
Madam,

The Secretary-General would like you to see the attached.

Thank you
Elisabeth W.
1 August
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COLUMBIA UNIVERSITY
I N T H E C I T Y O F N E W Y O R K

C O L U M B I A E A R T H I N S T I T U T E

W ,

Jeffrey D. Sachs
Director of The Earth Institute

Dr. Condoleezza Rice
National Security Advisor
National Security Council
The White House
Washington, DC 20506

Dear Condi,

I appreciated very much your call on Friday.

My main and urgent concern is that our Government has no plan to fight AIDS, and as
consequence we are losing the war. The new infections (5 million in 2001) and the
deaths (3 million in 2001) are exploding in number and are vastly outpacing our
response. Still today, in mid-2002, almost no Africans are on antiretroviral treatment (an
estimated 25,000 out of 28.5 million HlV-infected, or roughly 1 per 1,000 HIV-infected).
We are leaving millions to die unnecessarily. And the disease is now spreading at a
shocking rate to Asia.

We would never fight terrorism the way we fight AIDS. In the latter case we have no
quantified goals, no multi-year budget plans, no overall strategic plan of action. We react
to events. We are "waiting to see" if the Global Fund will work, rather than acting to
ensure that it will work. We would never "wait to see" if NATO functions. Instead we
invest U.S. leadership, finance, and expertise to ensure that it does function.

No amount of spin can hide the disaster that is unfolding. And no amount of spin can
hide the world's growing alarm at the lack of U.S. and European leadership in this area.
And yes, the U.S. is doing more than Europe. That is true, but the U.S. and Europe
together are doing only the tiniest amount compared to the real needs and their
capabilities.

For these reasons, I am proposing a specific plan of action at the end of this letter. Before
turning to the plan, however, please permit me to share some further background with
you.

I received a letter (June 4, attached) from OMB Director Daniels justifying the
Administration's de minimus ($200 million) budget request for the Global Fund to Fight
AIDS, TB, and Malaria (GFATM) for FY03. The letter was certainly in good faith, but it
was nonetheless highlights our lack of strategic thinking. Mr. Daniels declared that the
Global Fund experts had advised the USG that only $3.1 billion is needed from all donor
sources and through all channels (Global Fund and others)
have tracked down that number from a UNAIDS report. T

Lmv Librarv. Four th Floor M a i l Code 4.V>J! 535 West I 16th .Street New York. NY



a UNAIDS estimate that $4.7 billion can be absorbed in 2003 assuming no new
investments in infrastructure.1 In other words, it is an assessment precisely based on the
absence of a plan to scale up the war on AIDS! It was never meant to be a needs
assessment.

A more accurate needs assessment (taking into account the urgency of scaling up the
infrastructure and capacities to address the disease) is at least $6 billion of international
donor funding in FY03 for HIV/ADDS, and another S2 billion in FY03 for Malaria and
TB. Of that total of $8 billion, at least $4 billion should be disbursed through GFATM
programs, and the rest through bilateral and other multilateral channels. In later years,
the share apportioned through the GFATM is likely to rise to around 60 percent in my
view.

The S3.1 billion estimate is fundamentally flawed for at least three reasons.

First, it includes no funding for infrastructure investments (clinics, hospitals, equipment,
manpower training) that will be needed to win this war.

Second, it includes no funding for management, oversight, operations research, and
evaluation of scaled-up programs on HIV/AIDS.

Third, it includes no funding for Malaria and TB, even though those two diseases are part
of the mandate of the Global Fund.

In short, it could only be cited because the U.S. has no plan of action to guide its own
professional needs assessment. I have verified.the absence of such a plan with every
leading Department, NEH, CDC, and USAID.

The situation is actually much worse. The absence of a U.S. plan of action has led to a
dangerous pressure on poor countries to downsize their own plans of action. I know the
situation with Malawi quite intimately, since I helped to advise them (pro bono) on the
design of their own plan. They created a rigorous program that aimed to scale up the
treatment of HFV-infected individuals, from a few hundred individuals today to 100,000
persons by 2005. (That would represent roughly 10 percent of all HIV-infected
individuals as of that date").

