondent for Inter Press Service [IPS]), May 31st, 2007
“XDR-TB travel Bans, Leper Colonies Needed”, Berne Convention, http://stephenleahy.wordpress.com/tag/xdr-tb/
Accessed 7/25/07

 South Africa’s international tourism boom and global trade and transport systems, the XDR-TB outbreak represents “a potentially explosive international health crisis” * “The problem is a lot bigger than we know….I wouldn’t be surprised if it has spread to all the surrounding countries,” said Jerome Amir Singh, an HIV/AIDS expert at the Nelson R. Mandela School of Medicine, University of KwaZulu-Natal in Durban. * Strains of drug-resistant TB first arose in the former Soviet bloc countries in the 1990s as a result of incomplete drug treatment regimes and deteriorating health care systems.* About one-third of the world’s population carries the TB bacterium in their bodies
Decreased funding for the CDC allows TB to spread Globally

IDSA (Infectious Diseases Society of America) July 3, 2007 “U.S. TB Infrastructure Eroding” IDSA.org

http://www.idsociety.org/HIVMA_Template.cfm?Section=Search&CONTENTID=18924&TEMPLATE=/ContentManagement/ContentDisplay.cfm Accessed July 26, 2007 [BGB]
Tuberculosis (TB) experts fear the disease may be poised for a comeback following years of declining funding for TB elimination at the Centers for Disease Control and Prevention (CDC). With TB in the headlines again following the recent case of a man with multidrug-resistant (MDR) TB who flew on two transatlantic commercial flights, the issue has gained new urgency. As budgets have tightened across CDC, TB especially has taken a hit. CDC’s TB control budget has fallen by a third over the last decade when adjusted for inflation, leading to cutbacks at state and local health departments nationwide. For example, Rhode Island has eliminated some TB clinics, charges some patients a co-payment, and may be forced to charge for TB drugs, according to Kathleen F. Gensheimer, MD, MPH, Maine state epidemiologist and member of the IDSA National and Global Public Health Committee. TB patients are often from disenfranchised groups, she noted, and, “they don’t have the resources to pay for TB drugs.” Massachusetts no longer submits its isolates for genotyping, an important casetracking tool. Maine’s TB program is down to the bare bones with only three employees: the program manager, a secretary, and Dr. Gensheimer, who serves as medical director in one of her many roles at the state health department. “I don’t know who you’d cut back on,” she added. The good news is TB cases are declining in the United States. Last year saw the smallest number on record at 13,767, according to CDC. Case counts have been going down by about 3.8 percent per year since 2000. Kenneth G. Castro, MD, director of CDC’s Division of Tuberculosis Elimination, credits dedicated public health workers for the decline. “There seems to be a certain tenacity in that workforce that is trying to keep the lid on against all odds,” he said. But he noted that the rate of decline is slipping. Case counts were falling nearly twice as fast between 1993 and 2000. “That may be the harbinger of, God forbid, a future resurgence if we don’t really stay on top of tuberculosis,” he added. One reason for the concern is that controlling an outbreak is a labor-intensive job. Not only do the cases require lab work and treatment, but all their contacts also must be traced and tested. “That requires a workforce that’s prepared to scale up,” Dr. Castro said. In many places that workforce has been cut to the bone and can quickly be overwhelmed by an outbreak. Henry M. Blumberg, MD, FIDSA, program director of the division of infectious diseases at Emory University School of Medicine, notes that when funding for TB control slides, “It comes back to get you. One of the reasons we had the resurgence in 1985 to 1992 in the U.S. was because of underfunding of TB control [and] lack of public health infrastructure for TB control. And that had to be rebuilt.” It cost New York City alone approximately $1 billion to extinguish its multidrug-resistant (MDR) TB outbreak and rebuild the public health infrastructure. CDC funding for TB research is shrinking as well, at a time when XDR TB is becoming a growing threat both here and abroad. CDC reported 49 cases of XDR TB in the United States between 1993 and 2006. In South Africa in 2005, 52 out of 53 HIV positive patients died of a strain of XDR TB when all available drugs failed to cure them. When current drugs don’t work, there is not much to fall back on. “The question becomes, what other compounds can we look at that are promising?” Dr. Castro asks. “There are four in the pipeline, but there is no ability to scale up and rapidly evaluate them in phase II and phase III trials” because the funding is not available. IDSA is working to bring the issue to the attention of lawmakers in Washington, DC. A fact sheet on XDR TB has been sent to members of Congress urging them to increase funding for research, for domestic TB control, as well as for global efforts. IDSA also has endorsed two bills that aim to address TB in the United States and globally, and has included XDR TB in the Society’s “Bad Bugs, No Drugs” initiative. The 2007 World TB Day theme, “TB anywhere is TB everywhere,” is true, Dr. Gensheimer observed. “When one part of the country—or the world—is unable to control the disease, the effects are bound to be felt across geographic borders.”
Must Act Now

Immediate international action must be taken against XDRTB

Toronto Star (Canada); March 17, 2007 “Stakes are too high to ignore TB any longer” http://web.ebscohost.com/ehost/detail?vid=7&hid=101&sid=4311bf7c-44e0-4530-83cb-2895f4ad64d1%40sessionmgr106  Accessed July 23, 2007
Today, the world is confronted with XDR-TB - extreme drug-resistant TB - a newly identified and virtually untreatable form of TB that resists just about all existing anti-TB drugs. Experts warn that we risk being soon faced with even newer strains of TB against which there will be no magic potion left in our arsenal. Urgent action is required now. The best way to prevent the spread of TB is to treat and cure people who have it before newer, deadlier strains appear. Since TB is an airborne disease, infected individuals infect on average 10 to 15 people a year simply by breathing. International efforts to prevent TB and stop it from spreading must be scaled up and accelerated on an urgent basis. Canada has in the past played an effective leadership role in this global effort. Our efforts are estimated to have saved more than 500,000 lives to date. However, our spending on TB control has fallen short lately. The stakes are too high, including for Canadians. Canada must therefore respond rapidly and more vigorously and commit to significantly increased multi-year commitments.
XDR-TB must be acted on before an epidemic sweeps across the world

Jerome Amir Singh, Ross Upshur, Nesri Padayatchi Jerome Singh and Nesri Padayatchi are at the Centre for AIDS Programme of Research in South Africa (CAPRISA), Durban, South Africa. Jerome Singh is in the Department of Public Health Sciences and Joint Centre for Bioethics, University of Toronto, Toronto, Ontario, Canada, and at the Howard College School of Law, University of KwaZulu-Natal, Durban, South Africa. Ross Upshur is in the Department of Family and Community Medicine and Joint Centre for Bioethics, University of Toronto, Toronto, Ontario, Canada, and at the Sunnybrook Health Sciences Centre, Toronto, Ontario, Canada. 2007 XDR-TB in South Africa: No Time for Denial or Complacency. PLoS Med 4(1): e50 doi:10.1371/journal.pmed.0040050 acceded 07/25/2007
In recognition of the global threat posed by these factors, on September 9, 2006, WHO urged a response to the outbreak akin to recent global efforts to control severe acute respiratory syndrome (SARS) and bird flu [14]. The South African government's initial lethargic reaction to the crisis [15,16] and uncertainty amongst South African health professionals concerning the ethical, social, and human rights implications of effectively tackling this outbreak [17,18] highlight the urgent need to address these issues lest doubt and inaction spawn a full-blown XDR-TB epidemic in South Africa and beyond.
Solvency 

More funding needed to develop controls for XDR-TB

ANITA MANNING 3/05/2007 USA Today Drug-resistant TB spreading around the world; Search is on for new cures http://www.tballiance.org/newscenter/view-innews.php?id=664 accessed 07/25/2007 

A dangerous form of tuberculosis that resists treatment with both first-line and second-line drugs is spreading around the world, spurring an urgent search for new ways to stop the ancient scourge. Extensively drug-resistant TB (XDR-TB) has been found in 28 countries, including, rarely, the USA, the World Health Organization says. Multi-drug-resistant TB (MDR-TB), which is immune to the two most powerful anti-TB drugs, has been reported for years and is now in 90 countries. But it was not until March 2006 that WHO and the Centers for Disease Control and Prevention recognized XDR-TB, a form of the disease that has developed further immunity, which makes some of the second-tier drugs ineffective. It is still sometimes curable, but only with expensive drugs and intensive treatment. Last August, an outbreak in South Africa was reported in which 52 of 53 patients with XDR-TB died. Most also had HIV. Now, XDR-TB is in every province of South Africa. At last week's Conference on Retroviruses and Opportunistic Infections in Los Angeles, Karin Weyer of the South Africa Medical Research Council estimated 600 XDR- TB cases in the country with a fatality rate of 84%. More than 80% of those infected are HIV patients. WHO says $650 million is needed each year to control drug- resistant TB. "We were fairly complacent with the sense that we had drugs that work, and we do," says Maria Freire, CEO of The Global Alliance for TB Drug Development, a non-profit devoted to finding new TB drugs. But when those drugs are given inappropriately or stopped too soon, drug resistance emerges, requiring more expensive and toxic alternatives. Regular TB can be cured with a combination of drugs taken for six months. MDR-TB requires a different combination, taken for 18 months to two years. If that regimen isn't followed carefully, XDR-TB can emerge. "It doesn't mean you're totally untreatable, it means ... they're giving you everything they have," Freire says. And in some cases, "we've simply run out of ammunition. We no longer have the drugs we need to fight this." The TB Alliance is working with pharmaceutical companies, academic researchers and institutes to find new drugs, Freire says, and there are promising candidates in the pipeline. She says the goal is to develop drug combinations that attack different parts of TB bacteria to reduce resistance; that can be taken along with the anti-retroviral therapy needed by HIV/AIDS patients; and that are effective when taken for two months or less.

Increased funding for R&D of TB is needed to create a constant supply of new drugs 

PAUL GARWOOD 5/01/2007 Bulletin of the World Health Organization New tools for an old disease http://www.tballiance.org/newscenter/view-innews.php?id=678 accessed 07/25/07
A range of promising new tools to prevent, detect and cure tuberculosis (TB), which kills some 1.6 million people globally every year, could soon be within reach. But more funding to feed the research and development (R&D) pipeline is needed if the reinvigorated fight against TB is to succeed. An array of new – and a few recombined – compounds and methods hold the potential to revolutionize the way TB is prevented, diagnosed and cured. Thanks to generous funding from donors, particularly the Bill & Melinda Gates Foundation, three public–private partnerships are among a number of groups working to develop a new generation of diagnostics, medicines and vaccines for TB. Scientists are researching vaccines that have the potential to be more effective than Bacille Calmette–Guérin (BCG), which was introduced in 1921 and is still the only TB vaccine. Diagnostic tools are being tested that may detect TB in patients more quickly than those used today and that may be used in places where medical staff have little or no laboratory training. And candidate drugs that reduce months-long treatment regimens may soon be available. “The new and exciting thing is that for the first time in decades we have a fairly robust clinical drug portfolio being tested,” said Dr Melvin Spigelman, director of research and development for one of those public–private partnerships, the Global Alliance for TB Drug Development, known as the “TB Alliance”. “But there is a tremendously high attrition rate in developing drugs. You never can count on any one drug or a handful of drugs to be successful. We need to set up a pipeline to continually feed the process.” Arguments for shorter drug treatment regimens abound. Currently, a full course of treatment means taking multiple medicines daily for about six months under the supervision of a health-care worker. Many patients break off treatment once they start feeling better. But failure to complete the full course has encouraged the development of bacteria that are resistant to common drugs, prompting the need for new drugs. Shortening treatment would result in better patient adherence, reduced transmission of TB and less drug resistance, leading to fewer deaths. It could also save costs for patients and health services.
Solvency 

WHO Requests 95 Million for Combating XDR-TB

WHO (World Health Organization) November 1, 2006 “International health conference opens with XDR-TB US $95 million funding call” WHO http://www.who.int/tb/features_archive/news_release_01nov06/en/index.html
Accessed July 26, 2007 [BGB]

Global TB leaders at the 37th Union World Conference on Lung Health announced today that US $95 million will be required to address the threat of extensively drug-resistant tuberculosis (XDR-TB) in 2007. At a news conference in Paris, Dr Mario Raviglione, Director of the Stop TB Department of the World Health Organization (WHO), and other TB and HIV leaders called on governments and funding agencies to provide the resources urgently needed to prevent further occurrence of XDR-TB. The key to prevention, treatment and control of XDR-TB is to strengthen basic TB control everywhere. The urgency of XDR-TB requires a $95 million budget now. Over the next 12 months this will provide: $35 million to strengthen TB control and prevent TB drug resistance through in-country operations, including infection control and laboratory capacity building, $40 million for access to high-quality second-line TB drugs, 15 million for technical assistance in affected countries provided by international agencies, and $5 million for rapid TB diagnostic tests. Also announced today were plans for the WHO Stop TB Department to collaborate with the Foundation for Innovative and New Diagnostics (FIND) to distribute diagnostic TB test equipment and methodology. This will enable rapid culture and drug susceptibility testing and reduce the time required to confirm a diagnosis of TB drug resistance from as long as 3 months to just 2 weeks. “With standard tests, many patients — particularly those who are co-infected with HIV — are at risk of dying before their TB drug resistance can be confirmed, so clearly rapid diagnosis is a critical component of our response,” said Dr Raviglione. “WHO and its partners are identifying high-risk countries that have the laboratory capacity to use this equipment effectively, and we aim to have them distributed within weeks.” “Capacity is an issue because, in many countries, a shortage of skilled health professionals, including doctors, nurses and laboratory technicians, presents a challenge to efforts to strengthen TB control,” explained Dr Nils E. Billo, Executive Director of the International Union Against Tuberculosis and Lung Disease (The Union), which provides technical assistance, education and research in low-income countries. Lack of access to properly administered second-line drugs has also been a contributing factor to the emergence of XDR-TB. The Stop TB Partnership’s Green Light Committee (GLC) oversees the procurement and distribution of second-line drugs in low-income countries. The Partnership is helping countries at risk apply to the GLC to assist them in obtaining drugs through this mechanism as quickly as possible, and to administer them under quality-managed TB programmes. Funds generated by UNITAID should contribute to the $40 million required in the coming year to ensure an uninterrupted supply of high-quality drugs. “The recent emergence of a cluster of cases in South Africa has demonstrated the high mortality that XDR-TB can have when associated with HIV infection,” said Dr Kevin De Cock, Director of WHO HIV/AIDS Department. “Countries with a high prevalence of HIV/AIDS have been responding quickly to draw up plans for managing and preventing drug-resistant TB and this is welcomed.” Already a sub-regional framework has been presented by South Africa for review by WHO. They and several other southern African countries have agreed to develop and share their response plans by 10 November. And, although the cases in South Africa have been the most widely publicized, XDR-TB can also be found in other countries as diverse in their health profiles as the United States and Latvia, in eastern Europe. The $95 million figure builds on outcomes and recommendations from three recent high level meetings on XDR-TB including a WHO Global Task Force on XDR-TB which met in Geneva in early October to assess and define actions. This costing is based on estimates and immediate measures. “The response to XDR-TB from the affected countries, the Stop TB Partnership, technical agencies, community organizations and other stakeholders has been swift and decisive, and we expect an equally strong response from governments and donors,” said Dr Raviglione.
Steps to Stop XDR TB

WHO (World Health Organization) September 5, 2006 “Emergence of XDR TB” WHO

http://www.who.int/mediacentre/news/notes/2006/np23/en/index.html Accessed July 26, 2007 [BGB]

XDR-TB poses a grave public health threat, especially in populations with high rates of HIV and where there are few health care resources. Recommendations outlined in the WHO Guidelines for the Programmatic Management of Drug Resistant Tuberculosis include: strengthen basic TB care to prevent the emergence of drug-resistance, ensure prompt diagnosis and treatment of drug resistant cases to cure existing cases and prevent further transmission, increase collaboration between HIV and TB control programmes to provide necessary prevention and care to co-infected patients, increase investment in laboratory infrastructures to enable better detection and management of resistant cases.

Solvency 
With New Drug-Susceptibility Testing, 1.6 Million will be relieved from Drug Resistant Tuberculosis 

World Health Organization, July 23, 2007, “Policy guidance on TB drug susceptibility testing (DST) of second-line drugs (SLD)”, http://www.who.int/tb/features_archive/xdr_mdr_policy_guidance/en/index.html
Accessed 7/23/2007
There are an estimated 424,000 multidrug-resistant TB (MDR-TB) cases each year and approximately 25,000 of these cases are expected to have extensively drug-resistant TB (XDR-TB). The Global Plan to Stop TB outlines scale up of services within TB programmes to detect and treat 1.6 million MDR-TB cases by 2015. The laboratory plays a critical role in identifying MDR and XDR-TB cases; however, as a result of historical neglect, few national TB programmes have capacity for drug-susceptibility testing (DST) for the first-line drugs and even fewer have the capacity to test for second-line drug resistance. Assessment of recent laboratory capacity indicates that less than 5% of MDR-TB cases are currently detected.
Research and development of new drugs is needed to combat XDR-TB

ANGELA DOLAND (AP Staff Writer)10/30/2006 Deadly New TB Strains Expose Drug Need http://www.tballiance.org/newscenter/view-innews.php?id=636 acceded 07/25/2007
PARIS -- A deadly drug-resistant new strain of tuberculosis on the rise this year has forced scientists to confront a new problem: old drugs and a more than century-old TB test that takes weeks to get laboratory confirmation. Scientists, doctors and public health specialists met in Paris on Monday to discuss the urgent need for better tests, new drugs and a broadly effective vaccine. Tuberculosis will also come up later this week at the annual Union World Conference on Lung Health, also in Paris. The TB drugs prescribed today are more than 40 years old, and they require patients to undergo a six- to nine-month treatment regimen. Tuberculosis, a respiratory illness spread by coughing and sneezing, is the world's deadliest curable infectious disease. The World Health Organization estimates that 1.7 million people die from TB every year. The U.S. Centers for Disease Control and Prevention and the World Health Organization surveyed laboratories on six continents from 2000 to 2004 and found that one in 50 TB cases around the world is resistant not only to the usual first-choice TB treatments, but also to many medications that represent the last line of defense. That classifies the disease as extensively drug resistant TB, or XDR. XDR-TB is virtually incurable with existing antibiotics. In the South African province of KwaZulu-Natal, where 53 patients were found to have the disease recently, all but one of them died within a month, health experts say. For XDR-TB patients also infected with HIV/AIDS, disease progression has been disturbingly quick, with a mortality rate approaching 100 percent. With high HIV/AIDS prevalence rates across Africa, treating XDR-TB will prove tremendously challenging. "The problem of extensively resistant tuberculosis is a very rude wake-up call," Kenneth G. Castro, director of the TB elimination program at the CDC, said at Monday's conference, hosted by the Global Alliance for TB Drug Development. "We don't know how frequently this occurs in different parts of the world," he said, urging rapid surveys to find out. For more than a decade, health officials have worried about multidrug-resistant TB, which can withstand the mainline antibiotics isoniazid and rifampin. There are probably not enough new drugs in the works, said the French aid group Medecins Sans Frontieres, known in English as Doctors Without Borders. The group released an analysis Monday suggesting that none of the drugs currently in development will bring dramatic and rapid improvement to fighting TB, and it urged more financial support for the TB alliance and other efforts. The group expressed concern that many drugs in development are similar to existing compounds, which may mean they are less effective in fighting resistant strains.
Solvency 

More funding can solve 

NINA SCHWALBE AND HEATHER IGNATIUS 9/15/2006 (Global AIDSLink) New Drugs for TB - Past Time to Deliver accessed 07/25/2007

Advancing novel regimens depends on sufficient political will and financing. Over the next five years, the TB Alliance will need approximately $100 million, in addition to current support from donor foundations and governments to advance existing projects.  Without this, it will not be possible to ensure development of new regimens.  A number of commitments have been made recently that indicate increasing political support by key donor governments.  At the June 2006 General Assembly high level meeting on AIDS (UNGASS), the United Nations emphasized the need for accelerated scale-up of collaborative activities on tuberculosis and HIV in line with the Global Plan to Stop TB: 2006-2015 and investment in new drugs, diagnostics and vaccines appropriate for people with TB/HIV co-infection. This call, also voiced by the African Union in May, as well as by the G8 in St. Petersburg in July 2006, evidences political commitment from both donor and endemic countries. Political statements and commitments, however, must translate into financial support.  With sufficient funding from governments to bolster commitments by private foundations, such the Bill and Melinda Gates and Rockefeller Foundations, the ability to provide improved and shorter regimens that are safe and effective for TB/HIV-coinfected populations is within reach.