The donors insisted that the Government of Malawi should scale down the plan in the
following way. First, their plan was cut by 60% at donor insistence before they were
allowed to submit it to the Global Fund. Next, the Fund turned down the program,
insisting that it was "comprehensive and technically sound" but "very large." The
Government of Malawi was "urged" to cut it further (including significant cuts in
management, monitoring and evaluation), so that it is now 75% below the original plans.
It appears that the donors will agree to finance the treatment of around 25,000 HFV-

1 UNAIDS assumed that one third of the $4.7 billion would be paid for by the low-income countries
themselves.
- There are currently an estimated 850,000 individuals in Malawi living with HIV/AIDS.



infected individuals by 2006. I am attaching the rejection letter from the Global Fund. It
certainly undermines the claims that the donors are ready to finance technically sound
proposals.

The absence of a multi-year plan of action by the U.S. or other donors makes it virtually
impossible for the poor countries to plan strategies of their own. Can they count on
support or not? At what scale? What can they tell their own people? What should they
plan in their own capital spending?

For these reasons, I believe that it is urgent for the U.S. Government to take the following
four actions.

1) Work with WHO, UNAIDS, and the GFATM to set quantified targets for each year of
the five-year period 2003-2007. These targets would be:

epidemiological targets (e.g. infection rates at ante-natal clinics, death rates among HFV-
infected)
program targets (e.g. numbers of individuals on antiretroviral treatment)
financial targets (e.g. total spending by the U.S. and other donors on bilateral programs
and the GFATM)

The two international agencies (UNAIDS and WHO) and GFATM have already
announced their intention to prepare a Plan of Action by October, and it is important that
the U.S. be fully engaged in this process.

2) Announce to the world the U.S. intention to-scale up contributions to the GFATM
commensurate with the achievement of the targets.

3) Raise the President's request for FY03 to at least $1.0 billion for the Global Fund and
at least an additional $250 million for USAID and CDC to recruit increased expert
personnel (the U.S. effort is very deeply understaffed on international AIDS issues). In
my view, this announcement should be made at the time of the Johannesburg Summit on
Sustainable Development, and would mark a galvanizing step by the United States that
would create an enormous boost in worldwide moral, resources, and support for U.S.
leadership.

4) Call upon the European and other donors to match U.S. funding in the appropriate
ratios. In general, the U.S. should spend around one-third to one-half of all donor
efforts.3 We would even be well placed to put a challenge grant mechanism in place,
such that the U.S. will significantly increase its own spending if matched by others, with
the proviso that the U.S. will fund no more than one-half of the total.

3 The U.S. GNP share of total donor GNP is 40 percent (approximately $10 trillion of $25 trillion), while
the U.S. share of official development assistance (ODA) is only one fifth. The U.S. share of incremental
ODA should plausibly be as high as one half of the total, in order to narrow the ODA/GNP ratio with other
donors. I would suggest that the U.S. share should be no less than one-third of the total incremental aid to
fight AIDS, TB, and malaria.



There is absolutely no risk that the United States could be "excessive" in its contributions
to the GFATM in FY03. Not only is the need and "absorptive capacity" for AIDS donor
support vastly higher than $3.1 billion for HIV/AIDS cited by Mr. Daniels, but the
GFATM also must address TB and Malaria. In any event, if for some bizarre reason the
money cannot be absorbed within FY03, the U.S. funds could be held over till FY04.
And if other donors do not adequately match the U.S. increased contribution, U.S.
legislation could empower the President to divert the spending to bilateral programs or to
withhold the funds entirely.

I have no doubt of the President's abiding concern to fight AIDS, malaria, and TB. The
President may well believe that we are on the right track, given the U.S. leadership in
establishing the GFATM. It is therefore especially important for the President to
understand that the USG and international community still have no overriding plan or
framework for action, and that the U.S. leadership is needed both to formulate such a plan
and to help fund it. More money is urgently needed, and the poor countries must
understand clearly that increased funding at adequate levels will be forthcoming so that
they can pursue their own plans with boldness and confidence as well.

I very much hope that you can attend to these urgent issues in the next couple of weeks,
and announce to the world at the Johannesburg Summit the U.S. intention to step the war
against AIDS, TB, and Malaria, as part of our overall global war for freedom.