New drugs can solve, US approval key 
TB Alliance 7/09/2007 TB Alliance Launches Groundbreaking Preclinical TB Drug Combo Study; Prepares to Advance Two New TB Drugs to Phase II and III Trials in Patients http://www.tballiance.org/newscenter/view-brief.php?id=701 accessed 07/25/2007 
The TB Alliance is launching an innovative approach to accelerating the identification and development of new, optimized, combination drug regimens for TB.  In active TB, all therapy must involve multiple drugs to prevent the development of resistance. The new, aggressive strategy will survey potential TB drug combinations in preclinical models - well before clinical evaluation - an approach that has never been employed previously in TB drug development. This new plan has the potential to significantly decrease the time it will take to develop novel optimized, combination therapies for TB. At the same time, the TB Alliance is preparing to move PA-824 -- its first novel TB drug candidate -- into TB patients for the first time later this summer, while also working with its partners to advance moxifloxacin -- another new TB treatment option with the potential to shorten treatment time -- into large scale, Phase III clinical trials starting this fall. A New R&D Approach for Regimens Mycobacterium tuberculosis (M. tb.), the bacillus that causes TB, is a complex, resilient organism, and new, better TB treatments will still require multiple drugs to be taken in combination to optimize efficacy and prevent development of drug-resistance. An optimized novel combination therapy should significantly reduce TB's six month treatment time, be effective against drug-resistant strains, and be compatible with anti-retroviral therapy used to treat patients with HIV. The conventional approach to TB drug development evaluates potential compounds sequentially, substituting them individually into the existing regimen. Each alteration is studied in clinical trials, which take at least six years to complete Phase IIB and III. All told, a regimen consisting of completely new drugs would require more than twenty-four years of clinical development — too long to wait. To meet this challenge, the TB Alliance is promoting a new paradigm for TB drug development that would significantly shorten the time required for new regimens.  To jump start this new, aggressive approach, the TB Alliance has just selected two research grantees to begin evaluating anti-TB compounds in combination in preclinical models. The study will be a comprehensive survey of potential drug combinations, including currently available drugs and drugs in clinical trials. One research team has been selected to screen in vitro the potential synergistic and antagonistic effects of various drug combinations against M. tb., under both replicating and non-replicating conditions. Another research team will then evaluate the most promising combinations in vivo for potential pharmacokinetic interactions and for optimal efficacy.  The initial in vivo work will be done in a mouse model system. After promising combinations have been identified with the potential for shortening therapy to three months or less, the most potentially efficacious combinations would be confirmed in a secondary animal infection model. The best new regimens will then be moved into preclinical development, followed – if merited – by clinical trials in humans. In the meantime, any necessary Phase I trials will be conducted for the individual drugs, as well as combination pharmacokinetic interaction and safety studies in healthy volunteers. To advance this new paradigm of drug combination development, the TB Alliance has initiated discussions with regulatory agencies including, but not limited to, the U.S. Food and Drug Administration, the European Medicines Agency and the South African Medicines Control Council. The TB Alliance’s “Open Forums on Key Regulatory Issues in TB Drug Development" will also continue in support of these discussions, and other issues related to accelerating TB drug development and approval.
Stop TB Now Act of 2007 cards

The Stop TB Now Act of 2007 has not passed, and is very important to fight Tuberculosis

RESULTS (non profit organization committed to end hunger and poverty) May 15, 2007 “The Stop TB Now ACT of 2007 (H.R.1567, S.968)” RESULTS http://www.results.org/website/article.asp?id=2096 Accessed: 7/26/07

Stop TB Now Act of 2007 (not yet passed into law)The Stop TB Now Act (H.R.1567) was introduced in the House on March 19 by Representatives Eliot Engel (D-NY), Adam Smith (D-WA), and Heather Wilson (R-NM); Chairman Lantos is a cosponsor. It was introduced in the Senate (S.968) by Senators Barbara Boxer (D-CA) and Gordon Smith (R-OR). The new bill is similar to the Stop Tuberculosis (TB) Now Act of 2006 (H.R.5022), which was introduced in the House last March by Representatives Sherrod Brown (D-OH) and Jim Leach (R-IA) — so it should be easy to ask members who were previous sponsors to cosponsor the new bill. The bill calls for the U.S. to commit the funds and put in place the policies necessary to reach the Millennium Development Goal (MDG) of halting and reversing the spread of TB. It specifies that the U.S. should strive to halve TB deaths by 2015 and sustain or exceed diagnosis of at least 70 percent of TB cases and cure at least 85 percent of those patients. It puts in place policies to help ensure the most effective investments to achieve these targets. This bill comes at a key time to help move support for TB to a new level, especially given the recent attention to XDR-TB and its link to AIDS.

XDR TB must be stopped by the Stop TB Now Act of 2007

Eliot Engel (Dem rep from New York) March 21, 2007 “TB Hearing” Subcommittee on Africa and Global Health http://foreignaffairs.house.gov/110/engel032107.htm Accessed: 7/26/07

Extremely Drug Resistant TB or “XDR-TB” for short highlights this danger. It has been found on six continents, is a growing epidemic in southern Africa, and is already reported to be here in the United States. Regular (non drug-resistant) TB is curable with drugs that cost just $16 dollars in most developing countries. Cases of drug-resistant TB, however, can cost thousands of dollars to cure, with treatment that is far more difficult for patients and practitioners. Drug-resistant TB is a man-made problem and is caused by an array of factors including the misuse of anti-biotics, inadequate funding for laboratory testing and inadequate access to needed drugs.  We (the global community) have the power to prevent drug-resistant TB and the power to treat and control regular TB, and yet we have not chosen to do so on the scale that is necessary. In 2004, more than 740,000 people who contracted TB were co-infected with HIV/AIDS. Globally, 90% of people living with AIDS die within 4 to 12 months of contracting TB if not treated. We must all be concerned that with drug-resistant TB spiraling out of control, especially in HIV/AIDS patients in Africa, the reductions in mortality rates from HIV/AIDS thanks to Anti-Retroviral treatment are now in severe jeopardy. If we do not take urgent action now, progress made on the front lines of the fight against HIV/AIDS is in very serious danger of being undermined by drug-resistant TB. While significant resources are being provided and will be provided by African governments themselves, the remaining funding gap for Africa stands at $11 billion over the next decade – with additional resources needed to scale up a response to drug-resistant TB. XDR-TB is a wake-up call for the longstanding need to strengthen TB control and to build the necessary capacity in health services to respond to drug-resistant TB. Again, my bill, the Stop TB Now Act of 2007, seeks to authorize the funding level required from the U.S. in order to meet the goals of the Global Plan to Stop TB and therefore be able to address this TB problem globally. I urge the Subcommittee members in attendance today to cosponsor my bill and I respectfully ask Chairman Payne and Ranking member Smith to bring this bill up for consideration in this subcommittee.

XDR TB = AIDS
XDRTB will wipe out any attempt to control HIV/AIDS if intervention does not occur

John G. Bartlett (MD, Professor of Medicine, Johns Hopkins University School of Medicine) April 2007
“MDR and XDR Tuberculosis Literature: Commentary by Dr. John G. Bartlett -- April 2007” 

http://www.medscape.com/viewarticle/555306  7/23/07 [LE]

Gandhi NR, Moll A, Sturm AW, et al. Extensively drug-resistant tuberculosis as a cause of death in patients co-infected with tuberculosis and HIV in a rural area of South Africa. Lancet 2006;368:1575-1580. The purpose of this study was to assess the prevalence and consequences of multidrug-resistant tuberculosis (MDRTB) and extensively drug-resistant tuberculosis (XDRTB) in KwaZulu Natal, South Africa.  Methods: The authors increased surveillance for MDRTB with sputum cultures and drug susceptibility testing in patients with suspected TB. The analysis included genotyping of resistant strains and susceptibility testing for first- and second-line drugs.  Results: Sputum cultures for TB were done on 1539 patients; results showed 542 (35%) were positive; 221 (40%) were MDRTB and 53 (24%) of the MDRTB were XDRTB. These results are summarized in the Table.  Analysis of the 53 cases involving XDRTB showed only approximately 50% had received therapy for tuberculosis, 2/3 had been hospitalized within the previous 2 years, and all 44 who had HIV serology were positive. Of particular note was the observation that 52 of the 53 died and the median time to death among these patients from the time of the positive culture result was 16 days.  Genotyping indicated 39 of 46 strains were in the KZN family.  Conclusion: The authors conclude that this study shows the presence and potential serious consequences of XDRTB in resource-limited areas with high rates of HIV, and they emphasize the need for 'urgent local and international intervention.'  Comment: This is an extremely disturbing report that was presented by Dr. Gandhi at the 2006 International AIDS Conference in Toronto; in this report he finished by warning that this strain of TB could undo all of the achievements to date in the international effort to treat and control the HIV epidemic in the developing world. KwaZulu Natal is a rural province in South Africa in which about 80% of patients with active TB have HIV co-infection; mortality rates in those with co-infection are reported as high as 40% per year despite treatment for TB. The authors of the present study note that the rate of MDRTB was only 1.7% when surveyed in 2000-2002, but had increased to 9% in 2003-2006. XDRTB is defined as MDR (resistance to IMH and rifampin) plus resistance to at least 3 of the 6 second-line drugs. In the United States, these account for about 4% of the MDR strains and up to 15% to 19% in reports from Korea and Latvia.[1] This susceptibility pattern renders these strains virtually untreatable.[2]

Current Antituberculosis therapy worsens HIV

Diane V. Havlir,( M.D.), and Peter F. Barnes, (M.D.)  Feb. 4 1999 “Tuberculosis in Patients with Human Immunodeficiency Virus Infection” New England Journal of Medicine http://content.nejm.org/cgi/content/full/340/5/367  Accessed July 25, 2007
Antiretroviral therapy may be initiated early during antituberculosis therapy in HIV-infected patients with tuberculosis. After initial clinical improvement, paradoxical worsening of disease developed in up to 36 percent of these patients, characterized by fever, worsening chest infiltrates on radiography, and peripheral and mediastinal lymphadenopathy.56 In contrast, only 7 percent of patients who received antituberculosis therapy but not antiretroviral therapy had paradoxical reactions. A substantial reduction in the HIV burden and a marked increase in reactivity on tuberculin skin testing accompanied these paradoxical reactions, suggesting that they represent inflammation from a stronger immune response to M. tuberculosis after antiretroviral therapy. In patients with clinical findings that are compatible with the presence of a paradoxical reaction, other diagnoses must be ruled out. 
TB Causes Poverty

TB Causes Poverty to Rise

R. Graham Barr (General Medicine Division, Massachusetts General Hospital, Harvard Medical School), Ana V Diez-Roux (Division of General Medicine, College of Physicians and Surgeons, Columbia University), and Ariel Pablos-Mendez (Division of General Medicine, College of Physicians and Surgeons, Columbia University), Charles A. Knirsch (Division of Infectious Disease, College of Physicians and Surgeons, Columbia University) September 2001
“Neighborhood poverty and the resurgence of tuberculosis in New York City, 1984-1992” American Journal of Public Health

Proquest Accessed July 27, 2007

Tuberculosis (TB) rates in New York City surged throughout the 1980s and early 1990s as various factors coalesced to promote the transmission and reactivation of TB. Contributors to the epidemic included AIDS,1 immigration,2 injection drug use,3,4 multidrug resistance,5 homelessness,6,7 nosocomial transmission,8,9 and a breakdown in public health measures.10 As TB incidence in New York City rose from 1307 cases in 1978 to 3811 cases in 1992, the poverty rate, an older risk factor for TB, also increased. From 1979 to 1993, the poverty rate rose from 11.7% to 15.10% nationally,, and the poverty rate in New York City went from 19.3% to 27.3%.11 Public health officials have long recognized the predilection of TB for poor neighborhoods, 12,13 and TB rates continue to correlate with poverty in other settings. 14-18 However, in an area with high rates of AIDS and immigration, the contribution of poverty to TB risk may be overshadowed. We investigated whether poverty remained a major risk factor for TB at the peak of the New York City TB epidemic. Given the large and differential changes in poverty rates in neighborhoods in New York City in the 1980s, we also examined the longitudinal association of changes in poverty with changes in TB incidence.

TB Creates a Vicious Cycle of Poverty and Disease
Results UK (International grassroots lobby group) July 05, 2007

“Global Health” Results UK

http://www.results-uk.org/work/health.html
Accessed July 27, 2007 [BGB]
An estimated one-third of the world's population is infected with the bacterium that causes TB and nearly 9 million people become sick with TB every year. TB is the number one opportunistic infection for people who are HIV-positive and the number one killer of people with AIDS — accounting for up to half of AIDS deaths. It is also one of the leading causes of death for young women. TB is also a link in the cycle of poverty: it arises from the conditions associated with poverty, and it often worsens a family’s poverty by striking a primary breadwinner, rendering them unable to work and often forcing them to sell off meagre assets to pay for health care. Although a cure for TB was developed over 50 years ago, it remains one of the top three killer diseases in the world. An effective, low-cost treatment strategy exists, 1.6 million people continue to die from TB each year because they lack access to this treatment. Although much of the world is poised to reverse the TB epidemic, both a significant funding gap and widespread policy constraints have hindered progress at the global level. Most donor governments and many governments in the developing world have not mobilised financial and human resources on an adequate scale to address the TB epidemic. Many governments have also been slow to implement the policy reforms needed to advance progress in addressing TB globally.

TB Causes Poverty

TB Causes Poverty (Vicious Cycle)
The Global Fund 2003

“Fighting Tuberculosis” Global Fund.org

http://www.theglobalfund.org/en/about/tuberculosis/
Accessed July 27, 2007 [BGB]
Poverty, a lack of basic health services, poor nutrition, and inadequate living conditions all contribute to the spread of TB. In turn, illness and death from TB reinforces and deepens poverty in many communities.[11] The average TB patient loses three to four months of work time as a result of TB. Lost earnings can total up to 30% of annual household income.12 Some families lose 100% of their income.[13] TB is estimated to deplete the incomes of the world's poorest communities by a total of US$12 billion.[14] More than 75% of TB-related disease and death occurs among people between the ages of 15 to 54 - the most economically active segment of the population.[15] TB and HIV/AIDS HIV/AIDS and TB form a lethal combination, each speeding the other's progress. HIV promotes rapid progression of primary TB infection to active disease and is the most powerful known risk factor for reactivation of latent TB infection to active disease.[16] TB is a leading killer of people living with HIV/AIDS.[17]

TB Creates Poverty and a Vicious Cycle

HDI January 27, 2002
“Stop TB-Fight poverty : An Indian Perspective” Health Initiative.org

http://www.healthinitiative.org/html/toolkit/indperspective.htm
Accessed July 26, 2007 [BGB]
Stop TB, fight poverty is the theme for World TB day 2002. TB imposes a considerable economic toll on patients and their families. Because more than three-quarters of people with active TB are in the economically active age group (15 to 54), the economic and social costs to them and society are huge. They are income providers of the family. They are the parents of young children who need their economic and emotional support in order to thrive. They have elderly parents and relatives who depend on them. They are the citizens whose productivity and talents are essential to their countries’ development. The result of TB is that access to opportunities and choices- a key principle of human development –is blocked. Ill health, malnutrition and high fertility are three main reasons why households become or remain poor. They cause poverty through diminishing productivity, reducing household income and increasing health expenditure. A more complete view of poverty includes deprivation not only from money income, but also human development, financial and physical security, expanding opportunities and especially participation in key aspects of social life. Poor families have no buffer against loss of income-no savings and very limited access to borrowing. The way they cope with this economic adversity may provide short-term benefits –that is cash-but in long term makes them and their children destitute. The sale of assets such as land is a common response to large medical expenses. Income poverty leads to ill health and ill health contributes to income poverty. Poverty is also seen as a lack of basic human development indicated by poor health, malnutrition and educational development. Gender is in particular an important variable affecting both health and poverty.

TB Causes Poverty

Results.org March 20, 2006

“TB - A Consequence and Cause of Poverty” Results.org

http://www.results.org/website/article.asp?id=276
Accessed July 27, 2007 [BGB]
More than 75 percent of TB-related disease and death occurs among people between the ages of 15 to 54 — the most economically active segment of the population. Approximately 20 percent to 30 percent of annual income may be lost if the household’s breadwinner is struck down with active TB; and the income of 15 years will be lost if this person dies. Globally, the economic costs of TB to the poor are estimated to be U.S.$12 billion per year. TB’s economic impact on families is equally devastating. Families oftentimes sell what few assets they have to secure even partial treatment. Children remove themselves from school to care for sick relatives, eliminating their chances for education and denying a secure future for themselves. TB has ravaged Africa, the world’s poorest continent, to such a degree that in August 2005, the World Health Organization and Africa’s ministers of health declared TB to be continent-wide emergency.
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TB Causes Poverty

Nhlema, B et al. 2003

“A SYSTEMATIC ANALYSIS OF TB AND POVERTY” Equi-TB Knowledge Programme
http://www.equi-tb.org.uk/uploads/executive_summary.pdf
Accessed July 26, 2007 [BGB]
Tuberculosis has a severe impact on the impoverishment of patients and their households. The major factors which lead to impoverishment are: the inability to work due to illness and the direct and indirect costs of accessing diagnosis and treatment. The pathway to TB care is characterised by many, and repeated visits to different care Nhlema, B et al. (2003) providers, which are associated with both provider and patient delays (Lienhardt et al.2001; Long et al.1999; Sherman et al.1999; Asch et al.1998; Wandwalo and Morkve 2000). Poor and vulnerable people have longer pathways to care than other social groups. The direct and indirect costs of accessing care are generally higher before diagnosis than after diagnosis (Kamolratanakul et al.1999; Rajeswari et al.1999). Although the aggregate real costs are higher for non-poor patients, the relative costs for the poor are much higher. This is because they have little disposable income due to the nature of their livelihood activities, such as daily wage labour and petty trading (Nair et al.1997; Rajeswari et al.1999; Nhlema et al. 2002 (unpublished)). These costs add to the economic burden of households and lead to wider impacts such as children replacing the activities of their ill parents, and an inability to support school fees (Rajeswari et al.1999; Mann et al.2002 (unpublished)). TB also has an impoverishing social impact. Fear and stigma are associated with TB in several settings, particularly for women (Nair et al.1997;

Luhanga et al.2001 (unpublished)).