With admiration and warm regards,

Copies to:

OMB Director Mitch Daniels
Secretary Tommy Thompson
Secretary Colin Powell
Secretary Paul O'Neill
Senator Bill Frist
Bono

Attachments:

Mr. Mitch Daniels Letter
GFATM Letter to Government of Malawi



GLOBAL FUND
tO Fight AIDS,
Tuberculosis
and Malaria

CCM Malawi (Malawi Global Fund Coordinating Committee/MGFCC)
National AIDS Commission,
P.O. Box 303622,
Lilongwe 3, Malawi
Attention: Dr. Biziwick S.M. Mwale

21st May 2002
Our Reference: 326/1

Dear Dr. Bizick S.M. Mwale,

I am pleased to inform you that although the Board of the Global Fund to Fight
AIDS, Tuberculosis and Malaria has deferred approval of your funding of the first
two years of the HIV component of your proposal, Integrated National
response to HIV/AIDS and Malaria, it has decided to fast-track the approval
process contingent on your completing the following information:

1. This is a comprehensive and technically sound proposal. However, the
volume of resources being requested appears to be very large and it is
not clear whether appropriate absorptive capacity exists. Please
indicate clearly what capacity exists to effectively use the amounts
requested.

2. A large proportion of the budget is devoted to human resource
development and payment of salaries or salary supplementation.
Explain how this will improve outcomes. What will be impact on other
health sector employees who are not involved in activities covered by
this proposal? Is this the most effective use of Global Fund resources?

3. The proposal needs on components 1-4 and the budget amounts for
all components should be revised downwards. The amounts allocated
for management, monitoring and evaluation must be significantly
reduced.

As the processing of this additional information and subsequent stages of
reviewing your .proposal will be on a special fast-track basis, you have six(6)
weeks from the date on which we transmit this letter to your office to provide a
response that answers these inquiries to the satisfaction of the Secretariat and
the Technical Review Panel (TRP). Since the Secretariat and the TRP may have
questions about your initial response, you are strongly encouraged to submit
your response as soon as possible. We will work with you to resolve any
questions as quickly as possible. Please not that as soon as we determine that
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these issues have been resolved to the satisfaction of the Fund, your proposal
will be resubmitted to the Board. The Board will then review your proposal,
without waiting for the next Board meeting.

If the outstanding inquiries on your proposal are not satisfied within this
timeframe, it may result in the need to reconsider the processing of your
proposal by the Fund.

As proposals are definitively approved grant agreements and other necessary
documentation will be concluded. Please note that actual disbursement
arrangements will be negotiated at that time.

We congratulate you on this progress and look forward to working together to
improve health in your country.

Please feel free to contact us (preferably by email) if you have any questions.

Sincerely,

Herman Rosenberg
Team Leader, Portfolio Management.

9, Rue de Varembe 1202 Geneva tel. +41 22 791 9459 f. +41 22 791 9461 proposals@tss-twg.be



EXECUTIVE OFFICE OF THE PRESIDENT
OFFICE OF MANAGEMENT AND BUDGET

WASHINGTON, D. C. 20503

THE DIRECTOR JUHC 4, 2002

Professor Jeffrey D. Sachs
Harvard Center for International Development
79 John F. Kennedy Street
Cambridge, MA 02138

Dear Professor Sachs:

The Administration fully agrees the AIDS pandemic is a global tragedy. It affects millions of
individuals and their families and is destroying the economic and social fabric in many countries, especially
in impoverished regions of sub-Saharan Africa. With only 11 percent of the world's population and one
percent of the world's income, sub-Saharan Africa has 70 percent of HIV/AIDS cases and 77 percent of
AIDS deaths.

The United States has recognized and acted on the urgency of the problem more aggressively than
any other government. Throughout the 1990s, the United States Government was the only source of funding
to combat the HIV/AIDS pandemic. In 1999, the United States Government provided $200 million for
overseas HIV/AIDS activities. In the FY 2003 Budget, the President has proposed more than $1.1 billion for
bilateral and multilateral funding of HIV/AIDS programs overseas, a fivefold increase.

I note your comments that the Global Fund would "best leverage the financing of other donors;" and
your request for the United States Government to contribute another $2.5 billion in FY03. While the Global
Fund may leverage the financing of other donors in the future, I do not agree that a United States
contribution to the Global Fund of $2.5 billion in FY03 would be an effective use of US foreign assistance.

In particular the President is concerned that ~

1. The Global Fund has just been established and has no track record of success. Unlike US AID, which has
established systems for programming, obligating, expending, accounting for, and evaluating the use of
assistance for health programs overseas, the Fund has limited staff, no financial control mechanisms, and
no monitoring and evaluation systems. The FY 2003 Budget, therefore, focused proposed increases for
HTV/AIDS programs on bilateral U.S. programs which we are confident we can account for success.