Poverty Linked With Tuberculosis

Peter Davis (Tuberculosis Research Unit) April 1999
“The effects of poverty and ageing on the increase in tuberculosis.” TB Research Unit

http://www.ncbi.nlm.nih.gov/sites/entrez
Accessed July 26, 2007 [BGB]
Among the causes of the current increase in tuberculosis worldwide are poverty and ageing. It has been widely accepted that tuberculosis and poverty have been closely linked since the scientific study of the disease began. The decline of tuberculosis in developed countries before the arrival of specific chemotherapy was largely attributed to improvement in social conditions. With the rapidly increasing world population and the wider disparity of income, more and more people are falling into poverty, whichever way it is defined. Studies in the developed world show that the close association between tuberculosis and poverty remains. Some workers in the field even suggest that tuberculosis cannot be controlled until the issue of global poverty has been addressed. This may be too pessimistic. It may be possible to define accurately which aspects of poverty are most closely associated with tuberculosis and to deal with those specifically. Within developed countries longevity is increasing. The population now in their seventies, or older, even in developed countries, will have been alive when the disease was highly prevalent in the communities in which they lived. The majority will, therefore, have acquired infection, and in a substantial minority of these infection may reactivate to cause disease as the ageing process weakens host immunity. In the indigenous Caucasian population of Western Europe, rates of disease are highest in elderly males. Previous research showed that beyond the age of forty, the incidence of disease declined with increasing age. The higher rates in the elderly were a result of the residue of higher rates from birth cohorts born earlier. Data presented in this article suggest that this pattern may be altering such that the incidence of disease actually increases after a certain age is reached. This could have important repercussions for disease incidence in the emerging economies of the Pacific Rim, where longevity is increasing most rapidly.
Poverty Causes Terrorism
Poverty creates a breeding ground for terrorism

Susan Lang, Susan Lang is a member of Cornell University News Service, February 24, 2005 “Per Pinstrup-Andersen: Warning of the dangers if neglect of Africa continues” Cornell Chronicle http://www.news.cornell.edu/chronicle/05/2.24.05/AAAS.Andersen.Africa.html Accessed 7/23/07

If the developed world fails to invest more in African agriculture and rural infrastructure to benefit the poor and help them escape poverty, the world will become a much more dangerous place, Cornell economist Per Pinstrup-Andersen said at the American Association for the Advancement of Science in Washington, D.C., on Feb. 21. Investment in productivity-increasing agricultural research, he said, is particularly important because at present agricultural science and investment generally benefit affluent farmers and consumers.  He pointed out that about one-fifth of the world's population lives in dire poverty, and the already very skewed gap between rich and poor keeps growing. Pinstrup-Andersen is the H.E. Babcock Professor of Food, Nutrition and Public Policy at Cornell, the 2001 World Food Prize Laureate and chair of the Science Council for the Consultative Group on International Agricultural Research, a consortium of 15 international research agricultural centers that focuses on setting priorities for international agricultural research. Some 800 million people in the world don't have enough to eat, said Pinstrup-Andersen. The consequences of such destitution are malnutrition, environmental degradation and worldwide instability. These circumstances, he warned, also leave millions of people with nothing to lose, making them ripe for turning to international terrorism in their frustration. These people need to be heard, he said. Much of his research is focused on developing policies to improve the global food system for the benefit of the nutritional status of low-income people. 

Poverty causes weak states which house terrorist cells

Greg Mills, national director of the South African Institute of International Affairs, 2004 “Africa’s New Strategic Significance” The Washington Quarterly http://search.ebscohost.com/login.aspx?direct=true&db=aph&AN=14310015&site=ehost-live Accessed 7/23/07

According to the September 2002 U.S. National Security Strategy, the attacks taught the United States “that weak states … can pose as great a danger to our national interests as strong states. Poverty does not make poor people into terrorists and murderers. Yet poverty, weak institutions, and corruption can make weak states vulnerable to terrorist networks and drug cartels within their borders.”4 Long recognized by the international community as the single most-impoverished continent and for its weak governmental institutions, Africa’s clear potential to become a breeding ground for new terrorist threats thus landed it a new place on the U.S. foreign policy agenda. Air Force Gen. Jeffrey Kohler, the director of plans and policy at the U.S. European Command, which has responsibility for Africa, added, “What we don’t want to see in Africa is another Afghanistan, a cancer growing in the middle of nowhere. While the White House continues to pledge more aid to fight terrorism and steadily increases its military footprint on the continent, Africa’s actions to deal with terrorism have been both slow and limited. Unsurprisingly, African leaders have preferred to equate the war against terrorism primarily Failed states were recognized post-9/11 as epicenters of terrorism and instability. with the war to end poverty and, to this end, to receive greater assistance. As Tanzania’s president, Benjamin Mkapa, has argued, “It is futile, if not foolhardy, to think there is no link between poverty and terrorism.”8 Nevertheless, the relationship between poverty and terrorism is not as clear as African leaders might prefer. Poverty alone does not foster terrorist movements, and extraordinary poverty is something with which Africans have long managed to cope. Rather, a sense of growing frustration with the lack of opportunity is inevitable on a continent that has failed to keep pace with global economic growth, even compared to other areas of the developing world.

Poverty Causes Terrorism

Africa must stop poverty to avoid terrorism

Jeremy Clarke Mar 28 2007  “Poverty and technology gap ‘fuel terror in Africa’" Reuters http://www.alertnet.org/thenews/newsdesk/L28729793.htm Accessed: 7/23/07

NAIROBI, March 28 (Reuters) - Poverty and lack of police skills are feeding international terrorism in Africa, delegates at a regional security conference said on Wednesday, while distancing themselves from the U.S.-led war on terror. Peter Munya, Kenya's Assistant Internal Security Minister, told the Nairobi meeting developing countries must provide better job opportunities for impoverished youths to steer them away from recruiters working for extremist organisations. "We must offer our youth the opportunity to succeed in our society so they do not become vulnerable," he said. Munya told the conference -- which was called to study the risk of more attacks in east Africa -- that poor nations faced huge difficulties trying to keep track of technology-savvy terrorists who often seem one step ahead of the authorities. "African countries do not have the resources, capacity and adequate equipment to detect sophisticated terrorism devices," he said. "We do not have the capacity to put in place the infrastructure to fight." Bombings blamed on al Qaeda struck Kenya in 1998, killing at least 225 people at the U.S. Embassy, and in 2002, killing 15 people at an Israeli-owned hotel on the coast. Washington warns its citizens of "continuing terrorist threats" in the country. Boudacar Diarra, head of the Algiers-based African Centre for Study and Research on Terrorism, told reporters the "African approach" differed from the U.S. counter-terrorism approach. "There is an African strategy for fighting terrorism based on African experience, which was in place long before the events on September 11, 2001," he said. "In fighting terrorism we must always still recognise human rights law, humanitarian law and refugee law."

Poverty creates political conflict and terrorism

Alberto Abadie (Professor of Public Policy John F. Kennedy School of Government Harvard University) May 2006 “Poverty, Political Freedom, and the Roots of Terrorism” The American Economic Review http://80-proquest.umi.com.ezproxy.mnl.umkc.edu/pqdlink?did=1158476221&sid=2&Fmt=2&clientId=45248&RQT=309&VName=PQD Accessed 7/25/07
After the 9/11 attacks, much of the political and media debate on terrorism has focused on prevention policies. The widespread view that poverty creates terrorism has dominated much of this debate. This is hardly surprising. After all, the notion that poverty generates terrorism is consistent with the results of most of the literature on the economics of conflicts. Because terrorism is a manifestation of political conflict, these results seem to indicate that poverty and adverse economic conditions may play an important role in explaining terrorism. Recent empirical studies, however, have challenged the view that poverty creates terrorism. Using US State Department data on transnational terrorist attacks, Alan B. Krueger and David L. Laitin and James A. Piazza find no evidence suggesting poverty may generate terrorism. Conversely, among countries with similar levels of civil liberties, richer countries seem to be preferred targets for transnational terrorist attacks. However, these studies may suffer, in principle, from some potential shortcomings.
Poverty cause terrorism and conflict especially in Africa

Adam Lusekelo (Staff Writer BBC News) 27 February 2003 “Africa's war on terror targets poverty” BBC News http://news.bbc.co.uk/2/hi/business/2797405.stm Accessed: 7/25/07
Africa's ambitious new development plan, Nepad, is examining how poverty and instability can spawn conflict and terrorism. Even before the 11 September attacks there was a recognition that poverty in one part of the globe creates scope for regional conflict and international crime. "It is futile, if not foolhardy to think there is no link between poverty and terrorism," says Tanzania's President Benjamin Mkapa. Links to Al Qaeda have been found in several African countries - and Kenya and Tanzania experienced the direct effects of terrorism in 1998 when their citizens died in bombings of US embassies. Kenyans suffered again last year when a tourist hotel was blown up. In a second report on Nepad, the BBC World Service examines the importance of tackling arms control and conflict.

Poverty Causes Terrorism

Poverty breeds terrorism 

Stephen C. Smith (Professor of Economics and International Affairs at George Washington University), 9/9/2005 “Will the G-8 Summit at Gleneagles ultimately help Africa?” The CQ Researcher, https://faculty.washington.edu/bdjones/policyclass/Ending%20Poverty.pdf, accessed 07/25/07 [KN]

Stronger, less impoverished societies provide a bulwark against violent extremism. Poverty does not cause terrorism, but it increases susceptibility to terrorist activity.

The US must act to solve poverty to prevent terrorism in the long term
Karl Wycoff (Associate Coordinator, Office of the Coordinator for Counterterrorism) April 1, 2004 “Fighting Terrorism in Africa” US Department of State- Subcommittee on Africa http://www.state.gov/s/ct/rls/rm/2004/31077.htm Accessed:7/25/07
It is therefore essential that the U.S. pay attention to development issues and to public outreach. USAID has designed and implemented programs to reach out to Muslim schools and offer support, materials, and training. Department of State Public Diplomacy programs offer opportunities for discussions, conferences, seminars, and travel by selected policy- and opinion-makers to explore Islam in America, U.S. values and traditions, and American society in an effort to expand mutual understanding. These long-range programs, are essential to ultimate success in the war on terrorism. This concludes my outline of the current regional threat and our efforts to date to combat it. I hope my testimony has provided you with a clear understanding of the broad and deep range of challenges that we confront as we aggressively move to reduce terrorist activity and sympathies on a continent that is rife with both. As all of us know, the global war on terrorism cannot be won by half-measures or temporary commitments. Attacking terrorism in Africa requires a mix of short-, medium- and long-term strategies, and it will require additional resources. Many of the short- and medium-term programs are in place and working. Longer-term strategies to address the factors that create an enabling environment for terrorism -- poverty, intolerance, political alienation, and corruption -- are being formulated and will require support not only from our African and other international partners but also from this chamber. Our adversaries are committed for the long term. I know that the State Department and the members of the subcommittee are equally committed to helping African governments defeat terrorists and eliminate their support base in Africa. The State Department appreciates your support and partnership for these efforts and seeks your continued support as we resolutely maintain and increase these efforts in the future. Mr. Chairman, that concludes my remarks. I will be happy to try to answer any questions.

Poverty-stricken Africa will be important for terrorists
Stefan Mair (Deputy Director of the German Institute for International and Security Affairs) 2003 “Terrorism and Africa” African Security Review http://www.iss.co.za/Pubs/ASR/12No1/CMair.html accessed: 07/25/07 [KN]

In the next couple of years, the importance of Africa in terms of international terrorism will focus on two factors. First, the weak and desolate states of Africa provide an excellent space to draw back to and their informal economies offer superb conditions for money laundering and parking capital. Second, ineffective state security apparatuses create a convenient environment for carrying out attacks.

Poverty alleviation can help reduce terrorism

Samuel Makinda  (Chair of Security, Terrorism and Counter-Terrorism Studies at Murdoch University) 3/30/2007 “Responding to the Terror Threat: Continuing Differences between the United States and Africa” http://forums.csis.org/africa/?p=31, accessed: 07/23/07 [KN]
Poverty per se does not cause terrorism, but it can combine with other factors to ignite political violence. The combination of poverty and the politics of identity is a particularly volatile mix.  People like those who masterminded the terrorist attacks of September 11, 2001, do not have to come from poverty-stricken homes in order to identify with the poor. These terrorists may have been relatively well-off and even middle class, but they defined their identities in terms of the aspirations of those who had been denied justice in the Middle East. Development, poverty alleviation, and social justice can help people to redefine their identities and to refocus their interests and energies, and, thereby, reduce the chances of terrorism.
Poverty Causes Terrorism

Poverty in Africa creates the ability for terrorism to increase

Karl Wycoff (Associate Coordinator, Office of the Coordinator for Counterterrorism) April 1, 2004 “Fighting Terrorism in Africa” US Department of State- Subcommittee on Africa http://www.state.gov/s/ct/rls/rm/2004/31077.htm Accessed:7/25/07
Throughout the continent, the prevalence of poverty, famine, and disorder offers terrorists an opportunity to insert themselves into a region, to develop support systems, and to troll for new members for their groups. Charitable and non-governmental organizations have been abused by terrorists and their supporters to raise funds, disguise their true intentions, and travel internationally. Some terrorists have been able to use charitable organizations, turning those organizations into producers of ever larger numbers of extremists. One such organization, al-Haramayn, has been identified in several locations in Africa. Its offices are being closed. However, in addition to serving extremist ends, it also built schools, hospitals, and engaged in normal charitable activities. Closing these offices has had the unintended consequence of depriving some of the needy of a source of help. 

Poverty feeds terrorism

Jeremy Clarke (Staff, Reuters) 3/28/2007 “Poverty and technology gap ‘fuel terror in Africa’” http://www.alertnet.org/thenews/newsdesk/L28729793.htm, accessed: 07/23/07 [KN]
Poverty and lack of police skills are feeding international terrorism in Africa, delegates at a regional security conference said on Wednesday, while distancing themselves from the U.S.-led war on terror. Peter Munya, Kenya's Assistant Internal Security Minister, told the Nairobi meeting developing countries must provide better job opportunities for impoverished youths to steer them away from recruiters working for extremist organisations. "We must offer our youth the opportunity to succeed in our society so they do not become vulnerable," he said. Munya told the conference -- which was called to study the risk of more attacks in east Africa -- that poor nations faced huge difficulties trying to keep track of technology-savvy terrorists who often seem one step ahead of the authorities. "African countries do not have the resources, capacity and adequate equipment to detect sophisticated terrorism devices," he said. "We do not have the capacity to put in place the infrastructure to fight."
Poverty plays an important role in explaining terrorism

Alberto Abadie (Professor of Public Policy at John F. Kennedy School of Government, Harvard University) October 2004 “Poverty, Political Freedom, and the Roots of Terrorism” ksghome.harvard.edu/~.aabadie.academic.ksg/povterrp.pdf, accessed 07/23/07 [KN]
After the 9/11 attacks, much of the political and media debate on terrorism has focused on prevention policies. The widespread view that poverty creates terrorism has dominated much of this debate (see Joseph Kahn and Tim Weiner, 2002). This is hardly surprising. After all, the notion that poverty generates terrorism is consistent with the results of most of the literature on the economics of conflicts. In particular, the results in Alberto Alesina et al.(1996) suggest that poor economic conditions increase the probability of political coups. Paul Collier and Anke Hoeffer (2004) show that economic variables are powerful predictors of civil wars, while political variables have low explanatory power. Edward Miguel et al. (2004) show that, for a sample of African countries, negative exogenous shocks in economic growth increase the likelihood of civil conflict. Because terrorism is a manifestation of political conflict, these results seem to indicate that poverty and adverse economic conditions may play an important role explaining terrorism.
Poverty Destroys Biodiversity
Poverty has empirically been harmful to biodiversity- Ghana proves

Dan Whipple (staff writer) November 17, 2004 "Blue Planet: Conservation and Earth's poor" UPI lexis nexis Accessed 7/25/07 (WR)
Although by some measures -- such as consuming resources -- the effect can be negative, by many others the effects can be positive. For instance, as income grows, birth rates usually fall, health services improve and people tend to increase their appreciation of species. "I think that the way we look at conservation from our side is that you can't do protected areas work in isolation," Ginette Hemley, the World Wildlife Fund's vice president for species conservation, told UPI's Blue Planet. "You can only be successful if you fully integrate the needs of the local people." The impact of wealth on biodiversity can be seen in a case study by another Cambridge scientist: Justin Brashares and colleagues in the same issue of Science. They conducted a 30-year study in which they found declines in the availability of fish for food from Ghana's coast resulted in an increase in hunting of bushmeat. "The multibillion-dollar trade in bushmeat is among the most immediate threats to the persistence of tropical vertebrates," the authors wrote. "We show that years of poor fish supply coincided with increased hunting in nature reserves and sharp declines in biomass of 41 wildlife species. Local market data provide evidence of a direct link between fish supply and subsequent bushmeat demand in villages." Brashares said his study "presents very strong evidence showing how human food supply can be directly related to conservation of wildlife." Despite such apparent win-win results of reducing poverty, there has been relatively little official effort to achieve it.
Reducing poverty is key to solving biodiversity

Julia Bucknall, Christiane Kraus, and Poonam Pillai (environment unit of the Europe and Central Asia region of the World Bank,World Bank,World Bank.) April 2000, "Poverty and the Environment" World Bank http://64.233.179.104/scholar?hl=en&lr=&q=cache:ME28bAqati8J:www.worldbank.org/wbi/sdenveconomics/eep/docs/reading/PovertyEnvironment.pdf+biodiversity+poverty+alleviation+disease accessed 7/25/07 (WR)

In other cases such activities are trickier. Some conservation initiatives can involve costs for poor people by reducing their access to certain resources. One example is tree-planting and forest-protection programs in Central America, which often ignore the need for basic food supplies of the rural poor (Uttig 1994). The literature contains much discussion of inter-temporal or inter-generational allocations. We could, perhaps, decide that it is reasonable to impose a cost on today’s poor in order to protect future generations from poverty. This may be appropriate in some circumstances, but is not generally true, for two reasons. First, because people’s desire for a clean environment appears to increase sharply with income. Reducing today’s poverty may be the most sustainable way to conserve biodiversity in the long run. Second, because we have little certainty about how the future benefits of conservation efforts will be distributed.If our objective becomes poverty reduction, therefore, we would still have a large portfolio of biodiversity activities, although their scope and focus would be different. We would probably not be able to justify some of our current biodiversity activities.

Poverty Hurts Environment

Poverty creates environmental destruction 

Ikubolajeh Logana, William G. Moseley (Department of Geography, University of Georgia,Department of Geography, Northern Illinois University) 25 June 2001, "The political ecology of poverty alleviation inZimbabwe's Communal Areas Management Programme forIndigenous Resources (CAMPFIRE)" Geoforum, http://64.233.179.104/scholar?hl=en&lr=&q=cache:VblbotarmvUJ:www.nhh.no/geo/302/reading/campfire.pdf+ (WR)

CAMPFIRE's poverty alleviation objectives are based on the principle that a strong relationship exists between poverty and environmental degradation (e.g.,Mellor, 1988; Beckerman, 1992; World Bank, 1992,1996; UNCED, 1993; Barrett, 1996).2The Brundtland Report, one of the earliest documents to advance this relationship, asserts that `[t]hose who are poor and hungry will often destroy their immediate environment in order to survive...' (WCED, 1987, p. 28). This argument further supports contentions that poverty often leads to unsustainable agriculture and food insecurity(Timberlake, 1987; Durning, 1989); and deforestation through in efficient energy practices (Arday®o, 1986).The perceived proclivity of poor societies for environ-mental degradation is explained in terms of their high rate of time preference and related high personal and social discount rates. As Broad (1994, p. 812) points out,`[t]he poor are short-term maximizers who are forced to degrade in order to survive'. Murphree's statement be-low situates the Zimbabwe case in similar circumstances:[g]rowing population in Zimbabwe has resulted in the increased exploitation of marginal land for subsistence agriculture which would have been better suited for wildlife... A culture of poverty [exists]in which the individual is preoccupied with survival in the present and where any effective concern for the future is missing. A culture of poverty is one in which the future is discounted at a very high rate. This is a recipe for accelerated degradation because poverty is both the cause and the effect of environ-mental degradation. (Murphree, 1993, 1±2).The view that the poor may be their own worst environmental enemies undergirds three, closely interrelated, CAMPFIRE goals: (i) to reduce poverty as a necessary (if not sufficient) condition for environmental conservation and game management and (ii) to trans-form the structure of resource control from state to communal ownership and (iii) to manage game within the new tenure structure as a means towards increased food production and reduced poverty. In essence, poverty alleviation, environmental conservation and game management are seen to be synergistic, each serving as a solution for the other, each feeding o€ the other. This underlying sentiment is captured in the following statement by USAID (1997, p. 1) `CAMPFIRE provides opportunities to villages to generate additional earnings through sustainable use of natural resources... Firsthand experience of the economic benefits derived from sustainable wildlife management has led to improved supervision of communally owned natural resources' .Notwithstanding broad formations of this nature, the extent to which the program's poverty alleviation goals through food production and other means are being successfully obtained is still open to debate.

Poverty Causes Conflict 

Poverty and inequality lead to conflict

Pyt Douma (Netherlands Institute of International Relations, Clingendael) 12/8/1999 “Poverty, Conflict and Development Interventions in Sub Saharan Africa” http://payson.tulane.edu/mad/conflict/douma.htm, accessed 07/25/07 [KN]

The analysis presented in this paper attributes patterns of group Poverty and Inequality to the outcome of the political process in many Sub Saharan States. Through a multitude of factors states have become weaker, leading to increased competition for scarce resources between contending political elite groups. As a result many stakeholder groups have become disenfranchised, and this, in turn enables disgruntled elite to mobilize such groups into violence mostly leading to protracted internal conflict.
There is an undeniable link between poverty and conflict

The F W De Klerk Foundation 10/16/2000 “Is there a future for Sub-Saharan Africa?” http://64.233.167.104/search?q=cache:b2kQzUX3Yd0J:www.fwdklerk.org.za/download_docs/00_10_16_Future_Sub_Sahara_Africa_C.doc+poverty+conflict+sub-saharan+africa&hl=en&ct=clnk&cd=16&gl=us, accessed 07/25/07 [KN]
Mr De Klerk observed that there were, indeed, “too many countries that continue to conform to the African stereotype of poverty, conflict and tyranny.” He added, however, that “such states conform to the stereotype not because they are African, but because poverty, tyranny and conflict go hand in hand throughout the world and throughout history and not just in Africa.” Mr De Klerk said that there was an undeniable link between poverty and conflict and between democratisation and relative prosperity.
Poverty has created conflict and violence specifically in Darfur

Africa News July 23, 2007 "Sudan; No Development, No Peace"http://web.lexis-nexis.com.ezproxy.mnl.umkc.edu/universe/document?_m=3a35b02e21d590b1b3a8aef971be3a65&_docnum=1&wchp=dGLbVlz-zSkVA&_md5=4fb99a4d33609865fb81b6ffc8a04ee3 Accessed 7/23/07 (WR)
Extreme poverty is a major cause, and predictor, of violence. The world's poorest places, like Darfur, are much more likely to go to war than richer places. This is not only common sense, but has been verified by studies and statistical analyses. In the UNEP's words, "There is a very strong link between land degradation, desertification, and conflict in Darfur."Extreme poverty has several effects on conflict. First, it leads to desperation among parts of the population. Competing groups struggle to stay alive in the face of a shortage of food, water, pasture land, and other basic needs. Second, the government loses legitimacy and the support of its citizens. Third, the government may be captured by one faction or another, and then use violent means to suppress rivals.Darfur, the poorest part of a very poor country, fits that dire pattern. Livelihoods are supported by semi-nomadic livestock-rearing in the north and subsistence farming in the south. It is far from ports and international trade, lacks basic infrastructure such as roads and electricity, and is extremely arid. It has become even drier in recent decades because of a decline in rainfall, which is probably the result, at least in part, of man-made climate change, caused mostly by energy use in rich countries.

Conflict is linked with economic decline and poverty

Adam Lusekelo (Staff Writer BBC News) 27 February 2003 “Africa's war on terror targets poverty” BBC News http://news.bbc.co.uk/2/hi/business/2797405.stm Accessed: 7/25/07

Some 20% of Africa's people are affected by conflict, and most of the victims are innocent civilians. Global trade rules for farmers cause anger The World Bank estimates that conflict is knocking 2% a year off Africa's economic growth. Large numbers of refugees place a burden on neighbouring countries; Tanzania, for instance, has taken in 1.5 million refugees in the last decade. Regional instability also cripples efforts to control the spread of HIV. The Nepad framework therefore envisages support for peacekeeping from developed countries in return for better governance from African leaders.

Poverty Causes Conflict

Poverty leads to conflict

USAID, 2005 “USAID Africa: Conflict Management” http://www.usaid.gov/locations/sub-saharan_africa/sectors/cm/index.html, accessed 07/25/07 [KN]
These conflicts have (a) undermined progress in health, economic growth, and governance; (b) created conditions that have resulted in breeding grounds for terrorism; and (c) required costly humanitarian assistance. According to the report, the pervasive consequences of long-term poverty and warfare complicate the prospects for stability. These consequences include: deteriorating sanitation and health and, especially, the related AIDS pandemic; widespread and recurring famine; and large numbers of refugee, displaced, and otherwise marginalized populations. Food insecurity, floods, droughts, and epidemics often combine with conflict to create complex emergencies with devastating effects.
Poverty Creates Conflict 

Susan E. Rice (Senior Fellow, Foreign Policy Studies, Global Economy and Development) March 20, 2006
“Africa’s Strategic Importance to the U.S.” Brookings Institute

http://www.brookings.edu/views/speeches/srice/20060320.pdf
Accessed July 25, 2007 [BGB]
Today, more than half the world’s population subsists on less than $2 dollars per day, and almost 1.1 billion people live in extreme poverty, defined as less than $1 dollar per day. The costs of global poverty are multiple. Poverty dramatically increases the risk of civil conflict, and war zones provide ideal operating environments for international outlaws. Poverty erodes weak states’ capacity to control their territory and resources, creating vacuums easily exploited by transnational criminals and terrorists. Poverty impedes poor countries’ ability to detect or contain deadly disease, and it undermines their ability to protect the world’s forests and watersheds.
Citizens of Poor Countries Disproportionately Affected by Disease

George J Schieber (consultant at the World Bank in Washington, D.C.), Pablo Gottret (lead economist at World Bank), Lisa K Fleisher (public health specialist at the World Bank), Adam A Leive (economist at the World Bank) July/August 2007 “Financing Global Health: Mission Unaccomplished” Health Affairs,  http://content.healthaffairs.org/cgi/content/full/26/4/921?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&author1=schieber&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&resourcetype=HWCIT Accessed 7/23/07 [BGB]
People in poor countries around the world continue to suffer and die from diseases that could be prevented and treated with low-cost, effective interventions. Billions of dollars in aid are given every year to improve the health of the world's poor, and yet preventable diseases such as diarrhea and malaria continue to kill a child every thirty seconds and result in almost eleven million child deaths per year in poor countries.1 Pregnancy and childbirth continue to be a primary cause of death for women in developing countries, killing more than 500,000 women every year.2 More than twenty years into the AIDS pandemic, the disease is continuing to spread; in 2006 AIDS killed almost three million people, 380,000 of whom were under age fifteen.3 Tuberculosis, outpacing the medicines that exist to treat it, killed 1.83 million people in 2006.4 These diseases continue to disproportionately afflict people in the poorest countries (countries with per capita incomes below US$825 in 2006), which account for the majority (56 percent) of the global disease burden. For example, a person born in a wealthy country such as Denmark will live seventy-eight years, on average, compared with thirty-nine years in a poor country such as Sierra Leone, where most deaths occur between birth and age four.5 Furthermore, only 18 percent of the global stock of nurses and physicians reside in poor countries, where just over 1 percent of global health spending is available to finance needed interventions. Worse yet, rich countries continue to siphon off this limited supply of nurses and doctors; as a result, fifty-seven largely poor countries face shortages of 2.4 million doctors, nurses, and midwives.6
Poverty = AIDS
Poverty Causes AIDS; In Poverty, Vulnerability Increases and AIDS Can Flourish

Medact and World Development Movement September 1999
“Deadly Conditions? Examining the relationship between debt relief policies and HIV/AIDS”

http://www.globalissues.org/Geopolitics/Africa/AIDS.asp#ImpactofPovertyonAIDSinAfrica
Accessed 7/23/07 [BGB]
Although there are numerous factors in the spread of HIV/AIDS, it is largely recognised as a disease of poverty, hitting hardest where people are marginalised and suffering economic hardship. IMF designed Structural Adjustment Programmes (SAPs), adopted by debtor countries as a condition of debt relief, are hurting, not working. By pushing poor people even deeper into poverty, SAPs may be increasing their vulnerability to HIV infection, and reinforcing conditions where the scourge of HIV/AIDS can flourish.
Poverty Leads to Disease and AIDS Spread

Ann-Louise Colgan April 18, 2002 “Hazardous to Health: The World Bank and IMF in Africa” Africa Action, http://www.africaaction.org/action/sap0204.htm Accessed 7/23/07 [BGB]
The relationship between poverty and ill-health is well established. The economic austerity policies attached to World Bank and IMF loans led to intensified poverty in many African countries in the 1980s and 1990s. This increased the vulnerability of African populations to the spread of diseases and to other health problems.... The deepening poverty across the continent has created fertile ground for the spread of infectious diseases. Declining living conditions and reduced access to basic services have led to decreased health status. In Africa today, almost half of the population lacks access to safe water and adequate sanitation services. As immune systems have become weakened, the susceptibility of Africa’s people to infectious diseases has greatly increased.... Even as government spending on health was cut back, the amounts being paid by African governments to foreign creditors continued to increase. By the 1990s, most African countries were spending more repaying foreign debts than on health or education for their people. Health care services in African countries disintegrated, while desperately needed resources were siphoned off by foreign creditors. It was estimated in 1997 that sub-Saharan African governments were transferring to Northern creditors four times what they were spending on the health of their people. In 1998, Senegal spent five times as much repaying foreign debts as on health. Across Africa, debt repayments compete directly with spending on Africa’s health care services. The erosion of Africa’s health care infrastructure has left many countries unable to cope with the impact of HIV/AIDS and other diseases. Efforts to address the health crisis have been undermined by the lack of available resources and the breakdown in health care delivery systems. The privatization of basic health care has further impeded the response to the health crisis.

Poverty = AIDS

Poverty Creates Cycle of AIDS and Poverty

Medical News Today January 26, 2007
“Poverty, Gender Inequality Contributing To Spread Of HIV In Caribbean, Conference Speakers Say” Medical News Today

http://www.medicalnewstoday.com/articles/61521.php
Accessed July 25, 2007 [BGB]

Poverty, gender inequality and discrimination are hampering efforts to curb the spread of HIV in the Caribbean, speakers at the Caribbean Summit on HIV/AIDS in St. Croix, U.S. Virgin Islands, said on Sunday, the Caribbean Net News reports. George Allyene, U.N. special envoy for HIV/AIDS in the Caribbean, at the summit discussed the relationship between the region's tourism economy and the spread of HIV, particularly in the context of commercial sex work. Allyene also said that the increasing number of AIDS-related deaths among adults in the region is contributing to reduced work productivity, absenteeism and low morale because of stigma and discrimination. In addition, widespread poverty in many Caribbean countries means that some families in the region face "abject poverty" when paying for HIV/AIDS care and treatment, Allyene said. Increased HIV prevention efforts also should be made, according to Allyene, who said that gender inequality is contributing to the spread of HIV because women cannot negotiate in sexual situations.

Poverty Increases Spread of HIV

DNS (The Necessary Teacher Training College) No Date
“Malaria – a disease of poverty - closely connected to the spread of the AIDS epidemic” DNS.org
http://www.dnsdk.dk/Article.asp?TxtID=639&SubMenuItemID=157&MenuItemID=9
Accessed July 25, 2007 [BGB]
Tuberculosis (TB), malaria, worms, STDs and poor nutrition are fuelling the HIV epidemic. It has been shown scientifically, that in people infected with chronic worm infections the CD4 cells (a cell that plays a crucial role in our immune system), are chronically activated and very susceptible to the HIV virus compared with people without chronic worm infection, where the CD4 cells are at rest. In other words, a chronic infection or an untreated infection in combination with risky behavior changes the transmission rate of HIV completely to being extremely easy. In Sub-Saharan Africa where the majority of people have untreated or chronic infections, HIV spreads like a fire. Chronic or frequent infections, no treatments together with poor nutrition increase the epidemic. Poverty leads to AIDS, high transmission rates and fast track deaths.
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Poverty is the Major Cause of Disease Spread in Africa

Lennart Bage (Staff Writer, International Herald Tribune) May 16, 2001
“Sick World: Disease the Symptom, Poverty the Cause” International Herald Tribune
http://www.iht.com/articles/2001/05/16/edbage_ed2_.php#
Accessed July 25, 2007 [BGB]
Disease is a medical condition, but its prevalence and impact are social and economic facts. The consequences are clear. More young professionals are dying of AIDS than are being trained. But what about the causes? African people are the most threatened by disease of all peoples in the world. They are also the poorest. Water-borne diseases can be eliminated through investment in water supply and sanitation. Malaria can be vastly reduced through simple prevention measures. There is no mystery about how to reduce alarming levels of mortality. The techniques are available. But the resources to employ them are not. Salim Ahmed Salim and K.Y. Amoako (IHT Opinion, April 24) refer to the ABC of AIDS prevention. To the ABC (for abstinence, being faithful to one life partner, and condoms) we have to add the D, for development. There are no simple cures for AIDS, but there are proven ways of reducing its spread and reducing its impact — in developed countries. Disease is the symptom; poverty is the cause. The spread of AIDS in Africa has a great deal to do with the dislocation of normal lives — the weakening of family stemming from migration to seek income against the background of desperate poverty, and the poverty-induced consignment of women to commercial sex as a way of making a short living. The impact of disease can be contained by access to drugs that are widely available in rich countries. And there has to be support for families — which increasingly contain only the old and the young, and many, many orphans — and communities jeopardized by the loss of their economic backbone: young adults, the so-called disappearing generation. Some of this is being done in Uganda, with success. It can and should be done across the continent. It really is not very complex, but is has to be done rapidly and on a large scale. To really make a difference, we have to support the broad-based development processes that contribute to the stabilization of African families and communities, to the ability of Africans to invest in basic measures for the control of disease, and to the power of African women to take control of their own lives. More particularly we have to focus on the poor, both men and women. It is they who suffer most, and it is in a change in their condition that the solution lies. The international community has set the target of reducing the proportion of the global population living in extreme poverty by half by 2015. In Africa the rate of poverty reduction is only one-sixth of the level required to meet this target. At the current rate, we are not going to make major inroads into African poverty and its consequences — misery, disease and war. The large majority of the African poor live in the countryside. They are very small farmers, craftsmen and traders. That is where the battle to reduce poverty and disease hasto be fought. We have to address poverty and disease where it actually is, and we have to empower poor people — economically, socially, politically and technically — to handle and overcome the crises and challenges they confront. Nobody believes that development in rural Africa is easy. But many of the internal factors that produced bitter disappointment in the past are changing fast. Governments are becoming more interested in helping development rather than commanding it, and political systems are in most cases becoming more open and responsive to broader constituencies. The history of the rich countries shows that the battle against major infectious diseases can be fought and won. It can also be won in Africa, but only if the issue of rural poverty is addressed head-on.
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Poverty Increases Spread of Infectious Disease