2. A U.S. contribution of $2.5 billion to the Global Fund, combined with the more than $800 million in
U.S. bilateral programs through USAJJD and HHS, would finance 100% of the estimate of total
international donor funding needed for HIV/AIDS in 2003. The staff of the Global Fund, drawing on the
published work of an international consortium of health experts, estimate that $3.1 billion in
international donor funding from all bilateral and multilateral sources is needed in 2003.



3. A United States contribution to the Global Fund of $2.5 billion in FY 2003 would eliminate any sense of
urgency by other donors. We would most likely drive out other donor contributions rather than leverage
them.

I assure you that the Administration will be reviewing the operations of the Global Fund hi the FY 2004
and subsequent Budgets, and that the Administration is prepared to increase funding to the Global Fund if
appropriate burden sharing arrangements with other donors are agreed to, and if the Fund demonstrates it can
monitor, account for and successfully implement a funding strategy and operation.

Sincerely,

Mitchell E. Daniels, Jr.
Director



J. Sachs
July 29, 2002

Costing the Scaling Up of the Fight Against AIDS, Malaria, and TB

1. There is an urgent need for a consistent costing of the multi-year scaling up of the
fight against HIV/AIDS, Malaria, and TB. Estimates such as "$10 billion per
year" are widely circulating, but they are giving rise to considerable confusion.
For example, does the "$10 billion per year" refer to:

• Donor spending or total spending?
• HIV/AIDS only or also Malaria and TB?
• The target for 2002 or for a future year?
• The direct costs of interventions or investments in infrastructure as well?
• Costs for Global Fund to Fight AIDS, TB, and Malaria (GFATM) or all forms of

spending, including bilateral and multilateral sources?
• Funding for the operation of multilateral institutions (UNATDS, WHO, GFATM,

UNICEF, World Bank) that are leading the control efforts at the international
level?

2. As a result of this confusion, donors certainly do not understand what is required
from them. The U.S. Government, for example, erroneously concluded (in a
letter from OMB Director Mitch Daniels to me on June 4, 2002), that "$3.1
billion in international donor funding from all bilateral and multilateral sources is
needed in 2003," including all funding for the GFATM. This estimate of $3.1
billion comes from a misinterpretation of some UNAEDS estimates (which do not
include infrastructure investments, other costs of scaling up, or funding for
malaria and TB}.

3. A proper comprehensive costing should have the following six components

• An incremental cost estimate prepared for each of the three diseases
• An explicit multi-year framework, with annual estimates during the period (e.g. a

five-year period, 2003 - 2007)
• Comprehensive costing including three components: direct costs of interventions,

investments in infrastructure (both human and physical), and other costs of
scaling up (both at the country and the international level)

• An estimate of available incremental funding at the national level from domestic
(non-donor) sources during the multi-year period

• An estimate of needs from donors, equal to total incremental costs minus
incremental funding out of domestic sources

• An estimate of the incremental spending that should pass through the GFATM
versus other channels



4. The estimates of the Commission on Macroeconomics and Health (CMH) are for
the single year 2007 (in constant $US 2002 prices). Note that the CMH did not
prepare annual cost estimates leading up to 2007.

5. The CMH estimate is $14 billion per year in donor funding for country programs
for HIV/AIDS, Malaria, and TB in 2007 (see Annex 1). This is a comprehensive
estimate, covering the direct costs of necessary interventions, plus the costs of
incremental infrastructure, and other scaling-up costs. An additional $650 million
or so (on top of current budgets) will be needed to support the expanded
operations of UNAIDS, WHO, and GFATM. Thus:

Donor needs at country level S14 billion
Incremental Donor needs for

UNAIDS, WHO,
GFATM,
Other agencies $650 million

6. As shown in Annex 1, the percentage of funding from donors as opposed to
domestic sources differs markedly across regions. Nearly 90 percent of the costs
in low-income Africa will need to be financed by the donor community, through
the GFATM and other mechanisms.

7. Of the total $14 billion needed for HIV/AIDS, TB, and Malaria, roughly 60
percent should flow through the GFATM, or $8 billion per year (as of 2007).