Susan E. Rice (Senior Fellow, Foreign Policy Studies, Global Economy and Development) Spring 2006
“The Threat of Global Poverty” The National Interest http://www.brook.edu/views/articles/rice/20060401.htm
Accessed July 25, 2007 [BGB]
When Americans see televised images of bone-thin children with distended bellies, their humanitarian instincts take over. They don't typically look at UNICEF footage and perceive a threat that could destroy our way of life. Yet global poverty is not solely a humanitarian concern. In real ways, over the long term, it can threaten U.S. national security. Poverty erodes weak states' capacity to prevent the spread of disease and protect the world's forests and watersheds—some of the global threats Maurice Greenberg noted in the Winter 2005 issue. It also creates conditions conducive to transnational criminal enterprises and terrorist activity, not only by making desperate individuals potentially more susceptible to recruitment, but also, and more significantly, by undermining the state's ability to prevent and counter those violent threats. Poverty can also give rise to the tensions that erupt in civil conflict, which further taxes the state and allows transnational predators greater freedom of action. Americans can no longer realistically hope that we can erect the proverbial glass dome over our homeland and live safely isolated from the killers—natural or man-made—that plague other parts of the world. Al-Qaeda established training camps in conflict-ridden Sudan and Afghanistan, purchased diamonds from Sierra Leone and Liberia, and now targets American soldiers in Iraq. The potential toll of a global bird-flu pandemic is particularly alarming. A mutated virus causing human-to-human contagion could kill hundreds of thousands, if not millions, of Americans. Today, more than half the world's population lives on less than $2 per day, and almost 1.1 billion people live in extreme poverty, defined as less than $1 per day. The costs of global poverty are multiple. Poverty prevents poor countries from devoting sufficient resources to detect and contain deadly disease. According to the World Health Organization (WHO), low- and middle-income countries suffer 90 percent of the world's disease burden but account for only 11 percent of its health care spending. Poverty also dramatically increases the risk of civil conflict. A recent study by the UK's Department for International Development showed that a country at $250 GDP per capita has on average a 15 percent risk of internal conflict over five years, while a country at $5,000 per capita has a risk of less than 1 percent. War zones provide ideal operational environs for international outlaws. If in the old days the consequences of extreme poverty could conveniently be confined to the far corners of the planet, this is no longer the case. The end of U.S.-Soviet competition, the civil and regional conflicts that ensued, and the rapid pace of globalization have brought to the fore a new generation of dangers. These are the complex nexus of transnational security threats: infectious disease, environmental degradation, international crime and drug syndicates, proliferation of small arms and weapons of mass destruction, and terrorism. Often these threats emerge from impoverished, relatively remote regions of the world. They thrive especially in conflict or lawless zones, in countries where corruption is endemic, and in poor, weak states with limited control over their territory or resources. The map of vulnerable zones is global—including parts of the Caribbean, Latin America, the Middle East, Africa, the Caucasus, and Central, South and East Asia. Fifty-three countries have an average per capita GDP of less than $2 per day. Each is a potential weak spot in a world in which effective action by states everywhere is necessary to reduce and combat transnational threats.
Poverty Lead Contributor to Spread of Infectious Disease

Global Health Council “Infectious Diseases” Global Health Council http://www.globalhealth.org/view_top.php3?id=228 Accessed July 25, 2007 [BGB]

Despite medical advances that have produced hundreds of drugs that are safe and effective against bacteria, viruses, fungi and parasites, infectious diseases are still a major cause of death, disability and social and economic upheaval for millions around the world. More than 90 percent of the deaths from infectious diseases worldwide are caused by only a handful of diseases. These diseases - lower respiratory infections, HIV/AIDS, diarrheal diseases, tuberculosis, malaria and measles (see table 1) - are also the leading cause of death in sub-Saharan Africa (see Chart 1). And, while not major killers, a number of the world's 'neglected' infectious diseases such as lymphatic filariasis, trachoma, intestinal parasites, leprosy and onchocerciasis cause chronic disability and stigma for millions (see Map 1). Beyond the general ecology of many developing countries, a number of social and economic factors contribute to the high rates of infectious disease. Poverty, lack of access to health care, antibiotic resistance, evolving human migration patterns, new infectious agents, and changing environmental and development activities all contribute to the expanding impact of infectious diseases. Overcrowded and poor living conditions make those living in poverty especially vulnerable to communicable diseases such as tuberculosis and cholera. Limited access to health care and drugs renders otherwise treatable conditions such as malaria, and tuberculosis fatal for the poor. Poor nutrition and compromised immune systems are also key risk factors for several major killers including lower respiratory infections, tuberculosis and measles. HIV/AIDS, which has claimed millions of lives in the past two decades, has joined with other emerging and re-emerging diseases to have a significant impact on global health and to change global disease progression patterns. Since the early 1990s, the tuberculosis epidemic has largely been driven by the HIV/AIDS pandemic. Fueled by growing antibiotic resistance, inappropriate prescription of ineffective drugs, and poor adherence to medication, infectious diseases once believed to be under control have re-emerged as major global threats.
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Poverty Increases the Spread of Infectious Disease

Worldwatch Institute April 20, 1996
“Infectious Diseases Surge: Environmental Destruction, Poverty To Blame” Worldwatch Institute

http://www.worldwatch.org/node/1593 Accessed July 25, 2007 [BGB]

Rates of infectious disease have risen rapidly in many countries during the past decade, according to a new study released by the Worldwatch Institute. Illness and death from tuberculosis, malaria, dengue fever, and AIDS are up sharply; infectious diseases killed 16.5 million people in 1993, one-third of all deaths worldwide, and slightly more than cancer and heart disease combined. The resurgence of diseases once thought to have been conquered stems from a deadly mix of exploding populations, rampant poverty, inadequate health care, misuse of antibiotics, and severe environmental degradation, says the new report, Infecting Ourselves: How Environmental and Social Disruptions Trigger Disease. Infectious diseases take their greatest toll in developing countries, where cases of malaria and tuberculosis are soaring, but even in the United States, infectious disease deaths rose 58 percent between 1980 and 1992. Research Associate Anne Platt, author of the report, says, "Infectious diseases are a basic barometer of the environmental sustainability of human activity. Recent outbreaks result from a sharp imbalance between a human population growing by 88 million each year and a natural resource base that is under increasing stress." "Water pollution, shrinking forests, and rising temperatures are driving the upward surge in infections in many countries," the report says. "Only by adopting a more sustainable path to economic development can we control them." "Beyond the number of people who die, the social and economic cost of infectious diseases is hard to overestimate," Platt says. "It can be a crushing burden for families, communities, and governments. Some 400 million people suffer from debilitating malaria, about 200 million have schistosomiasis, and nine million have tuberculosis." By the year 2000, AIDS will cost Asian countries over $50 billion a year just in lost productivity. "Such suffering and economic loss is doubly tragic," says Platt, "because the cost of these diseases is astronomical, yet preventing them is not only simple, but inexpensive." The author notes, "The dramatic resurgence of infectious diseases is telling us that we are approaching disease and medicine, as well as economic development, in the wrong way. Governments focus narrowly on individual cures and not on mass prevention; and we fail to understand that lifestyle can promote infectious disease just as it can contribute to heart disease. It is imperative that we bring health considerations into the equation when we plan for international development, global trade, and population increases, to prevent disease from spreading and further undermining economic development." The report notes that this global resurgence of infectious disease involves old, familiar diseases like tuberculosis and the plague as well as new ones like Ebola and Lyme disease. Yet all show the often tragic consequences of human actions: Population increases, leading to human crowding, poverty, and the growth of mega-cities, are prompting dramatic increases in dengue fever, tuberculosis, and HIV/AIDS. Lack of clean water is spreading diseases like cholera, typhoid, and dysentery. Eighty percent of all disease in developing countries is related to unsafe drinking water and poor sanitation. Poorly planned development disrupts ecosystems and poverty provides breeding grounds for mosquitoes, rodents, and snails that spread debilitating diseases. Inadequate vaccinations have led to resurgences in measles and diphtheria. Misuse of antibiotics has created drug-resistant strains of pneumonia and malaria. Vastly increased human mobility from air travel can move infectious agents between continents in hours. The report shows that the methods of preventing and treating most infectious diseases are well known. But the growing pressures of budget cuts and population growth are overwhelming efforts in many countries to control epidemics. As a result, many nations lack the money, personnel, and resources to provide adequate prevention and treatment. Platt agrees with World Health Organization officials who say that poverty is the deadliest disease. It is the main reason that babies are not vaccinated, clean water is not provided, and effective drugs are not available. For example, government-owned water utilities may provide services only to landowners or homeowners, leaving large squatter populations, typical of many Third World cities, outside the scope of the service. Even the United States often fails in the most obvious ways to prevent infectious diseases. Only 58 percent of Americans are immunized, far below the rates in many developing countries, including India, Mexico, Thailand, and Uganda. An estimated 3 million American children are not immunized against traditional childhood infections. And although water quality has improved in the U.S., waterborne infectious diseases such as giardiasis cost the nation nearly 20 billion dollars each year. The report recommends a four part plan, to control the spread of infectious diseases. Slow population growth and stabilize the world's climate. The world needs to implement the World Population Plan of Action, as adopted at the 1994 International Conference on Population and Development in Cairo, and to allocate more money for family planning and reproductive health programs, as well as the prevention of sexually transmitted diseases. Effective implementation of the International Climate Convention is crucial to address the increasing global emissions of carbon dioxide and other greenhouse gases. Improve social and environmental conditions. A combination of measures to reduce poverty, prevent pollution, and improve living conditions, particularly in poor urban and rural areas, are needed to address the underlying causes of infectious disease. More than one-fifth of humanity lacks regular access to safe drinking water and sanitation. Environmental protection efforts must be invigorated in developing and developed countries alike to restore air and water quality, and to preserve biological diversity and the integrity of ecosystems, which keep many infectious organisms in check. Expand coverage of basic public health measures, including vaccines, antibiotics, and medicines. Supplies of clean syringes, rubber gloves, and other basic health equipment are sorely needed in developing countries. Funding for ongoing public health programs, including outreach, education, and research should be a top priority at local, national, and international levels of government. Nations also need to expand access to basic health care and medical services, especially for women and children, and to raise public awareness. Establish a global health monitoring system. In 1995, the World Health Organization General Assembly passed a resolution urging member states to strengthen surveillance; improve rapid diagnosis, communication, and response; and conduct routine testing for drug resistance. Policymakers would do well to integrate environmental, climate, population, and land use data and information to detect conditions conducive to disease outbreaks, to provide early warning to health officials, and to create an efficient response network. Today, disease control is crisis driven, with public health agencies and governments reacting to epidemics, not preventing them; paying larger sums for treatment of disease rather than pennies a day for preventive measures. In the long run, prevention is our most effective weapon against infectious disease: public health measures that improve the health of individuals and populations, as well as sustainable economic and environmental policies that control the emergence and spread of infectious diseases and maintain the natural checks and balances will go a long way toward promoting a healthier world. The price of failing to understand these links is clear: rising health care costs and a world in which, even now, more than half the people live in fear of plagues.
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Politics Interferes With Combating Disease

VOA News August 31, 2005
“Poverty and Conflict Contribute the Spread of Infectious Diseases” VOA News, http://www.voanews.com/english/archive/2005-08/2005-08-31-voa23.cfm?CFID=106891387&CFTOKEN=32275131
Accessed July 25, 2007 [BGB]
Sometimes politics can also interfere with combating disease. He says publicizing the crisis could mean a decline in tourism. “Many countries suffering from AIDS, for instance, don't want to publicize that there is a prevalence of HIV because they are afraid it will affect tourism, and therefore affect national revenue. So there are all kinds of considerations that mitigate against good public health and these are driven by political considerations and not health considerations.” Mr. Parkinson says the impact of not acknowledging the crisis can be profound. “If you don't acknowledge it, you don't tackle it. If you don't tackle it, it spreads.” Local politics and corruption sometimes undermines efforts to fight disease. For example, The Global Fund to Fight Aids, Tuberculosis and Malaria, created by the Group of 8, the world's richest nations, recently suspended financial aid to Uganda when evidence surfaced that grant money was being mismanaged by a government agency. Uganda has received $45 million, of $201 million, earmarked for the country over a two-year period. Health officials warn that the world is overdue for a deadly flu pandemic, similar to that of 1918. If that should happen, public health agencies will have to deal not only with medical issues, but also with the triple threat of poverty, war and politics.

Infectious Disease Spread Due to Poverty

Nelly Hanley (Writer for PartnerRegions.org) August 17, 2006
“The Spread Of Global Disease” Partner Regions.org 

http://www.partnerregions.org/social-issues-the-spread-of-global-disease.html
Accessed July 25, 2007 [BGB]
One of the major negative effects of globalization is the spread of global disease. Infectious diseases are now more easily transmitted due to international trade and travel, microbial drug resistance and poverty. There are three major diseases commonly classified as global diseases: HIV/AIDS, tuberculosis and malaria. Global diseases are transmitted through both international travel and trade. 

Poverty Increases Spread of Disease

VOA News August 31, 2005
“Poverty and Conflict Contribute the Spread of Infectious Diseases” VOA News, http://www.voanews.com/english/archive/2005-08/2005-08-31-voa23.cfm?CFID=106891387&CFTOKEN=32275131
Accessed July 25, 2007 [BGB]
When public health officials wrestle with halting the spread of communicable diseases, they must also wrestle at the same time with poverty. That's because more than half the people on Earth live in poverty, existing on less than $2 (US) per day. Also, poverty and disease are linked in a vicious cycle, says Stewart Parkinson, of Population Services International, which works to improve health in developing countries. “A person with very little money can't necessarily choose where they live. They might have to live in a slum with open sewers. So they're much more susceptible to infection. Often because they get repeated infections, their immune systems just get destroyed so they are much more susceptible to further infections. It's a condition where everything mounts together to create a perfect storm, and being poor means you cannot weather that storm.” 

Poverty = TB

Poverty Increases Spread of TB

Global Health Council  “Infectious Diseases” Global Health Council

http://www.globalhealth.org/view_top.php3?id=228 Accessed July 25, 2007 [BGB]

TB transmission is less likely to occur in properly ventilated and uncrowded environments. Thus TB's association with poverty is aggravated by the fact that those who live in crowded and poor circumstances are at greater risk of exposure. Tuberculosis can be treated effectively through widely available drugs, but 50 percent of those left untreated will die of the disease.
Tuberculosis is linked to poverty
P.D.O.Davies (Director Tuberculosis Research Unit) 2000 “The changing face of tuberculosis: a new challenge to the developing world.” Chest Medicine On-Line http://www.priory.com/cmol/tbanga.htm Accessed 7/26/07
The modern era of tuberculosis began in the mid 1980s. At that time it was realised that tuberculosis had not only ceased to decline in many developed countries, notably the USA, but was actually increasing. This forced health services to look more closely at the problem of tuberculosis. It was realised that the disease was out of control across most of the poorest regions of the world, especially Central Africa and South Asia. It was for this reason that in 1993 the WHO took the unique step of declaring tuberculosis to be a world emergency. 1. Despite this intervention cases of tuberculosis are set to increase globally for the foreseeable future. One third of the world population, two billion people are infected with the tubercle bacillus It is estimated that deaths from tuberculosis will increase from 3 million a year currently to five million by the year 2050. There are four principal reasons for this. The association between poverty and tuberculosis is well established. Even within the developed world the highest rates of disease are seen in the poorest sections of the community.5. As the world population increases in some of the poorest areas of the world so the number of people living in poverty has increased. In the last fifteen years the number of people living on less than a dollar a day (the definition of absolute poverty) has increased from three quarters to one and a third billion. More than three-quarters of these are women. The proportion of the world's wealth owned by the richest 20% has increased from 65% to over 85% in the same time period. Though we do not have hard data to show that TB increases as poverty increases common sense tells us that it does. The overwhelming problem with the treatment of tuberculosis is that cure takes 6 months of treatment. The great majority of people suffering from TB have amongst the poorest health care facilities in the world. The great majorities do not therefore complete their treatment. Premature cessation of treatment will result in relapse and possibly the emergence of drug resistance. Programmes to ensure that all patients received adequate supplies of good quality drugs effectively broke down in many countries by the 1980s. Very belatedly new programmes are being geared up but the resources needed are often beyond the scope of the countries and communities that are worst affected. Multidrug resistant tuberculosis (MDRTB), that is the presence of bacteria resistant to at least isoniazid and rifampicin, is increasing world-wide. 6. This renders the patient extremely difficult to treat. Therapy may need to be prolonged for up to two years compared with the standard regimen for tuberculosis of six months. Using second line (reserve drugs) is difficult and expensive, as adverse effects are common. Some parts of the world have rates of drug resistance of almost 50% of cases, notably Latvia. In some Russian prisons the majority of cases are drug resistant. Inmates on treatment for drug susceptible strains have been infected with a drug resistant strain from a fellow inmate.

Tuberculosis is the most common killer of people with AIDS

P.D.O.Davies (Director Tuberculosis Research Unit) 2000 “The changing face of tuberculosis: a new challenge to the developing world.” Chest Medicine On-Line http://www.priory.com/cmol/tbanga.htm Accessed 7/26/07

It is known that confection with HIV increases the risk of tuberculosis infection developing into disease by a 100 fold. The lifetime risk of about 10% of infection developing into disease in the individual infected with TB alone becomes an annual risk of 10% in the dually infected person. In parts of Africa the lifetime risk of dying from AIDS is 50%. 3. Tuberculosis is the commonest cause of death in these individuals. The epidemic has overwhelmed the health services in all sub-Saharan African countries. Tuberculosis causes more maternal deaths than all other causes of maternal death put together. Mortality in dually infected patients is as high as 50% in 18 months in some series.
Poverty Impact

African poverty kills as many as AIDS

Brett D. Schaefer (Jay Kingham fellow in international regulatory affairs at The Heritage Foundation) Febuary 11, 2003
“Trading darkness for light” The Heritage Foundation http://www.heritage.org/Press/Commentary/021103ed.cfm
Accessed July 25, 2007 [BGB]
Africa used to be known as "the dark continent" because so little was known about it. Increased knowledge (and political correctness) has dated that description, but one can argue that the situation the African continent finds itself in today is dark indeed. Sub-Saharan Africa is stricken with pervasive poverty. In 2000, on average, each person in sub-Saharan Africa made only $568—many less than a dollar a day, according to the World Bank. For this "average" person to become as wealthy as an American (whose income averaged $31,996 in 2000), their economies would have to grow about 5 percent a year—for the next 80 years. Then there's disease. As President Bush noted in his State of the Union address, nearly 30 million Africans have AIDS, including three million children under the age of 15. The United States should offer help to prevent the spread of this disease, Bush said, because "seldom has history offered a greater opportunity to do so much for so many." He's right. But Africa's poverty should be just as big a foreign policy concern as the spread of AIDS. The administration recognizes this: A September 2002 Bush administration national security study said that in Africa, "promise and opportunity sit side by side with disease, war and desperate poverty." It went on to note that this situation "threatens both a core values of the United States—preserving human dignity—and our strategic priority—combating global terror." Economic repression creates poverty and resentment that terrorists can exploit. Case in point: Five of the seven countries the State Department identifies as state sponsors of terrorism—Cuba, Iran, Libya, North Korea and Syria—were rated among the world's least free economies in the 2003 "Index of Economic Freedom," an annual survey The Heritage Foundation publishes with The Wall Street Journal. But poverty isn't a matter of fate. It's largely imposed through ill-conceived and repressive economic policies. A major step toward alleviating poverty is to provide greater economic freedom and strengthen the rule of law. Most economic analyses conclude that these policies are the only way to create the opportunities that lead to greater wealth. And, as noted in The Heritage Foundation's latest policy guidebook, "Agenda 2003," (agenda.heritage.org), America's strategy in Africa should focus on two priorities: expanding economic freedom and strengthening the continent's ability to address political instability. Congress can help the administration address these priorities in several ways: Pass a free-trade agreement with the Southern African Customs Union. Union-member countries (Botswana, Lesotho, Namibia, South Africa and Swaziland) are among the freest in Africa and are well positioned to reap the benefits of free trade with the United States. Authorize the president to negotiate a free-trade and investment agreement with sub-Saharan Africa. Congress and President Bush should cooperate to expand the successful trade preferences started under the African Growth and Opportunity Act. This would benefit African entrepreneurs, promote growth and development, and increase America's access to the region's vast oil and gas resources. Support free trade through the World Trade Organization (WTO), including the elimination of agricultural barriers. One of Africa's greatest assets is its ability to produce agricultural products cheaply. However, this advantage is greatly diminished by the huge subsidies that Europe and the United States give their own farmers. In future WTO negotiations, America should follow the ambitious agenda set forth by U.S. Trade Representative Robert Zoellick. In particular, it should back his efforts to end agriculture subsidies and eliminate barriers to genetically modified foods that serve as a barrier to free trade. (Some African countries, despite having millions of starving citizens, have refused U.S. grain that has been modified through technology because they're afraid that the European Union would refuse their imports as an act of protest.) Support the president's vision for the Millennium Challenge Account. This program would reward countries that increase economic freedom, strengthen the rule of law and promote industry and their people—policies that are key to increasing prosperity. The problem of AIDS is dire and the president is correct to rally America's resources to address the problem. But Africa's poverty kills as surely as AIDS. A lack of economic freedom and rule of law contribute to the big, bleak picture of current African life. Economic freedom and trade will help improve that picture and create an African continent that lives in the light of liberty, peace and prosperity and not in the dark of slavery, war and poverty.
Case O/W Human Rights