8. As UNAIDS, WHO and the GFTAM prepare new estimates by October, I suggest
that they use following procedures.

• First, calculate the incremental direct costs of interventions on a regional basis for
the five year interval 2003-2007, e.g. the costs of antiretroviral therapy,
insecticide-impregnated bednets, DOTS, etc. Existing CMH, WHO, and other
estimates will be available for this purpose. These estimates will have to build on
an explicit coverage targets for HAART, DOTS, ITNs, etc., by region for each
year during 2003-2007. It is critical, in my view, to be bold and explicit about
these targets, and to work very hard to achieve it. These must be significant
goals, since implicitly all of those not on HAART will die within a short period of
time. The malaria and TB estimates must also take into account the urgent need
to introduce more expensive combination therapies on a widespread scale
(especially in chloroquine and SP-resistant regions of Africa, now almost
everywhere).

• Second, add necessary incremental investments in infrastructure (equipment,
buildings, manpower development and training) to achieve the targeted levels of
coverage.



• Third, add the other incremental costs of scaling up, such as: (a) increased
domestic salaries for public-sector health workers not already reflected in the
direct intervention costs (doctors and nurses salaries in African public health
sector will require at least a doubling in real terms); (b) increased management
costs at the national, district, and local levels; (c) increased costs for financial
oversight, quality improvement, and evaluation functions. These "scaling up"
costs are likely to be at least as large as the sum of direct costs plus
infrastructure!

• Fourth, assume that countries can spend up to 0.65% ofGNP out of domestic
resources on HIV/AIDS, malaria, and TB by 2007. In the CMH report it is
assumed that countries spend another 1% of GNP on health by 2007. We can
assume that roughly two-thirds of that will go for HIV/AIDS, Malaria, and TB.
(On an annual basis, it is reasonable to assume an additional 0.1% in 2003, 0.2%
in 2004, 0.35% in 2005, 0.5% in 2006, and 0.65% in 2007).'

• Fifth, calculate incremental donor needs at the country or regional level as the
difference of incremental total spending minus incremental domestic resource
outlays at the domestic level. Then, add the incremental donor needs to the
existing levels of donor financing, to arrive at the total level of donor needs.

• Sixth, add in an extra level of spending for WHO, UNAEDS, GFATM operations
in expanded control of HIV/AIDS, malaria, and TB. This should be on the order
of$500 million to $1 billion per year, in addition to existing budgets.

• Seven, calculate total donor needs as the sum of donor spending on country-level
programs plus incremental donor spending on multilateral institutions.

' This is consistent with the CMH assumption that countries can spend an additional 1% of GNP on all
health interventions as of 2007. Roughly half of that increased outlay, or 0.5% of GNP, can be spent on
HIV/AIDS, malaria, and TB.



Annex 1. The CMH Estimates of the Costs of Scaling Up the Fight Against AIDS, TB,
and Malaria

1. The CMH estimated the total incremental costs of scaling up 49 priority interventions,
including HIV/AIDS, TB, Malaria, and several other disease conditions (diarrheal
disease, respiratory infection, etc.). The estimates were made for 2007 in $US at 2002
prices.

The costs are as follows:

Direct costs2 $26 billion (Table A2.3)
Additional scaling up costs3 $31 billion

Total incremental costs $57 billion (Table A2.4)

2. The CMH assumed that each country can afford an incremental 1 percent of GNP in
budget outlays on health by 2007 (and 2 percent of GNP by 2015). Using this
relationship on a country-by-country basis, and subtracting incremental domestic
resources from total incremental costs, the donor needs are calculated. The CMH found
that an additional $22 billion per year is needed from donors as of 2007, with most of the
donor funding directed towards Sub-Saharan Africa.

Thus,

Total Incremental costs $57 billion
Incremental domestic resources $35 billion

Total donor needs $22 billion
(existing plus incremental)

The regional breakdown of donor needs is as follows (please note that it is very
approximate).

2 Direct costs include the unit costs per intervention plus the capital investments in infrastructure.
3 The additional costs include several items: additional management costs; additional costs of finance and
monitoring systems at the district and above-district levels; costs of quality improvement for existing
services; and salary increments for public-sector health workers.