Involuntary isolation is justified by the growing threat of drug resistant tuberculosis
Medical News Today, 1-28-07 “Experts Urge Strongest Isolation For New Drug-Resistant Tuberculosis Cases Appearing In South Africa” Medical News Today, http://www.medicalnewstoday.com/articles/61605.php, 7-25-07

Medical ethics and other experts say tough isolation measures, involuntary if need be, are justified to contain a very deadly, highly-contagious and drug-resistant mutant strain of tuberculosis and to prevent "a potentially explosive international health crisis" brewing most dangerously in South Africa.  They warn that new variations of the disease now defeat many of the world's existing drugs and "the forced isolation and confinement of XDR-TB (extensively drug resistant tuberculosis) and MDR-TB (multiple drug resistant tuberculosis) infected individuals may be a proportionate response in defined situations given the extreme risk posed."  Writing in the peer-reviewed online journal PLoS Medicine, co-authors Ross Upshur, MD, Director of the University of Toronto Joint Centre for Bioethics, and South Africa-based HIV-AIDS experts Jerome Amir Singh and Nesri Padayatchi, MD, say the world community urgently needs to help isolate and contain the threat.
Limiting human rights is justified and necessary to prevent XDR-TB from spreading world-wide

Jerome Amir Singh, Ross Upshur, and Nesri Padayatchi, January 23, 2007
“XDR-TB in South Africa: No Time for Denial or Complacency”  Public Library of Science

http://medicine.plosjournals.org/perlserv/?request=get-document&doi=10.1371/journal.pmed.0040050 7-25-07

The emergence of XDR-TB indicates that the WHO strategy of allowing the patient to assume responsibility for mixing with the general public may be too permissive and more attention to strategies of infection control in the community is required. In general, from both an ethical and legal perspective, measures that rely on voluntary cooperation and are the least restrictive in terms of interfering with human rights are preferred. However, if such measures prove to be ineffective, then more restrictive measures may need to be contemplated. Such measures should be taken with due consideration for the possibility that they may increase disincentives to seek care. However, if due care is taken to provide for the rights and needs of those so detained and therapeutic goals are kept paramount, such measures could play an important role in containing XDR-TB before it spreads more generally in the population globally.  Rights can usually be restricted if doing so is reasonable and justifiable.  The use of involuntary detention may legitimately be countenanced as a means to assure isolation and prevent infected individuals possibly spreading infection to others. However, South African officials have raised human rights concerns in dealing with the country's XDR-TB and MDR-TB outbreaks [18], although they have conceded that forcible treatment may be a viable option in tackling the outbreak [31]. Health workers and human rights advocates in South Africa and elsewhere must be reminded that although a country's Bill of Rights may bestow a range of human rights on individuals, these rights can usually be restricted if doing so is reasonable and justifiable. 
Case O/W Human Rights

Case o/w concerns of human rights 

Jerome Amir Singh, Ross Upshur, and Nesri Padayatchi, January 23, 2007
“XDR-TB in South Africa: No Time for Denial or Complacency”  Public Library of Science

http://medicine.plosjournals.org/perlserv/?request=get-document&doi=10.1371/journal.pmed.0040050 7-25-07
Moreover, for detention to comply with principles of proportionality and freedom from arbitrariness, it must be established that the detained person is suffering from an infectious disease, that the spread of disease is dangerous to public safety, and that the detention of the infected person is the last resort measure in order to prevent disease spread. The court ruled that the institution of detention for infectious disease must be appropriate to the nature of the disease. Where these conditions are satisfied, deprivation of liberty is justified, both on grounds of public policy and in order to provide medical treatment to the affected party. In ruling in favour of the applicant the court found that the compulsory isolation of the applicant by Swedish authorities ought to have been considered only as a last resort in order to prevent him from spreading HIV after less severe measures had been considered and found to be insufficient to safeguard the public interest. We believe that the forced isolation and confinement of individuals infected with XDR-TB and selected MDR-TB may be an appropriate and proportionate response in defined situations, given the extreme risk posed by both strains and the fact that less severe measures may be insufficient to safeguard public interest. Patients with XDR-TB should also be quarantined separately from those with MDR-TB, as the latter is potentially curable.  Questions also remain about how authorities should deal with patients with MDR-TB whom treatment has failed to cure as well as patients with XDR-TB in whom cure is unlikely as few active drugs remain. While isolating such patients until they die—which in the case of the slightly less deadly MDR-TB could be years—has been described as “ethically questionable and impractical” [21], this option may, of necessity, need to be countenanced. It is not, a priori, unethical to restrict the movement of those whose infection poses risks to public health. It is a matter of what types of safeguards are put in place to assure the legitimacy of such acts.  There are many such justifications emerging in the field of public health ethics that recognise that prevention of harm and protection of public health are legitimate ethical norms [40–42]. Human rights doctrine also recognises the limitation of many rights in a public health emergency, provided the measures employed are legitimate, non-arbitrary, publicly rendered, and necessary. In this regard, section 25 of the Siracusa Principles on the Limitation and Derogation of Provisions in the International Covenant on Civil and Political Rights holds: “Public health may be invoked as a ground for limiting certain rights in order to allow a state to take measures dealing with a serious threat to the health of the population or individual members of the population. These measures must be specifically aimed at preventing disease or injury or providing care for the sick and injured” [43]. It must be assured that detained individuals have appropriate legal council, and given the uncertainty of the duration of restrictions required, duly constituted independent tribunals could be established to oversee the process. At issue from a human rights perspective is whether such prolonged isolation represents the least restrictive means to achieve this goal and the extent of the belief in the severity of the threat. We do not intend to resolve this issue presently, but believe it is worth tabling for broader debate.  Human rights doctrine recognises the limitation of many rights in a public health emergency.
A/T South Africa c/p

South Africa needs technical and logistical support to DOTS and DOTS plus TB strategies 

Jerome Amir Singh, Ross Upshur, Nesri Padayatchi Jerome Singh and Nesri Padayatchi are at the Centre for AIDS Programme of Research in South Africa (CAPRISA), Durban, South Africa. Jerome Singh is in the Department of Public Health Sciences and Joint Centre for Bioethics, University of Toronto, Toronto, Ontario, Canada, and at the Howard College School of Law, University of KwaZulu-Natal, Durban, South Africa. Ross Upshur is in the Department of Family and Community Medicine and Joint Centre for Bioethics, University of Toronto, Toronto, Ontario, Canada, and at the Sunnybrook Health Sciences Centre, Toronto, Ontario, Canada. 2007 XDR-TB in South Africa: No Time for Denial or Complacency. PLoS Med 4(1): e50 doi:10.1371/journal.pmed.0040050 acceded 07/25/2007
Several well-documented factors, including high treatment interruption rates of drug-sensitive TB and consequent low cure rates, together with the HIV epidemic, have contributed to the emergence of MDR-TB and XDR-TB in South Africa and merit urgent remediation. For instance, the development of drug resistance may result from inappropriate treatment regimens (e.g., choice of drugs, dosage, duration of treatment), programme factors (e.g., irregular drug supply, incompetent health personnel), and patient factors (e.g., poor adherence, mal-absorption). In fact, it could be said that the emergence of MDR-TB itself is evidence of the systematic failure of the global community to tackle a curable disease. The factors that facilitate the spread of tuberculosis are well known and abundantly present in sub-Saharan Africa. Alongside inadequate health-care system response, poverty and global inequity contribute to the worsening of the global TB situation [19,20]. According to South Africa's Medical Research Council, about half of adults in South Africa with active TB are cured each year, compared with 80% in countries with better resources. Moreover, nationally, about 15% of patients default on the first-line six-month treatment, while almost a third of patients default on second-line treatment [21]. This highlights the urgent need for the health system (which includes health-care workers) to reinforce the DOTS (directly observed treatment, short-course) and DOTS-plus strategy, to revise current adherence counselling and public information strategies, and to actively promote avoidance of a “victim blaming approach”. The emergence of MDR-TB and XDR-TB is an indicator of the poor implementation of South Africa's TB Control Programme. A neglected but significant factor fuelling the MDR-TB and XDR-TB outbreaks in South Africa [22] is the lack of infection control in institutions, including the lack of simple administrative measures such as triaging of patients, as well as more sophisticated expensive environmental control measures, such as negative pressure rooms and personal respiratory protection (respirators). Infection control must be addressed in order to reduce the nosocomial transmission of these infections.
A/T Detention c/p

Detention can’t solve. Undiagnosed XDRTB patients infected with HIV are the main cause of TB spread.  Improved training and facilities key. 

Eric Goemaere, Nathan Ford, Daniel Berman, Cheryl McDermid, Rachel Cohen April 2007 “XDR-TB in South Africa: Detention Is Not the Priority” http://web.ebscohost.com/ehost/pdf?vid=8&hid=112&sid=f4f4fa6b-13a6-4b4e-9d86-d67c818b5d79%40sessionmgr108
We agree that there is “no time for denial or complacency” when it comes to the spread of MDR- and XDR-TB in South Africa. Unfortunately, the attention the recent PLoS Medicine article [1] generated in South Africa and internationally has overwhelmingly focused on detention of patients. Headlines such as “South Africa urged to isolate ‘killer’ TB patients” [2] place the blame on patients and divert attention from more urgent priorities. The TB epidemic in South Africa, as across sub-Saharan Africa, is largely linked to HIV. In Khayelitsha Township near Cape Town, new cases had risen to around 2,000 per 100,000 in 2006, fuelled by the high prevalence of HIV. From our experience in South Africa, a number of challenges must be addressed locally and nationally to curb MDR-TB. Detention does not come high on this list. Effective MDR-TB management requires improvements in general TB control, but this alone will not remove the need to respond to MDR-TB. The Western Cape has the best TB outcomes in South Africa, thanks to enormous investments in TB control, but despite this MDR- and XDR-TB cases are increasingly being reported. There is an urgent priority for infection control, taking into account the context of limited resources at the primary care level and high HIV prevalence. Data from mid-2006 show that 67% of TB patients in Khayelitsha are HIV positive; in Médecins Sans Frontières’ programme in Lesotho the figure rises to 92%. Patient triage is one aspect, but the reality is that undiagnosed MDR- and XDR-TB patients with HIV are sitting in overcrowded  rooms next to other immunocompromised patients. Personal protection for health staff, starting with basic training on infection control, needs to be improved. Structural improvements to the clinics need to be based on feasible, low-tech solutions—air extractors and windows will be more practical than UV lights and negative pressure rooms [3]. Access to points of care needs to increase. The Western Cape has reported over 800 cases of MDR-TB in the last two years and this is certainly an underestimation. Greater diagnostic capacity and more rapid diagnosis is needed, and diagnosis must be met with better access to treatment. Treating MDR-TB currently relies on hospitalization of patients, but current needs are far greater than hospital capacity—patients can wait up to four months for a hospital bed. The traditional model of leaving MDR-TB management to specialists has incapacitated health-care staff at the primary care level who receive little or no training on how to manage MDR-TB. In other settings in southern Africa the situation is even worse. In Lesotho there is practically no access to reliable culture or drug-sensitivity testing. Given the scarcity of human resources and the overwhelming number of coinfected patients, treatment needs to be delivered in as  decentralized a manner as possible. In settings where clinics are saturated and patient numbers are rising, it is not realistic to rely on a strategy of simply reinforcing directly observed treatment and incarcerating defaulters to respond to MDR-TB. We need to apply the lessons learnt from providing HIV care in resource-poor settings, including decentralization of services to the primary care level, reinforcing adherence through treatment literacy and a patient-centred approach, and community-based support. The reality, though, is that an integrated approach to HIV and TB is far away: around a third of MDR-TB patients in Khayelitsha do not even know their HIV status. Drug-resistant TB is not a new problem. What is new is the willingness to detect and treat it. The lack of willingness to do so until recently has left us with old drugs and diagnostics that make treating drug-resistant TB at best highly complex and resource intensive, and at worst impossible. Programme-level improvements have to be met with a dramatic increase in efforts to develop new drugs and diagnostics [4].
Immigration Card

Immigration Spreads XDR-TB. 

Bob Dart (Writer, Cox News Service) March 24, 2007 “CDC Urges More TB Screening Among Immigrants” Cox Newspaper http://www.coxwashington.com/news/content/reporters/stories/2007/03/24/BC_CDC_CONGRESS22_COX.html
Accessed July 26, 2007 [BGB]

Better screening of immigrants is needed to prevent the spread of a strain of tuberculosis that is resistant to almost all drugs used against the disease inside the United States, the director of the Centers for Disease Control and Prevention told a congressional subcommittee Wednesday. The strains is known as XDR-TB, or Extensively Drug Resistant Tuberculosis, and is resistant to both of the first line drugs used to treat TB and to the most effective second line drugs for treatment, Julie L. Gerberding told the House Foreign Affairs Subcommittee on Africa and Global Health. In some African countries, XDR-TB has proven especially deadly to patients who are also infected with HIV. The best defense against importation of the disease into the United States is the overseas medical screening of immigrants, said Gerberding. In cooperation with the State Department, she testified, the CDC is "in the process of implementing improved screening procedures — including both cultures and drug-susceptibility testing — that, according to preliminary studies, are three times as sensitive at detecting TB," she said. She said preventing the importation of drug-resistant strains of TB is vital in both human and financial terms. One patient with this form of the disease requires a minimum of 18 to 24 months of treatment and in-patient costs alone are $500,000 per case, she said. More funding is needed to combat this health threat both in America and abroad, said Rep. Donald Payne, D-N.J., the subcommittee chairman. "Unfortunately, while we here in this room understand the gravity of this emergency, many of our colleagues in Congress still do not," Payne told Gerberding and other witnesses from public health agencies. "Funding for international TB control has been flat-lined in recent years." Last week, Rep. Elliot Engel, D-N.Y., introduced the Stop TB Now Act of 2007, which he said provides $400 million in fiscal year 2008 and $550 million in fiscal year 2009 toward the global fight against tuberculosis. Gerberding said it is important to get the problem under control quickly. "If we wait, it's too late," she said. Witnesses said the spread of the drug-resistant TB in Africa jeopardizes the progress that has been made in treating people infected with HIV there. "It is almost universally fatal to people who are HIV-positive," said Mark Dybul, the U.S. global AIDS coordinator. According to the World Health Organization, someone in the world is infected with an organism that develops into TB every second, said Payne. "In 2004, of the 9 million who were newly infected, 2 million died." Gerberding said that drug-resistant strains develop when patients receive incomplete or inadequate treatment with conventional drugs. "Persons with these resistant strains in their lungs can then pass these resistant bacteria to other susceptible individuals through coughing," she said. Between 2000 and 2004, 20 percent of bacteria recovered from TB patients and tested at WHO-affiliated labs worldwide were resistant to the two main drugs, isoniazid and rifampin, used to treat TB, earning them the label "multi-drug resistant" or MDR-TB. The XDR-TB is also resistant to the main secondary drugs used to treat MDR-TB.

FDA Slow

Absent our fiat FDA approval could take a very long time: the FDA is notorious for unnecessary delay 

Gregory Conko and Sam Kazman January 10, 2007 (Gregory Conko is Director of Food Safety Policy at Competitive Enterprise Institute (CEI); Sam Kazman is General Counsel at CEI) This Liberal Congress Went to the Market? A Bipartisan Policy Agenda for the 110th Congress http://www.cei.org/pdf/5705.pdf 
FDA is overcautious in its approval of new therapies. Caution may sound like a virtue, but for patients in need of new therapies, regulatory overcaution can be deadly. Patients can be injured if FDA approves a therapy that is later found to be unsafe, but they also suffer when needed therapies are delayed by regulatory hurdles. FDA, however, is predominantly focused on the first of these two risks, for political reasons. FDA’s approval of a drug or device that turns out to be unsafe will lead to front-page headlines and congressional hearings, while its delay or denial of a needed new therapy stirs little public notice. Even though patients may suffer or die as a result of FDA delays, neither they nor their families are likely to know that a possible treatment exists, let alone that it was blocked by the FDA. As a result, FDA is under constant pressure to assure the safety of new drugs, but under little pressure to speed up their availability. Many doctors, patient groups, and public policy experts recognize that FDA’s lengthy process for approving new drugs and devices often costs lives by denying patients potentially beneficial new treatments. Polls of medical specialists commissioned by CEI over the past decade have consistently found that majorities of doctors believe FDA is too slow in approving new therapies. In addition, governments at all levels have placed increasing pressure on manufacturers to lower prices. But efforts to artificially lower prices destroy the incentives to produce more and better medical treatments. The likely end result is fewer new drugs and devices, and greater loss of life to what should be treatable illnesses. The 1997 FDA Modernization Act granted the agency authority to reduce the number of clinical trials needed for approval and to expedite the review of treatments for serious conditions. In that and other legislation, Congress has also offered the incentive of longer patent life for new drugs in order to spur research and development. But more must be done to increase access to innovative new medical treatments. Individual patients and their doctors are in a far better position than FDA to balance the risks and benefits of individual new therapies. FDA should focus on providing them with information, rather than on restricting their choices.
Soft Power key to Iraq

Soft power is key to success in Iraq

Nye, Joseph S., Jr. Soft power and American foreign policy 06/22/2004 Political Science Quarterly 

(Distinguished Service Professor at Harvard University and Sultan of Oman Professor of International Relations, was Dean of the John F. Kennedy School of Government from December 1995 through June, 2004. Nye has been on the faculty at Harvard since 1964, during which time he also served as Assistant Secretary of Defense for International Security Affairs, Chair of the National Intelligence Council, and Deputy Assistant Secretary of State for Security Assistance, Science and Technology)

According to the National Security Strategy, the greatest threats the American people face are transnational terrorism and weapons of mass destruction, and particularly their combination. Yet, meeting the challenge posed by transnational military organizations that could acquire weapons of mass destruction requires the cooperation of other countries—and cooperation is strengthened by soft power. Similarly, efforts to promote democracy in Iraq and elsewhere will require the help of others. Reconstruction in Iraq and peacekeeping in failed states are far more likely to succeed and to be less costly if shared with others rather than appearing as American imperial occupation. The fact that the United States squandered its soft power in the way that it went to war meant that the aftermath turned out to be much more costly than it need have been. Even after the war, in the hubris and glow of victory in May 2003, the United States resisted a significant international role for the UN and others in Iraq. But as casualties and costs mounted over the summer, the United States found many other countries reluctant to share the burden without a UN blessing. As the top American commander for Iraq, General John Abizaid, reported, “You can’t underestimate the public perception both within Iraq and within the Arab world about the percentage of the force being so heavily American.” But, Abizaid continued, other countries “need to have their internal political constituents satisfied that they’re playing a role as an instrument of the international community and not as a pawn of the United States.”15 Before the Madrid conference of potential donors to Iraq in October 2003, the New York Times reported that L. Paul Bremer, the chief occupation administrator in Baghdad, said, “I need the money so bad we have to move off our principled opposition to the international community being in charge.”16 Neoconservatives like Max Boot were urging conservatives not to treat marginalizing the UN as a core principle, and Charles Krauthammer, proud author of “the new unilateralism,” called for a new UN resolution because Russia, India, and others “say they would contribute only under such a resolution.” In his words, “the U.S. is not overstretched. But psychologically we are up against our limits. The American people are simply not prepared to undertake worldwide nation building.”17
Failure in Iraq would lead to genocide and massive nuclear war

Reuel Marc Gerecht (resident fellow at the American Enterprise Institute) 01/15/2007, The Weekly Standard Volume 012, Issue 17 The Consequences of Failure in Iraq

Certainly the most damning consequence of failure in Iraq is the likelihood that an American withdrawal would provoke a take-no-prisoners civil war between the Sunni and Shiite Arabs, which could easily reach genocidal intensity. The historical parallel to have in mind is the battle between subcontinent Hindus and Muslims that came with the independence of India. Although of differing faiths, the pre-1947 Hindus and Muslims were often indistinguishable culturally, linguistically, and physically. Yet they "ethnically cleansed" their respective new nations, India and Pakistan, with exuberance. Somewhere between 500,000 and one million Muslims and Hindus perished, tens of thousands of women were raped, and more than ten million people were forced to flee their homes. This level of barbarism, scaled down to Iraq's population, could quickly happen in Mesopotamia, long before American forces could withdraw from the country. (And it's worth recalling that few British officials anticipated the communal ferocity that came with the end of the Raj.) Certain Western observers of Iraq, and many Arab commentators, have suggested that it is the American presence in Mesopotamia that aggravates the differences between Shiite and Sunni. If the Americans were to leave, then a modus vivendi would be reached before massive slaughter ensued. Shared Arabism and the Prophet's faith would helpfully reassert themselves. Yet, this seems unlikely. Iraq since 2003 strongly suggests a different outcome. Violence in both the Shiite and Sunni zones has gone up, not down, whenever American and British forces have decreased their physical presence in the streets and their intrusion in government affairs. Sunnis and Shiites who see no Americans are killing each other in greater numbers than Sunnis and Shiites who do see Yanks patrolling their neighborhoods. Although it would be very difficult for either Sunni or Shiite Baghdadis to say so, they probably both look back nostalgically to those days in 2004 when anxious, trigger-happy American military convoys posed the greatest risk to life and property on the roads. There are, fortunately, still many places in Iraq where Shiite and Sunni Arabs are not killing each other. In Baghdad, this is less the case precisely because Baghdad is the center of power. The Iraqi Sunni identity as it has developed since the fall of the Ottoman Empire is in many ways all about Baghdad. The centripetal eminence of the city for them is far greater than for the Shiites--even for the Shiites of the "Sadr City" ghetto, who have provided the manpower for the worst of the capital's Shiite militias. The Sunni insurgency and holy war have always been more about maintaining Sunni power than about repelling infidel invaders. They stand in sharp contrast to the great Shiite rebellion of 1920, which was a reaction against the religiously intolerable dominion of the British in Mesopotamia, not a Shiite assertion of power among the Arab denizens of what soon became Iraq. Breaking the back of the Sunni insurgency has always meant denying the rejectionist Sunni Arab camp (possibly a pretty large slice of the city's Sunni population) any hope of dominating Baghdad and thus the country. If the Americans undertake this task, the Sunni Arab population, especially those who don't back the insurgents and the holy warriors, will sustain relatively little damage. We know how to clear Sunni neighborhoods in the capital--we've just never had the American manpower to hold what we've cleared. However, if the Shiites end up doing this (and it will be the Shiite militias that do it, not the Iraqi army, which would likely fall apart pretty quickly once U.S. military forces started withdrawing from the capital), the Sunni Arab population of Baghdad is going to get pulverized. The Sunni and Shiite migration we've so far seen from Baghdad is just a trickle compared with the exodus when these two communities battle en masse for the city and the country's new identity. If we leave Iraq any time soon, the battle for Baghdad will probably lead to a conflagration that consumes all of Arab Iraq, and quite possibly Kurdistan, too. Once the Shia become both badly bloodied and victorious, raw nationalist and religious passions will grow. A horrific fight with the Sunni Arabs will inevitably draw in support from the ferociously anti-Shiite Sunni religious establishments in Jordan and Saudi Arabia, and on the Shiite side from Iran. It will probably destroy most of central Iraq and whet the appetite of Shiite Arab warlords, who will by then dominate their community, for a conflict with the Kurds. If the Americans stabilize Arab Iraq, which means occupying the Sunni triangle, this won't happen. A strong, aggressive American military presence in Iraq can probably halt the radicalization of the Shiite community. Imagine an Iraq modeled on the Lebanese Hezbollah and Iran's Revolutionary Guard Corps. The worst elements in the Iranian regime are heavily concentrated in the Iranian Revolutionary Guards Corps and the Ministry of Intelligence, the two organizations most active inside Iraq. The Lebanese Hezbollah is also present giving tutorials. These forces need increasing strife to prosper. Imagine Iraqi Shiites, battle-hardened in a vicious war with Iraq's Arab Sunnis, spiritually and operationally linking up with a revitalized and aggressive clerical dictatorship in Iran. Imagine the Iraqi Sunni Islamic militants, driven from Iraq, joining up with groups like al Qaeda, living to die killing Americans. Imagine the Hashemite monarchy of Jordan overwhelmed with hundreds of thousands of Iraqi Sunni Arab refugees. The Hashemites have been lucky and clever since World War II. They've escaped extinction several times. Does anyone want to take bets that the monarchy can survive the implantation of an army of militant, angry Iraqi Sunni Arabs? For those who believe that the Israeli-Palestinian peace process is the epicenter of the Middle East, the mass migration of Iraq's Sunni Arabs into Jordan will bury what small chances remain that the Israelis and Palestinians will find an accommodation. With Jordan in trouble, overflowing with viciously anti-American and anti-Israeli Iraqis, peaceful Palestinian evolution on the West Bank of the Jordan river is about as likely as the discovery of the Holy Grail. The repercussions throughout the Middle East of the Sunni-Shiite clash in Iraq are potentially so large it's difficult to digest. Sunni Arabs in Egypt, Jordan, and Saudi Arabia will certainly view a hard-won and bloody Shiite triumph in Iraq as an enormous Iranian victory. The Egyptians or the Saudis or both will go for their own nukes. What little chance remains for the Americans and the Europeans to corral peacefully the clerical regime's nuclear-weapons aspirations will end with a Shiite-Sunni death struggle in Mesopotamia, which the Shia will inevitably win. The Israelis, who are increasingly likely to strike preemptively the major Iranian nuclear sites before the end of George Bush's presidency, will feel even more threatened, especially when the Iranian regime underscores its struggle against the Zionist enemy as a means of compensating for its support to the bloody Shiite conquest in Iraq. With America in full retreat from Iraq, the clerical regime, which has often viewed terrorism as a tool of statecraft, could well revert to the mentality and tactics that produced the bombing of Khobar Towers in 1996. If the Americans are retreating, hit them. That would not be just a radical Shiite view; it was the learned estimation of Osama bin Laden and his kind before 9/11. It's questionable to argue that the war in Iraq has advanced the radical Sunni holy war against the United States. There should be no question, however, that an American defeat in Mesopotamia would be the greatest psychological triumph ever for anti-American jihadists.
Soft Power Solves Terrorism

Soft power is the only way to stop WMD terrorism 

Nye, Joseph S., Jr. Soft power and American foreign policy 06/22/2004 Political Science Quarterly 

(Distinguished Service Professor at Harvard University and Sultan of Oman Professor of International Relations, was Dean of the John F. Kennedy School of Government from December 1995 through June, 2004. Nye has been on the faculty at Harvard since 1964, during which time he also served as Assistant Secretary of Defense for International Security Affairs, Chair of the National Intelligence Council, and Deputy Assistant Secretary of State for Security Assistance, Science and Technology)

Soft power is the ability to get what you want through attraction rather than coercion or payments. When you can get others to want what you want, you do not have to spend as much on sticks and carrots to move them in your direction. Hard power, the ability to coerce, grows out of a country’s military and economic might. Soft power arises from the attractiveness of a country’s culture, political ideals, and policies. When our policies are seen as legitimate in the eyes of others, our soft power is enhanced. Skeptics about soft power say not to worry. Popularity is ephemeral and should not be a guide for foreign policy in any case. The United States can act without the world’s applause. We are so strong we can do as we wish. We are the world’s only superpower, and that fact is bound to engender envy and resentment. Fouad Ajami has stated recently, “The United States need not worry about hearts and minds in foreign lands.”9 Columnist Cal Thomas refers to “the fiction that our enemies can be made less threatening by what America says and does.”10 Moreover, the United States has been unpopular in the past, yet managed to recover. We do not need permanent allies and institutions. We can always pick up a coalition of the willing when we need to. Donald Rumsfeld is wont to say that the issues should determine the coalitions, not vice-versa. But it would be a mistake to dismiss the recent decline in our attractiveness so lightly. It is true that the United States has recovered from unpopular policies in the past, but that was against the backdrop of the Cold War, in which other countries still feared the Soviet Union as the greater evil. Moreover, while America’s size and association with disruptive modernity are real and unavoidable, wise policies can soften the sharp edges of that reality and reduce the resentments that they engender. That is what the United States did after World War II. We used our soft power resources and co-opted others into a set of alliances and institutions that lasted for sixty years. We won the Cold War against the Soviet Union with a strategy of containment that used our soft power as well as our hard power. It is true that the new threat of transnational terrorism increased American vulnerability, and some of our unilateralism after September 11 was driven by fear. But the United States cannot meet the new threat identified in the national security strategy without the cooperation of other countries. They will cooperate, up to a point, out of mere self-interest, but their degree of cooperation is also affected by the attractiveness of the United States. Take Pakistan for example. President Pervez Musharraf faces a complex game of cooperating with the United States on terrorism while managing a large anti-American constituency at home. He winds up balancing concessions and retractions. If the United States were more attractive to the Pakistani populace, we would see more concessions in the mix. It is not smart to discount soft power as just a question of image, public relations, and ephemeral popularity. As I argued earlier, it is a form of power—a means of obtaining desired outcomes. When we discount the importance of our attractiveness to other countries, we pay a price. Most important, if the United States is so unpopular in a country that being pro-American is a kiss of death in their domestic politics, political leaders are unlikely to make concessions to help us. Turkey, Mexico, and Chile were prime examples in the run-up to the Iraq war in March 2003. When American policies lose their legitimacy and credibility in the eyes of others, attitudes of distrust tend to fester and further reduce our leverage. For example, after September 11, there was an outpouring of sympathy from Germans for the United States, and Germany joined a military campaign against the al Qaeda network. But as the United States geared up for the unpopular Iraq war, Germans expressed widespread disbelief about the reasons the United States gave for going to war, such as the alleged connection of Iraq to al Qaeda and the imminence of the threat of weapons of mass destruction. German suspicions were reinforced by what they saw as biased American media coverage during the war and by the failure to find weapons or prove the connection to al Qaeda right after the war. The combination fostered a climate in which conspiracy theories flourished. By July 2003, one-third of Germans under the age of thirty said that they thought the American government might even have staged the original September 11 attacks.11 Absurd views feed upon each other, and paranoia can be contagious. American attitudes toward foreigners harden, and we begin to believe that the rest of the world really does hate us. Some Americans begin to hold grudges, to mistrust all Muslims, to boycott French wines and rename french fries, to spread and believe false rumors.12 In turn, foreigners see Americans as uninformed and insensitive to anyone’s interests but their own. They see our media wrapped in the American flag. Some Americans, in turn, succumb to residual strands of isolationism, saying that if others choose to see us that way, “to hell with ’em.” If foreigners are going to be like that, who cares whether we are popular or not. But to the extent that we allow ourselves to become isolated, we embolden enemies such as al Qaeda. Such reactions undercut our soft power and are self-defeating in terms of the outcomes we want. Some hard-line skeptics might say that whatever the merits of soft power, it has little role to play in the current war on terrorism. Osama bin Laden and his followers are repelled, not attracted by American culture, values, and policies. Military power was essential in defeating the Taliban government in Afghanistan, and soft power will never convert fanatics. Charles Krauthammer, for example, argued soon after the war in Afghanistan that our swift military victory proved that “the new unilateralism” worked. That is true up to a point, but the skeptics mistake half the answer for the whole solution. Look again at Afghanistan. Precision bombing and Special Forces defeated the Taliban government, but U.S. forces in Afghanistan wrapped up less than a quarter of al Qaeda, a transnational network with cells in sixty countries. The United States cannot bomb al Qaeda cells in Hamburg, Kuala Lumpur, or Detroit. Success against them depends on close civilian cooperation, whether sharing intelligence, coordinating police work across borders, or tracing global financial flows. America’s partners cooperate partly out of self-interest, but the inherent attractiveness of U.S. policies can and does influence the degree of cooperation. Equally important, the current struggle against Islamist terrorism is not a clash of civilizations but a contest whose outcome is closely tied to a civil war between moderates and extremists within Islamic civilization. The United States and other advanced democracies will win only if moderate Muslims win, and the ability to attract the moderates is critical to victory. We need to adopt policies that appeal to moderates and to use public diplomacy more effectively to explain our common interests. We need a better strategy for wielding our soft power. We will have to learn better how to combine hard and soft power if we wish to meet the new challenges. Beneath the surface structure, the world changed in profound ways during the last decades of the twentieth century. September 11 was like a flash of lightning on a summer evening that displayed an altered landscape, and we are still left groping in the dark wondering how to find our way through it. George W. Bush entered office committed to a traditional realist foreign policy that would focus on great powers like China and Russia and eschew nation building in failed states of the less-developed world. But in September 2002, his administration proclaimed a new national security strategy that declared “we are menaced less by fleets and armies than by catastrophic technologies falling into the hands of the embittered few.” Instead of strategic rivalry, “today, the world’s great powers find ourselves on the same side—united by common dangers of terrorist violence and chaos.” The United States increased its development assistance and its efforts to combat AIDS because “weak states, like Afghanistan, can pose as great a danger to our national interest as strong states.”13 The historian John Lewis Gaddis compared the new strategy to the seminal days that redefined American foreign policy in the 1940s.14 The new strategy attracted criticism at home and abroad for its excessive rhetoric about preemptive military strikes and the promotion of American primacy. Critics pointed out that the practice of preemption is not new, but that turning it into a doctrine weakens international norms and encourages other countries to engage in risky actions. Similarly, American primacy is a fact, but there was no need for rhetoric that rubbed other people’s noses in it. Notwithstanding such flaws, the new strategy responded to the deep trends in world politics that were illuminated by the events of September 11, 2001. The “privatization of war” is a major historical change in world politics that must be addressed. This is what the new Bush strategy gets right. What the United States has not yet sorted out is how to go about implementing the new approach. We have done far better on identifying the ends than the means. On that dimension, both the administration and Congress were deeply divided. According to the National Security Strategy, the greatest threats the American people face are transnational terrorism and weapons of mass destruction, and particularly their combination. Yet, meeting the challenge posed by transnational military organizations that could acquire weapons of mass destruction requires the cooperation of other countries—and cooperation is strengthened by soft power. Similarly, efforts to promote democracy in Iraq and elsewhere will require the help of others. Reconstruction in Iraq and peacekeeping in failed states are far more likely to succeed and to be less costly if shared with others rather than appearing as American imperial occupation. The fact that the United States squandered its soft power in the way that it went to war meant that the aftermath turned out to be much more costly than it need have been.
Soft Power Solves Terrorism

The US will not be able to push its policies or win the war on terror without soft power; it loses leverage and legitimacy as soft power declines
Joseph S. Nye Jr.–MAY/JUNE 2004
FOREIGN AFFAIRS, “The Decline of America's Soft Power.” <http://www.polisci.ucla.edu/faculty/lofchie/AmericasSoftPower.pdf>.