Regional Estimates of Donor Needs (approximate)
Region

Sub-Saharan Africa,
low-income
Sub-Saharan Africa,
medium-income
East Asia and
Pacific
South Asia
Eastern Europe and
Central Asia
Latin and Central
America
Total

Total Incremental
Costs

20

4

15

15
1

1

57

Incremental
Domestic Resources

2

3

14

13
1

0

35

Total Donor
Resources (existing
plus incremental)
18

1

1

2
0

1

22

(note that the regional columns do not necessarily sum to total because of rounding error)

2. HW/AIDS, malaria, and TB constitute 65 percent of the total direct costs plus
infrastructure, with AIDS accounting for around 54 percent of the total:

Direct costs
(all 49 interventions)

Of which:
ADDS, TB, and Malaria

AIDS
Of which:
Prevention
Opportunistic Infections
HAART

TB

Malaria

Other diseases

$26 billion

SI7 billion

$14 billion

$6 billion
$3 billion
$5 billion

$0.5 billion

$2.5 billion

$9 billion

3. Since HIV/AIDS, Malaria, and TB account for 65 percent of the direct costs, we also
allocate 65 percent of the "scaling-up costs" (total $31 billion) to AIDS, TB, and malaria.
Thus, we estimate $20 billion for scaling-up expenses for these three diseases on a
worldwide basis, in addition to the direct costs.



4. Total incremental costs are the sum of direct costs ($17 billion) plus scaling-up costs
($20 billion), and are therefore $37 billion. This is much greater sum for HIV/AIDS,
Malaria, and TB than is usually estimated, since it includes both the direct costs of
interventions (including infrastructure) plus other costs of scaling up.

5. We assume that each country can increase its spending by 0.65% of domestic GNP
for AIDS, TB, and malaria, equal to 65 percent of the total 1 percent of GNP increase in
health outlays. Donors are assumed to fill the rest of the financing gap. The results are
as follows:

Total incremental costs for HIV/AIDS, TB, and malaria $37 billion
Incremental domestic financing $23 billion

Total annual donor needs for HIV/AIDS, TB, and malaria $14 billion
(as of 2007, in constant 2002 $US)

Of which (approximately)

HIV/AIDS SI 1.5
Malaria 2.1
TB 0.4

I suspect that this understates the true cost (and proportion of overall spending) for
Malaria and TB, by understating the costs of addressing multi-drug resistant malaria and
TB, and thus the need in both cases for more expensive combination drug therapies.

6. Of the total $14 billion per year in 2007, roughly $11.5 billion would be directed
towards Africa. This high share reflects both Africa's poverty and the very high
prevalence of disease, especially HIV/AIDS and malaria.

7. The CMH recommended that around 60 percent of worldwide spending on
HIV/AIDS, TB, and Malaria would go through the GFATM, or $8 billion per year as of
2007 (= 0.6 x$ 14 billion).

8. The CMH recommended an additional $1 billion for the international health agencies
(WHO, UNAIDS, GFATM, etc.) as of 2007, above the existing budget outlays. It is
reasonable to assume that roughly 65% of that, or $650 million, will go for the fight
against HIV/AIDS, Malaria, and TB.



Secretary General Kofi Annan today expressed his great pleasure that the 2002 World Food Prize

has been awarded to Dr. Pedro A. Sanchez, a distinguished soil scientist and the Chair of the

United Nations Millennium Project Task Force on World Hunger.

Dr. Sanchez' selection as the 2002 World Food Prize Laureate was announced the evening of

August 11 at the 26th International Horticultural Congress in Toronto, by Ambassador Kenneth

M. Quinn, President of the World Food Prize Foundation. The $250,000 Prize will be presented

to Dr. Sanchez at a ceremony on October 24, 2002, during the World Food Prize International

Symposium in Des Moines, Iowa, USA. The World Food Prize was founded by Nobel Peace

Prize Laureate Dr. Norman E. Borlaug, the Father of the Green Revolution.

The Secretary General lauded Dr. Sanchez' breakthrough achievements in restoring fertility to

the soil. "Through his research in the Cerrado of Brazil, Dr. Sanchez developed ways to

revitalize tropical soils which had been considered extremely unproductive, thus greatly

expanding Brazil's agricultural output. Subsequently, in East Africa, where Dr. Sanchez served

as Director General of the International Center for Research in Agroforestry, his innovative

approach to restoring nutrients to severely depleted soils resulted in dramatic increases in crop

yields, affecting hundreds of thousands of small farmers. It is clear that Dr. Pedro Sanchez'

accomplishments offer enormous promise that a Green Revolution can at last be spread through

Sub-Saharan Africa", the Secretary General added.

The Secretary General concluded by saying that he felt it was "particularly auspicious that the

World Food Prize would be presented to Dr. Sanchez on October 24, United Nations Day.



"Nothing could better reflect the direct connection between Dr. Sanchez' accomplishments and

his new mission on behalf of the Millennium Project of the United Nations."