The United States cannot confront the new threat of terrorism without the cooperation of other countries. Of course, other governments will often cooperate out of self-interest. But the extent of their cooperation often depends on the attractiveness of the United States. Soft power, therefore, is not just a matter of ephemeral popularity; it is a means of obtaining outcomes the United States wants. When Washington discounts the importance of its attractiveness abroad, it pays a steep price. When the United States becomes so unpopular that being pro-American is a kiss of death in other countries' domestic politics, foreign political leaders are unlikely to make helpful concessions (witness the defiance of Chile, Mexico, and Turkey in March 2003). And when U.S. policies lose their legitimacy in the eyes of others, distrust grows, reducing U.S. leverage in international affairs. Some hard-line skeptics might counter that, whatever its merits, soft power has little importance in the current war against terrorism; after all, Osama bin Laden and his followers are repelled, not attracted, by American culture and values. But this claim ignores the real metric of success in the current war, articulated in Rumsfeld's now-famous memo that was leaked in February 2003: "Are we capturing, killing or deterring and dissuading more terrorists every day than the madrassas and the radical clerics are recruiting, training and deploying against us?" The current struggle against Islamist terrorism is not a clash of civilizations; it is a contest closely tied to the civil war raging within Islamic civilization between moderates and extremists. The United States and its allies will win only if they adopt policies that appeal to those moderates and use public diplomacy effectively to communicate that appeal. Yet the world's only superpower, and the leader in the information revolution, spends as little on public diplomacy as does France or the United Kingdom -- and is all too often outgunned in the propaganda war by fundamentalists hiding in caves.
Regaining soft power is key to winning the war on terrorism 

Joshua Kurlantzick (special correspondent for The New Republic and a visiting scholar at the Carnegie Endowment) Current History. Philadelphia: Dec 2005. Vol. 104, Iss. 686;  pg. 419, 6 pgs “The Decline of American Soft Power”
A broad decline in soft power has many practical implications. These include the drain in foreign talent coming to the United States, the potential backlash against American companies, the growing attractiveness of China and Europe, and the possibility that anti-US sentiment will make it easier for terrorist groups to recruit. In addition, with a decline in soft power, Washington is simply less able to persuade others. In the run-up to the Iraq War, the Bush administration could not convince Turkey, a longtime US ally, to play a major staging role, in part because America's image in Turkey was so poor. During the war itself, the United States has failed to obtain significant participation from all but a handful of major nations, again in part because of America's negative image in countries ranging from India to Germany In attempts to persuade North Korea to abandon its nuclear weapons, Washington has had to allow China to play a central role, partly because few Asian states view the United States as a neutral, legitimate broker in the talks. Instead, Washington must increasingly resort to the other option Nye discusses-force, or the threat of force. With foreign governments and publics suspicious of American policy, the White House has been unable to lead a multinational effort to halt Iran's nuclear program, and instead has had to resort to threatening sanctions at the United Nations or even the possibility of strikes against Iran. With America's image declining in nations like Thailand and Pakistan, it is harder for leaders in these countries to openly embrace counterterrorism cooperation with the United States, so Washington resorts to quiet arm-twisting and blandishments to obtain counterterror concessions. Force is not a long-term solution. Newer, nontraditional security threats such as disease, human trafficking, and drug trafficking can only be managed through forms of multilateral cooperation that depend on America's ability to persuade other nations. Terrorism itself cannot be defeated by force alone, a fact that even the White House recognizes. The 2002 National security Strategy emphasizes that winning the war on terror requires the United States to lead a battle of ideas against the ideological roots of terrorism, in addition to rooting out and destroying individual militant cells.
Soft Power Solves Terrorism

Increased soft power is necessary to win the war on terrorism 

Joseph S. Nye Jr. The Washington Post March 30, 2004 A Dollop of Deeper American Values; Why 'Soft Power' Matters in Fighting Terrorism
(Distinguished Service Professor at Harvard University and Sultan of Oman Professor of International Relations, was Dean of the John F. Kennedy School of Government from December 1995 through June, 2004. Nye has been on the faculty at Harvard since 1964, during which time he also served as Assistant Secretary of Defense for International Security Affairs, Chair of the National Intelligence Council, and Deputy Assistant Secretary of State for Security Assistance, Science and Technology)

Long before the recent bombings in Madrid, polls showed a dramatic decline in the popularity of the United States, even in countries such as Britain, Italy and Spain, whose governments had supported us. And America's standing plummeted in Islamic countries from Morocco to Southeast Asia. In Indonesia, the world's largest Islamic nation, three-quarters of the public said they had a favorable opinion of the United States in 2000, but within three years that had shrunk to 15 percent. Yet we will need the help of such countries in the long term to track the flow of terrorists, tainted money and dangerous weapons. After the war in Iraq, I spoke about soft power to a conference co-sponsored by the Army. One of the speakers was Defense Secretary Donald H. Rumsfeld. When someone in the audience asked Rumsfeld for his opinion on soft power, he replied, "I don't know what it means." That is part of our problem. Some of our leaders don't understand the importance of soft power in our post-Sept. 11 world.  Soft power is the ability to get what we want by attracting others rather than by threatening or paying them. It is based on our culture, our political ideals and our policies. Historically, Americans have been good at wielding soft power. Think of Franklin D. Roosevelt's Four Freedoms in Europe at the end of World War II; of young people behind the Iron Curtain listening to American music and news on Radio Free Europe; of Chinese students symbolizing their protests in Tiananmen Square with a replica of the Statue of Liberty. Seduction is always more effective than coercion, and many of our values, such as democracy, human rights and individual opportunity, are deeply seductive. But attraction can turn to repulsion when we are arrogant and destroy the real message of our deeper values.  
The United States is more powerful than any country since the Roman Empire, but like Rome, it is neither invincible nor invulnerable. Rome did not succumb to the rise of another empire but to the onslaught of waves of barbarians. Modern high-tech terrorists are the new barbarians. As we wend our way deeper into the struggle with terrorism, we are discovering that there are many things beyond U.S. control. The United States alone cannot hunt down every suspected al Qaeda leader hiding in remote regions of the globe. Nor can we launch a war whenever we wish without alienating other countries and losing the cooperation we need to win the peace.  The war on terrorism is not a clash of civilizations -- Islam vs. the West -- but rather a civil war within Islamic civilization between extremists who use violence to enforce their vision and a moderate majority who want such things as jobs, education, health care and dignity as they practice their faith. We will not win unless the moderates win. Our soft power will never attract Osama bin Laden and the extremists. We need hard power to deal with them. But soft power will play a crucial role in our ability to attract the moderates and deny the extremists new recruits.
Plan Increases Soft Power

Fighting disease will increase United States soft power.

Smith 2007 (Pamela, former member of the US Foreign Service, research associate at Georgetown University’s school of US Foreign Service “The Hard Road back to Soft Power” http://www.publicdiplomacy.org/76.htm)

Several steps by the U.S. government, combined with more vigorous support from the American public, can begin to reverse the damage to the U.S. image overseas. Karen Hughes's most pressing task is to persuade the president of the need for rebuilding credibility, an effort that will fail without his buy-in. Shifts in policy, the prime factor in forming public opinion, are the first priority. The Bush administration's marginal retreats from its first-term doctrines of preemption and unilateralism have failed to mollify our critics or nullify the threat anti-Americanism poses to U.S. security. Consequently, further U.S. work within international institutions, treaties, and alliances will be helpful, along with conspicuous fair play in trade relations. The U.S. government must take responsibility for mistakes it has made, punish those at fault, and move to rectify the consequences. Reviving the U.S. role as honest broker between the Israelis and the Palestinians is also crucial. Ultimately, the U.S. government will bolster its image abroad by treating other nations with renewed respect; listening to world opinion; and matching policy more consistently with American ideals and values such as fairness, the rule of law, human rights, opportunity, and humility. To address the next priority, rebuilding soft power, the U.S. government should re-establish its good global citizenship by deploying American knowhow to solve global problems: fighting poverty, disease, tyranny, and environmental degradation as well as terrorism.
Humanitarian policies consistent with democratic values are necessary if the US is to preserve leadership

JOSEPH S. NYE New Perspectives Quarterly Volume 22 Issue 3 Page 75-77, June 2005 On the Rise and Fall of American Soft Power

(Distinguished Service Professor at Harvard University and Sultan of Oman Professor of International Relations, was Dean of the John F. Kennedy School of Government from December 1995 through June, 2004. Nye has been on the faculty at Harvard since 1964, during which time he also served as Assistant Secretary of Defense for International Security Affairs, Chair of the National Intelligence Council, and Deputy Assistant Secretary of State for Security Assistance, Science and Technology)

Alas, public diplomacy is not enough. Even the best advertising cannot sell a bad product. A country’s attractiveness or soft power stems partly from its culture and values, but also it grows out of a country’s policies when they are seen as legitimate, consultative and inclusive of the interests of others. It will not be enough for Bush to offer grand rhetoric about values and increased investment in public diplomacy. Unless the policies fit with the values, the discrepancy will give rise to charges of hypocrisy, which will undercut soft power. At a minimum, Bush will need to pursue policies that seek a political solution in Iraq, progress in the Israeli-Palestinian peace process and a more consultative style. Here, too, the early signs are encouraging. The 60 percent turnout in the Iraq elections and the scenes of Iraqis risking their lives to vote have led to hopes that a political settlement may eventually become possible. The elections are only a first step; the insurgency continues, and even a civil war could become possible. Nonetheless, the early signs are that the elections softened some of the sense of illegitimacy that clouded Bush’s Iraq policy last year. Similarly, with regard to the Middle East peace process, the replacement of Yasser Arafat by Mahmoud Abbas as president of the Palestinian Authority, the Palestinian elections and the meetings between Abbas and Israeli Prime Minister Ariel Sharon suggest the possibility of progress. And on difficult nuclear issues for the future, such as those pertaining to North Korea and Iran, Bush has pursued multilateral consultation and coordination with other powers. This still leaves difficult issues like the International Criminal Court and global climate change. There is little prospect that Bush will reverse his rejection of the Kyoto Treaty, but it will be interesting to see how far he is willing to accommodate British Prime Minister Tony Blair’s efforts to make climate change a priority during Britain’s period as chair of the Group of Eight major countries. It is certainly much too early for a verdict on Bush’s policies in his second term. As he looks ahead to the history books, however, he seems to realize that hard power alone will not consolidate his position. At the same time, even if we give him the benefit of the doubt and assume he plans a broader approach that incorporates soft power, incidents and accidents can drive the best-made plans off course. But if he can succeed in combining hard with soft power, America can return to being a smart power.
American soft power can be saved through benevolent humanitarian aid

Joshua Kurlantzick (special correspondent for The New Republic and a visiting scholar at the Carnegie Endowment) Current History. Philadelphia: Dec 2005. Vol. 104, Iss. 686;  pg. 419, 6 pgs “The Decline of American Soft Power”
The game is not lost. As Nye himself notes, the United States recovered from a previous decline in soft power after the Vietnam War. Other recent examples suggest the same-in the wake of a concerted American response to the December 2004 Asian tsunami, complemented by solid public diplomacy, the image of the United States in Indonesia this year has improved. And the United States still clearly possesses a soft power lead over its nearest rivals. It remains the world's most powerful economic actor, and it retains hard power credentials that will augment its soft power for years to come. Still, the administration must realize that it is doing long-term damage to American soft power, and that it can reverse its losses.
Soft Power Low Now

US soft power waning worldwide
Joshua Kurlantzick–June 2006 “China’s Charm:  Implications of Chinese Soft Power”, policy brief, Carnegie Endowment for International Peace, vol 47 

America’s popularity is plummeting around the world. Washington has made it harder for foreigners to obtain visas, undermining the idea of the United States as a land of opportunity. The United States’ unrivalled global power has fostered resentment in some nations toward the United States. The George W. Bush administration’s disavowal of multilateral institutions has damaged the U.S. moral legitimacy abroad. The failures of neoliberal economics, linked to Washington, in regions like Latin America have rebounded against the United States. The results are stark. In a poll of twenty-one nations done by the British Broadcasting Corporation, only one-third of people wanted American values to spread in their nation, and, in another study, more than twice as many nations believed China has a mostly positive influenceon the world as believed the United States does. Respect for U.S. values, culture, and companies is deteriorating, too: in a study last year of numerous nations, respondents ranked the United States only eleventh worldwide in cultural, political, and business attractiveness
US soft power in decline
Joseph S. Nye Jr.–MAY/JUNE 2004
FOREIGN AFFAIRS, “The Decline of America's Soft Power”. <http://www.polisci.ucla.edu/faculty/lofchie/AmericasSoftPower.pdf>.

Anti-Americanism has increased in recent years, and the United States' soft power -- its ability to attract others by the legitimacy of U.S. policies and the values that underlie them -- is in decline as a result. According to Gallup International polls, pluralities in 29 countries say that Washington's policies have had a negative effect on their view of the United States. A Eurobarometer poll found that a majority of Europeans believes that Washington has hindered efforts to fight global poverty, protect the environment, and maintain peace. Such attitudes undercut soft power, reducing the ability of the United States to achieve its goals without resorting to coercion or payment.

The United States is viewed negatively now; our soft power is down
Pamela Hyde Smith–Winter/Spring 2007
“The Hard Road Back to Soft Power” Georgetown Journal of International Affairs 
Much of the world today views the United States negatively, considering it dangerous and unpredictable. Recent polling overseas confirms the continuation of the downward slide in global public opinion that gathered force with the 2000 U.S. elections and accelerated sharply in 2003 with the invasion of Iraq. Current approaches to building support for U.S. policies and American values, from the State Department's worldwide public diplomacy to the Defense Department's public affairs activities in war zones, have failed to reverse negative attitudes so severe that they thwart the United States' ability to achieve its foreign policy objectives. Anti-American forces are taking advantage of the collapse of U.S. popularity across the globe, making anti-Americanism a national security threat. The U.S. government should take a series of immediate steps to regain American credibility overseas. The Bush administration must revise some of its signature policies and moderate its style of international discourse in order to regain the goodwill the United States previously earned. Much more emphasis on public diplomacy is essential. Additionally, Congress and the executive branch should use the next two years to restructure the apparatus of governmental soft power instruments, making them more effective and powerful. The Pew Research Center's June 2006 Global Attitudes Project demonstrates what other polls have been saying in recent years: world public opinion has turned ferociously against the United States. Favorable opinion has plummeted in nearly all countries surveyed in Europe, Asia, and especially the Middle East. The United States has never been as unpopular in Western Europe. Even in the United Kingdom 41 percent of those polled think the United States is a greater threat to world peace than Iran. Most countries polled now view China more favorably than the United States. In Turkey, a NATO ally country, only 12 percent of those polled have a favorable opinion of the United States -- down from 52 percent in 2000. In Indonesia favorable opinion declined from 75 percent in 2000 to 15 percent in 2003, and it has risen to 30 percent today chiefly because of our tsunami assistance. In not a single majority-Muslim population country polled in 2002 did a majority believe that Arabs carried out the 9/11 attacks; these same majorities support Osama bin Laden and evince sympathy for suicide bombers.

Soft Power Low Now

American soft power is disintegrating

Joshua Kurlantzick (special correspondent for The New Republic and a visiting scholar at the Carnegie Endowment) Current History. Philadelphia: Dec 2005. Vol. 104, Iss. 686;  pg. 419, 6 pgs “The Decline of American Soft Power”
Australia is not unique. Polls taken in many nations suggest that anti-Bush administration sentiment, which developed between 2002 and 2004, has mutated and strengthened into a broader antiAmericanism. Indeed, while previously publics in many countries differentiated between their dislike for George W. Bush's foreign policies and their personal respect and even love for American people, American values, American culture, and American companies, these distinctions may be disappearing. A study released in August by Anholt-GMi, an organization that ranks the "brands" of nations, found that respondents from a range of countries ranked the United States only eleventh overall in terms of its cultural, political, popular, and business attractiveness. The United States was last in the rating for cultural heritage, which the survey's author said reflected widespread skepticism about Americans' "wisdom, intelligence, and integrity." America's "governance, its cultural heritage, and its people are no longer widely respected or admired by the world," Simon Anholt, the author, bluntly told the Financial Times. "Foreigners are transferring anger at the us government to anger at the United States and anger at us business," agreed Keith Reinhard, head of a coalition of companies, Business for Diplomatic Action, that is concerned about America's declining image. This anger can prove fatal: in Karachi, irate Pakistanis have attacked a Kentucky Fried Chicken outlet, an American symbol, four times in the past four years. In the most brutal attack, a mob stormed the KFC and burned it to the ground, killing six people inside. Other studies have revealed similar results. Although a recent Pew survey showed slight improvement in America's standing in the world, the downward trend remains unmistakable. In a survey this year of 21 nations by the British Broadcasting Corporation (BBC), only one-third of those polled wanted American values to spread in their nation. Even as us military power has surpassed that of all rivals, America's vital soft power may be disintegrating.
The US is losing its soft power

Joseph S. Nye, Jr. The Boston Globe March 28, 2004, HEADLINE: LONELY AT THE TOP AMERICA'S POPULARITY ABROAD CONTINUES TO SLIDE. WHEN WILL THE BUSH ADMINISTRATION REALIZE THAT IT MATTERS? (Distinguished Service Professor at Harvard University and Sultan of Oman Professor of International Relations, was Dean of the John F. Kennedy School of Government from December 1995 through June, 2004. Nye has been on the faculty at Harvard since 1964, during which time he also served as Assistant Secretary of Defense for International Security Affairs, Chair of the National Intelligence Council, and Deputy Assistant Secretary of State for Security Assistance, Science and Technology)

Despite initial outpourings of sympathy following 9/11, anti-Americanism has increased sharply over the past two years, with serious consequences for American foreign policy. A survey released two weeks ago by the Pew Research Center for People and the Press shows that the damage to our reputation has only worsened since the Iraq war. When asked in an earlier Pew poll to what extent the United States "takes your interests into account," a majority in 20 out of 42 countries surveyed said "not too much" or "not at all." We are squandering our soft power.

US soft power is at it’s lowest point in recent memory 

Joseph Nye 2007 “Day One at Davos and the Low Ebb of American Soft Power” Jan. 24 http://www.huffingtonpost.com/joseph-nye/day-one-at-davos-and-the-_b_39536.html  (Distinguished Service Professor at Harvard University and Sultan of Oman Professor of International Relations, was Dean of the John F. Kennedy School of Government from December 1995 through June, 2004. Nye has been on the faculty at Harvard since 1964, during which time he also served as Assistant Secretary of Defense for International Security Affairs, Chair of the National Intelligence Council, and Deputy Assistant Secretary of State for Security Assistance, Science and Technology)

Day 1 at Davos. A maddening process. Too many people and too many topics crowded into too little space and time. But worth it for the insights that can be gleaned from people drawn from all over. One nice feature this year is that the Young Global Leaders selected by the World Economic Forum (which include business, academics, and non-profits) were given a prominent role in the opening plenary. The theme this year is "power shifts," and Angela Merkel referred to the importance of soft power in her keynote. But my strongest take-away of the day was a seasoned Asian diplomat telling me that in all his travels, he has never seen American soft power at such a low ebb. In his words, only the Israelis, Indians, and Vietnamese have a positive view of the U.S. Then he added, "and Iran, if you look only at the people, not the government." But there is much speculation that the Administration will change that for the worse.
A/T only need Hard Power

Hard power is not enough, we need soft power

Joseph S. Nye, Jr. The Boston Globe March 28, 2004, HEADLINE: LONELY AT THE TOP AMERICA'S POPULARITY ABROAD CONTINUES TO SLIDE. WHEN WILL THE BUSH ADMINISTRATION REALIZE THAT IT MATTERS?

(Distinguished Service Professor at Harvard University and Sultan of Oman Professor of International Relations, was Dean of the John F. Kennedy School of Government from December 1995 through June, 2004. Nye has been on the faculty at Harvard since 1964, during which time he also served as Assistant Secretary of Defense for International Security Affairs, Chair of the National Intelligence Council, and Deputy Assistant Secretary of State for Security Assistance, Science and Technology)

   Skeptics say not to worry - popularity is ephemeral and should not guide foreign policy in any case. The United States is so strong, we can act without the world's applause or even approval. Foreigners may grumble, yet they have little choice but to follow. We do not need permanent allies and institutions. We can always pick up a coalition of the willing when we need to. As Secretary of Defense Donald Rumsfeld is wont to say, the issues should determine the coalitions, not vice versa. But it would be a mistake to dismiss the recent decline in our soft power so lightly. It is true that the United States has recovered from unpopular policies in the past, as in the years following the Vietnam War. But that was during the Cold War, when other countries still feared the Soviet Union as the greater evil. And failure to attend to our soft power can undercut our hard military power. For example, a year ago when the United States wanted to send Iraq-bound troops across Turkey, the Turkish parliament - mindful of overwhelming public opposition to the war - would not allow it. Similarly, the widespread perception that we were determined to go to war in Iraq regardless of the views of other countries meant we had to shoulder more of the burden of policing and reconstructing Iraq after the war - a burden that will only increase should the newly elected Spanish government pull out of Iraq prematurely, and if other allies follow suit.
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